
For the best experience, open this PDF portfolio in
Acrobat 9 or Adobe Reader 9, or later.

Get Adobe Reader Now!

http://www.adobe.com/go/reader




 


 


 


S y s t e m s  


Computer Operations Procedures Manual 
L IBRARY REFERENCE NUMBER:  OKCO REVIS ION DATE:   JANUARY 2007  VERSION 3 .1 


 


 











 


 


 


Computer 
Operations 
Procedures 
Manual 
 


S y s t e m s   


O K L A H O M A  H E A L T H  C A R E  A U T H O R I T Y  


L I B R A R Y  R E F E R E N C E  N U M B E R :  O K C O  
R E V I S I O N  D A T E :  J A N U A R Y  2 0 0 7  
V E R S I O N  3 . 1  







  


iv 


Microsoft® is a registered trademark of Microsoft Corporation. 


Other products and brand names are the trademarks of their respective owners. 


CDT-3/2000 (including procedures codes, definitions (descriptions) and other data) is copyrighted by the 
American Dental Association.  1999 American Dental Association.  All rights reserved.  Applicable 


Federal Acquisition Regulation System/Department of Defense Acquisition Regulation System 
(FARS/DFARS) Apply. 


CPT codes, descriptions and other data only are copyright 1999 American Medical Association (or such 
other date of publication of CPT).  All Rights Reserved.  Applicable FARS/DFARS Apply. 


EDS is a registered mark of Electronic Data Systems Corporation. 







 


Library Reference Number: OKCO v 
Revision Date: October 2006 
Version: 3.1 


Revision History 
Document 


Version 
Number 


Revision 
Date 


Revision 
Page 


Number(s) 


Reason for Revisions Revisions 
Completed By 


1.0 March 
2003 


All New Publications 


1.1 Sept. 2003 5-2 Replaced “3490 tape” with “Sun-1-
floppy disk.” 


Publications 


1.1 Sept. 2003 5-4 Added 12th step to steps in 
processing Medicare crossover 
tapes. 


Publications 


1.1 Sept. 2003 9-1 Added two print center 
responsibilities to list. 


Publications 


1.1 Sept. 2003 12-2 Added information under Bad 
Checks header 


Publications 


1.1  Sept. 2003 14-2 Added information under Printing 
Client ID Card header. 


Publications 


1.1 Sept. 2003 15-1 Numerous additions, deletions 
under Trouble Ticket header. 


Publications 


1.2 Aug. 2004 6-4 Added Data Security for hard drive 
information. 


Publications 


1.3 Oct. 2004 3-5 Redaction Publications 
1.4 Oct. 2005 9-1 Redaction Publications 
3.0 Dec. 2005 13-2 Redaction Publications 
3.1  Jan. 2007 16-1 – 16-4 Added VIPP Coding section Publications 


 







 


vi Library Reference Number:  OKCO 
 Revision Date:  August 2004 
 Version 1.2 







 


vii Library Reference Number:  OKCO 
 Revision Date:  January 2007 
 Version 3.1 


Table of Contents 
Revision History.............................................................................................v 
Section 1: Introduction to Data Center.................................................... 1-1 


Overview ............................................................................................................. 1-1 
Support Functions................................................................................................ 1-1 


Section 2: Data Center Staffing and Responsibilities ............................. 2-1 
Overview ............................................................................................................. 2-1 
Data Center Staff ................................................................................................. 2-1 
Data Center Responsibilities ............................................................................... 2-4 


Section 3: NT Server Maintenance........................................................... 3-1 
Overview ............................................................................................................. 3-1 
LAN Server Configuration .................................................................................. 3-1 
Workstation and Laptop Configurations ............................................................. 3-1 
New Software and License Maintenance ............................................................ 3-3 
Maintenance Agreements and Backup Process for Servers................................. 3-3 
LAN Maintenance ............................................................................................... 3-3 
Server Maintenance and Fault Tolerance ............................................................ 3-4 


Section 4: Network/Firewall Administration .......................................... 4-1 
Overview ............................................................................................................. 4-1 
Network Management ......................................................................................... 4-1 


Section 5: Electronic Data Input/Output................................................. 5-1 
Overview ............................................................................................................. 5-1 
Input/Output Organizations ................................................................................. 5-1 
Input/Output Media Types .................................................................................. 5-1 
Input/Output Spreadsheet .................................................................................... 5-2 
Crossover Tape Processing.................................................................................. 5-3 


Section 6: System Security ........................................................................ 6-1 
Overview ............................................................................................................. 6-1 
Confidentiality of Internal and External Sources ................................................ 6-1 
IT Equipment Security ........................................................................................ 6-1 
Network Monitoring Tools.................................................................................. 6-2 
User ID Maintenance........................................................................................... 6-2 
Virus Protection................................................................................................... 6-2 
Power Failures and Shutdown Procedures .......................................................... 6-3 
Power Down Computer Equipment..................................................................... 6-3 
Data Security For Hard Drives ............................................................................ 6-4 


Section 7: Physical Security ...................................................................... 7-1 
Overview ............................................................................................................. 7-1 
Building Security................................................................................................. 7-1 
Fire Detection System ......................................................................................... 7-2 


Section 8: Introduction to Print Center ................................................... 8-1 
Overview ............................................................................................................. 8-1 


Section 9: Print Center Staffing and Organization................................. 9-1 
Overview ............................................................................................................. 9-1 
Print Center Staff................................................................................................. 9-1 
Print Center Responsibilities ............................................................................... 9-1 







 Computer Operations Procedures Manual 


viii Library Reference Number:  OKCO 
 Revision Date:  January 2007 
 Version 3.1 


Section 10: MMIS Report Production ................................................... 10-1 
Overview ........................................................................................................... 10-1 
Cycle Printing.................................................................................................... 10-1 
Postscript Conversion........................................................................................ 10-1 
Producing Reports ............................................................................................. 10-2 
Required Report Schedule................................................................................. 10-3 
Printer Maintenance .......................................................................................... 10-3 


Section 11: MMIS Letter Production..................................................... 11-1 
Overview ........................................................................................................... 11-1 
Cycle printing.................................................................................................... 11-1 
Postscript Conversion........................................................................................ 11-1 
Producing Letters .............................................................................................. 11-2 


Section 12: Remittance Advice (RA) and Check Production............... 12-1 
Overview ........................................................................................................... 12-1 
Processing Remittance Advice Checks ............................................................. 12-1 
Bad Checks........................................................................................................ 12-1 
Electronic Check Signature Security................................................................. 12-2 


Section 13: Cycle Monitoring.................................................................. 13-1 
Overview ........................................................................................................... 13-1 
Escalation Contacts ........................................................................................... 13-2 
EDI Jobs ............................................................................................................ 13-3 
Production Cycle Forecast................................................................................. 13-5 
Pagers ................................................................................................................ 13-5 
Job Status........................................................................................................... 13-5 


Section 14: Client ID Card Production.................................................. 14-1 
Overview ........................................................................................................... 14-1 
Printing Client ID Cards.................................................................................... 14-1 
Client Identification Card Performance Expectations ....................................... 14-2 


Section 15: Help Desk Support ............................................................... 15-1 
Overview ........................................................................................................... 15-1 
Trouble Tickets ................................................................................................. 15-1 


Section 16: VIPP CODING..................................................................... 16-1 
VIPP Program Overview................................................................................... 16-1 
How to create a TIFF image.............................................................................. 16-1 
VIPP folders usage ............................................................................................ 16-1 
Related software ................................................................................................ 16-2 
Maintaining flash forms .................................................................................... 16-2 


Glossary ..................................................................................................... G-1 
Index.............................................................................................................I-1 
. 
 
 
 


 
 







 


 Library Reference Number:  OKCO 
 Revision Date:  March 2003 
 Version 1.0 


Manual Overview 
Computer Operations is the central point for System Administration, 
Network Administration, Operations, and Print Production for the 
Oklahoma Medicaid Management Information System (OKMMIS). 


Computer Operations personnel are primarily responsible for the Data 
Center and the Operations Print Center.  This manual describes the 
specific tasks related to both areas.   


The Computer Operations Procedures manual is designed to describe 
the day-to-day procedures followed by Data Center and Print Center 
employees who support the OKMMIS Contract.  This manual is 
divided into two subdivisions: the Data Center and the Print Center 
and the roles and responsibilities of both staff are explained in detail. 
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Section 1:   Introduction to Data Center 


Overview 


The EDS Data Center supporting the Oklahoma Medicaid 
Management Information System (OKMMIS) is located in the EDS 
facility at 2401 NW 23rd Street, Suite 11, Oklahoma City, Oklahoma.  
The Data Center is a secure climate controlled environment with 
access restricted to personnel that are critical to the continual operation 
of the facility. 


Support Functions 


The following functions are supported by the Data Center Staff: 


Sun / Unix Server Maintenance 


Data Backup Processing 


NT Server Maintenance 


COLD Server Maintenance 


Network Administration 


Voice System Administration 


Electronic Data Input 


OCR Server Maintenance 


System Security 


Physical Security 
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Section 2:  Data Center Staffing and 
Responsibilities 


Overview 


Data Center Staff provide 24-hour-a-day, seven-day-a-week support 
and coverage.   


Data Center Staff 


The Data Center is staffed by systems administrators (SAs), database 
administrators (DBAs), and a LAN administrator.  For the purpose of 
this documentation, all of the above staff are considered system 
administrators with similar roles but on different servers.  For 
example, the system administrators are responsible for managing the 
performance of the SUN and UNIX servers.  The DBAs manage the 
databases.  The LAN administrator manages the Windows network 
and other peripheral servers. 


System Administrators 


These system administrators (SAs) are responsible for all operating 
systems, all back office products, and any software directly related to 
the integrity and overall health of the systems.   


The system administrators are responsible for maintenance on all 
servers through patches, service packs, and upgrades to ensure the 
availability of the systems and to minimize the amount of unscheduled 
down time. 


Upgrades and Service packs are evaluated prior to installation.  These 
updates are obtained through the vendor websites.  All servers are 
Windows 2000 based and the updates are obtained from 
www.microsoft.com.  Automated software is utilized to analyze the 
current software versions on each machine on a monthly basis.  
Updates that require a system reboot are performed during the morning 
maintenance window.  Notification is provided to the account user 
base 2 days in advance.  


 In the event that the upgrades require any changes to the users a 
follow-up notification is also sent to explain these changes.  Any 
upgrades or performance tuning are performed by an SA and when 
applicable, the SA must submit notification 48 hours prior to 
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downtime to the OHCA Help Desk.  The OHCA Help Desk 
communicates the information to all of the affected users.    


All notifications use the following template: 
 
 
interChange System Maintenance  
    Oklahoma Title XIX 
Date: <date> @ <start time - end time> 
CST 
 
Title   : <Server> System Maintenance 
Date Issued  : <date> 
Effective Date : <date> 
User Impact  : <LOW>, <MEDIUM> or <HIGH> 
Affected Groups : <Groups Affected> 
Affected Locations : <Affected Locations (i.e OKC, DSSC, etc)> 
Impact   : <Description of what will be impacted and 
unavailable> 
Description  : <Short description of the maintenance> 
Cycle Monitors : <Any items that the Cycle Monitors will 
need to address> 
Primary Contact : Jeff McInnes 
   : Phone: 405.416.6737 


   : Email: jeff.mcinnes@eds.com 


 


SAs ensure that backups to the system are performed nightly. 


Backups are performed according to the following procedures: 
Open Brightstor 
Open Job Status 
Check all daily jobs – any job that failed should be restarted 
To restart a job: 


1. Right-click on the job 
2. Choose modify job 
3. Check the machines to be sure that the correct ones are 


checked 
4. Select the Destination Tab 
5. Be sure that the correct group is selected (the tape name should 


be *) 
6. Click the start button 
7. Click OK on the next window 
8. Check the date and time – reset the time to when the job was 


“supposed” to run. 
9. Click OK 


When all jobs are completed: 
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1. Ensure all drives are empty (Drive status will state No Tape in 
both drives) 


2. Eject tapes if necessary 
3. On tape drive press Enter 
4. Select Eject tapes by pressing Enter 
5. Press Enter to accept the tape 
6. Press Enter to accept the drive 
7. Press enter to complete the action 
1. Press Enter 
2. Press Down arrow to select Remove Magazine 
3. Press Enter to select Remove Magazine 
4. Press Enter to complete action 
5. Magazine door opens 
6. Pull Magazine 


Remove labeled tapes 
Replace tapes with next day’s tapes 
Reinsert Magazine and close door 
Allow drive to inventory 
In Brightstor: 
 Select Device 


Choose tape drive 
Choose Mount Magazine 
Click OK – this process will take about 10 minutes to complete 


before continuing 
Choose Inventory 
Select tapes to inventory 


Click OK 


   


When all 
drives are 
empty remove 
Magazine 
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Data Center Responsibilities 


There are both daily and routine responsibilities for the Data Center.  
Specific Data Center responsibilities include the following: 


Monitor, analyze, and verify integrity of the Local Area Network 
(LAN) for optimum performance.  Various tools are used, 
depending upon need, including the built in Windows tools such as 
Performance Monitor, Network Monitor, Ping, Trace route, etc.  In 
addition tools such as Network Probe, Ethereal, Sam Spade, and 
Spotlight.  Applications reside on various servers and performance 
is analyzed based upon the particular application, server 
combination.  


Recommend software and hardware for users 


Install software and hardware correctly, as needed, on all servers 


Monitor and maintain software and hardware on all servers 


Monitor and maintain user identifications (IDs) to ensure integrity 
and security of the LAN 


Provide support for problems with software and hardware on the 
LAN 


Educate users on proper use of the LAN 


Ensure System Backups are successful and rotate to the DRA site 


Plan for future growth and expansion of the LAN 


 







 


3-1 Library Reference Number:  OKCO 
 Revision Date:  March 2003 
 Version 1.0 


Section 3:  NT Server Maintenance 


Overview 


The Local Area Network (LAN) runs Windows 2000 or Advanced on 
Compaq servers.  Configuration set-ups are based upon the processes 
running on a specific machine. 


LAN Server Configuration 


The LAN servers operate on the Microsoft Windows 2000 server 
operating system.  The entire server farm sits on the uninterruptible 
power supply (UPS) in Computer Operations and allows up to 20 
minutes of shutdown time.  Additionally the server room is protected 
with a diesel-powered generator that automatically switches on before 
the UPS reaches its limits. 


Workstation and Laptop Configurations 


All workstations on the network are identically configured through an 
image file initially.  The images for these machines are maintained 
both on a server share as backup to the CD images, which are used to 
create new machines. 


To prepare a new machine: 


1) Insert Image boot disk 1 in floppy disk drive 


2) Turn on PC 


3) After the machine boots the diskette will load to a DOS 
prompt 


4) Insert Image boot disk 2 in floppy disk drive 


5) At the DOS prompt key pqdi and press [ENTER] 


6) Drive Image will then load 


7) Select Image PC 


8) Browse to the image file on the CD drive 


9) Press OK 


10) Choose to restore image to the local hard drive 


11) Click OK 
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12) A message will appear stating that this operation will 
overwrite the data on the hard drive with the option to 
choose yes or no to continue.  Choose Yes. 


13) When the operation is complete remove the CD and floppy 
diskette 


14) Reboot the machine. 


To create a new image file: 


1) Prepare a PC to be used as the base system – load Windows, 
Office and all other software to be used as part of the base 
system 


2) Run diskprep.exe 


3) The system will shutdown when diskprep is completed. 


4) Insert Image boot disk 1 in floppy disk drive 


5) Turn PC on 


6) After the machine boots the diskette will load to a DOS prompt 


7) Insert Image boot disk 2 in floppy disk drive 


8) At the DOS prompt key pqdi and press [ENTER] 


9) Drive Image will then load  


10) Select Create image 


11) Browse to network share to store image 


12) Choose to store image in multiple files 


13) Set file sizes to 650 Megabytes 


14) Select OK 


15) When image files are completed, copy each file to a CD. 


16) The image CD’s created can now be used with the Image boot 
floppy diskettes to image new machines. 


The configuration contains the basic software that is used 
throughout the account, Microsoft Office, Telnet software, E-Trust 
Virus software, and basic configurations.  Additional software may 
be added to meet individual users needs based on the individual’s 
role and responsibility. 
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New Software and License Maintenance 


All software is given to the security administrators for installation and 
tracking and storing licenses.  Software licenses are kept in a 
spreadsheet file on a network share that is backed up daily.  Once the 
software is recorded, the security administrator distributes the software 
to the appropriate personnel.  A report on current licenses and 
recommended changes is recorded semiannually.    


Maintenance Agreements and Backup Process for Servers 


Information on servers is backed up on tapes for disaster recovery and 
for restoring contaminated or lost files.  All disks and directories are 
backed up daily.  Backups are performed daily as shown in System 
Administrator’s responsibility section.  Restores can be performed by 
session, search, tree, or media contents.  . 


LAN Maintenance 


Servers are periodically taken down for system maintenance.  System 
maintenance includes but is not limited to patches, software upgrades, 
firmware upgrades, and repair disk upgrades.  Whenever possible, the 
schedule of maintenance is provided to all affected users in advance, 
via e-mail.  Down time is scheduled during the maintenance window 
of 1:00 a.m. – 5:00 a.m.   


Upgrades and Service packs are evaluated prior to installation.  These 
updates are obtained through the vendor websites.  All servers are 
Windows 2000 based and the updates are obtained from 
www.microsoft.com.  Automated software is utilized to analyze the 
current software versions on each machine on a monthly basis.  
Updates that require a system reboot are performed during the morning 
maintenance window.  Notification is provided to the account user 
base 2 days in advance. 







Section 3: NT Server Maintenance  Computer Operations Procedures Manual 
 


Library Reference Number:  OKCO  3-4 
Revision Date:  September 2003 
Version 1.1 


Server Maintenance and Fault Tolerance 


All servers are supported with an onsite maintenance contract.  
Weekly preventive maintenance is also performed on all servers to 
ensure continued optimal performance.  System maintenance includes 
therapeutic reboots, disk defragmentation, and disk storage 
monitoring. 


Reboots are performed during the maintenance window. 


To Reboot a Server 


1) Log in with Administrative privilege 


2) Press the Start button 


3) Select Shutdown 


4) Choose Shutdown 


5) Click OK 


6) When the server completes the shutdown – depress the 
power button to restart the computer 


7) When the server completes loading log into the machine to 
verify connection to the network. 


To Defragment a hard drive 


1) Log into the machine with administrative privilege 


2) Open My Computer 


3) Right click on the drive to defragment 


4) Choose Properties 


5) Select the Tools Tab 


6) Press the Defragment tool button 


7) Choose defragment now 


8) When the defragmentation is completed, click OK and 
close the defragmenter windows. 


To check space utilization 


1) From the desktop select the TreeSize Pro tool 


2) Choose Scan 


3) Select the drive to analyze
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 Server Management and Maintenance 


Server management consists of a number of tasks to include: server 
disk management, server backups, and other utilities as required.  
Server management software consists of Windows included 
applications such as defragmenter and chkdsk utilities as well as third 
party applications such as TreeSize, Sam Spade and other utilities 
mentioned elsewhere in this documentation.  Documentation for these 
applications is kept in the share available to the Operations and LAN 
Administrative personnel.   


Network Performance Management and Optimization 


EDS uses the standard network monitor tool that comes with the 
Windows 2000 Server to monitor frames, packets, and bandwidth use 
on the network.  The system administrators also use this monitoring 
tool to benchmark CPU use and memory. 


For optimization purposes, Event logs are reviewed for indications of 
impending problems with system performance.  System administrators 
also keep informed of the latest patches and updates from software and 
hardware vendors that support and improve performance.  


Data Security for Hard Drives 
When a hard drive needs to be sent offsite, for return, repair or 
replacement, including returning customer-owned machines that are 
used by EDS personnel, the drive needs to be "cleaned".  Killdisk is 
used for this purpose. 


1. Boot from the bootable floppy in DOS mode 
2. Run Active@ KILLDISK by typing in command line 


KILLDISK.EXE. 
3. The list of detected hard disk drives and partitions will be 


displayed. 
4. Moving the cursor through them will display the system 


information.    
5. Using arrows select hard disk drive or partition to erase at the left 


side. Configuration dialog appears. 
6. Press F10 to continue 
7. To confirm the erasing action, please type: ERASE-ALL-DATA 


Erasing process will start.  


INSTRUCTIONS 
FOR RUNNING 
KILLDISK 
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Section 4:  Network/Firewall Administration 


Overview 


The OKMMIS network consists of a combination of NT servers, 
CISCO routers, and firewalls.  This set up requires 3-DES encryption 
for all data transactions from external entities. 


Network Management 


There is an internal EDS form used to manage access to the network of 
servers and the building.  Other forms of network management 
communication include emails regarding scheduled downtime and 
authorized or unauthorized software and hardware being used and/or 
added to the system.   


Oklahoma MMIS Security Access Request Form 


The Oklahoma MMIS Security Access Request Form and instructions 
for completing the form can be downloaded from the Workbook.  It 
must be completed when requesting physical access to the EDS site; 
new access to the OKMMIS and the various servers; and for deleting 
access when an employee or contractor is no longer working on this 
contract.  Refer to the EDS Security Procedures Manual for specific 
procedures and a copy of the form. 


Most EDS staff have a LAN ID.  This ID is obtained through the 
Security Access Request Form, which is completed by the leader and 
then processed through the HIPAA Privacy and Security Officer.  This 
ID allows an employee to access a personal directory, shared files, and 
e-mail.  Access to the OKMMIS databases requires a second ID.  Other 
individual IDs, such as Internet access, may be required depending on 
the roles and responsibilities of a particular position.  It is the 
responsibility of the individual employee to keep track of personal 
login IDs and passwords.   
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User accounts are added through the Active Directory Users and 
Computers “snap-in.”  Only System Administrators may add or delete 
a user’s ID.  The information on the Security Access Request Form is 
used to enter the information for the user.  This information includes 
the user’s EDS Net ID, user’s name and type of access to be granted. 


Downtime Notification  


This notice is sent by email prior to a system being taken offline for 
maintenance or upgrades.  This email is sent to a specific distribution 
list of affected users.  The distribution lists are kept and maintain in 
Operations.  


Software Exceptions 


On a periodic basis, the system administrator will run a license 
management software program which will check the software 
packages installed on each machine against a database of the number 
of software licenses purchased.  The license database is kept in a 
spreadsheet and manually audited for exceptions.  Any exceptions are 
reported to the HIPAA Privacy and Security Officer (HPSO) and to 
the department manager of the individual whose machine on which the 
exceptional software was found.  The system administrator will 
uninstall the exceptional software program and will reinstall it if or 
when the manager purchases the additional software license. 


Hardware Exceptions 


Hardware exceptions are peripheral equipment found attached to an 
individual’s machine that was not purchased by EDS or approved by 
EDS management for individual use.  EDS corporate, in Plano, Texas, 
maintain hardware inventory.  Updates are sent to them for record 
keeping.  If the equipment is found to interfere with the productivity of 
the individual or other users of the system, the individual’s manager 
will be informed and the individual will be required to remove the 
peripheral equipment in question. 


 


Creating LAN IDs 
and Outlook IDs 
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Section 5:  Electronic Data Input/Output 


Overview 


EDS processes incoming data from various outside entities in support 
of the Oklahoma Interchange system.  Print center operators follow the 
following procedures to process incoming data. 


Input/Output Organizations 


EDS conducts electronic data input and output with the following 
organizations or vendors on a regular basis: 


Atlantes 


Medicare 


First Health 


DHS (Department of Human Services) 


OJA (Office of Juvenile Affairs) 


Various value-added networks (VANs) 


Point of Sale (POS) vendors 


Input/Output Media Types 


EDS receives data on a number of input/output media types in the 
following forms: 


Tape Cartridge 


Diskette 


CD Rom 


FTP Files 


Upload files via the OHCA secured website 


Provider Network Files  


Hard Media Tracking Process 


The Mailroom receives all hard media and logs it into the logbook.  
The tapes are delivered to Computer Operations where it is logged 
into an Operations logbook as to what type media it is, who it is from 
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and what day it arrived.  Once it is processed it is logged out with the 
time of process and delivered back to the mailroom for mailing back to 
the provider. 


The Mailroom delivers diskettes and CD’s to the EDI Team who 
receives and logs the disks.  The EDI staff initiates virus-checking 
software on each disk and check if the data is in the proper HIPAA 
ASC X12 format.   


Virus checking is performed as follows: 


1) Insert diskette in diskette drive 


2) Open My Computer 


3) Right click on the diskette drive 


4) Select Scan for Viruses 


5) Press the green go button. 


If the disk has data in any other format, the disk is returned to the 
provider with a letter explaining why the data was not processed.   


If the data appears in the proper format, EDI contacts Computer 
Operations when media is ready to be picked up.  Operations picks up 
the disk(s), logs it into the EDI’s media logbook as going out and logs 
it in to the Ops incoming media logbook.  Then Operations loads it 
into the Sun1 floppy disk drive and uploads it to the system, and 
returns it to EDI and logs it back out from Ops to EDI.  EDI will verify 
that files were loaded and are readable before returning or filing 
media.    


EDI receives daily upload reports at 10am and 3pm.  A member of the 
EDI team will use this report to verify the claim file from the diskette 
was uploaded and processed correctly.  If the claim file was not 
processed correctly, it will also appear on another report showing 
specific errors.  The name of this report is EDIJD100 Errors.  The EDI 
representatives can use both of these reports to verify if the claim file 
was uploaded correctly.  If there are any errors on the claim file, the 
provider will be notified.  The diskette will be returned to the provider 
after it has been uploaded. 


Input/Output Spreadsheet 


Below is a spreadsheet of Electronic Data Input/Output organizations, 
their name, data, frequency, transaction type, transmit method, and 
direction. 
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 File Frequency Transaction 
Type 


Transmit 
Method  


Direction 


Atlantes Recipient 
Extracts 


Daily; On 
request 


XML FTP Outbound to Atlantes


 Care Manager 
Updates 


Daily  XML FTP Inbound to EDS 


Medicare Medicare 
Intermediary 
Recipient 
Extracts 


Monthly IBM Tape Postal Service Outbound to 5 
Medicare 
Intermediaries 
(Mutual of Omaha, 
Palmetto, Arkansas 
BCBS, Trailblazers, 
Aetna) 


First 
Health 


Recipient 
Extracts 


Daily Data files FTP Outbound to First 
Health 


 Provider 
Extracts 


Daily Data files FTP Outbound to First 
Health 


 Error files 
from the 3 
inbound items 
from First 
Health  


Daily Data files FTP Outbound to First 
Health 


 ID card 
request 


Daily Data files FTP Inbound to EDS 


 Recipient 
Demographic 
Changes 


Daily Data files FTP Inbound to EDS 


 PCP 
enroll/disenroll 
changes 


Daily Data files FTP Inbound to EDS 


DHS Recipient 
Demographic 
changes 


Daily Data files FTP Outbound to DHS 


 Error reports Daily Data files FTP Outbound to DHS 


 Bendex Monthly Data files FTP Inbound to EDS 
OJA Recipient File 


Updates 
Weekly IBM Tape Postal 


Service/Courier/FTP 
Inbound to EDS 


Crossover Tape Processing 


To process the Medicare crossover tapes, the Data Center staff follows 
these instructions  
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1. Log tapes into online spreadsheet. Read tape label to verify 
that it is from one of the Crossover intermediaries.  


2. Extract the files from the tape 
Action: use read3480 to extract dataset from the tape  


Filename: <DSN>.<VOLSER> 


Directory: $PRODDIR/ops/read 
3. Rename the file 
4. Get TPID (either from documentation with the tape or from 


an EDI-supplied list) 
5. Get SAK_UPLOAD (run 


“/opt/uitls/job/get_sak_number.ksh u” as dsokprod) 
6. Rename the file Filename: 


t.<SAK_UPLOAD>.<TPID>.<DSN>.<VOLSER>.ebcdic 
Directory: $PRODDIR/ops/read/mmmdd_CCYY 


7. Send a copy of the file to the EDI directory 
8. Get type—from list EDI-supplied list of DSNs  
9. Copy the file to $PRODDIR/data02/crossover/<type> 


Filename: 
t.<SAK_UPLOAD>.<TPID>.<DSN>.<VOLSER>.ebcdic 
Directory: $PRODDIR/data02/crossover/<type> 


10. Keep an archive copy of the file in 
$PRODDIR/ops/read/mmmdd_CCYY for X days (TBD by 
ops) 


11. Notify Primary Cycle Monitor that data is available for 
processing 


12.  Prepare Tape for shipping Airborne Express and deliver to 
mailroom. 
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Section 6:  System Security 


Overview 


The EDS Security Procedures Manual is the primary information 
security document for all EDS staff.  It states general policies and 
practices established for proper handling and safeguarding of 
information assets that belong to OHCA.  This portion of the 
Computer Operations Procedures Manual focuses on specific 
responsibilities carried out by data center staff to ensure data integrity.  
Refer to the EDS Security Procedures Manual for more detailed 
information. 


Confidentiality of Internal and External Sources 


The security and confidentiality of internal and external sources is 
protected by restricted user access.  User access rights are permitted 
after the need of the rights for the position has been proven.  Users are 
only granted access to directories and files based on position 
performance requirements and manager approval.  In addition, 
managers must send a request to the HIPAA Privacy and Security 
Officer to grant user access for their subordinates.   


IT Equipment Security 


The Systems staff creates and maintains a secure physical environment 
for all IT related equipment including, but not limited to, servers, 
routers, and software.  Physical security in this sense can be defined as 
securing assets from invasion through physical and virtual means.  For 
this reason, only employees that are in the domain admin group can 
administer network servers or routers remotely.  Refer to the EDS 
Security Procedures Manual for more detailed information. 
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Network Monitoring Tools 


The networks are monitored with tools such as audit and event logs to 
ensure that a breech in security has not taken place and cannot take 
place through inherited/granted rights or through intentional 
tampering.  This monitoring is addressed along with the other 
monitoring mentioned earlier in this documentation.    


In addition to the above responsibilities, systems staff are responsible 
for connectivity between the OHCA and all Wide Area Network 
Links.  This includes all EDS-owned network equipment at customer 
sites.  Each morning systems staff visually inspect equipment for 
proper operations and connectivity is checked via pinging known 
devices.   


User ID Maintenance 


The systems administrator and the HIPAA Privacy and Security 
Officer (HPSO) periodically review user IDs.  A list of inactive and 
obsolete IDs are noted by the system administrator and passed on to 
the HPSO.  In the event of employee separation or transfer, the 
manager must contact the HPSO who contacts the OKMMIS Security 
Team to have all ID’s and privileges revoked immediately.  The 
procedures documented in the Security manual are followed for this.   


Virus Protection 


All workstations are installed with virus protection software as part of 
the original image 


The workstations run a real-time monitoring application that monitors 
all incoming and outgoing files.  All servers run the same application, 
in addition to an agent, that run on the Exchange server that monitors 
for viruses in e-mails.  If a virus is found in an e-mail attachment, the 
server automatically suspends the user’s access rights until the virus is 
extracted.   


All servers are scanned for viruses every evening.  During workstation 
and server scans, the virus is eradicated from the system or in the event 
the virus software cannot eradicate the virus, the file is moved to a 
holding directory.  Signature updates are automatically downloaded to 
all servers and workstations monthly and sometimes updated at a 
higher frequency contingent on alerts put out by EDS. 


Connectivity 
Security  







Computer Operations Procedures Manual Section 6: System Security 


6-3 Library Reference Number:  OKCO 
 Revision Date:  March 2003 
 Version 1.0 


Power Failures and Shutdown Procedures 


The shutdown procedures are to be used only when there is a power 
failure in the Data Center.  During a power failure all SUN equipment 
continues to run using diesel generator power.  The generator will 
support the entire Computer Operations facility.  If for some unknown 
reason the facility must be powered down this section provides 
detailed procedures that must be followed as described. 


Power Outage Notification 


System Administrators must be contacted in the event of a power 
outage.  These individuals make the decision to power down the 
equipment.  Do not power down without the proper authority. 


In addition, call the utility company, to determine how long the area 
will be affected. 


Power Down Computer Equipment 


Once the decision has been made to power down the equipment, 
follow the procedures below in order.   


Note: Contact System Administrators before executing.  In most situations the SAs can 
remotely shutdown the servers and the operator will only need to kill the power. 


SUN SERVERS 


1. Log onto the System Consoles via the Console menus. 


Select Domain A. 


Obtain password from Unix System Administrator. 


2. Log into the host with the root account. 


Obtain root password from Unix System Administrator. 


3. At the Unix prompt enter the following shutdown command. 


shutdown –y –g0 –i0 


4. When the O/S is down from the Platform Shell, the System 
controller issues the following command 


poweroff grid0 


component lights will go out.
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Walk around to the back of the server cabinet and flip the main 
breakers at the bottom. 


5. Repeat for each SUN server 


NT SERVERS 


1.  Log onto Windows 2000 servers with either administrator or 
operator privileges. 


2. Click the Start button. 


3. Choose Shut Down. 


4. Select the Shutdown option. 


5. Click OK. 


6. Repeat for each server. 


7. Power off peripherals. 


 


Data Security For Hard Drives 
 
When a hard drive needs to be sent offsite, for return, repair or 
replacement, including returning customer owned machines that are 
used by EDS personnel, the drive needs to be "cleaned".  Killdisk is 
used for this purpose. 
 


INSTRUCTIONS FOR RUNNING KILLDISK 
 
1. Boot from the bootable floppy in DOS mode 
2. Run Active@ KILLDISK by typing in command line 


KILLDISK.EXE. 
The list of detected hard disk drives and partitions will be 
displayed.  Moving the cursor through them will display the 
system information.  


3. Using arrows, select hard disk drive or partition to erase at the left 
side. Configuration dialog appears. 


4. Press F10 to continue. 
5. To confirm the erasing action, type: ERASE-ALL-DATA Erasing 


process will start. 
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Section 7:  Physical Security 


Overview 


The EDS Security Procedures Manual is the primary information 
security document for all EDS staff.  It states general policies and 
practices established for building security.  This portion of the 
Computer Operations Procedures Manual focuses on specific 
responsibilities carried out by data center staff to ensure controlled 
access to the physical building.  Refer to the EDS Security Procedures 
Manual for more detailed information. 


The EDS facility is physically secured by several systems.  The doors 
are always locked and cannot be opened without an encoded badge.  
All doors are monitored by a systematic video system that records all 
entries and exits from the building.   


Building Security 


All requests for building access must be approved by an authorized 
manager.  The Oklahoma MMIS Security Access Request procedures, 
found on the Workbook, include the list of managers authorized to 
approve a security request.  Original documentation with signature is 
required for initiating, changing, and deleting all types of security 
access, including building access. 
 
The Oklahoma MMIS Security Access Request form must be 
completed, approved, and processed prior to building access being 
granted to the user.  In Oklahoma, the original signed form must be 
given to the HIPAA Privacy and Security Officer.  The request is then 
sent to the EDS Help Desk, which is staffed by Computer Operations 
staff, to complete the process.  A plastic card is activated with the 
proper access and given to the individual’s manager or supervisor with 
a PIN.  Refer to the EDS Security Procedures Manual for more 
detailed information. 
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Building Security Alerts  


A fully monitored security system alerts law enforcement if any breach 
is detected.   


Fire Detection System 


A fully monitored fire detection system alerts the fire department in 
the event fire or smoke is detected.  In the event of fire, the building 
has an automated sprinkler system to extinguish the fire.  
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Section 8:  Introduction to Print Center 


Overview 


The EDS Print Center supporting the Oklahoma MMIS is located in 
the EDS facility at 2401 NW 23rd Street, Suite 11, Oklahoma City, 
Oklahoma.  The Print Center is a secure climate controlled 
environment with access restricted to personnel that are critical to the 
continual operation of the facility. 


 


The Print Center staff supports the following functions: 


MMIS Report Production 


MMIS Letter Production 


Remittance Advice (RA) and Check Production 


Cycle Monitoring 


Client ID Card Production 


Help Desk Support 
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Section 9:  Print Center Staffing and Organization 


Overview 


Print Center Staff provide 24-hour-a-day, seven-day-a-week support 
and coverage.   


Print Center Staff 


The Print Center is staffed with a lead operator and six computer 
operators.  The print center staff shares in all print center and post print 
processing responsibilities.  Each individual operator is cross-trained 
for all equipment.   


Print Center Responsibilities 


There are daily and routine responsibilities for the Print Center.  
Specific Print Center responsibilities include the following: 


Report printing and distribution 


Letter printing and distribution 


Help Desk 


Check Printing 


Problem reporting 


Software and hardware monitoring and problem resolution 


Forms design 


Data uploads and downloads 


Incoming and out going Tape processing 


Monitoring A/C and UPS to verify they are functioning  properly 
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Section 10:  MMIS Report Production 


Overview 


All system-generated reports are automatically routed to the Xerox DP 
180 high-speed printer located in the print center.  The print center 
staff is responsible for the following procedures to ensure timely 
production and distribution of all reports. 


Cycle Printing 


After each cycle run is complete, a master listing of all reports from 
the cycle will print.  Included in the report will be a list of all entities 
that will receive a copy and the number of copies each entity will 
receive.  The list will give the name of the State Department and the 
individual that the report will be delivered to, if hard copies are 
requested.  The process is the same for reports that are delivered 
internally.    


After printing the reports, they are to be delivered to the functional 
areas to which they belong.  State reports will be taken to the 
Mailroom for delivery by courier to the State offices.  SE’s are to use 
the DP75 to do any print testing.  The DP180 is reserved only for 
production print. 


Postscript Conversion 


All documents or files created in MS Word must be postscript 
converted for certain printers prior to printing.  Examples of these 
documents and files are manuals, letters, bulletins, operational 
documentation, and training materials.   


Postscript conversion is used to convert documents or files to the 
postscript language and print font used by the Xerox print system.  The 
postscript option is important for printing large documents, or multiple 
copies of documents.   
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Producing Reports 


MMIS reports must be produced in the format and type of media 
approved by OHCA.  EDS is responsible for the accuracy of all 
reports, including calculations and completeness of data used as input.   


The State will notify EDS, in writing, of any inaccuracies or 
discrepancies.  EDS delivers MMIS reports to the personnel and the 
location specified by OHCA.  The report distribution list, including 
delivery location, number of copies, and media are defined by the 
State during the Design, Development, and Implementation Phase.  
EDS is required to update and maintain the report distribution list 
during the Operations Phase to incorporate any changes to existing 
reports at no additional cost to OHCA.   


Master Listing 


After each Cycle run is complete a master listing of all reports that ran 
in the cycle is printed.  Included in the report will be a list of all 
entities that receive a copy and the number of copies each entity will 
be receiving.  The list includes the name of the State department and 
the individual that the report will be delivered to.  The process is the 
same for reports that are delivered internally.    


Daily Reports 


Daily reports are printed every morning.  Each report receives a cover 
sheet containing the name of the report, the name and address of the 
individual to receive the report and the name and address from where 
the report is being sent.  It is then given to the Mailroom with a routing 
sheet containing the time the report was printed and delivered to the 
mailroom. 


Weekly Reports 


Weekly and weekend reports are generated from the financial cycle 
beginning Friday evening or Saturday morning.  Weekly reports are 
delivered by 12:00 p.m. on the day following production.  


Monthly Reports 


Monthly reports run according to the dates programmed in the Autosys 
Script files for execution.  Monthly reports must be distributed no later 
than 5 days from the run date.  
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Quarterly Reports 


Quarterly reports run according to the dates programmed in the 
Autosys Script files.  Quarterly reports must be distributed no later than 
5 days from the run date.  


Required Report Schedule 


EDS is required to furnish reports on the following schedule:  


Daily reports within twenty-four (24) hours or by noon of the 
following State of Oklahoma business day, whichever is later;  


Weekly reports and cycle processing reports by noon of the next 
State of Oklahoma business day after the scheduled run;  


Monthly reports by noon of the fifth State of Oklahoma business 
day after the end of the month;  


Quarterly reports by noon of the fifth State of Oklahoma business 
day after the end of the quarter; 


Annual reports by noon of the tenth State of Oklahoma business 
day following the end of the year (whether Federal fiscal year, 
State fiscal year, waiver year, or other annual period); and  


Ad-hoc and on-request reports on the date specified in the report 
request. 


Printer Maintenance 


To prevent printer breakdowns and ensure high quality print, regular 
preventative maintenance (PM) must be performed.  This is done by 
the Xerox Tech.  By checking for worn belts, cleaning of parts, and 
checking for any signs of parts getting worn.  PM is scheduled 
monthly and is performed on site by Xerox technicians.  Computer 
operations staff participates in a daily maintenance effort by 
cleaning/wiping paper dust out of the paper path after big print jobs to 
keep the sensors as clean as possible. 
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Section 11:  MMIS Letter Production 


Overview 


This section defines the procedures for letter production, beginning 
with printing, and ending with distribution.  In addition, this section 
covers post-distribution maintenance and procedures. 


Cycle printing 


After each cycle run is complete a master listing of all letters that ran 
in the cycle will print.  Included in the report will be a list of all 
entities that will receive a copy and the number of copies each entity 
will be given.  The list will give the name of the State department and 
the individual that the report will be handed to.  The process is the 
same for reports delivered internally.    


After printing the letters they are to be delivered to the functional areas 
to which they belong.  State reports will be taken to the Mailroom for 
delivery.  Letters will be also delivered to the mailroom for processing 
with routing sheets as to who and when the letters were turned over.  


SE’s are to use the DP75 to do any print testing.  The DP180 is 
reserved only for production print.   


All system generated or batch requested letters are automatically 
routed to the Xerox DP 180 high-speed printer located in the print 
center.  The print center staff is responsible for the timely production 
and distribution of all letters.  Once the letters have reached the printer 
queue they are printed and with routing sheet as to time printed and the 
operator will sign the routing sheet.  They are then delivered to the 
mailroom for processing.  There the Mailroom staff will also sign the 
routing sheet with the time of arrival to the mailroom. 


Postscript Conversion 


All documents or files created in MS Word must be postscript 
converted for certain printers prior to printing.  Examples of these 
documents and files are manuals, letters, bulletins, operational 
documentation, and training materials.   


Postscript conversion is used to convert documents or files to the 
postscript language and print font used by the Xerox print system.  The 
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postscript option is important for printing large documents, or multiple 
documents. 


Master Listing 


After each Cycle run is complete a master listing of all reports/letters 
that ran in the cycle will print.  Included in the report will be a list of 
all entities that will receive a copy and the number of copies each 
entity will be given.  The list will give the name of the State 
Department and the individual that the report/letters will be handed to.  
The process is the same for reports that are going to In-house 
customers. 


Producing Letters 


MMIS Letters must be produced in the format and type of media 
approved by OHCA.  EDS is responsible for the accuracy of all letters, 
including calculations and completeness of data used as input.   


The State will notify EDS, in writing, of any inaccuracies or 
discrepancies.  EDS delivers MMIS letters to the Mailroom.  EDS 
shall be required to update and maintain the letters during the 
Operations Phase to incorporate any changes to existing letters at no 
additional cost to OHCA. 


 Daily Letters 


Daily letters are printed every morning.  Each group of letters receives 
a cover sheet containing the name of the letters.  It is then given to the 
Mailroom with a routing sheet containing the time the letters are 
printed and delivered to the mailroom. 


Weekly Letters 


Weekly and weekend letters are generated from the financial cycle 
beginning Friday evening or Saturday morning.  Weekly letters are 
delivered by 12:00 p.m. on the day following production.  


Monthly Letters 


Monthly letters run according to the dates programmed in the Autosys 
Script files for execution.  Monthly letters must be distributed no later 
than 5 days from the run date.  
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Quarterly Letters 


Quarterly letters run according to the dates programmed in the Autosys 
Script files.  Quarterly letters must be distributed no later than 5 days 
from the run date.  
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Section 12:  Remittance Advice (RA) and Check 
Production 


Overview 


RA’s and checks are produced from the weekly financial cycles.  RA’s 
and checks are spooled from the financial subsystem in the OKMMIS 
to the Xerox DP 180 high-speed printer located in the print center.   


Processing Remittance Advice Checks 


The following procedures are for processing remittance advice (RA) 
checks in OKMMIS: 


1. When printing RA’s the paper stock is loaded as follows: 


Sign out Check stock goes into feed tray 2 and  


EFT Notice paper goes into tray 1.  


Trays 3 and 4 are for plain paper for the RA’s 


2. When all checks have printed, checks remaining in the printer must 
be removed and documented in the log. 


3. All unprinted check stock is returned to the cabinet and locked.  
While RA’s are being run the DP 180 and check stock must be 
continuously monitored.  Never leave the check stock unattended. 


Daily Checks 


1. When checks are produced during a daily cycle run, each check is 
printed and given a cover sheet.  The check number will be 
recorded into the logbook as well as the print time. 


2. The checks are hand delivered to the mailroom with the rest of 
distribution. 


3. The operator who delivers the checks will also give verbal notice 
that this distribution contains checks.  The checks are delivered 
hand to hand to the mailroom staff.  


Bad Checks 


During the printing process, checks are occasionally misprinted, 
sustain damaged, or otherwise found unusable.  Damaged or 
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misprinted checks must be locked in the check storage cabinet with all 
data reports of that specific RA job that shows where the voided check 
came from.  Always write in bold ink VOID across the check or EFT 
notice. All voided checks and report data are rubber banded together, 
dated and filed in the locked check door in the Cold room. 


1. The Checks are printed inside the RA job.  


2. Therefore the respool process will be an RA respool rather than a 
check respool.  This is turned over to the Systems area in which an 
SE in the Financial subsystem will proceed from there with the 
provider information given from Operator.  Step by step procedures 
is a Systems process.  


Electronic Check Signature Security 


The signature is controlled by the Lead Operator and stored on the lead 
Operators PC only.  The lead operator is the only individual other than 
Management who has access to the electronic signature.  
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Section 13:  Cycle Monitoring 


Overview 


The on-call System Engineer and the Computer Operators monitor all 
cycles continuously.  The following procedures are followed to ensure 
the successful completion of every cycle.  2nd and 3rd shift Operators 
are responsible for watching for any jobs that come down during the 
running of the Cycle.  If a job comes down the Operator will call the 
On Call SE and give them the details of the problem and will help 
resolve the problem if possible. 
 
Operations Email: helpdesk@okxix.hcg.eds.com 


Contact Procedures: 


1. If a job or file watcher has failed, please follow the contact 
procedures. 


2. If there is a pager available for the person, first send a page to that 
person. 


3. If the person has not responded in 15 minutes, then call the person. 


4. If contact with the person has not been made in 15 minutes, then 
proceed to the next person in the contact hierarchy. 


 
The list of contacts is: 


Primary On-Call SE  


Secondary On-Call SE 


Primary Production Cycle Lead 


Secondary Production Cycle Lead  


SE Supervisor 
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Escalation Contacts 
Cycle Monitor Pagers: 
Primary Production On-call: (877) 633-4510 
Production On-call Backup 1: (877) 633-2958 
Financial Pager: (877) 633-6749 
MAR Pager (877) 634-5424 
SUR Pager (877) 350-5820 
 
Admin/DBA Pagers: 
On-call Sys Admin Pager: (877) 632-2417 
On-call LAN Admin Pager: (877) 350-5821 
On-call DBA Pager: (877) 632-3407 
On-call DBA Pager (backup): (877) 896-7371 
 
 


Oklahoma DBA: 
Mac Lazarus (405) 416-6757 
Heath Haley (405) 416-6757 


 
 
 
 


 
Cycle Coordinators:   
Production  
Chris Shearier (405) 416-6753 
Kirsten Killinger (backup) (405) 416-6756 


ITF and Model Office  
Chris Shearier (405) 416-6753 
 
Promotions:   
Batch  
Chris Shearier (405) 416-6753 
Joel Peterson (405) 416-6819 
PowerBuilder  
Anne Shearier (405) 416-6850 
Jae Madhaven  (405) 416-6745 
AutoSys 
Chris Shearier (405) 416-6753 
Joel Peterson (405) 416-6819 


Oklahoma Unix Sys Admin: 
Jeff McInnes (405) 416-6737 
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Key Jobs to Check for Status: 


There are key jobs to monitor.  The table lists the jobs and times to 
check the job.  The commands can be run under your own login and on 
dsoksun0 box. 


 
Autosys Box/Job Name Time Command 
PCLDNDY 02:00 jr PCLDNDY 
SYSPDCHSE_1 02:10 jr SYSPDCHSE_1 
SYSPDCHSE_2 05:40 jr SYSPDCHSE_2 
PDAILY7_LETTERS 08:00 jr PDAILY7_LETTERS 


EDI Jobs 


Several EDI jobs run throughout the day at multiple intervals.   


If one of these jobs fails the first time, then follow the process to 
check if it is a re-occurring job. 


Reoccurring Job Check 


Determine if there are periodic start times for the job by: 
 


1. Get job details, where jobname is the jobname that failed: jq 
jobname –L0 


2. If there is a line containing start_mins: in the output, then this is a 
re-occurring job. 


3. If the job is not re-occurring then follow the Contact Procedures 
above in this document. 


4. If the job is re-occurring, then the normal process is to wait for the 
second failure. 
 
 







Section 13: Cycle Monitoring Computer Operations Procedures Manual 


Library Reference Number:  OKCO  13-4 
Revision Date: September 2003 
Version 1.1 


 
 
/* ----------------- PEDD120 ----------------- */  
 
insert_job: PEDD120   job_type: b  
#owner: dsokprod@dsoksun0 
permission: mx,me 
date_conditions: 1 
days_of_week: all 
start_mins: 15,45 
description: "This job will pick up outbound app data for translation to X12" 
alarm_if_fail: 1 
 
Example 2: Not a re-occurring job 
 
/* ----------------- PEDD153 ----------------- */  
 
insert_job: PEDD153   job_type: b  
box_name: PMGD_DAILY 
#owner: dsokprod@dsoksun0 
permission: mx,me 
date_conditions: 1 
run_calendar: PDAILY5_MON_THRU_FRI 
start_times: "21:00" 
description: "This will run the Daily HIPAA 834 Outbound Processing on Unix 
server" 
alarm_if_fail: 1 
 


Example 1:Re-occuring job 
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Production Cycle Forecast 


Operations will be receiving the daily production cycle forecast via 
email at 0830 every day.   


Friday will forecast out for 3 days (Friday, Saturday, and Sunday).   


The forecast is from 1400 one day to 1359 the next day. 


The forecast reflects what will be loaded / ran during that period.  


There is an online forecast that is updated throughout the day.   


1. To access it, from a web page, key in: 


fttp: userid@dsoksun0.okxix.hcg.eds.com 


where userid is your UNIX id.   


2. When you get into your home directory, change your URL and 
append the following: /../killikm/prod/data;  


 this will result in: 


fttp: userid@dsoksun0.okxix.hcg.eds.com/../killikm/prod/data 


Pagers 


The operations pager will be receiving production job pages.  


At this point, the Systems team will not monitor the Production cycle. 


Job Status 
Cycle Monitoring Page 


On the Project Workbook Cycle Page: MMIS Cycle Monitoring 
(http://128.212.227.202/oklahoma/Subsystem/cycle/Utils/cyclemonitor
/cyclemonitormain.asp) 


Select the status of job to list: Failed 


Multiple job status can be selected using the <Ctrl> or <Shift> key 
used with the left mouse button. 


Be alert to any jobs that remain down for a long period.  
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Unix System  
You may also see the failed job/status by logging onto the Unix box 
(dsoksun0 / dsoksun1 / dsoksun2) and: 
 


Type: 
jr [jobname] 
where jobname is the job reported on the pager.   
 
The jr should be an alias.  If the above command does not work, 
then use: autorep -j [jobname] 
 
To see all failed production boxes: jr P% | grep " FA " 
To see ALL failed boxes/jobs: jr % | grep " FA " 
 
To see multiple status: jr % | egrep " FA | OH | RU " | less 
 
** Different statuses can look for include:  
" RU " for running; " AC " for active/loaded not running; " SU " 
for successed jobs.  “  OH " for held jobs;  
" OI " for on-ice jobs. 


Turnover Log   


The turnover log should be updated by systems to reflect any 
action/abend that has occurred in production.  This is a systems log.  
Operators do not use this. 


The file is located on dsokun1 and can be seen by typing the following 
command: 


less /home/dsokprod/doc/turnover 


It is periodically updated on the cycle web page: Turnover Log 
(http://projectworkbook/oklahoma/subsystem/cycle/prod/Turnover/tur
nover.txt) 
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Abend Log  
The following link will show unresolved abends:  Abend Log 
(http://projectworkbook/oklahoma/subsystem/cycle/Utils/abend_su
m_rpt.asp) 
There may be an abend logged here.   


Aliases 
For some of the more common commands that are created, 
aliases can be established in the user profile.  These are 
shortcuts to a longer command.  The user profile is located 
under your home directory and is named: .profile. 
To add an alias, edit the profile file and add a line for the alias.   
 
Examples for an alias are: 


alias lturn='less /home/dsokprod/doc/turnover' 
alias pdata='cd $PRODDIR/data' 


 
You can apply the changes immediately to the current 
environment by typing: . .profile.   
Otherwise, it will be applied the next time that you log in. 


Autosys 
The following link is a reference page for Autosys :Autosys 
Reference 
Autosys Reference Guide Autosys User Guide 


 
The production jobs (Unix Scripts) have been scheduled to run 
automatically through Autosys.  There can be date/time 
dependencies on these as well as other job dependencies. 
 
The production jobs have been organized in Autosys in a 
hierarchy.   
 
Job1:  A box is a type of autosys job.  This is defined 
when it contains jobs. 


Job1_a: A job is one that does not contain other jobs. 
Job1_b: box 


Job1_a_1: job 
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Section 14:  Client ID Card Production 


Overview 


Oklahoma Client ID Cards are produced in the EDS Print Center.  
Produced on a DataCard 503ES machine, the cards are mailed daily 
after the client file has been systematically loaded to the DataCard 
machine.   


Printing Client ID Cards 


Prior to starting the production be sure and verify inserts, envelopes, 
cards, and paper have all been stocked into the machine.  Print center 
operators execute the following procedures to ensure the timely 
production and distribution of ID cards: 


 


1. Turn on the DataCard machine 


2. Select the Data drop down menu 


3. Select Load Data 


4. Enter file/group name 


5. Click start 


6. Go to the G:  drive 


7. Highlight/select all files to print 


8. Click load 


9. Wait for the load to spool 


10. Click make cards 


11. Verify group and job ID 


12. Click start 
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Once the cards have been printed, gather the cards and place in a tray 
for delivery to the mailroom with a routing sheet that includes the time 
printed and delivered. To verify the right number of cards were 
produced, Sun1 will generate a report with total number of cards in the 
job. That is matched up at the end of the job to the machines count of 
total cards.  They are held in Operations until they are picked up.  
During the printing of the Cards, cards are pulled and tested 
throughout the production.  They are checked for print quality as well 
as for correct information and mag- stripe functionality.  


Client Identification Card Performance Expectations 


The performance expectations for production of client ID cards are: 


Produce and distribute replacement identification cards within 
twenty- four (24) hours of request 


Produce card distribution report on a daily basis 
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Section 15:  Help Desk Support 


Overview 


The Help Desk is located in operations.  The EDS and OHCA Help 
desk are fully integrated into one system.  The help desk will be online 
and logged in at all times and receive 24 hours per day monitoring.  It 
is the responsibility of the on-duty operator to take in coming calls and 
e-mails; opened tickets.  Trouble tickets entered by EDS are accessible 
by OHCA.  The EDS print center operators monitor trouble tickets 
entered by OHCA 24 hours per day.  Tickets are acted on and 
monitored until successfully resolved.   


Trouble Tickets 


The following procedures are followed in order to support this 
function.  


1. A request or trouble ticket comes in via the help desk 
email. 


2. Once a trouble ticket is received, the issue is forwarded to 
the appropriate area for resolution.  If the ticket is high 
priority, the ticket is copied and hand delivered to the SE 
that is working on the problem in addition to being sent to 
Systems lead person who assigns the tickets.  Once 
assigned, the OHCA helpdesk is called and informed of 
current actions being taken.  The Operator is to closely 
monitor all developments of the resolution of the problem 
and update OHCA Helpdesk as to any changes every 30 
min. until the problem is resolved (Every 30 min. on high 
priority tickets only).  . 


3. After the SE has resolved the trouble ticket, the SE will 
inform the helpdesk and request closure on the ticket.  The 
OHCA Help desk will make the decision to close or leave 
the ticket open. 


4. When the trouble ticket is closed, it is put into an online file 
for archival. 


5.  If a ticket indicates a system is down the operator will call 
the Cycle monitor. An e-mail will be sent out to managers 
and supervisors as well as Scott Mack of the problem and 
when it is fixed they will receive another one notifying 
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them it is back up.  The State Help Desk is as stated above 
called every 30 min. with an update. 


The trouble ticket will remain open until the operator has received 
notification of resolution.  If after 2 days the operator has not heard 
from the assigned SE, the operator will follow-up to check on the 
status of the trouble ticket.  As stated earlier, this does not apply to 
High priority tickets.  They are to be monitored until problem is 
resolved. 
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Section 16:  VIPP CODING 


VIPP Program Overview 
 


The Variable-data Intelligent PostScript Printware (VIPP) program is 
printer-resident and requires no extra system resources. Other VIPP 
resources, such as forms and images, can be retained on a printer or 
network. Network traffic and production time are reduced because 
only the unformatted variable data file with the initial start commands 
are required for printing. The difference between a regular postscript 
file and a VIPP file is that a VIPP file relies on external resources such 
as VIPP code, forms, JDTs or images. These external resources must 
be accessible to the postscript interpreter though external devices, such 
as a disk, cartridge, or loaded in memory when the job is processed. 


How to create a TIFF image 
Take a Word document and send it to the printer hold queue. Now use 
the move command and put the Word document in a different queue 
named Decomp queue.  This will save it to the folder/printer as a Tag 
Image File Format (TIFF). The file will disappear when successfully 
saved. 


VIPP folders usage 


JDTlib  
The Job Descriptor Ticket (JDT) folder holds the VIPP coded files that 
are used by the printer for sent jobs. The JDT files are responsible for 
where the data are placed in the forms flash. It is easy to use the JDT 
files to make adjustments and line up data on the flash by making 
number changes or line changes to the file instead of remaking the 
whole data file or flash.  


Fontlib  
This folder holds all the fonts that are needed to produce the print job. 


Formlib 
This folder holds form files that work with the JDT files. 
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Form files (.fmt) are all the text added to the flash, such as words, 
boxes, other graphics that were not part of the TIFF or data from the 
job data file. This file is very helpful when making general text 
changes. Simply add or delete text in the same area and save the file. 


Imglib  
This folder holds all Tag Image File Formats (TIFF). When a change 
to a TIFF is needed use Proform software to make the changes. Save 
the file as a TIFF image and delete the old TIFF. Go to the .fmt file for 
the job and replace the old TIFF to the new TIFF. Make any necessary 
adjustments to line up the data to the new TIFF. 


Mislib  
This folder holds a variety of files related to the VIPP jobs built that 
may include fonts, test data, the VIPP code to add to the data to call 
for the JDT. 


All of these folders are on the VIPP equipped printers. You should 
have a PC with shortcuts to these folders on all the printers and keep 
them all updated and the same, except for new flashes that are being 
made or forms that are being changed. Always know what is being 
updated or built to keep the wrong files from being used. 


Related software 


Proform Designer  
This is the VIPP program/job construction. It takes the data from a job 
and the design of the forms flash to build a job to make a VIPP code. 
Once built, copy the files to the proper folders on the printer. This 
software is loaded on PC rather than printer. 


StreamWeaver  
This is used within the Systems department for RA jobs. 


Maintaining flash forms 
Built flash forms will be regularly updated. This may be due to new 
state office holders or new programs and even changes in phone 
numbers. An SE who has been assigned a change order will request 
Operations personnel to make needed changes. This will be done only 
on the DP75 printer; not the DP180. The DP180 printer is the 
production printer. Never – unless otherwise instructed - place 
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something new into production on the DP180. This must go though the 
SE. With approval, the SE will contact Operations to copy the files to 
the DP180. All changes and new forms are built on the DP75. 
Processing time might take more than a week. Operations works with 
an SE to get test data and the test file sent to the DP75. Operations 
personnel proficient with VIPP, can work solely with JDT or form 
files to make changes.  
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Glossary 


This glossary defines the universal terms of the OHCA as presented in the Request 
for Proposals (RFP).   


AB Aid to the Blind 


ABD Aged, Blind and Disabled; references the SSA eligibility programs for these 
populations. 


(Microsoft or MS)  
Access 


PC-based database management system and application development language, 
made by Microsoft that assists with the transfer of data into reports, invoices, and 
so forth. 


Ad Hoc Report A report produced for a particular purpose and not intended to become a permanent 
reporting requirement.  Claim detail reporting in support of SURS is a part of 
normal SURS operations and is not included as an ad hoc report. 


ADA  American Dental Association 


Adjudicated Claim  A claim that has reached final disposition such that it is either to be paid or denied. 


Adjustment  A transaction that changes any information on a claim that has been adjudicated. 


AFDC  Aid to Families with Dependent Children 


AHCPR  Agency for Health Care Policy Research 


Allowed Amount  The amount payable or covered by the Oklahoma Medicaid Program. 


ALOS  Ambulatory Length of Stay 


ANSI  American National Standards Institute, an accepted standards-setting body for the 
computer industry. 


APD  Advance Planning Document – a document utilized to request enhanced federal 
financial participation. 


API  Application program interface 


AR  Accounts Receivable 


ASC Ambulatory surgical center 


ASCII American Standard Code for Information Interchange 


AVR (S)  Automated voice response eligibility verification (system) 


AWP  Average wholesale price 


BENDEX  Beneficiary data exchange system; a file containing data from HCFA regarding 
persons receiving benefits from the Social Security Administration. 


Bill  As refers to a bill for medical services, the submitted claim document, or EMC 
record; may contain one or more services performed. 
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Business Days  Official hours of operation based on a five (5)-day workweek, excluding Saturdays, 
Sundays, and official State of Oklahoma holidays. 


Buy-In  A procedure whereby the State pays a monthly premium to the Federal government 
on behalf of eligible medical assistance clients to enroll them in the Medicare  
Part B program. 


Capitated Service  Any Medicaid-covered service for which the contractor receives capitation 
payment. 


Capitation  A contractual arrangement through which a health plan or other entity agrees to 
provide specified health care services to enrollees for a specified prospective 
payment per member, per month. 


Capitation Claim  The monthly claim created by the MMIS which represents a specified prospective 
payment per member, per month for contracted health care services through a 
health plan or other entity.  The payment is made to the health plan or other entity. 


Capitation Rate  The amount paid per member, per month for services provided at risk. 


CASE  Computer-aided software engineering 


Case Management  A health care method in which medical, social, and other services for a recipient 
are coordinated by one (1) entity. 


Case Manager  An individual who coordinates, monitors, and ensures that appropriate and timely 
care is provider to the recipient. 


CASS  USPS form #3553 


CD-ROM  Compact disk – read only memory 


Certification  Refers to the process utilized by HCFA to determine that an MMIS meets 
minimum requirements to be eligible for federal financial participation. 


CFR  Code of Federal Regulations 


CICS  Customer Information Control System, a communication manager software used 
for on-line applications in an IBM mainframe environment. 


Claim  A provider’s request for reimbursement for health care service delivery, the 
definition for vendor reimbursement purposes is included in the body of the ITB. 


Clean Claim  A claim which can be adjudicated without obtaining additional information from 
the provider of service or a third party; clean claims do not include claims from a 
provider that is under investigation for potential fraud and/or abuse or claims that 
routinely suspend even if due to billing errors by the provider. 


CLIA  Clinical Laboratory Improvement Act of 1988; a federally mandated set of 
certification criteria and a data collection and monitoring system to ensure proper 
certification of clinical laboratories. 


COBOL II  Common Object Business-Oriented Language, a programming language 
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Contract  Referring to the written, signed agreements resulting from the RFP, for the 
implementation and operation of an MMIS and Contractor services for the State of 
Oklahoma, unless context clearly requires otherwise. 


Contract 
Amendment  


Any written alteration in the specifications, delivery point, rate of delivery, contract 
period, price, quantity, or other contract provisions of any existing contract, 
whether accomplished by unilateral action in accordance with a contract provision, 
or by mutual action of the parties to the contract; it shall include bilateral actions, 
such as change orders, administrative changes, notices of termination, and notices 
of the exercise of a contract option.   


Contractor  Bidder with whom the State has successfully executed a contract under this RFP.  
Fiscal Agent may refer to contractor within this document. 


Cost Avoidance  The payment methodology of avoiding part or all of Medicaid's payment when a 
third party resource is available to pay a claim. 


CPAS  Claims Processing Assessment System, an automated claims database used by the 
State for contractor quality control reviews. 


CPHA  Committee on Professional and Hospital Activities, which submits update tapes to 
the states for ICD-9-CM. 


CPT-4  Common Procedure Terminology, 4th Revision 


CPU  Claims Processing Unit 


DSMD  Data Systems Management Division 


Days  A twenty-four (24) hour period between midnight and midnight; regardless of 
whether or not it occurs on a weekend or holiday; it is a calendar day unless 
otherwise specified. 


DBMS  An integrated (object-oriented or relational) comprehensive database management 
system, including all data and all internal and linked databases. 


DDI  Design, development, and implementation 


DDSD  Developmental Disability Services Division 


DEA  Drug Enforcement Agency 


DEERS/CHAMPUS  Defense Enrollment Eligibility Reporting System/Civilian Health and Medical Plan 
of the Uniformed Services. 


DHS  State of Oklahoma Department of Human Services 


Deliverable  A product of a task milestone or MMIS requirement 


Denied Claim  A claim for which no payment is made because the claim is for noncovered 
services, is for an ineligible client, was performed by an ineligible provider, is a 
duplicate of a previously paid claim, or does not otherwise meet OCHA payment 
standards. 


DESI  Drug-effectiveness source identifier 
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DHHS  U.S. Department of Health and Human Services 


DHS  Oklahoma Department of Human Services 


DIS  Detailed Implementation Schedule 


DME  Durable Medical Equipment 


DMERC  Medicare durable medical equipment crossover file 


DRS  Oklahoma Department of Rehabilitation Services 


DSS  Decision Support System 


DTL  Detail 


DUR  Drug Utilization Review 


DUR Board  The State’s Drug Utilization Review Board, composed of physicians, pharmacists, 
and others experienced in drug therapy problems; the Board makes 
recommendations to the Oklahoma Medicaid Agency on DUR policies and 
procedures. 


EAC  Estimated acquisition cost for drugs 


EPSDT  Early and periodic screening, diagnosis, and treatment for medical, dental, vision, 
and hearing services. 


ECM  Electronic claims management 


ECS  Electronic claims submittal 


EDI  Electronic data interchange 


EFT  Electronic funds transfer 


EIS  Executive Information System 


Eligibility Files  The VSAM files which contain Medicaid recipient eligibility data.  The Master 
Eligibility File (PS/2) is currently maintained by DHS on the State of Oklahoma 
mainframe and the files are transferred to the fiscal agent.  The fiscal agent 
currently loads this file to create the Recipient Eligibility File for use in processing 
claims. 


EMC  Electronic media claims 


Encounter  A record of a medically related service (or visit) rendered to a Medicaid recipient 
who is enrolled in a participating health plan during the date of service; it includes 
(but is not limited to) all services for which the health plan incurred any financial 
responsibility. 


Encounter Data 
Claim  


A claim submitted by a coordinated care provider for the actual provider of service 
to plan enrollee.  These claims go through full adjudication to determine payment, 
if any, which would have been made if the recipient had not been under the plan. 
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Enhanced Funding  Refers to the “enhanced” federal financial participation rates available for a state’s 
certified MMIS; 75% for operations and 90% for development. 


Enrollee  A person who has enrolled in a managed care health plan 


EOB  Explanation of Benefits 


EOMB  Explanation of Medical Benefits 


EOP  Explanation of Payments 


EVS  Electronic Verification System for verifying eligibility 


FACCT  Foundation for Accountability Conquest 2.0. 


FAF  Foundation for Accountability Fact 


Fee-for-Service  A method of health care reimbursement based upon payment for specific services 
on a client’s behalf. 


FEIN  Federal Employee Identification Number 


FFP  Federal Financial Participation; a percent of State expenditures to be reimbursed to 
the State by the Federal government for medical services and for administrative 
costs of the Medicaid program. 


FFS  Fee-For-Service 


FIPS  Federal Information Processing Standards 


FIPS PUB  Federal Information Processing Standards Publication 


Financial Cycle  The processing of claims from adjudication to payment.  A financial cycle includes 
the updating of financial history and the preparation of provider payments and 
remittance advices.  Actual release of payments is not considered part of the 
financial cycle. 


First Data Bank  A private firm supplying drug prices and other information to the Oklahoma 
MMIS. 


Fiscal Year 
(Federal)  


October 1 - September 30 


Fiscal Year (State)  July 1 - June 30 


FQHC  Federally Qualified Health center 


FY  Fiscal year 


GIS  Geographic Information System software package (for example, GEOACCESS).  
A software package that allows geographical information to be displayed using 
maps. 


GUI  Graphical User Interface.  A graphical user interface is a "point and click" interface 
to a program, composed of menus, dialog windows, push buttons, and so forth. 
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HCBS  Home and Community Based Services, 


HCFA  Health Care Financing Administration, responsible for the national administration 
of the Medicaid and Medicare programs. 


HCFA-1500  HCFA-approved claim form used to bill professional services. 


HCPCS  HCFA Common Procedure Coding System; a uniform health care procedural 
coding system approved for use by HCFA, describing the physician and non-
physician services covered by the Medicaid and Medicare programs and used 
primarily to report reimbursable services provided to patients. 


HHS  Health and Human Services.  Refers to the U.S. Department of Health and Human 
Services. 


HDR  Header 


HEDIS  Health Plan Employer Data and Information Sheet 


HIPAA  Health Information Portability and Accountability Act – in general usage in this 
document the reference is to the Administrative Simplification provisions of this 
act.   


HMOs  Health Maintenance Organizations 


ICD-9-CM  International Classification of Diseases, 9th Revision, Clinical Modification. 


ICF  Intermediate Care Facility 


ICF-MR  Intermediate Care Facilities for the Mentally Retarded; services are covered for 
those who are mentally retarded or who have related conditions. 


ITF  Integrated Test Facility; allows the State and contractor to monitor the accuracy of 
the MMIS and to test proposed changes to the system by processing test claims and 
other transactions through the system without affecting normal operations. 


JAD Joint Application Design 


JCL  Job Control Language 


JCAHO  Joint Commission for the Accreditation of Healthcare Organizations 


Key Date  A specified date which, if not met, may jeopardize the operations start date. 


LAN  Local Area Network 


Lock-In  A recipient who has been identified as abusing the Medicaid program may be 
restricted, or "locked- in," to a specified physician and/or pharmacy.  The 
recipient's eligibility record will indicate that the recipient is restricted.  Only 
claims from the specified providers shall be paid, except as otherwise authorized by 
Medicaid. 


LTC  Long-Term Care, used to describe institutional-based services such as nursing 
facility and ICF/MR facility care.   







Computer Operations Procedures Manual Glossary 


G-7 Library Reference Number:  OKCO 
 Revision Date:  March 2003 
 Version 1.0 


MAC  Medical Advisory Committee.  Also refers to the state and federal Maximum 
Allowed Charge for drugs, depending upon context. 


Managed Care  A comprehensive approach to the provision of health care that combines clinical 
services and administrative procedures with an integrated, coordinated system to 
provide timely access to cost-effective primary care and other medically necessary 
services. 


MCE  Managed Care Entity 


MARS  Management and Administrative Reporting System of the MMIS 


MCDATA  HCFA-proposed managed care universal data element 


Manual Check  A check issued by the state, which is not generated by the system during a financial 
cycle. 


Medicaid  A federal/state medical assistance program authorized by Title XIX of the Social 
Security; it provides medical benefits for low-income persons and is jointly 
administered by the Federal and State governments. 


Medicare Buy-In  A procedure whereby the State pays a monthly premium to the Social Security 
Administration on behalf of eligible medical assistance clients to enroll them in the 
Medicare Part B program. 


MEQC  Medicaid Eligibility Quality Control 


MH  Mental Health 


Milestone  Completion of a task or a set of many tasks 


MMIS  Oklahoma’s federally-certified Medicaid Management Information System. 


MR  Mentally Retarded 


MSIS  Medicaid Statistical Information System (electronic 2082) 


MTS  Medicare Transaction System 


Must  Indicates a mandatory requirement or condition to be met; see "shall" and "will". 


NCPDP  National Council for Prescription Drug Programs (current standard is 3.2.C). 


NDC  National Drug Code; a generally accepted system for the identification of 
prescription and non-prescription drugs available in the U.S. 


NPI  National Provider Identification 


NDM  Network Data Mover 


NF  Nursing Facility; a long-term care facility licensed under State law and certified by 
Medicare to provide skilled and intermediate levels of care. 
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Normative Data  Data that has been compiled, often on a national level, to allow comparison with 
local data on the same subject.  In health care, comparing providers' clinical 
performance has become increasingly important as competition has intensified and 
clinical outcomes are scrutinized more carefully.  Severity-adjusted Weights and 
Normative Data are essential ingredients in these comparisons, because they allow 
managed care stakeholders to adjust for differences in casemix and severity.  


By utilizing standard weights and normative data appropriate for comparing 
differences in inpatient charges, lengths of stay, mortality, and so forth, local 
outcomes can be compared to nationally representative data for millions of 
services. 


Objection  An unwillingness to accept or acknowledge a mandatory requirement. 


OBDC  Open Database Connectivity 


OBRA  Omnibus Budget Reconciliation Act 


OFMQ  Oklahoma Foundation for Medical Quality 


OHCA  Oklahoma Health Care Authority, the Designated Single State Agency for 
administration of the OKMMIS Medicaid Program. 


OIG  Office of the Inspector General 


OKMMIS  The State of Oklahoma fiscal agent operated Medicaid Management Information 
System. 


On-Line  Use of a computer workstation with visual display to immediately access computer 
files. 


ORYX  Name of the JCAHO hospital utilization database. 


OSCAR File  Online Survey Certification And Reporting; CLIA file and updates from HCFA 


OSI  Open Systems Interconnection 


Outcomes Data  In health care, Outcomes Data is that data which represents the results of medical 
treatment.  Collection of initial information, for instance, documenting length, 
width, depth, volume, base, and location wound data, along with dressing type and 
changes for the treatment of the wound along with the diagnosis, age, and other 
health conditions collected during the patient's initial visit are necessary.  The 
outcome of the treatment, for instance, degree of healing, time to heal, and so forth, 
must also be collected.  Data analysis can be performed by the drawing of 
conclusions based on consistent data collection over time.  


Data such as frequencies for diagnosis, time to heal, type of procedure, average 
age, and so forth, can be developed.  From this data benchmarks and best practices 
can be developed. 


PA  Prior Authorization 


PASARR  Pre-Admission Screening and Resident Review 


Pass-through 
Expenses  


Those expenses of a Contractor, which are to be reimbursed at cost by Medicaid. 
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Patient Liability  Monthly income of a recipient in a long-term care or inpatient setting for more than 
thirty (30) days which must be applied to cost of care before Medicaid payment is 
made. 


PETI  Post Eligibility Treatment of Income 


PCCM  Primary Care Case Management 


PCP  Primary Care Provider 


PHP  Prepaid Health Plan 


PF  Program Function keys 


PMF  Provider Master File 


PMMIS  Pre-paid Medicaid Management Information System; refers to the system used to 
capture and process data related to the Oklahoma managed care program. 


POS  Point-Of-Sale  (also place of service on claims) 


PQAS  Prior Quarter Adjustment Statement 


Prime Contractor  The vendor with whom the State will contract for the services outlined in this ITB. 


PRO  Peer Review Organization 


Processed  Refund The correction of claim history performed in accordance with the 
instructions attached to a provider refund check. 


Pro-DUR  Prospective Drug Utilization Review 


Program Code  A series of codes reflecting the various programs in which the recipient is active for 
the particular eligibility period; the client may be assigned more than one program 
code at a time. 


Proposer  The corporation, partnership, or joint venture (including any and all subcontractors 
proposed thereby) that submits a timely, complete, and correctly formatted 
technical and business proposal in response to this RFP. 


Protest  A complaint about a governmental action or decision brought by a prospective 
bidder to the appropriate administrative section with the intention of achieving a 
remedial result. 


PS/2  The eligibility system operated by the Oklahoma Department of Human Services; it 
is used to determine eligibility for AFDC, Medicaid, Food Stamps, and so forth.  
This system interfaces with the OKMMIS in order to provide information about 
client eligibility. 


QA  Quality Assurance 


QARI  Quality Assurance Reporting Initiative 


QC  Quality Control 


QISM  Quality Improvement System for Managed Care 
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QMBs  Qualified Medicare Beneficiaries; Medicare Part A beneficiaries whose income is 
under one hundred percent (100%) of the poverty level but whose income or assets 
are too high to qualify for other regular Medicaid benefits. 


QWDI  Qualified Working Disabled Individual 


RA  Remittance Advice 


RDBMS  Relational Data Base Management System 


RDD  Requirements Definition Document 


RDT  Requirements Definition Task 


Refund  A repayment made by a provider, usually needed because of an error in billing, 
receipt of a late insurance payment, or a duplicate payment, which resulted in an 
overpayment by Medicaid for services rendered. 


Returned Claim A claim which is returned to the provider prior to entry into the system due to lack 
of clean claim data or a claim which is returned after deletion. 


REVS  Recipient Eligibility Verification System, under the MMIS/Fiscal agent contract, 
the REVS consists of a voice response system accessed by a touch-tone telephone 
and an electronic communication system that can be accessed by a PC with a 
modem or point-of-sale device with a plastic swipe ID card. 


RFP  Request for Proposals 


RHC  Rural Health Clinic 


ROSI  Reconciliation of State Invoices 


RSD  Requirement Specifications Document 


Shadow Claims  Encounter claims equivalent to a regular claim  


Shall Indicates a mandatory requirement or condition to be met; see "must" and "will". 


SDX  State Data Exchange System; the Social Security Administration’s method of 
transferring SSI entitlement information to the State. 


SLIMB  Specified Low-Income Medicare Beneficiary; Medicare Part A beneficiaries under 
one hundred twenty percent (120%) of the Federal poverty level who have income 
or assets that are too high to qualify for regular Medicaid benefits. 


SNF  Skilled Nursing Facility; an institution (nursing facility) licensed under State law 
and certified by Medicare to provide skilled nursing and rehabilitative services. 


SoonerCare  The managed health care program through which the State of Oklahoma serves 
various populations, including the AFDC, Title XXI, and the ABD client 
populations. 


Spenddown  A periodic, usually six- (6-) month, “deductible” amount that must be incurred by 
medically needy recipients in order to reduce their income to Medicaid eligibility 
levels through payments to providers. 
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SQL  Structured Query Language for the definition, organization, and retrieval of data in 
a database management system (DBMS), including the tools for transaction, 
management, data integrity, and data administration. 


SSA  Social Security Administration of the Federal government 


SSI  Supplemental Security Income 


State Plan  The State Plan for Medical Assistance of the State of Oklahoma as approved by 
HHS for federal financial participation under Title XIX of the Social Security Act, 
as amended. 


State  The State of Oklahoma; refers to policies, decisions, procedures, receipt of data, 
and the like that are defined by Oklahoma State agencies. 


SUL  State Upper Limit 


Subcontractor  Any and all corporations, partnerships, agents, and/or individuals retained by the 
contractor (with prior written approval from the State) to perform services under 
this ITB, regardless of the amount, duration, or scope of the services provided and 
regardless of whether identified in the contractor’s proposal in response to this ITB 
or subsequently retained during the contract term. 


SURS  Surveillance and Utilization Review Subsystem; a federally- mandated MMIS 
subsystem that builds a statistical base for health care delivery and utilization 
pattern profiles for both providers and recipients and generates a listing of potential 
abusers for review by the Oklahoma Medicaid Agency. 


TAD  Turnaround Billing Document, usually refers to the LTC reimbursement document. 


TCN  Transaction Control Number used to uniquely identify the MMIS health care 
claims. 


Time Slice  The set of software and data files provided to the Contractor for system testing.  
The time slice shall include MMIS source and object modules, JCL, copy 
members, run-time input parameters, production files listed below, and a copy of 
actual claim input data, all created at the initial step of a full adjudication/financial 
cycle.  Immediately prior to the running of a financial cycle, all files accessed in the 
complete adjudication and payment of a claim will be copied to tape by the current 
Contractor.  These files/data and the MMIS software provided should allow 
Contractor to duplicate the actual production run for the same cycle. 


Title IV-E  The title of the Social Security Act which is an entitlement program whereby there 
is Federal financial participation in the costs of foster care maintenance and 
adoption assistance payments. 


Title XIX  Of the Social Security Act enacted Medicaid in 1965; synonymous with Medicaid. 


Title XVIII  Of the Social Security Act (Medicare). 


Title XXI  Of the Social Security Act.  Establish the child health care programs for the 
uninsured. 


TPL  Third-Party Liability; also refers to the TPL subsystem of the MMIS. 


TPR  Third-Party Resource 







Glossary Computer Operations Procedures Manual 


Library Reference Number:  OKCO  G-12 
Revision Date: March 2003 
Version 1.0 


TQM  Total Quality Management 


Turnover  Refers to the period of time for the transition from the current vendor to a 
replacement vendor either at the fulfillment of the contract or in the event of 
contract termination during the term of the contract. 


UB-92  Standard claim form used to bill hospital inpatient, outpatient, nursing facility, and 
other State-defined services. 


UPIN  Universal Provider Identification Number 


USPS  United States Postal Service 


Utilization Review  A review performed to determine the quality, quantity, appropriateness, and cost of 
care and services provided and to compare the findings against established norms. 


VAN’s  Value Added Networks 


WAC  Wholesale Average Cost 


WAN  Wide Area Network 


WIC  Women, Infants, and Children’s program 


Will  Indicates a mandatory requirement or condition to be met; see "must" and "shall". 


Working  Days Official hours of operation based on a five (5)-day workweek, excluding 
Saturdays, Sundays, and official state holidays. 


Workshops  General statewide training sessions conducted by Contractor to educate providers 
regarding proper billing procedures. 


YTD  Year-to-date 
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Section 1: Introduction 


Overview 
The Oklahoma Decision Support System (DSS) business function 
provides direct user access to MMIS and external data sources for the 
creation of ad hoc reports as well as ‘canned’ reports, which can be 
refreshed in an on-demand fashion. The information from the decision 
support system is used for program evaluation, financial and 
operational statistical information, quality of care analysis, monitoring, 
program and policy development, and evaluation of medical assistance 
programs administered by the Oklahoma Health Care Authority 
(OHCA).  The DSS business function is a comprehensive user tool that 
provides information to evaluate current program status and trends as 
well as historical data to predict the impact of program policy change.  
DSS also supports the research for SURS case building of detailed 
services records for a provider or recipient. 


DSS uses a graphical user interface, BusinessObjects, as the means of 
access to the detailed data within the data warehouse.  Through the 
query panel window of BusinessObjects users can select fields for 
queries through point and clicks.  The DSS shields users from having 
to know database technical column names or the joins between tables 
within the database. The query panel contains ‘English’ descriptions of 
each object available for selection. The report output for the DSS is 
graphical in nature with the base format being spreadsheet like 
presentation of data. From there users can format the report in many 
ways to enhance the presentation of the information. The DSS 
provides a comprehensive collection of data sources available through 
an easy to interact with user interface. 


The intent of this user manual is to provide an overview of the data 
sources contained within the DSS as well as introducing users to the 
DSS functionality. 
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Description 
To further explain the DSS relationship within the MMIS it is 
important to understand the following listed components described 
further in this manual: 


• DSS Processes 


• DSS Inputs 


• DSS Universes 


• DSS Infoview Report Library 


• DSS Ad Hoc Creation 


• DSS Report Formatting 


• DSS Batch Query Facilities  


• DSS Reports 


• DSSProfiler 


• ETG Process 


• DSS Geographical Mapping 
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Section 2: DSS Processes 


Overview 
Maintaining data for DSS is a largely automated process.  The 
following list identifies the tasks most frequently performed to support 
this process: 


• DSS data extraction and load from the Claim Processing, Provider, 
Client, Reference, EPSDT, TPL, Financial, Drug Rebate, Managed 
Care MMIS business functions and the MAR weekly and monthly 
summary processes. 


• Claims Analysis Process combines the various service data 
(professional, inpatient, outpatient, dental, pharmacy, encounter and 
cross over as well as expenditures and A/R information) onto a 
centralized data structure that provides a comprehensive view of the 
most common data objects used. 


• DSSProfiler takes a years worth of claims data processed against 
the ACG grouper for morbidity analysis and against the case type 
files for clinical grouping of specific occurrences. The result is 
summarized data for provider profiling, exception reporting and 
treatment analysis studies. 


• Episode Treatment Grouper (ETG) processes a years worth of 
claims data against the ETG grouper, creating episode based 
reporting records. This process provides the analyst with a full view 
of all detailed service data ‘linked’ together through a common 
illness. 


• Quality assurance processes for the weekly service data processes, 
resulting output ensures accuracy and reliability. 


Data Extraction and Update Loads 
All MMIS data sources are updated on a weekly basis with the detailed 
level service data being appended to the existing history records in the 
DSS.  The other data sources such as provider, client, TPL, EPSDT 
and Drug Rebate are fully extracted and replaced during each weekly 
cycle to ensure the most current information is in the data warehouse.  


The DSS extraction and load process occurs after the weekly payment 
cycle is complete in the MMIS.  For the service level data, only fully 
adjudicated data (paid and denied) is brought into the DSS. For 
services data (claims and encounters) the DSS stores six years of 
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historical data at a minimum.  The DSS continues to add historical 
service data until a full seventh year is stored.  Once this seventh year 
has been stored the oldest year is written out to a tape for storage and 
then the data is deleted from the DSS database.  


For the other universes within the DSS the data is a full copy of the 
MMIS tables.  So the client or provider data in the DSS is a complete 
representation of what is stored within the MMIS tables. 


For external data sources the updates are performed on a frequency 
that is consistent with the corresponding data source updates.  For 
example, the immunizations data updates may occur on a yearly basis 
while the vital statistics data updates may occur on a quarterly basis. 


Claims Analysis 
The weekly Claims Analysis process brings together all services types 
and organizes the data within multiple dimensions for quick and easy 
reporting.  The dimensions are issue date, date of service, provider, 
client and claim. 


The service data is located on a central, claim detail table providing a 
comprehensive view of the services performed in the program. The 
claims analysis process stores the most common queried upon objects 
common among claims, such as provider Ids, client Ids, dates of 
service, payment, amounts, counts as well as the first several diagnosis 
and procedure codes on file. 


The guiding principle of the claims analysis process is that these 
objects stored in this manner will satisfy the majority of reporting 
needs by the users.  A user who needs to perform a query that spans 
multiple claim types should likely perform their query against the 
Claims Analysis universe.  For example, if a user wants to see a full 
list of services provided to a given client, or a complete picture of the 
payments made during a given time period, the Claims Analysis 
universe provides the whole picture view of the data.  A pre-defined 
filter in the universe called, No Voided Claims, can also be used to 
eliminate adjusted claims and their voids from a query and only leave 
the most current version of the claim on the report, if needed. 
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DSSProfiler 
The DSSProfiler process is run quarterly using three inputs in the 
process, detailed service data, Adjusted Clinical Grouper (ACG) 
grouper and case type files.  The DSSProfiler module provides more 
in-depth age/sex/morbidity adjusted view of the data already in the 
DSS.  Through the profiler users can perform provider and recipient 
profiles, outlier ranking as well as treatment analysis reports.  


The DSSProfiler processes of a years worth of claims data, by date of 
service.  The data is then run through a series of batch programs where 
it is severity ranked using the ACG grouper and grouped using the user 
specified case type files. The summarized results of the DSSProfiler 
process are stored back into the DSS for both standard and ad hoc 
queries.  The DSSProfiler produces roughly a dozen standard reports 
which are user prompt driven for flexibility.  For additional detail on 
the DSSProfiler reports please refer to the DSSProfiler section of this 
manual. 


Episode Treatment Grouper Processing 
The ETG process is run quarterly using two inputs in the process, 
detailed service data and the ETG grouper.  The ETG result set 
provides an additional view of the data already contained in the DSS.  
The results of this process allow for episode analysis to be performed. 
Episode analysis means the ‘linking’ of various claims together such 
as a medical claim and the associated pharmacy claim and or inpatient 
claim driven by the same (diagnosis) health reason. The ETG concept 
is to provide a more complete picture of health care treatment beyond 
the traditional individual claim item analysis. 


The ETG process starts with the extraction 12 months of claims data, 
by date of service.  That data is then run through a series of batch 
programs where it is grouped using the ETG grouper. The results of 
the process are stored back into the DSS for both standard and ad hoc 
queries. 


Quality Assurance Processes 
Quality assurance processes confirm that the DSS monthly process 
results are reconciled to output from the Financial and Claims 
Processing business functions.  This processing is performed as part of 
the weekly cycle processing.  For example, the DSS weekly cycle 
includes a balancing procedure back to the financial payment reports. 
The paid amounts by claim type are compared to the Financial Fin-5 
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report on a weekly basis.  The DSS also performs balancing between 
the All Claims universe and the Claims analysis universe to ensure the 
two views of history are consistent.   
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Section 3: DSS Inputs 


Overview 
The DSS business function receives information from the OKMMIS 
business functions as well as external data sources.  For MMIS 
information, the data is transferred to the DSS as is with the exception 
of the date fields.  The DSS transforms dates from integer format as 
stored in the MMIS to a date data type.  This allows the users to take 
advantage of all of the reporting features requiring true date formats.  


For all MMIS data sources except detailed service data, the data 
update process is one of a data refresh.  For example, the provider 
subject area is completely extracted and loaded during the weekly DSS 
update process.  The new data replaces the provider data previously 
stored from the week before. Due to the volume of service level data, 
the same procedure cannot be performed. Instead the update process 
consists of appending the latest adjudicated (paid and denied) data into 
the tables that already contain many years worth of data.  


External data is updated on a scheduled that is applicable to each 
particular data source.  Data sources such as Immunization Registry 
and Vital Statistics have all records loaded into the DSS.  


There are two additional data sources that would be considered special 
case scenarios.  The first is the data sources of DSSProfiler and the 
ETG grouper process.  Each of these processes actually take detailed 
level data from the DSS, process the data against the grouper software 
and then place the result sets back into specific data marts for each 
subject area.   


The second special ‘inputs’ are those of MARS and SURS Case 
Tracking MMIS subject areas.  The DSS provides the users the ability 
to create ad hoc reports directly from the database structures of MARS 
and SURS Case Tracking.  While those data sources are available for 
reporting, the DSS does not ‘import’ these data sources as is done in 
other MMIS subject areas.  


Input Sources 
The DSS business function receives information from the Claims 
Processing, Provider, Client, Reference, Managed Care, TPL, EPSDT, 
Drug Rebate, Prior Authorization, MDS, Staff Performance, PASRR, 
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Vital Statistics and DSSProfiler business functions.  Following are 
examples of the information received from these business functions. 


Claims Processing Business Function 


This process provides claims information, and financial transactions.  
It includes the following: 


• Paid, denied, and adjusted claims data 


• Provider and recipient identification for each claim transaction 


• Billed, allowed, reimbursement, and other insurance dollar amounts 


• Claims editing and auditing results 


• Financial claim and non-claim specific information 


• From date of service, To date of service, receipt, adjudication, and 
payment 


• Place of service 


• Encounter claim results 


• Payment issue warrant date from fee-for-service and encounter 
claims, and financial transactions. 


Provider Business Function 


This process furnishes specific provider information, including the 
following: 


• Type and specialty data 


• Enrollment and eligibility data 


• Demographic information 


Client Business Function  


This process provides the following recipient information: 


• Eligibility segments 


• Aid category assignments 


• Demographic information 


• HMO/Managed care assignments 


Reference Business Function 


This process furnishes descriptions for the following items: 
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• Procedure code (HCPCS) file reference information 


• Diagnosis code (ICD-9) file reference information 


• National drug code (NDC) file reference information 


• Procedure code groupings 


• Edit/Audit 


• EOB 


• Error Disposition, 


• Revenue, Program and ProDUR, Drug Rebate 


• Payment from manufacturer, dispute information and manufacturer 
address information 


Managed Care Business Function 


This process maintains the following historical data: 


• Managed Care expenditure information 


• Recipient utilization information 


 


Medicare Dual Eligible Business Function 


This process maintains the following historical data: 


• Medicare Dual Eligibles 


 


MARS Business Function 


This process furnishes descriptions for the following items: 


• MARS Summarization data 


SURS Case Tracking Care Business Function 


This process maintains the following historical data: 


• SURS Case tracking record information 


Financial Business Function 


This process furnishes descriptions for the following items: 


• The MMIS financial data 
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Drug Rebate Business Function 


This process maintains the following historical data: 


• Maintenance of rebate and drug reference data 


• Invoice data to drug manufactures 


Immunization 


This process maintains the following historical data: 


 Immunization data 


Prior Authorization Business Function 


This process maintains the following data: 


• Prior authorization records 


MDS Business Function 


This process furnishes descriptions for the following items: 


• Nursing home assessment data for clients in an Oklahoma nursing 
home facility. 


Third Party Liability Business Function 


This process maintains the following historical data: 


• Other insurance information. 


• Medical Support 


• Probate and Estate 


• Subrogation 


• Worker’s Compensation 


EPSDT Business Function 


This process maintains the following data: 


• Health screening data 


PASRR Business Function 


This process furnishes descriptions for the following items: 


• PASRR screening data 
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Staff Performance Business Function 


This process maintains the following data: 


• Staff performance measures 


Vital Statistics Business Function 


This process furnishes descriptions for the following items: 


• Birth records 


• Death records 


Episode Treatment Analysis Business Function 


This process maintains the following historical data processed against 
episode care based grouper: 


• Detailed level service data 


• ETG Grouper software for episode treatment analysis 


DSSProfiler Business Function 


This process furnishes detailed level data that has been morbidity 
adjusted and includes the following items: 


• Detailed level service data 


• Adjusted Clinical Grouper (ACG) 


• Case Type files 
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Section 4: DSS Infoview Report Library 


The DSS contains a central report library, which is comprised of 
BusinessObjects Infoview software.  Here users can retrieve existing 
reports, check the status of batch queries or select to enter the query 
and reporting tool. Infoview is the gateway for the DSS and the 
repository for the reports intended to be shared among users.  


The user would open their desktop browser and go to the URL address 
of the BusinessObjects server.  The URL can be saved as a ‘favorite’ 
within the browser for easy reference. 


Once at the URL address, the user is prompted for a user ID and 
password for the decision support system. Security is centrally 
maintained by the EDS administrator for the system. 
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Once logged in the user enters the welcome page for the Oklahoma 
reporting DSS library. 
 
The navigation bar on the left side of the page remains constant no 
matter what page you open. The links it contains are determined by 
your user profile. Depending on the access rights you’ve been given by 
your BusinessObjects supervisor, the navigation bar lets you access up 
to three different document catalogs: 
 
The links on the left hand window panel provide quick access to other 
areas of the report library. 
 
Oklahoma XIX 


 • The Corporate Documents page: documents published 
to the corporate repository. 


 • The Personal Documents page: documents that you 
save for your own personal use. 


 • The Inbox Documents page: documents that have 
been sent to you by other users. 


 •The Scheduled Documents page: shows the user the 
documents that were scheduled in the batch query 
facility Broadcast Agent Server. 


 
Applications 


 BusinessObjects:  This link will launch the 
BusinessObjects query and reporting tool. 


 
Online Documentation 


 BusinessObjects:  This link will launch the 
BusinessObjects on-line documentation. 


 
The navigation bar also gives you access to other Infoview pages: 
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The central portion of Infoview is the corporate documents section.  
Here is a listing of all BusinessObjects reports available to the user.  
To assist with navigating through the list of reports the user can use 
the drop down list box titled ‘categories’ at the top of the window.  
Here the user will find high-level categories such as SURS Case 
Tracking, DSSProfiler, HEDIS, etc.  By selecting a particular 
category, the list of available reports is filtered to only the ones for the 
selected category.  


On the left hand side of the window are additional features available to 
the users.  In addition to the features described above additional 
functions are: 
 


 Search:  Allows the user to search for documents by multiple 
criteria 


 Options:  Allows the user to configure the presentation of 
Infoview for their own desktop. 
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The following screen shot shows the document upload and publish 
window within Infoview.  Here users can store other non-
BusinessObjects documents to the library.  This would typically be 
done when a document corresponds to a BusinessObjects report and 
both need to be stored together or if the document provides critical 
documentation for the BusinessObjects report  


 
The following screen shot shows how users can add to the report 
library by uploading files, if the users’ IDs has sufficient privileges. 
 


 


To upload a document and make it available to other users:  


1.Click Corporate Documents in the navigation bar.  


       The Corporate Documents list is displayed.  


2.Click Upload in the top bar. 
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       The Upload and publish as corporate document window appears. 


3.Click Browse to search for the document, or enter the file name with 
its path in the Enter the file to upload text box.  


4.Enter a name for the document in the Assign a document name to the 
file text box.  


5.In the document description box, enter a description if you wish. 
Descriptions are displayed in document lists when the document list is 
in Expanded mode.  


6.If you wish, assign the document to one or more corporate categories 
by highlighting your choice(s) in the Select categories list:  


•To assign the document to a single category, click the 
category in the list box.  


•To assign the document to more than one category, hold down 
the Ctrl key while clicking the desired categories in the list 
box.  


•If the document is already assigned to a category and you 
want to remove it, just click the highlighted category. To 
remove the document from multiple categories, hold down the 
Ctrl key while clicking the categories.  


•If you want to assign the document to a category that isn't in 
the category list, click Categories to open the Category 
Management page.  
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The following screen shot shows the Inbox documents section of the 
library: 


 
 
Your Inbox Documents page contains documents that other people 
have created and mailed to you.  
You access this list by clicking Inbox Documents in the navigation 
bar. To view a document, just click its name.  When this document list 
is in Expanded mode, the last line in the document's entry  contains 
links which permit you to do the following without even opening the 
document:  
 


•If the document was created using WebIntelligence, load the 
document's data into a spreadsheet such as Microsoft Excel  
•If the document was created using BusinessObjects, download 
the document as a .rep file  
•Save the document for your own use as a personal document  
•Publish the document to the corporate repository to make it 
available to a broad number of users  
•Send the document to other users  
•Delete the document  
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The following is a screen shot of the search window within the report 
library:  


 
 
The Search page lets you search through documents stored in the 
corporate documents, personal documents, or inbox storage areas.  
 
You can search for a document using four criteria:  


•A matching expression in document name  
•A matching expression in an author's name  
•The date the document was last updated between two 
specified dates  
•The document's keyword(s)  


 
Note that this only returns documents that correspond to both your 
search criteria and your access rights. For example, if a particular 
document matches the criteria you requested, but you don't have the 
right to view the document, InfoView doesn't show the document in 
the list of matching documents. 







Section 4: DSS Infoview Report Library  Decision Support System/Data Warehouse Procedures Manual 


4-8 Library Reference Number: OKDSS 
 Revision Date: February 2003 
 Version: 1.0 
 







Decision Support System/Data Warehouse Procedures Manual 


Library Reference Number: OKDSS 5-1 
Revision Date: February 2003 
Version: 1.0 


Section 5:  BusinessObjects Universes. 


For a user to pull value from a decision support system the structuring 
of the available data must be organized in logical groupings for easy 
navigation.  In BusinessObjects this is accomplished through a 
universe, centered around the business areas of the MMIS as well as 
external data sources. By definition a universe is: 


The sphere or realm in which something exists or takes place.  From a 
Medicaid DSS perspective, a universe is a logical subject area such as 
managed care, provider or EPSDT.  Users can select the universe 
needed as part of a step by step process when creating a report. 


The user interacts with a universe through the Query Panel in 
BusinessObjects.  This three panel window presents all of the available 
fields for the selected universe.  The left hand panel of the window 
displays a series of folders, which are referred to as classes in 
BusinessObjects. By definition a class is: 


A set, collection, group, or configuration containing members regarded 
as having certain attributes or traits in common; a kind or category.  
From a Medicaid DSS perspective, a class is a grouping of information 
such as detailed claim information or provider address information. 
Simply put, a logical grouping of data for the users to organize the 
individual objects.  


The classes are organized to group like data objects together such as 
provider demographic information or claim detail information under a 
single folder. This makes for quick navigation to the objects the user is 
looking for.  Within the class folders are the objects available for 
query creation.  By definition an object is: 


Something perceptible by one or more of the senses, especially by 
vision or touch; a material thing.  An object in this solution is an 
individual data source such as a client number, pay to provider 
number, procedure code or date of service.   


The object types are color and object coded for easy recognition. 
 Count and Amounts (measures) are pink spheres 
 Dimension objects are blue cubes 
 Filters (pre-defined conditions) yellow funnels 
 Detail objects are green triangles (provides descriptive 


data about the dimension object is is associated with. A 
detail object cannot be used for drill down) 


Universe 


Class 


Object 
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A user can select between a view of objects such as 
dimensions/measures/detail objects  or a view of filters through 
clicking on the radio button at the bottom left hand corner of the query 
panel.   


As a user in the Query Panel of BusinessObjects highlights an object 
in the left hand panel of the window, the objects description will 
appear at the bottom.  This object description is the same one used in 
the MMIS for this data source.  


A user selects an object through a point and double click of the mouse.  
A user simply places the cursor/arrow over the object they wish to pull 
into the query.  Then by double clicking on the object, the object is 
placed in the result objects list portion of the query panel.  A user 
could click/drag and drop an object into the results window as an 
alternative method of object selection.  To build conditions on a query 
a user must drag and drop those objects desired into the conditions 
window of the query panel.  


Something frequently applied to a query to limit the extent of a query 
e.g. condition on the Claim Type might limit the query to physician 
claims only. 


A single condition or combination of conditions frequently used and 
have been predefined to expedite your query.  Certain filters are 
required under certain circumstances.  Please refer “Claim Amounts” 
under the Claims Analysis Universe information below. 


 


Note: For a complete listing of objects and filters within each universe 
please refer to the Appendix. 


The remainder of this section provides a snapshot view of the 
universes available in the Oklahoma DSS and the filter organization 
within each universe.  


Conditions 


Filters 
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All Claims Universe 
 
This universe contains claims data for each claim type processed in the 
MMIS.  This universe is the broadest of universes containing the 
detailed claim objects for each claim type.  The different claim types 
are separated into their own classes to allow users to specifically target 
reports to specific claim types.   
 
When to use All Claims universe: When a user wants to generate a 
report against a specific claim type and not all claim types, this is the 
universe that should be utilized.  Such as performing a study on just 
pharmacy or inpatient claims the user should utilize this universe. The 
other reason to use the All Claims universe is when the user needs a 
claim type specific object that is not stored within the Claims Analysis 
universe. 
 
In order to focus queries on a single claim type, the user must select 
objects within the bounds of the classes under the specific claim type.  
For example, if a user wants to perform a study on inpatient claims, 
the user must select objects only from the sub-classes under the UB92 
class in All Claims.  Because UB92 encompasses several claim types, 
such as Inpatient, Outpatient, and Home Health claims to name a few, 
if a user wants a query to be specific to inpatient claims, the query will 
have to contain a condition of inpatient claims only.   
 
If a user does not stay within the bounds of a specific claim type as 
defined in the All Claims universe, a Cartesian product will result in 
the query and the user will be warned when the run button is selected.  
In this particular example, a Cartesian product results when objects are 
selected in a query that are not linked by a join, such as selecting from 
the UB92 classes and the Physician classes in the same query.   
 
The query will still run if the user chooses to continue, but the results 
will be inaccurate.  It is recommended that a query containing a 
Cartesian product should not be allowed to run by the user.  These 
types of queries can be resource intensive and will return inaccurate 
results. 
 
This universe is very broad in it’s inclusion of claims and encounter 
data as well as linked in provider and client data. User can utilize this 
universe to perform studies that focus on the financial aspect of the 
MMIS or the utilization review aspect.  The DSS contains 6 years of 
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detailed claims data as well as full versions of the provider and client 
data.  
 
The following is a snapshot of the All Claims universe as seen in the 
query panel.  For a detailed description of how a user interacts with the 
query panel please refer to section 6 Ad hoc Procedures.   
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All Claims filters 


The all claims universe provides the user with a wide array of filters 
available to incorporate within a query.    Filters are simply tools that 
can be used to create limiting conditions on a query quickly and easily.  
There are a few filters that are key to the understanding of the data 
structured in the DSS and some filters that are listed for ease of use.  
The following is a snapshot of the All Claims filters view of the Query 
Panel 
 


 
 
As shown in the Query Panel above, each filter has a description 
associated with it, just as the objects do. The following is a listing of 
the most used filters from within the All Claims universe.  
Filter Name Typically used when …. 
Physician 
Claims Only 


Found under Physician Claims…Physician Header 
class 
 
This filter creates a condition where the claim type 
is equal to ‘M’ (physician).  
 
Filter Use: Use this filter only when you want 
physician claim type M’s in the query results.  
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Filter Name Typically used when …. 
Physician 
Crossover 
Claims Only 


Found under Physician Claims…Physician Header 
class 
 
This filter creates a condition where the claim type 
is equal to ‘B’ (physician crossovers).  
 
Filter Use: Use this filter only when you want 
physician claim type B’s in the query results.  


No Voided 
Physician 
Claims 


Found under Physician Claims…Physician Header 
class 
 
Background Information: This filter checks for 
physician claims that have been adjusted and 
eliminates them from a query. For example, if a 
physician claim is paid and then adjusted, the DSS 
contains the original paid claim (mother claim), a 
voided claim (backs out the amounts on the mother 
claim), and an adjusted claim (daughter claim).  
 
By using this filter, only adjustments are picked up 
for claims meeting this and any remaining query 
criteria. If a physician claim has never been 
adjusted and it also meets the remainder of the 
query criteria, it is also selected.  
 
Filter Use: Use this filter if you want to see only 
the most current version of a physician claim (the 
net effect of a physician claim in the system). 


First Date of 
Service 


Found under the following classes: 
Physician Claims  Physician Header Header Dates
Physician Claims  Physician Detail  Physician 
Detail Dates 
UB92 Claims  UB92 Header  UB92 Header Dates 
Dental Claims  Dental Header  Dental Header 
Dates 
 
This filter is not necessary, but can speed query run 
time because the DSS searches for a specific first 
date of service.  
 
Filter Use: This filter is recommended if you need 
data for a specific first date of service. 
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Filter Name Typically used when …. 
First Date of 
Service Range 


Found under the following classes:   
Physician Claims Physician Header Header Dates 
Physician Claims…Physician Detail Physician 
Detail Dates 
UB92 Claims  UB92 Header  UB92 Header Dates 
Dental Claims  Dental Header  Dental Header 
Dates 
 
This filter is not necessary, but can speed query run 
time because the DSS searches for a specific range 
of first dates of service.  
 
Filter Use: This filter is recommended if you need 
data for a specific first date of service range. 


Final Issue 
Warrant Date 


Found under the following classes:   
Physician Claims…Physician Header…Header 
Dates 
Physician Claims…Physician Detail…Physician 
Detail Dates 
Pharmacy Claims…Pharmacy Header…Pharm 
Header Dates 
UB92 Claims…UB92 Header…UB92 Header 
Dates 
Dental Claims…Dental Header…Dental Header 
Dates 
 
This filter is not necessary, but can speed query run 
time because the DSS searches for a specific 
warrant date.  
 
Filter Use: This filter is recommended if you need 
data from a specific warrant date. 
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Filter Name Typically used when …. 
Final Issue 
Warrant Date 
Range 


Found under the following classes:  
Physician Claims…Physician Header…Header 
Dates  
Physician Claims…Physician Detail…Physician 
Detail Dates 
Pharmacy Claims…Pharmacy Header…Pharm 
Header Dates 
UB92 Claims…UB92 Header…UB92 Header 
Dates 
Dental Claims…Dental Header…Dental Header 
Dates 
 
This filter is not necessary, but can speed query run 
time because the DSS searches for a specific range 
of warrant dates.  
 
Filter Use: This filter is recommended if you need 
data from a specific warrant date range. 


Encounter 
Claims Only 


Found under the following classes: 
Physician Claims…Physician Detail Indicators 
Pharmacy Claims…Pharmacy Detail…Pharmacy 
Detail Indicators 
UB92 Claims…UB92 Detail…UB92 Detail 
Codes/Indicators 
Dental Claims…Dental Detail…Dental Detail 
Indicators 
 
Background Information: The DSS carries a 
claim indicator that categorizes a claim detail as 
FFS, encounter, or stop loss. This filter creates a 
condition where the claim indicator is equal to ‘E’ 
(encounter).  
 
Filter Use: Use this filter only when you want 
encounter details in the query results. It eliminates 
FFS and stop loss details from the query. 
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Filter Name Typically used when …. 
FFS Claims 
Only 


Found under the following classes: 
Physician Claims…Physician Detail Indicators 
class 
Pharmacy Claims…Pharmacy Detail…Pharmacy 
Detail Indicators 
UB92 Claims…UB92 Detail…UB92 Detail 
Codes/Indicators 
Dental Claims…Dental Detail…Dental Detail 
Indicators 
 
Background Information: The DSS carries a 
claim indicator that categorizes a claim detail as 
FFS, encounter, or stop loss. This filter creates a 
condition where the claim indicator is equal to ‘F’ 
(FFS).  
 
Filter Use: Use this filter only when you want FFS 
details in the query results. It eliminates encounter 
and stop loss details from the query. 


Stop Loss 
Claims Only 


Found under the following classes: 
Physician Claims…Physician Detail Indicators 
class 
Pharmacy Claims…Pharmacy Detail…Pharmacy 
Detail Indicators 
UB92 Claims…UB92 Detail…UB92 Detail 
Codes/Indicators 
Dental Claims…Dental Detail…Dental Detail 
Indicators 
 
Background Information: The DSS carries a 
claim indicator that categorizes a claim detail as 
FFS, encounter, or stop loss. This filter creates a 
condition where the claim indicator is equal to ‘S’ 
(stop loss).  
 
Filter Use: Use this filter only when you want stop 
loss details in the query results. It eliminates 
encounter and FFS details from the query. 
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Filter Name Typically used when …. 
SURs Filters – 
Physician 
Claims ONLY 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed these filters. Twenty different filters 
exist under this class, and each filter is predefined 
to specific procedure codes, provider types, 
provider specialties, and dates of service criteria.  
Each SURs Filter is defined individually below. 
 
Filter Use: The SUR unit will use these filters. 
Other All Claims universe users can access these 
filters if they apply to the query being developed. 


Advantage Case 
Management 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type = 21 
Rendering Prov Spec = 228 
Proc Codes = W4753,W4037 
  
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria. 







Decision Support System/Data Warehouse Procedures Manual Section : BusinessObjects Universes  


Library Reference Number: OKDSS  5-11 
Revision Date: February 2003 
Version: 1.0 


Filter Name Typically used when …. 
Advantage 


Environmental 
Mods 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type = 25 
Rendering Prov Spec = 250 
Proc Code = W4761 
  
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


Advantage 
Health Care 
Centers 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type = 41 
Rendering Prov Spec = 410 
Proc Codes = W4745,W4754,W4746,W4054  
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.
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Filter Name Typically used when …. 
Advantage 
Home Delivered 
Meals 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type = 46 
Rendering Prov Spec = 460 
Proc Code = W4752 
 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


Advantage In 
Home 
Resp/Agency 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type = 38 
Rendering Prov Spec = 380 
Proc Code = W4040 
 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.
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Filter Name Typically used when …. 
Advantage In 
Home Resp/Ext 
Respite 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type = 38 
Rendering Prov Spec = 381 
Proc Codes = W4747, W4755 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


Advantage NF 
Bsd Respite/Ext 
Respit 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type= 03 
Rendering Prov Spec = 036 
Proc Codes = W4748,W4749 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.
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Filter Name Typically used when …. 
Advantage 
Skilled Hm 
Care 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status=P 
Claim Type=M 1500 and adjustments of CT M 
Rendering Prov Type =16 
Rendering Prov Spec =160 
Proc Codes = W4757,W4758,W4041,W4042 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


Advntge 
Support 
Restorative 
Assist 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of  CT M 
Rendering Prov Type = 16 
Rendering Prov Spec = 160 
Proc Code = W4744 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.
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Filter Name Typically used when …. 
Ambulance Found under Physician Claims… SURs Filters – 


Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M and adjustments of CT M 
Rendering Prov Type = 26 
Rendering Prov Spec = 260 
Proc Codes = A0010,A0020,A0030,A0040, A0050, 
A0060,A0070, A0220, A0221, A0222, A0225, 
W4501, W7000, W7003, W7004, W7005,W7008, 
W7009, W7010, W7011, W7012 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


DME-Other Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status=P 
Claim Type=M 1500 and Adjustments of CT M 
Perform Prov Type=25 
Perform Prov Spec=250 
Proc Codes Not Equal to E0425, E0430, E0435, 
E0439, E0440, E0441, E0442, E0443, E0444, 
E1390, E1400, E1401, E1402, E1403, E1404, 
E1405, E1406, Q0043, Q0046 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.
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Filter Name Typically used when …. 
DME-Oxygen Found under Physician Claims… SURs Filters – 


Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type=M 1500 and Adjustments of CT M 
Rendering Prov Type =25 
Rendering Prov Spec=250 
Proc Codes = E0425, E0430, E0435, E0439, 
E0440, E0441, E0442, E0443, E0444, E1390, 
E1400, E1401, E1402, E1403, E1404, E1405, 
E1406, Q0043, Q0046 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


EPSDT School 
Based 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status=P 
Claim Type=M 1500 and adjustments of CT M 
Rendering Prov Type=12 
Rendering Prov Spec=120 
Proc Codes = W0064, W0066, W0068, W0072, 
W0074, W0075, W0094, W0096, W0103, W4553, 
W4554, W4555, W4556, W4557, W4591, W4594, 
W4643, W4644, W4645, W4646, W4647, W4649, 
W4650, W4651, W4671, W4673, W4675, W4677, 
W4678, W4780, W4782, W4825 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.
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Filter Name Typically used when …. 
Eval & Mgt – 
All PC’s, All 
Phys 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M and adjustments of CT M 
Rendering Prov Type = 31 
Proc Codes = 99201 through 99499 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


IEP School 
Based 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type=12 
Rendering Prov Spec=120 
Proc Codes = W0065, W0067, W0071, W0073, 
W0093, W0095, W0102, W4526, W4542, W4543, 
W4544, W4545, W4546, W4547, W4549, W4550, 
W4551, W4552, W4595, W4670, W4672, W4674, 
W4676, W4679, W4684, W4685, W4686, W4687, 
W4781, W4824, W4826 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.
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Filter Name Typically used when …. 
OPMH-


DMHSAS 
Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and Adjustments of CT M 
Rendering Prov Type = 11 
Rendering Prov Spec = 118 
Proc Codes = W4902, W4903, W4904, W4905, 
W4906, W4907, W4908, W4909, W4934, W4935, 
W4942, W4943, W4914, W4915, W4916, W4917, 
W4950, W4951, W4938, W4939, W4954,W4955 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


OPMH-Private Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and Adjustments of CT M 
Rendering Prov Type = 11 
Rendering Prov Spec = 110 
Proc Codes = W4877, W4878, W4879, W4931, 
W4940, W4882, W4883, W4884, W4946, W4933, 
W4956, W4964, W4965, W4963, W4958, W4959, 
W4962, W4961, W4960, W4957 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.
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Filter Name Typically used when …. 
OPMH-Public Found under Physician Claims… SURs Filters – 


Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status  = P 
Claim Type = M 1500 and Adjustments of CT M 
Rendeing Prov Type = 11 
Rendering Prov Spec = 111 
Proc Codes = W4527, W4889, W4564, W4833, 
W4528, W4891, W4535, W4892, W3089, W4893, 
W3090, W4894, W4565, W4895, W3069, W4896, 
W4536, W4897, W4898, W4899, W4834, W4835 
 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


Personal 
Care/Agency 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type = 36 
Rendering Prov Spec = 361 
Proc Codes = W4038, W4802 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.
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Filter Name Typically used when …. 
Personal 
Care/Individual 


Found under Physician Claims… SURs Filters – 
Physician Claims ONLY class 
 
Background Information: The SURs unit defined 
and developed this filter. The filter is defined with 
the following criteria:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = M 1500 and adjustments of CT M 
Rendering Prov Type = 36 
Rendering Prov Spec = 360 
Proc Code = W4802 
 
Filter Use: This filter can be used any time a user is 
looking for data on claims with this specific criteria.


Pharmacy 
Claims Only 


Found under Pharmacy Claims…Pharmacy Header 
class 
 
This filter creates a condition where the claim type 
is equal to ‘P’ (pharmacy).  
 
Filter Use: Use this filter only when you want 
pharmacy claim type P’s in the query results.  


Compound 
Claims Only 


Found under Pharmacy Claims…Pharmacy Header 
class 
 
This filter creates a condition where the claim type 
is equal to ‘Q’ (compound).  
 
Filter Use: Use this filter only when you want 
compound claim type Q’s in the query results.  
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Filter Name Typically used when …. 
No Voided 
Pharmacy 
Claims 


Found under Pharmacy Claims…Pharmacy Header 
class 
 
Background Information: This filter checks for 
pharmacy claims that have been adjusted and 
eliminates them from a query. For example, if a 
pharmacy claim is paid and then adjusted, the DSS 
contains the original paid claim (mother claim), a 
voided claim (backs out the amounts on the mother 
claim), and an adjusted claim (daughter claim).  
 
By using this filter, only adjustments are picked up 
for claims meeting this and any remaining query 
criteria. If a pharmacy claim has never been 
adjusted and it also meets the remainder of the 
query criteria, it is also selected. 
 
Filter Use: Use this filter if you want to see only 
the most current version of a pharmacy claim (the 
net effect of a pharmacy claim in the system). 


Dispensed Date Found under Pharmacy Claims…Pharmacy 
Header…Pharm Header Dates class 
 
This filter is not necessary, but can speed query run 
time because the DSS searches for a specific 
dispensed date.  
 
Filter Use: This filter is recommended if you need 
data from a specific dispensed date. 


Dispensed Date 
Range 


Found under Pharmacy Claims…Pharmacy 
Header…Pharm Header Dates class 
 
This filter is not necessary, but can speed query run 
time because the DSS searches for a specific range 
of dispensed dates.  
 
Filter Use: This filter is recommended if you need 
data from a specific dispensed date range. 
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Filter Name Typically used when …. 
Outpatient 
Claims Only 


Found under UB92 Claims…UB92 Header class 
 
This filter creates a condition where the claim type 
is equal to ‘O’ (outpatient).  
 
Filter Use: Use this filter only when you want 
outpatient claim type O’s in the query results.  


Outpatient 
Crossover 
Claims Only 


Found under UB92 Claims…UB92 Header class 
 
This filter creates a condition where the claim type 
is equal to ‘C’ (outpatient crossover).  
 
Filter Use: Use this filter only when you want 
outpatient crossover claim type C’s in the query 
results.  


Inpatient Claims 
Only 


Found under UB92 Claims…UB92 Header class 
 
This filter creates a condition where the claim type 
is equal to ‘I’ (inpatient).  
 
Filter Use: Use this filter only when you want 
inpatient claim type I’s in the query results.  


Inpatient 
Crossover 
Claims Only 


Found under UB92 Claims…UB92 Header class 
 
This filter creates a condition where the claim type 
is equal to ‘A’ (inpatient crossover).  
 
Filter Use: Use this filter only when you want 
inpatient crossover claim type A’s in the query 
results.  


Long-Term 
Care Claims 
Only 


Found under UB92 Claims…UB92 Header class 
 
This filter creates a condition where the claim type 
is equal to ‘L’ (long-term care).  
 
Filter Use: Use this filter only when you want 
long-term care claim type L’s in the query results.  
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Filter Name Typically used when …. 
Home Health 
Claims Only 


Found under UB92 Claims…UB92 Header class 
 
This filter creates a condition where the claim type 
is equal to ‘H’ (home health).  
 
Filter Use: Use this filter only when you want 
home health claim type H’s in the query results.  


No Voided 
UB92 Claims 


Found under UB92 Claims…UB92 Header class 
 
Background Information: This filter checks for 
UB92 claims that have been adjusted and eliminates 
them from a query. For example, if a UB92 claim is 
paid and then adjusted, the DSS contains the 
original paid claim (mother claim), a voided claim 
(backs out the amounts on the mother claim), and 
an adjusted claim (daughter claim).  
 
By using this filter, only adjustments are picked up 
for claims meeting this and any remaining query 
criteria. If a UB92 claim has never been adjusted 
and it also meets the remainder of the query criteria, 
it is also selected. 
 
Filter Use: Use this filter if you want to see only 
the most current version of a UB92 claim (the net 
effect of a UB92 claim in the system). 


Dental Claims 
Only 


Found under Dental Claims…Dental Header class 
 
This filter creates a condition where the claim type 
is equal to ‘D’ (dental).  
 
Filter Use: Use this filter only when you want 
dental claim type D’s in the query results.  
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Filter Name Typically used when …. 
No Voided 
Dental Claims 


Found under Dental Claims…Dental Header class 
 
Background Information: This filter checks for 
dental claims that have been adjusted and 
eliminates them from a query. For example, if a 
dental claim is paid and then adjusted, the DSS 
contains the original paid claim (mother claim), a 
voided claim (backs out the amounts on the mother 
claim), and an adjusted claim (daughter claim).  
 
By using this filter, only adjustments are picked up 
for claims meeting this and any remaining query 
criteria. If a dental claim has never been adjusted 
and it also meets the remainder of the query criteria, 
it is also selected. 
 
Filter Use: Use this filter if you want to see only 
the most current version of a dental claim (the net 
effect of a dental claim in the system). 
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Claims Analysis Universe 
The Claims Analysis universe provides a program wide view of the 
services provided to the client community. The universe contains the 
most commonly queried upon objects for each claim type in a central 
location.  


This universe also handles the issue of header paid verses detail paid 
claims through the use of the claim amounts filter.   This filter is very 
important when running queries in this universe. The filter pulls the 
amounts from a defined record that essentially standardizes the 
payment methodology between claims types.  This filter is discussed 
in greater depth in the claims analysis filter section below.  


When to use the Claims Analysis universe:  A user should utilize this 
universe when looking for information that spans claim types.  Such as 
the total amount paid and billed for a given time period.  Or, the total 
number of services a client has seen including, outpatient, dental and 
pharmacy for the past year.   


The data in Claims Analysis is organized along various standard 
dimensions of the claims, including client demographics, provider 
demographics, claim demographics, as well as time dimensions 
including incurred time and warrant time of the claim. The purpose of 
the dimensions is to provide faster access to the most common query 
access methods to the data. 


The Claims Analysis universe is designed to answer roughly 80% of 
the typical queries performed within a Medicaid DSS solution.  That is 
why the universe tries to balance the scope of the data included verses 
the speed at which those queries need to return.  There would be two 
primary reasons why a user would go to the All Claims universe verses 
the Claims Analysis universe.   


 First, if the user is only going after data in one claim type the 
user should likely go through the All Claims universe.   


 Second reason would be if the user needs a detailed data object 
that is not contained in the Claims Analysis universe since it is 
a more focused view of the detailed information. 


The universe does contain 6 years of claim level data and primary 
provider and client information that has been linked in to the universe.  


The following is a screen shot of the Claims Analysis universe. 
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Claims Analysis filters 


The Claims Analysis filter set includes detailed claim information, 
drug information, procedure and diagnosis codes, Provider and Client 
information.  Other classes of filters include the Client Specific 
Information, Claim groupings, Date and SURS filters. There are a few 
absolutely key filters that users must include in queries while the 
remaining filters have been created for the ease of use of the system.  
The screen shot below shows a view of some of the filters available to 
the users.   
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Filter Name Typically used when …. 
Claim Amounts Found under Claim Categories class 


 
Background Information: Claims in the 
MMIS either pay at the header level of the 
claim or at the detail level of the claim. Since 
the Claims Analysis universe contains all claim 
types, there is a mix of header paid claims and 
detail paid claims. For header paid claims, it is 
not possible to sum all details and get the same 
header paid amount, because additional 
cutbacks may be taken at the header level, so in 
the Claims Analysis universe, a 0 (zero) detail 
is built to hold the header amounts on a header 
paid claim. Detail paid claims do not have a 0 
detail built in. All amounts are summed from 
the details to get the total amount on the claim. 
 
Filter Use: This filter must be used in every 
query where amounts and/or counts are 
reported. This filter determines, based on claim 
type, whether to use the 0 detail to return the 
claim amount or to sum the amounts on each 
detail and return that sum for the claim 
amount. 
 
If you do not use this filter for queries 
containing amounts/counts, for header paid 
claims, the 0 detail plus the claim details are 
summed and returned, making the results look 
as if each claim paid double the actual amount 
in most instances. 
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Filter Name Typically used when …. 
Encounter Claims 
Detail 


Found under Claim Categories class 
 
Background Information: The DSS carries a 
claim indicator that categorizes a claim detail 
as fee-for-service (FFS), encounter, or stop 
loss. This filter creates a condition where the 
claim indicator is equal to ‘E’ (encounter).  
 
Filter Use: Use this filter only when you want 
encounter details in the query results. It 
eliminates FFS and stop loss details from the 
query. 


Fee-for-Service 
Claims Detail 


Found under Claim Categories class 
 
Background Information: The DSS carries a 
claim indicator that categorizes a claim detail 
as FFS, encounter, or stop loss. This filter 
creates a condition where the claim indicator is 
equal to ‘F’ (FFS).  
 
Filter Use: Use this filter only when you want 
FFS details in the query results. It eliminates 
encounter and stop loss details from the query. 


Stop Loss Claims 
Detail 


Found under Claim Categories class 
 
Background Information: The DSS carries a 
claim indicator that categorizes a claim detail 
as FFS, encounter, or stop loss. This filter 
creates a condition where the claim indicator is 
equal to ‘S’ (stop loss).  
 
Filter Use: Use this filter only when you want 
stop loss details in the query results. It 
eliminates encounter and FFS details from the 
query. 
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Filter Name Typically used when …. 
No Voided Claims Found under Detailed Claim 


Information…Claim Indictors class 
 
Background Information: This filter checks 
for claims that have been adjusted and 
eliminates them from a query. For example, if 
a claim is paid and then adjusted, the DSS 
contains the original paid claim (mother 
claim), a voided claim (backs out the amounts 
on the mother claim), and an adjusted claim 
(daughter claim).  
 
By using this filter, only adjustments are 
picked up for claims meeting this and any 
remaining query criteria. If a claim has never 
been adjusted and it also meets the remainder 
of the query criteria, it is also selected.  
 
Filter Use: Use this filter if you want to see 
only the most current version of a claim (the 
net effect of a claim in the system). 


Final Issue Warrant 
Date 


Found under Dates class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific warrant date.  
 
Filter Use: This filter is recommended if you 
need data from a specific warrant date. 


Final Issue Warrant 
Date Range 


Found under Dates class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific range of warrant dates.  
 
Filter Use: This filter is recommended if you 
need data from a specific warrant date range. 
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Filter Name Typically used when …. 
SURs Case Filters Found under the SURs Case Filters class 


 
The SURs unit defined and developed these 
filters. Fifteen different filters exist under this 
class, and each filter is predefined to specific 
procedure codes, provider types, provider 
specialties, claim types, and dates of service 
criteria. Each filter name describes the query 
criteria.  Each SURs filter is defined below. 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


Asthma Visits Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Proc Codes = 99201-99499   
Primary Diag Code  =  493-49399 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


Breast Screening DX Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Primary Diag Code = V761-V7619 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 
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Filter Name Typically used when …. 
Cesarean Delivery 
Procedures 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Proc Codes = 59510-59515 or 
                   59618-59622 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


Delivery Procedures Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Proc Codes = 59400-59410 or 
                    59510-59515 or 
                    59610-59622 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


Dental-Restorations 
Amal/Comp 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Claim Type = D 
Rendering Prov Type = 27 
Rendering Prov Spec = 271 
Proc Codes = D2110-D2387 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 
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Filter Name Typically used when …. 
Diabetes Visits Found under the SURs Case Filters class 


 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Proc Code = 99201-99499 and 
Primary Diag Code = 250-25099 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


ER Visits Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Proc Code = 99281-99285 or  
Rev Code = OP450 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


Phys-FP & FP OTH 
CTY 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Rendering Prov Type = 31 
Rendering Prov Spec = 316 or 318 
County Rendering Prov NOT EQUAL 55 or 72 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 
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Filter Name Typically used when …. 
Phys-Gp & FP 
OKC/TUL 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Rendering Prov Type = 31 
Rendering Prov Spec = 316 or 318 
County Rendering Prov = 55 or 72 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


Phys-Surg 
OKC/TUL 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Rendering Prov Type = 31 
Rendering Prov Spec = 313, or 319, or 321, or 
325, or 331, or 334, or 337, or 342 
County Rendering Prov  = 55 or 72 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 
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Filter Name Typically used when …. 
Phys-Surg OTH 
CTY 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Rendering Prov Type = 31 
Rendering Prov Spec = 313, or 319, or 321, or 
325, or 331, or 334, or 337, or 342 
County Rendering Prov NOT EQUAL 55 or 72 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


Mammogram 
Screening 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Proc Codes = 76085 or 76092 or G0202 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


Target Ultrasound 
Level II 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Proc Code = W4682 or W4766 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 
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Filter Name Typically used when …. 
Therapeutic Foster 
Care 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Rendering Prov Type = 45 
Rendering Prov Spec = 451 
Proc Code = W4696 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


Vaginal Delivery 
Procedures 


Found under the SURs Case Filters class 
 
The SURs unit defined and developed this 
filter.  The criteria for this filter is as follows:   
Date First Service Between (user enters date 1) 
AND (user enters date 2) 
Claim Status = P 
Proc Codes = 59400-59410 or 
                   59610-59614 
 
Filter Use: The SUR unit will use these filters. 
Other Claim Analysis universe users can 
access these filters if they apply to the query 
being developed. 


First Date of Service Found under Dates…Incurred Dates class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific first date of service.  
 
Filter Use: This filter is recommended if you 
need data for a specific first date of service. 
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Filter Name Typically used when …. 
First Date of Service 
Range 


Found under Dates…Incurred Dates class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific range of first dates of service.  
 
Filter Use: This filter is recommended if you 
need data from a specific first date of service 
range. 
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The following is a detailed description of the most used filters in the 
Claims Analysis universe and when they should be applied to the 
conditions of a query. 


Some of the descriptions mention header verse detail paid claims.  The 
following is a list describing the various claim types in the MMIS and 
how they pay. 
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Claim Type Description 


A  - UB92 Inst. Xover Claims 


B  - HCFA 1500 Xover Claims 


C  - UB92 Outp Xover Claims 


H  - Home Health Claims 


I  - Inpatient Claims 


L  - Long Term Care Claims 


O  - Outpatient Claims 


P  - Pharmacy Claims 


Q  - Compound Claims 


Header Paid Claims 


 


Claim Type Description 


D  - Dental Claims 


M  - HCFA 1500 Claims 


Detail Paid Claims 
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Drug Rebate Universe 
The Drug Rebate universe utilizes the DSS Drug Rebate tables 
extracted from the MMIS.  Federal regulations provide for drug 
manufacturers, with whom CMS has a formal agreement and whose 
drug products are covered by Medicaid, to give financial rebates to 
Medicaid based upon the volume of the manufacturer's products 
dispensed by Medicaid.  


The Oklahoma Drug Rebate Subsystem maintains the information to 
carry out the federal mandates related to drug rebate processing. 
Functions include: Maintenance and update of rebate and drug 
reference data, Generation of invoices to drug manufacturers, 
Application of correction/adjustments to invoices, Drug rebate 
accounting and reconciliation, Collections correspondence and 
tracking, Dispute resolution and tracking, Interest assessment, and 
Reporting.  The Drug Rebate Subsystem ensures that Oklahoma 
obtains the best price for prescription drugs, thus reducing program 
costs. 


The OHCA drug rebate groups uses this universe to generate the 
Invoice Summary reports as well as the payment summary report.  The 
payment summary report includes check information from the 
financial cash receipts table that is linked within this universe.  In 
addition, the universe is used to track disputes and adjustments, 
provider manufacturers with claims history upon request for dispute 
resolution.  
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The following is a snapshot of the Drug Rebate universe: 
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Drug Rebate filters 


There are five major class grouping of filters available for the Drug 
Rebate universe and they are; PHS Reference data, Invoice 
Information, Corrections and Adjustments to invoices, Accounting and 
Reconciliation, Correspondence and Tracking as well as Dispute 
Resolution and Tracking. 
 


 
Filter Name Typically used when …. 
PHS Type Code Found under the PHS Reference Data class 


 
This filter creates a condition on one or more 
PHS Type codes.  
 
Filter Use: Use this filter when you want 
only certain types of PHS Type codes in the 
query results.  
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Filter Name Typically used when …. 
Writeoff Reason Code Found under the following classes: 


Invoice Details Info 
WriteOff Information  
 
This filter creates a condition on one or more 
WriteOff Reason codes.   
 
Filter Use: Use this filter when you want 
only certain types of WriteOff Reason codes 
in the query results.   


Adjustment Type 
Indicator Code 


Found under Incremental Adjustments Info 
class. 
 
This filter creates a conditin on one or more 
Adjustment Type codes.    
 
Filter Use: Use this filter when you want 
only certain types of Adjustment Type 
indicators in your query results.   


Payment Reason Code Found under Payment Details Info class. 
 
This filter creates a condition on one or more 
Payment Reason codes.    
 
Filter Use: Use this filter when you want 
only certain types of Payment Reason codes 
in your query results.   


Dispute Status Code Found under Dispute Resolution and 
Tracking class. 
 
This filter creates a condition on one or more 
Dispute Status codes.    
 
Filter Use: Use this filter when you want 
only certain types of Dispute Status codes in 
your query results. 
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Filter Name Typically used when …. 
Dispute Reason Code Found under the following classes: 


Dispute Resolution and Tracking  
Dispute Details 
 
This filter creates a condition on one or more 
Dispute Reason codes.  
 
Filter Use: Use this filter when you want 
only certain types of Dispute Reason codes 
in your query results. 
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DSSProfiler Universe 
The DSSProfiler Universe is designed to support the 'standard' reports 
developed within the DSSProfiler process. The universe contains all 
aggregated information by Provider, Peer Group, and Client and 
provides age/sex/ and morbidity adjusted comparisons for these 
subsets of information.  See the DSSProfiler manual for detailed 
information on the type of reports that can be produced from this 
universe. 


The DSSProfiler is a means of aggregating large volumes of detailed 
service data for quick and easy access.  Since the data is provided in 
summary format, reports are produced quickly.  The typical 
DSSProfiler report is a prompted report making the reports re-usable 
and flexible. The typical types of analysis performed within the 
DSSProfiler universe are those of: 


 Provider Profiling (report cards) 


 Exception Reporting (expected verse actual) 


 Treatment Analysis (disease management) 


Most users will simply make use of the standard DSSProfiler reports 
available in the report library Infoview.  While the reports provide a 
great deal of information the user is free to utilize the DSSProfiler 
universe to customize reports as needed.   
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The following is a snapshot of the DSSProfiler universe: 
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DSSProfiler filters 


The DSSProfiler universe contains provider and client filters that have 
been included for the ease of use of the system. The names of the 
filters in this universe are self descriptive.   


The following is a snapshot of the DSSProfiler filter options available 
to the users.  
Filter Name Typically used when …. 
Provider ID Found under the following classes:   


Provider Information…Provider Base 
Information 
 
This filter allows you to limit your query to 
one or more provider IDs.  
 
Filter Use: This filter is recommended if you 
need data for a specific provider ID or a list 
of Provider IDs. 


Service Location Found under the following classes:   
Provider Information…Provider Base 
Information 
 
This filter allows you to limit your query to 
one or more provider service locations.  
 
Filter Use: This filter is recommended if you 
need data for a specific provider service 
location or a list of provider service 
locations. 


Provider ID Service 
Location 


Found under the following classes:   
Provider Information…Provider Base 
Information 
 
This filter concatenates the provider ID and 
service location and allows you to limit your 
query to one or more provider ID/service 
location combinations.  
 
Filter Use: This filter is recommended if you 
need data for a specific provider ID/service 
location combination or a list of provider id 
/service location combinations. 
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Filter Name Typically used when …. 
Provider License 
Number 


Found under the following classes:   
Provider Information…Provider Base 
Information 
 
This filter allows you to limit your query to 
one or more provider license numbers.  
 
Filter Use: This filter is recommended if you 
need data for a specific provider license 
number or a list of provider license numbers. 


Tax ID Number Found under the following classes:   
Provider Information…Provider Base 
Information 
 
This filter allows you to limit your query to 
one or more tax ID numbers.  
 
Filter Use: This filter is recommended if you 
need data for a specific tax ID number or a 
list of tax ID numbers. 


UPIN Number Found under the following classes:   
Provider Information…Provider Base 
Information 
 
This filter allows you to limit your query to 
one or more UPIN numbers.  
 
Filter Use: This filter is recommended if you 
need data for a specific UPIN number or a 
list of UPIN numbers. 


Provider Type Code Found under the following classes:   
Provider Information…Provider Type 
Information 
 
This filter allows you to limit your query to 
one or more provider type codes.  
 
Filter Use: This filter is recommended if you 
need data for a specific provider type or a list 
of provider types. 
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Filter Name Typically used when …. 
Provider Specialty 
Code 


Found under the following classes:   
Provider Information…Provider Specialty 
 
This filter allows you to limit your query to 
one or more provider specialty codes.  
 
Filter Use: This filter is recommended if you 
need data for a specific provider specialty or 
a list of provider specialties. 


Provider Address Type Found under the following classes:   
Provider Information…Provider Address 
 
This filter allows you to limit your query to 
one or more provider address types.  
 
Filter Use: This filter is recommended if you 
need data for a specific provider address type 
or a list of provider address types. 


Home Office Address 
Indicator 


Found under the following classes:   
Provider Information…Provider Address 
 
This filter allows you to limit your query to a  
provider address type of ‘H’ which 
designates a provider’s home office address 
in the provider subsystem. 
 
Filter Use: This filter is recommended if you 
need data for a provider’s home office 
address. 


Pay to Address 
Indicator 


Found under the following classes:   
Provider Information…Provider Address 
 
This filter allows you to limit your query to a  
provider address type of ‘P’ which 
designates a provider’s pay to address in the 
provider subsystem. 
 
Filter Use: This filter is recommended if you 
need data for a provider’s pay to address. 
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Filter Name Typically used when …. 
Mailing Address 
Indicator 


Found under the following classes:   
Provider Information…Provider Address 
 
This filter allows you to limit your query to a  
provider address type of ‘M’ which 
designates a provider’s mailing address in 
the provider subsystem. 
 
Filter Use: This filter is recommended if you 
need data for a provider’s mailing address. 


Service Location 
Address Indicator 


Found under the following classes:   
Provider Information…Provider Address 
 
This filter allows you to limit your query to a  
provider address type of ‘S’ which 
designates a provider’s service location 
address in the provider subsystem. 
 
Filter Use: This filter is recommended if you 
need data for a provider’s service location 
address. 


Provider City Found under the following classes:   
Provider Information…Provider Address 
 
This filter allows you to limit your query to a  
provider city or a list of provider cities. 
 
Filter Use: This filter is recommended if you 
need data for a specific provider city or a list 
of provider cities. 


Provider State Found under the following classes:   
Provider Information…Provider Address 
 
This filter allows you to limit your query to a  
provider state or a list of provider states. 
 
Filter Use: This filter is recommended if you 
need data for a specific provider state or a list 
of provider states. 







Section 5: BusinessObjects Universes  Decision Support System/Data Warehouse Procedures Manual 


5-50 Library Reference Number: OKDSS 
 Revision Date: February 2003 
 Version: 1.0 
 


Filter Name Typically used when …. 
Provider Zip Found under the following classes:   


Provider Information…Provider Address 
 
This filter allows you to limit your query to a  
provider zip code or a list of provider zip 
codes. 
 
Filter Use: This filter is recommended if you 
need data for a specific provider zip code or 
a list of provider zip codes. 


Recipient Medicaid ID Found under the following classes:   
Recipient View…Recipient Base 
Information 
 
This filter allows you to limit your query to 
one or more recipient Medicaid IDs.  
 
Filter Use: This filter is recommended if you 
need data for a specific recipient Medicaid  
ID or a list of Recipient Medicaid IDs. 


Recipient County 
Code 


Found under the following classes:   
Recipient View…Recipient Base 
Information 
 
This filter allows you to limit your query to 
one or more recipient county codes.  
 
Filter Use: This filter is recommended if you 
need data for a specific recipient county code 
or a list of recipient county codes. 


Recipient Active 
Indicator ON 


Found under the following classes:   
Recipient View…Recipient Base 
Information 
 
This filter allows you to limit your query to 
active recipients in the recipient subsystem.  
These recipients contain an active ind code 
equal to ‘Y’ in the recipient subsystem.  
 
Filter Use: This filter is recommended if you 
need data for active recipients only in your 
query. 
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Filter Name Typically used when …. 
Eligibility Active 
Status Codes 


Found under the following classes:   
Recipient View…Recipient Program 
Eligibility 
 
This filter allows you to limit your query to 
recipients with program eligibility active 
status codes of G and spaces.  
 
Filter Use: This filter is recommended if you 
need data for recipients with active program 
eligibility status codes. 


Eligibility Begin Date Found under the following classes:   
Recipient View…Recipient Program 
Eligibility 
 
This filter allows you to limit your query to 
specific recipient eligibility begin dates.  
 
Filter Use: This filter is recommended if you 
need to run a query against one or more 
specific recipient eligibility begin dates. 


Eligibility End Date Found under the following classes:   
Recipient View…Recipient Program 
Eligibility 
 
This filter allows you to limit your query to 
specific recipient eligibility end dates.  
 
Filter Use: This filter is recommended if you 
need to run a query against one or more 
specific recipient eligibility end dates. 


Eligibility Date Range Found under the following classes:   
Recipient View…Recipient Program 
Eligibility 
 
This filter allows you to limit your query to a 
range of recipient eligibility begin dates.  
 
Filter Use: This filter is recommended if you 
need to run a query against a range of 
recipient eligibility begin dates. 
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Filter Name Typically used when …. 
Aid Category Active 
Status Codes 


Found under the following classes:   
Recipient View…Recipient Aid Eligibility 
 
This filter allows you to limit your query to 
recipients with aid eligibility active status 
codes of G and spaces.  
 
Filter Use: This filter is recommended if you 
need data for recipients with active aid 
eligibility status codes. 


Aid Eligibility Begin 
Date 


Found under the following classes:   
Recipient View…Recipient Aid Eligibility 
 
This filter allows you to limit your query to 
specific recipient aid eligibility begin dates.  
 
Filter Use: This filter is recommended if you 
need to run a query against one or more 
specific recipient aid eligibility begin dates. 


Aid Eligibility End 
Date 


Found under the following classes:   
Recipient View…Recipient Aid Eligibility 
 
This filter allows you to limit your query to 
specific recipient aid eligibility end dates.  
 
Filter Use: This filter is recommended if you 
need to run a query against one or more 
specific recipient aid eligibility end dates. 


Aid Eligibility Date 
Range 


Found under the following classes:   
Recipient View…Recipient Aid Eligibility 
 
This filter allows you to limit your query to a 
range of recipient aid eligibility begin dates.  
 
Filter Use: This filter is recommended if you 
need to run a query against a range of 
recipient aid eligibility begin dates. 
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EPSDT Universe 
The EPSDT processing function serves as the state's mechanism to 
enroll, adjudicate, identify, and track EPSDT services, referrals and 
costs, and to generate EPSDT informing and screening letters to 
eligible clients. All Medicaid eligible children under age 21 are 
eligible for EPSDT services. The state does not require Medicaid 
eligible children to be formally enrolled in the EPSDT program.  


The EPSDT processing function supports the state's goals of: 
providing Oklahoma medical assistance clients under the age of 21 
with a continuing system of health screenings and treatment services to 
permit early detection of potentially chronic or disabling health 
conditions and referrals as medically necessary, encouraging regular 
health care for these clients to reduce the occurrence of more serious 
and costly health problems, and maximizing federal funds for the 
provision of healthcare to Oklahoma eligible clients under the age of 
21. 
 
The following is a snapshot of the EPSDT universe. 
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EPSDT filters 


The EPSDT universe contains a number of class groupings of filters 
that can be used when creating queries.  The major class groupings of 
the filters are; EPSDT Abnormalities and EPSDT Claims Related 
Information. 
 
The following is a snapshot of the EPSDT filters available to the users. 
 


 
 
The following is a detailed description of the most used filters in the 
EPSDT universe and when they should be applied to the conditions of 
a query. 
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Filter Name Typically used when …. 
Abnormality Type Found under the EPSDT Abnormalities class 


 
This filter creates a condition on one or more 
abnormality types.  
 
Filter Use: Use this filter when you want only 
certain types of abnormalities in the query results. 


Date Abnormality 
Closed 


Found under EPSDT Abnormalities Class. 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
abnormality closed date.  
 
Filter Use: This filter is recommended if you 
need data for a specific abnormality closed date. 


Date Abnormality 
Closed Range 


Found under EPSDT Abnormalities Class. 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of abnormality closed dates.  
 
Filter Use: This filter is recommended if you 
need data for a specific abnormality closed date 
range. 


First Date of 
Service 


Found under the following classes: 
EPSDT Abnormalities Class 
EPSDT Claim Related Information 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
first date of service.  
 
Filter Use: This filter is recommended if you 
need data for a specific first date of service. 
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Filter Name Typically used when …. 
First Date of 
Service Range 


Found under the following classes: 
EPSDT Abnormalities Class 
EPSDT Claim Related Information 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of first dates of service.  
 
Filter Use: This filter is recommended if you 
need data for a specific first date of service range. 


Date Paid Found under the following classes: 
EPSDT Abnormalities Class 
EPSDT Claim Related Information 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
date paid.  
 
Filter Use: This filter is recommended if you 
need data from a specific date paid. 


Date Paid Range Found under the following classes: 
EPSDT Abnormalities Class 
EPSDT Claim Related Information 
 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of paid dates.  
 
Filter Use: This filter is recommended if you 
need data from a specific paid date range. 


Pay to Provider 
Number 


Found under the following classes: 
EPSDT Abnormalities Class 
EPSDT Claim Related Information 
 
Background Information: Pay to Provider 
number is found on the EPSDT abnormality 
claim. 
 
Filter Use: Use this filter to capture Abnormality 
claim information for one or more pay to 
providers. 
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Filter Name Typically used when …. 
Pay to Provider 
Suffix 


Found under the following classes: 
EPSDT Abnormalities Class 
EPSDT Claim Related Information 
 
Background Information: Pay to Provider 
suffix is found on the EPSDT abnormality claim. 
 
Filter Use: Use this filter to capture Abnormality 
claim information for one or more pay to 
providers suffix(es). 


Rendering 
Provider Number 


Found under the following classes: 
EPSDT Abnormalities Class 
EPSDT Claim Related Information 
 
Background Information: Rendering Provider 
number is found on the EPSDT abnormality 
claim. 
 
Filter Use: Use this filter to capture Abnormality 
claim information for one or more rendering 
providers. 


Rendering 
Provider Suffix 


Found under the following classes: 
EPSDT Abnormalities Class 
EPSDT Claim Related Information 
 
Background Information: Rendering Provider 
suffix is found on the EPSDT abnormality claim. 
 
Filter Use: Use this filter to capture Abnormality 
claim information for one or more rendering 
provider(s) suffix(es). 


RID Found under the following classes: 
EPSDT Abnormalities Class 
EPSDT Claim Related Information 
 
Background Information: The recipient 
ID(RID) is found on the EPSDT abnormality 
claim. 
 
Filter Use: Use this filter to capture Abnormality 
claim information for one or more RIDs. 
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Filter Name Typically used when …. 
ICN Found under the following classes: 


EPSDT Abnormalities Class. 
EPSDT Claim Related Information 
 
Background Information: The ICN is used to 
identify a claim in the MMIS system. 
 
Filter Use: Use this filter to capture Abnormality 
claim information for one or more ICNs. 


Drug Found under EPSDT Abnormalities Class. 
 
Background Information: This filter was built 
against the NDC code that is found on a drug 
claim.   
 
Filter Use: Use this filter to capture Abnormality 
claim(Claim types ‘P’(Pharmacy) and 
‘Q’(Compound)) information for one or more 
NDCs. 


School Based 
Code 


Found under EPSDT Claim Related Information 
class 
 
This filter contains all of the school based EPSDT 
procedure codes.  
 
Filter Use: This filter can be used if you need 
data for claims containing a school based EPSDT 
procedure code. 


Early Intervention 
Codes 


Found under EPSDT Claim Related Information 
class 
 
This filter contains all of the Early Intervention 
EPSDT procedure codes. 
 
Filter Use: This filter can be used if you need 
data for claims containing an Early Intervention 
procedure code. 
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Filter Name Typically used when …. 
Medical 
Screenings 


Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
44.  The procedure groupings are defined by the 
EPSDT group in the MMIS Reference subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 44.  


Vision Screenings Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
1010.  The procedure groupings are defined by 
the EPSDT group in the MMIS Reference 
subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 1010.  


Hearing 
Screenings 


Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
1009.  The procedure groupings are defined by 
the EPSDT group in the MMIS Reference 
subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 1009.  
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Filter Name Typically used when …. 
Medical 
Screenings w/V 
Diag Codes 


Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
1040 and a diagnosis code found in diagnosis 
grouping 20.  The procedure and diagnosis 
groupings are defined by the EPSDT group in the 
MMIS Reference subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 1040 and diagnosis grouping 
20.  


Dental Screenings Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
1008.  The procedure groupings are defined by 
the EPSDT group in the MMIS Reference 
subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 1008.  


EPSDT Lead 
Grouping 


Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
60.  The procedure groupings are defined by the 
EPSDT group in the MMIS Reference subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 60.  
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Filter Name Typically used when …. 
Non-Screening 
Vision Codes 


Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
61.  The procedure groupings are defined by the 
EPSDT group in the MMIS Reference subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 61.  


Non-Screening 
Hearing Codes 


Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
64.  The procedure groupings are defined by the 
EPSDT group in the MMIS Reference subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 64.  


HCFA 416 Codes Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
80.  The procedure groupings are defined by the 
EPSDT group in the MMIS Reference subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 80.  
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Filter Name Typically used when …. 
Immunization 
Codes 


Found under EPSDT Claim Related Information 
class 
 
This filter looks at claims that contain a 
procedure code found in the procedure grouping 
116.  The procedure groupings are defined by the 
EPSDT group in the MMIS Reference subsystem. 
 
Filter Use: Use this filter when you want claims 
data containing a procedure code found in 
procedure grouping 116.  


Diagnosis Code 1 Found under EPSDT Claim Related Information 
class 
 
This filter allows you to enter one or more 
diagnosis codes to go against the 1st diagnosis 
code found on a claim in a query. 
 
Filter Use: Use this filter when you want claims 
data containing one or more specific diagnosis 
codes in the 1st diagnosis code field.  


Diagnosis Code 1 
Range 


Found under EPSDT Claim Related Information 
class 
 
This filter allows you to enter a range of 
diagnosis codes to go against the 1st diagnosis 
code found on a claim in a query. 
 
Filter Use: Use this filter when you want claims 
data containing the diagnosis codes you specified 
in the range prompt.  The diagnosis codes 
specified will go against the 1st diagnosis code 
field on a claim. 


Diagnosis Code 2 Found under EPSDT Claim Related Information 
class 
 
This filter allows you to enter one or more 
diagnosis codes to go against the 2nd diagnosis 
code found on a claim in a query. 
 
Filter Use: Use this filter when you want claims 
data containing one or more specific diagnosis 
codes in the 2nd diagnosis code field.  







Section 5: BusinessObjects Universes  Decision Support System/Data Warehouse Procedures Manual 


5-64 Library Reference Number: OKDSS 
 Revision Date: February 2003 
 Version: 1.0 
 


Filter Name Typically used when …. 
Diagnosis Code 2 
Range 


Found under EPSDT Claim Related Information 
class 
 
This filter allows you to enter a range of 
diagnosis codes to go against the 2nd diagnosis 
code found on a claim in a query. 
 
Filter Use: Use this filter when you want claims 
data containing the diagnosis codes you specified 
in the range prompt.  The diagnosis codes 
specified will go against the 2nd diagnosis code 
field on a claim. 


Diagnosis Code 3 Found under EPSDT Claim Related Information 
class 
 
This filter allows you to enter one or more 
diagnosis codes to go against the 3rd diagnosis 
code found on a claim in a query. 
 
Filter Use: Use this filter when you want claims 
data containing one or more specific diagnosis 
codes in the 3rd diagnosis code field.  


Diagnosis Code 3 
Range 


Found under EPSDT Claim Related Information 
class 
 
This filter allows you to enter a range of 
diagnosis codes to go against the 3rd diagnosis 
code found on a claim in a query. 
 
Filter Use: Use this filter when you want claims 
data containing the diagnosis codes you specified 
in the range prompt.  The diagnosis codes 
specified will go against the 3rd diagnosis code 
field on a claim. 
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Filter Name Typically used when …. 
Diagnosis Code 4 Found under EPSDT Claim Related Information 


class 
 
This filter allows you to enter one or more 
diagnosis codes to go against the 4th diagnosis 
code found on a claim in a query. 
 
Filter Use: Use this filter when you want claims 
data containing one or more specific diagnosis 
codes in the 4th diagnosis code field.  


Diagnosis Code 4 
Range 


Found under EPSDT Claim Related Information 
class 
 
This filter allows you to enter a range of 
diagnosis codes to go against the 4th diagnosis 
code found on a claim in a query. 
 
Filter Use: Use this filter when you want claims 
data containing the diagnosis codes you specified 
in the range prompt.  The diagnosis codes 
specified will go against the 4th diagnosis code 
field on a claim. 


Episode Treatment Group (ETG) Universe 
The Episode Treatment Grouper Analysis Universe is designed to 
support the 'standard' reports of this subsystem.  The ETG process 
groups claims together into discrete episodes of care.  ETGs provide 
an analytical unit of analysis for the creation of provider profiling, 
demand analysis and disease management strategies. ETGs 
systematically track concurrent illnesses and correctly assign each 
record to the appropriate clinically homogenous episode.  By 
combining and analyzing multiple claims, the user can develop a 
complete picture of the client illness. 


Most users of this information will simply use the standard reports 
supplied from within the Infoview report library. The reports provide 
insight into the following three subject areas: 


 Client 


 Provider 


 ETG 
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In addition to the standard report templates available this universe 
allows viewing of this information by provider, Client, or episode 
description. A user of this universe would likely be a utilization review 
or quality of care analyst performing a study of care within the 
program. The ETG users guide provides detailed explanations of the 
standard reports available.   


The following is a snapshot of the ETG universe available for the user. 


 


Episode Treatment Group filters 


This universe has no filters. 
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Financial Universe 
The Financial universe encompasses claim payment processing, 
accounts receivable and payable processing, and all other financial 
transaction processing. The different financial categories are separated 
into their own classes to allow users to specifically target different 
financial categories. This universe will allow users to evaluate 
financial transactions and the details supporting those transactions. 
 


 


Financial Filters 


The Financial universe has no filters. 
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Immunization Registry Universe 


The Immunization universe contains immunization information on 
patients provided by the Oklahoma State Immunization Information 
System.  By providing access to immunization data in the Data 
Warehouse, DSS users will be able to analyze and generate reports 
comparing the immunization records with immunization procedures on 
claims. It will also help in analyzing any gaps in immunization policy. 
 
Record Matching Criteria: 
 
For immunization: 
 


As part of processing the immunization registry external data 
source a matching process is performed in an attempt to link 
Medicaid clients to the imported records. Using a client’s date 
of birth, first and last names as well as the client’s sex code a 
search is performed against the MMIS client information. 
 
If a match is found the client’s Medicaid ID is stored on the 
immunization registry record and written to the DSS.  If a 
match is not found the client’s ID is stored as blanks and then 
the record is written out to the data warehouse. 
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The following is a snapshot of the immunization registry universe: 


 


Immunization Registry filters 


The immunization registry filters are organized into two major class 
groups.  They are Individual Master and the Immunizations groupings.  
Within each class are a number of filters available to the user for the 
use in ad hoc report creation. 
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Below is a snapshot of the filters included as part of this universe: 


 
 


The filters provided in this universe were included for ease of use of 
the users.  The names of the filters are self-descriptive, such as ‘date of 
birth’, ‘race code’, and ‘date of vaccination’. Simply by dragging and 
dropping these codes into the conditions portion of a query the user 
can focus the results to a limited set of data.  
Filter Name Typically used when …. 
Medicaid ID from 
MMIS 


Found under Individual Master class 
 
This filter creates a condition on one or more 
Medicaid Ids.  
 
Filter Use: Use this filter when you want only 
certain Medicaid IDs in your query results. 


Patients Date of 
Birth 


Found under Individual Master class 
 
This filter creates a condition for the specific date 
of birth. entered.    
 
Filter Use: Use this filter when you want only a 
specific date of birth in your query results. 
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Filter Name Typically used when …. 
Consent Date Found under Individual Master class 


 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of consent  dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific consent date range. 


Release Date Found under Individual Master class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of release  dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific release date range. 


OSIIS Entry Date Found under Individual Master class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of OSIIS Entry dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific OSIIS Entry date range. 


Race Code Found under Individual Master class 
 
This filter creates a condition on one or more 
Race codes.  
 
Filter Use: Use this filter when you want only 
certain types of Race codes in your query results. 


Patient Status 
Code 


Found under Individual Master class 
 
This filter creates a condition on one or more 
Patient status codes.  
 
Filter Use: Use this filter when you want only 
certain types of Patient Status codes in your query 
results. 
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Filter Name Typically used when …. 
Vaccination 
Exemption Code 


Found under Individual Master class 
 
This filter creates a condition on one or more 
Vaccination Exemption codes.  
 
Filter Use: Use this filter when you want only 
certain types of Vaccination Exemption codes in 
your query results. 


First Language 
Code 


Found under Individual Master class 
 
This filter creates a condition on one or more 
First Language codes.  
 
Filter Use: Use this filter when you want only 
certain types of First Language codes in your 
query results. 


Patients With No 
Medicaid ID 


Found under Individual Master class 
 
This filter is necessary  to retrieve only patients 
with no Medicaid ID.    
 
Filter Use: Use this filter when you want only 
patients with no Medicaid ID. 


Patients With  
Medicaid ID 


Found under Individual Master class 
 
This filter is necessary  in order to retrieve only 
patients with  Medicaid ID.    
 
Filter Use: Use this filter when you want only 
patients with Medicaid ID. 


Date of 
Vaccination 


Found under Immunizations class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of  Vaccination dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific Vaccination date range. 
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Filter Name Typically used when …. 
Date Vacc Info 
Sheet Given 


Found under Immunizations class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of dates entered for date Vaccination was 
given. 
 
Filter Use: This filter is recommended if you 
need data from a specific Vaccination given date 
range. 


Date Vacc Info 
Sheet Printed 


Found under Immunizations class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific date range. 


Date Shot Entry 
Into OSIIS 


Found under Immunizations class 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a specific 
range of Date Shot Entry Into OSIIS dates 
entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific Date Shot Entry Into 
OSIIS date range. 


Immunization Site 
Code 


Found under Immunizations class 
 
This filter creates a condition on one or more 
Immunization Site codes.  
 
Filter Use: Use this filter when you want only 
certain types of Immunization Site codes in your 
query results. 


Patient VFC 
Status Code 


Found under Immunizations class 
 
This filter creates a condition on one or more 
Patient VFC Status codes.  
 
Filter Use: Use this filter when you want only 
certain types of Patient VFC Status codes in your 
query results. 
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Managed Care Universe 


Contains all the client, providers, and capitation information for the 
Managed Care programs in Oklahoma. This universe can be used to 
identify specific providers who participate in the managed care 
program, as well as identification of the clients enrolled in one of the 
SoonerCare programs.  The data within this universe is a full picture of 
the historical segments for providers and clients allowing the user to 
perform research beyond current assignments. 


For detailed accounting of the capitation payments, the user should go 
to the Claims Analysis or All Claims universes.  Those claim line 
items are stored directly with the other service level details. 
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Managed Care filters 


Within the Managed Care universe there are four primary classes of 
filters available to the user.  They are; Client Base Information, Client 
Demographics, Provider Base Information and Provider Address.  


 
Filter Name Typical used when …. 
Eligibility Active 
Status Codes 


Found under Client and PMP Info ... Client 
Information ... Client Assignments  
 
Background Information: The DSS carries 
all recipient eligibility statuses.  This filter 
creates a condition where the eligibility 
active status code is equal to ‘G’ or ‘ 
‘(space).  Both are active indicators. 
 
Filter Use: Use this filter only when you 
want active eligibility recipients in the query 
results.  If you do not use this filter you will 
get recipients with all different eligibility 
statuses.   


Filter Name Typical used when …. 
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Eligibility Date 
Range 


Found under Client and PMP Info ... Client 
Information ... Client Assignments  
 
Background Information: The DSS carries 
eligibility begin and end dates for program 
eligibility.  This filter creates a condition 
where you get ALL clients that are 
ELIGIBLE during the time frame entered.    
 
Filter Use: Use this filter only when you 
want ALL clients that are ELIGIBLE 
during the time frame entered.  You will be 
prompted for a begin and an end range of 
program eligibility dates.  The format is 
MM/DD/YYYY. 


Aid Category 
Active Status 
Codes 


Found under Client and PMP Info ... Client 
Information ... Client Aid Cat Info 
 
Background Information: The DSS carries 
all recipient aid eligibility statuses.  This 
filter creates a condition where the aid 
eligibility active status code is equal to ‘G’ 
or ‘ ‘(space).  Both are active indicators. 
 
Filter Use: Use this filter only when you 
want active aid eligibility recipients in the 
query results.  If you do not use this filter 
you will get recipients with all different aid 
eligibility statuses.   


Aid Eligibility 
Date Range 


Found under Client and PMP Info ... Client 
Information ... Client Aid Cat Info 
 
Background Information: The DSS carries 
aid eligibility begin and end dates for aid 
eligibility.  This filter creates a condition 
where you get ALL clients that are 
ELIGIBLE during the time frame entered.    
 
Filter Use: Use this filter only when you 
want ALL clients that are ELIGIBLE 
during the time frame entered.  You will be 
prompted for a begin and an end range of aid 
eligibility dates.  The format is 
MM/DD/YYYY. 
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Minimum Data Set (MDS) Universe 
The MDS universe contains inpatient facility assessments on patients 
in a nursing home environment. provided by the Oklahoma Health 
Care Authority.  By providing access to MDS data in the Data 
Warehouse, DSS users will be able to analyze and generate reports on 
nursing home patient assessment data. . The records of data in this 
subsystem will be reflective of a patient’s past history as well as 
current medical status. 


For more detailed information of the MDS, please refer to the 
following website:  
http://www.health.state.ok.us/PROGRAM/qies/mds/ 


One unique occurrence that a user may encounter within the MDS data 
is the presence of asterisks “*” in some data fields.  The asterisks 
simply are a place holder for data that is ‘missing/not available’.  The 
asterisk was put in the data file from MDS and copied through by the 
EDS DSS as is.  


The following is a snapshot of the MDS universe available to the 
users: 
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Minimum Data Set filters 
 
The MDS Universe has no filters. 


Medicare Dual Eligible Universe 


The MDE universe contains MDE (Medicare dual eligibility) 
information on patients provided by the Oklahoma Health Care 
Authority.   


By providing access to MDE data in the Data Warehouse, DSS users 
will be able to analyze and generate reports utilizing the MDE data 
coming in on data files in an effort to determine Medicare and 
Medicaid dual eligibility status.  
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Medicare Dual Eligible filters 


The MDE Universe contains three primary class groupings of filters 
for the user to select from and they are; MDE finder record, MDE 
Beneficiary Identification and Cross Reference Numbers. 


The filters supplied within this universe were included for ease of use 
of the system. The filter names as self descriptive as to their intended 
use.  
Filter Name Typical used when …. 
SSN Number Found under MDE Finder record 


 
The SSN number filter will allow a user to 
limit their query to one or more SSN 
numbers to query the  MDE data by. 
 
Filter Use: Use this filter only when you 
want to limit the search of the MDE data by 
a specific SSN number or more than one 
specific SSN number.   


Bene Id Number Found under MDE Finder record 
 
The Bene Id Number filter will allow a user 
to limit their query to one or more Bene Id 
numbers to query the  MDE data by. 
 
Filter Use: Use this filter only when you 
want to limit the search of the MDE data by 
a specific Bene Id number or more than one 
specific Bene Id number.   


Last Update Date 
Range 


Found under MDE Finder record 
 
The Last Update Date Range filter  will 
allow a user to limit their query to only the 
MDE records that were updated in the DSS 
between a specific date range. 
 
Filter Use: Use this filter only when you 
want to return MDE data that has been 
updated in the DSS during a specific date 
range that is entered by the user in the query.  
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Filter Name Typical used when …. 
Claim Account 
Number 


Found under MDE Beneficiary Identification 
 
The Claim Account Number filter  will allow 
a user to limit their query to one or more 
Claim Account Numbers. 
 
Filter Use: Use this filter only when you 
want to return MDE data that is specific to 
one or more claim account numbers.   


Beneficiary 
Identification 
Code 


Found under MDE Beneficiary Identification 
 
The Beneficiary Identification filter  will 
allow a user to limit their query to one or 
more Beneficiary Identification Codes. 
 
Filter Use: Use this filter only when you 
want to return MDE data that is specific to 
one or more beneficiary identification codes.  


Birth Date Range Found under MDE Beneficiary Identification 
 
The Birth Date Range filter  will allow a user 
to limit their query to only the MDE records 
that are within the user specified birth date 
range. 
 
Filter Use: Use this filter only when you 
want to return MDE data that is within the 
birth date range that is entered by the user in 
the query.   


Death Date Range Found under MDE Beneficiary Identification 
 
The Death Date Range filter  will allow a 
user to limit their query to only the MDE 
records that are within the user specified 
death date range. 
 
Filter Use: Use this filter only when you 
want to return MDE data that is within the 
death date range that is entered by the user in 
the query.   
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Filter Name Typical used when …. 
Part A Non-
Entitlement Status 
Code 


Found under MDE Cross Reference 
Numbers 
 
The Part A Non-Entitlement Status Code 
filter  will allow a user to limit their query to 
one or more Part A Non-Entitlement Status 
Codes.   
 
Filter Use: Use this filter only when you 
want to return MDE data for specific user 
entered Part A Non-Entitlement Status 
Codes.   
     


Part B Non-
Entitlement Status 
Code 


Found under MDE Cross Reference 
Numbers 
 
The Part B Non-Entitlement Status Code 
filter  will allow a user to limit their query to 
one or more Part B Non-Entitlement Status 
Codes.   
 
Filter Use: Use this filter only when you 
want to return MDE data for specific user 
entered Part B Non-Entitlement Status 
Codes.   
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PASRR Universe 


The PASRR universe utilizes the DSS PASRR tables extracted from 
the MMIS.  PASRR - The Pre-admission Screening and Resident 
Review function is designed to control and track the Level I and Level 
II PASRR screenings and generate letters to Clients, guardians, 
hospitals, nursing facilities, physicians, government agencies, and 
other interested parties. It also tracks the pre-approved and approval 
process for Medicaid Clients in intermediate care facilities for the 
mentally retarded (ICFs/MR). The system provides for reciprocal 
electronic transfer of information among state agencies, providers and 
the Level of Care Evaluation Unit. 
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PASRR filters 


The PASRR Universe contains a number of filters available to the 
user.  They are grouped within primary groupings that include; Case 
Record Information, Client Information, Contact Telephone Info and 
Level II Determinations. 


The filters were included simply for the ease of use of the user.  The 
name of the filters are self explanatory as to the function provided. 
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Filter Name Typically used when …. 
Case Type Code for 
Resident Reviews 


Found under Resident Review class 
 
This filter is necessary to retrieve specific Case 
Type codes.  
 
Filter Use: Use this filter to only return Case 
Type Codes that equal 'R'. 


Address Type Code 
for Clients 


Found under Resident Review class 
 
This filter is necessary to retrieve specific 
Address Type codes.  
 
Filter Use: Use this filter to only return 
Address Type Codes that equal 'CLI'. 


PASRR Special 
Code 


Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter creates a condition on one or more 
PASRR Special  codes.  
 
Filter Use: Use this filter when you want only 
certain types of PSARR Special codes in your 
query results. 


Service Area Code Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter creates a condition on one or more 
Service Area codes.  
 
Filter Use: Use this filter when you want only 
certain types of Service Area codes in your 
query results. 
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Filter Name Typically used when …. 
Record Type Code Found under the following classes: 


Resident Review   
Resident Review Case Information 
 
This filter creates a condition on one or more 
Record Type  codes.  
 
Filter Use: Use this filter when you want only 
certain types of Record Type codes in your 
query results. 


PASRR code Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter creates a condition on one or more 
PASRR codes.  
 
Filter Use: Use this filter when you want only 
certain types of PSARR codes in your query 
results. 


NF Disposition 
Code 


Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter creates a condition on one or more 
NF Disposition codes.  
 
Filter Use: Use this filter when you want only 
certain types of NF Disposition codes in your 
query results. 


MR Verbal 
Determination Code 


Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter creates a condition on one or more 
MR Verbal Determination codes.  
 
Filter Use: Use this filter when you want only 
certain types of MR Verbal Determination 
codes in your query results. 
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Filter Name Typically used when …. 
MI Verbal 
Determination Code 


Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter creates a condition on one or more 
MI Verbal Determination codes.  
 
Filter Use: Use this filter when you want only 
certain types of MI Verbal Determination codes 
in your query results. 


Billing Center Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter creates a condition on one or more 
Billing Center  codes.  
 
Filter Use: Use this filter when you want only 
certain types of Billing Center codes in your 
query results. 


Advantage 
Disposition Code 


Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter creates a condition on one or more 
Advantage Disposition codes.  
 
Filter Use: Use this filter when you want only 
certain types of Advantage Disposition codes in 
your query results. 


Annual Due Date 
Range 


Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific range of Annual Due dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific Annual Due date 
range. 
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Filter Name Typically used when …. 
MI Verbal Received 
Date Range 


Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific range of MI Verbal Received dates 
entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific MI Verbal received 
date range. 


MR Verbal 
Received Date 
Range 


Found under the following classes: 
Resident Review   
Resident Review Case Information 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific range of MR Verbal Received dates 
entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific MR Verbal received 
date range. 


Case Type Code for 
PASRR 


Found under PASRR Pre-Admission class 
 
This filter is necessary to retrieve specific Case 
Type codes.  
 
Filter Use: Use this filter to only return Case 
Type Codes that equal 'P'. 


Address Type Code 
for Client 


Found under PASRR Pre-Admission class 
 
This filter is necessary to retrieve specific 
Address Type codes.  
 
Filter Use: Use this filter to only return 
Address Type Codes that equal 'CLI'. 
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Filter Name Typically used when …. 
Case Type Code for 
Level I 


Found under Level I tracking class 
 
This filter is necessary to retrieve specific Case 
Type codes.  
 
Filter Use: Use this filter to only return Case 
Type Codes that equal 'T'. 


Address Type Code 
for Client 


Found under Level I Tracking class 
 
This filter is necessary to retrieve specific 
Address Type codes.  
 
Filter Use: Use this filter to only return 
Address Type Codes that equal 'CLI'. 


Admission Date 
Range 


Found under the following classes: 
Level I Tracking   
Level I Tracking Case Information 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific range of Admission dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific Admission date 
range. 


Date Received 
Range 


Found under the following classes: 
Level I Tracking   
Level I Tracking Case Information 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific range of Received  dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific Received date range. 
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Filter Name Typically used when …. 
Type of Screening 
Code 


Found under the following classes: 
Level I Tracking   
Level I Tracking Case Information 
 
This filter creates a condition on one or more 
Screening Type codes.  
 
Filter Use: Use this filter when you want only 
certain types of Screening Type codes in your 
query results. 


Case Type Code for 
Level I 


Found under ICF/MR class 
 
This filter is necessary to retrieve specific Case 
Type codes.  
 
Filter Use: Use this filter to only return Case 
Type Codes that equal 'T'. 


Address Type Code 
for Client 


Found under ICF/MR class 
 
This filter is necessary to retrieve specific 
Address Type codes.  
 
Filter Use: Use this filter to only return 
Address Type Codes that equal 'CLI'. 


Final Date Range Found under the following classes: 
ICF/MR   
ICF MR Approvals 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific range of Final dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific Final date range. 
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Filter Name Typically used when …. 
Pre-Approved Date 
Range 


Found under the following classes: 
ICF/MR   
ICF MR Approvals 
 
This filter is not necessary, but can speed query 
run time because the DSS searches for a 
specific range of Pre-Approved dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific Pre-Approved date 
range. 


Letter Used Code Found under PASRR Letters class 
 
This filter creates a condition on one or more 
Letter Used   codes.  
 
Filter Use: Use this filter when you want only 
certain types of Letter Used codes in your 
query results. 


Billing Center Code Found under Billing Center class 
 
This filter creates a condition on one or more 
Billing Center  codes.  
 
Filter Use: Use this filter when you want only 
certain types of Billing Center codes in your 
query results. 


State Code Found under Billing Center class 
 
This filter creates a condition on one or more 
State  codes.  
 
Filter Use: Use this filter when you want only 
certain types of State codes in your query 
results. 
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Prior Authorization Universe 


The Prior Authorization Universe contains information on 
authorization numbers, clients, providers, units and procedure code 
related to prior authorizations.  


By providing access to prior authorization information in the universe, 
DSS users will be able to generate reports for specific prior 
authorization information. 
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Prior Authorization filters 


Prior Authorization universe contains four primary class groupings of 
filters; Prior Authorization for Client, Prior Authorization Line Items 
and Prior Authorization Error Status Codes.  
 


 
 
Filter Name Typically used when …. 
Date PA Keyed Into 
MMIS 


Found under the Prior Auth for Recipient class 
 
Background Information:  This filter creates 
a condition on the date the PA was keyed into 
the MMIS.  
 
Filter Use: This filter can be used  if you need 
data for a specific date the PA was keyed in the 
MMIS. 


Date PA Received Found under the Prior Auth for Recipient class 
 
Background Information:  This filter creates 
a condition on the date the PA was received by 
EDS.  
 
Filter Use: This filter can be used  if you need 
data for a specific date the PA was received. 
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Filter Name Typically used when …. 
Assign PA Review 
Date 


Found under the Prior Auth for Recipient class 
 
Background Information:  This filter creates 
a condition on the date that the prior 
authorization is assigned for review. 
 
Filter Use: This filter can be used  if you need 
data for a specific date the PA was assigned for 
review. 


Date PA Notice Sent Found under the Prior Auth for Recipient class 
 
Background Information:  This filter creates 
a condition on the date a Prior Authorization 
notice was sent to the provider and recipient for 
either an original PA request or a PA update. 
 
Filter Use: This filter can be used  if you need 
data for a specific date the PA notice was sent. 


Date PA Update 
Received 


Found under the Prior Auth for Recipient class 
 
Background Information:  This filter creates 
a condition on the date that EDS received a 
Prior Authorization update request from the 
provider or IFSSA. 
 
Filter Use: This filter can be used  if you need 
data for a specific date the PA update was 
received. 


Date PA Update 
Reviewed 


Found under the Prior Auth for Recipient class 
 
Background Information:   This filter creates 
a condition on the date that EDS reviewed a 
Prior Authorization system update request sent 
in by the provider or IFSSA. 
 
Filter Use: This filter can be used  if you need 
data for a specific date the PA update review 
was sent in. 
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Filter Name Typically used when …. 
Auth PA Effect Date Found under the Prior Auth Line Items class 


 
Background Information:   This filter creates 
a condition on the authorized Prior 
Authorization start date for the line-item. 
 
Filter Use: This filter can be used  if you need 
data for a specific PA Effective date. 


Auth PA End Date Found under the Prior Auth Line Items class 
 
Background Information:  This filter creates 
a condition on the authorized Prior 
Authorization stop date for the line-item. 
 
Filter Use: This filter can be used  if you need 
data for a specific PA End date. 


Tooth Number Code Found under the Prior Auth Line Items…Line 
Item Codes class 
 
Background Information: This filter will 
prompt a user to enter one or more tooth 
number codes when used in a query. 
 
Filter Use: Use this filter when you want prior 
auth information on specific tooth number 
codes. 


Tooth Quadrant 
Code 


Found under the Prior Auth Line Items…Line 
Item Codes class 
 
Background Information: This filter will 
prompt a user to enter one or more tooth 
quadrant codes when used in a query. 
 
Filter Use: Use this filter when you want prior 
auth information on specific tooth quadrant 
codes. 
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Provider Universe 
This universe contains a comprehensive view of a copy of the MMIS 
provider information.  The data is refreshed once a week and covers 
topics such as provider type, provider specialty, address, enrollment, 
facility, and group information. 


A user would create a report using this universe when the query is 
intended to only focus on provider information as apposed to the 
detailed services provided by that provider.  So for getting a list of 
Medicaid enrolled providers this universe is a complete source of those 
individuals, groups and facilities. The universe covers everything from 
the provider’s type and specialty to the mailing address and program 
participation information. The following is a snapshot of the provider 
universe available to the users:  
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Provider filters 


The Provider universe contains six primary class groupings of filters 
and they are; Provider Base Information, Provider Type Information, 
Provider Specialty Information, Provider Address Information, 
Provider Program Eligibility and Medicare Number.  


 
Filter Name Typical used when …. 
Home Office Address 
Only 


Found under Provider Address 
 
Background Information: The DSS carries 
4 provider addresses.   This filter creates a 
condition where the address type code is 
equal to ‘H’ (Home Office).  
 
Filter Use: Use this filter only when you 
want Home Office address in the query 
results.  If you do not use one of the 4 
address filters you will get all 4 addresses. 
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Filter Name Typical used when …. 
Pay To Address Only Found under Provider Address 


 
Background Information: The DSS carries 
4 provider addresses.   This filter creates a 
condition where the address type code is 
equal to ‘P’ (Pay To).  
 
Filter Use: Use this filter only when you 
want Pay To address in the query results.  If 
you do not use one of the 4 address filters 
you will get all 4 addresses. 


Mailing Address 
Only 


Found under Provider Address 
 
Background Information: The DSS carries 
4 provider addresses.   This filter creates a 
condition where the address type code is 
equal to ‘M’ (Mailing Address).  
 
Filter Use: Use this filter only when you 
want Mailing address in the query results.  If 
you do not use one of the 4 address filters 
you will get all 4 addresses. 


Service Location 
Address Only 


Found under Provider Address 
 
Background Information: The DSS carries 
4 provider addresses.   This filter creates a 
condition where the address type code is 
equal to ‘S’ (Servicing Address).  
 
Filter Use: Use this filter only when you 
want Servicing address in the query results.  
If you do not use one of the 4 address filters 
you will get all 4 addresses. 







Decision Support System/Data Warehouse Procedures Manual Section : BusinessObjects Universes  


Library Reference Number: OKDSS  5-99 
Revision Date: February 2003 
Version: 1.0 


Filter Name Typical used when …. 
Providers Actively 
Enrolled 


Found under Provider Program Eligibility 
 
Background Information: The DSS carries 
all provider statuses.  This filter creates a 
condition where the status code is equal to 
‘E’ (Re-certified) only, instead of 
‘A’(active).  The status of "A" is only used 
for Plus Only providers.  The status of "E" is 
the true indicator of a provider being active. 
 
Filter Use: Use this filter only when you 
want active providers in the query results.  If 
you do not use this filter you will get 
providers with all different statuses. This 
filter allows you to select only providers that 
have an enroll status of "E". 
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Recipient Universe 


This Universe contains information on all of the Clients enrolled in the 
Oklahoma Medicaid Program.  Client information such as program 
eligibility, aid eligibility, demographics, address, buyin etc.   
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Recipient filters 


The Client universe contains a number of filter class groupings 
including the primary ones of; Client Base Information, Client 
Demographics Information, Client Demographics, Client Program 
Eligibility, Aid Eligibility and Buyin Information. 
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Filter Name Typical used when …. 
Eligibility Active 
Status Codes 


Found under Client Program Eligibility 
 
Background Information: The DSS carries 
all Client eligibility statuses.  This filter 
creates a condition where the eligibility 
active status code is equal to ‘G’ or ‘ 
‘(space).  Both are active indicators. 
 
Filter Use: Use this filter only when you 
want active eligibility Clients in the query 
results.  If you do not use this filter you will 
get Clients with all different eligibility 
statuses.   


Eligibility Date 
Range 


Found under Client Program Eligibility 
 
Background Information: The DSS carries 
eligibility begin and end dates for program 
eligibility.  This filter creates a condition 
where you get ALL clients that are 
ELIGIBLE during the time frame entered.    
 
Filter Use: Use this filter only when you 
want ALL clients that are ELIGIBLE 
during the time frame entered.  You will be 
prompted for a begin and an end range of 
program eligibility dates.  The format is 
MM/DD/YYYY. 


Eligibility Effective 
Date Range 


Found under Client Program Eligibility 
 
Background Information: The DSS carries 
eligibility begin and end dates for program 
eligibility.  This filter creates a condition 
where you get Only clients that became 
ELIGIBLE during the time frame entered.    
 
Filter Use: Use this filter only when you 
want Only clients that became ELIGIBLE 
during the time frame entered.  You will be 
prompted for a begin and an end range of 
program eligibility effective dates.  The 
format is MM/DD/YYYY. 
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Filter Name Typical used when …. 
Eligibility End Date 
Range 


Found under Client Program Eligibility 
 
Background Information: The DSS carries 
eligibility begin and end dates for program 
eligibility.  This filter creates a condition 
where you get Only clients that LOST 
ELIGIBILITY during the time frame 
entered.    
 
Filter Use: Use this filter only when you 
want Only clients that LOST ELIGIBILITY 
during the time frame entered.  You will be 
prompted for a begin and an end range of 
program eligibility end dates.  The format is 
MM/DD/YYYY. 


Aid Category Active 
Status Codes 


Found under Client Aid Eligibility 
 
Background Information: The DSS carries 
all Client aid eligibility statuses.  This filter 
creates a condition where the eligibility 
active status code is equal to ‘G’ or ‘ 
‘(space).  Both are active indicators. 
 
Filter Use: Use this filter only when you 
want active aid eligibility Clients in the 
query results.  If you do not use this filter 
you will get Clients with all different aid 
eligibility statuses.  


Aid Elig Effective 
Date Range 


Found under Client Aid Eligibility 
 
Background Information: The DSS carries 
aid eligibility begin and end dates for aid 
eligibility.  This filter creates a condition 
where you get Only clients that became 
ELIGIBLE during the time frame entered.    
 
Filter Use: Use this filter only when you 
want Only clients that became ELIGIBLE 
during the time frame entered.  You will be 
prompted for a begin and an end range of aid 
eligibility effective dates.  The format is 
MM/DD/YYYY. 
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Filter Name Typical used when …. 
Aid Eligibility Date 
Range 


Found under Client Aid Eligibility 
 
Background Information: The DSS carries 
eligibility begin and end dates for aid 
eligibility.  This filter creates a condition 
where you get ALL clients that are 
ELIGIBLE during the time frame entered.    
 
Filter Use: Use this filter only when you 
want ALL clients that are ELIGIBLE 
during the time frame entered.  You will be 
prompted for a begin and an end range of aid 
eligibility dates.  The format is 
MM/DD/YYYY. 


Aid Eligibility End 
Date Range 


Found under Client Aid Eligibility 
 
Background Information: The DSS carries 
eligibility begin and end dates for aid 
eligibility.  This filter creates a condition 
where you get Only clients that LOST 
ELIGIBILITY during the time frame 
entered.    
 
Filter Use: Use this filter only when you 
want Only clients that LOST ELIGIBILITY 
during the time frame entered.  You will be 
prompted for a begin and an end range of aid 
eligibility end dates.  The format is 
MM/DD/YYYY. 
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Reference Universe 


This Universe contains information on all of the reference data used in 
the Oklahoma Medicaid Program.  Reference information such as 
procedure code, diagnosis code, drug code, revenue code, covered 
benefits, etc. is contained in this universe. 
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Reference filters 


The Reference universe does not contain filters. 


Staff Performance Universe 


The Staff Performance Tracking subsystem will provide the capability 
to report on  state staff metrics. EDS will provide the functionality and 
tools to accomplish this objective. This subsystem will allow OHCA to 
develop performance measures for all employees mandated by 
Oklahoma law and Office of Personnel Management regulations and 
directives. 


The data contained within the Staff Performance universe is a copy of 
the data within the MMIS tables.  This data source is updated on a 
weekly basis for the DSS.  


The following is a screen shot of the universe available to the users: 
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Staff Performance filters 


Within the staff performance universe a number of filters are available 
to the user.  The filters are grouped into five major classes which are; 
process codes, business unit codes, performance criteria information, 
performance summary information and project tracking information.  


The filter names are intended to be self evident in terms of the 
potential use in focusing any given query.  
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Filter Name Typical used when …. 
Business Process 
Code 


Found under OHCA Business Process codes 
class.  
 
This filter creates a condition on one or more 
Business Process codes.  
 
Filter Use: Use this filter when you want 
only certain types of Business process codes 
in your query results. 


Business Unit Code Found under OHCA Business Unit codes 
class.  
 
This filter creates a condition on one or more 
Business Unit codes.  
 
Filter Use: Use this filter when you want 
only certain types of Business Unit codes in 
your query results. 


End Date Range Found under Performance Criteria 
information class.  
 
 
This filter is not necessary, but can speed 
query run time because the DSS searches for 
a specific range of end dates.  
 
Filter Use: This filter is recommended if you 
need data from a specific end date range. 


Effective Date Range Found under Performance Criteria 
information class.  
 
This filter is not necessary, but can speed 
query run time because the DSS searches for 
a specific range of effective dates. 
 
Filter Use: This filter is recommended if you 
need data from a specific effective date 
range.   
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Filter Name Typical used when …. 
Effective Date Range Found under Performance Summary 


information class.  
 
This filter is not necessary, but can speed 
query run time because the DSS searches for 
a specific range of effective dates. 
 
Filter Use: This filter is recommended if you 
need data from a specific effective date 
range.   


Date Status was 
entered Range 


Found under Project Tracking  information 
class.  
 
This filter is not necessary, but can speed 
query run time because the DSS searches for 
a specific range of status dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific status date entered 
range. 


Date Requested  
Range 


Found under Project Tracking  information 
class.  
 
This filter is not necessary, but can speed 
query run time because the DSS searches for 
a specific range of requested dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific requested date  
range. 


Date Complete  
Range 


Found under Project Tracking  information 
class.  
 
This filter is not necessary, but can speed 
query run time because the DSS searches for 
a specific range of complete dates entered. 
 
Filter Use: This filter is recommended if you 
need data from a specific complete date  
range. 
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Filter Name Typical used when …. 
Project Status Code Found under Project Tracking  information 


class.  
 
This filter creates a condition on one or more 
Project Status codes.  
 
Filter Use: Use this filter when you want 
only certain types of Project Status codes in 
your query results. 
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SURS Case Tracking Universe 


The SURS Case Tracking universe provides direct ad hoc report 
abilities against the case tracking tables, which are updated through the 
SURS Case tracking browser based windows.  The universe is used to 
create the management tracking reports for the SURS unit as well as 
providing ad hoc capabilities for the creation of reports as needed.   
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SURS Case Tracking filters 


The SURS Case Tracking universe contains a number of filters 
available for the user to help focus a query based on the filter rules.  
The grouping of the filters in this universe are within thirteen classes 
which are; Case Information, Acct Receivable Information, Analyst 
Information, Analyst Training Information, Case Lock-in Information, 
Case Lock-in Dtl Information, Case Recoupment, Contract 
Termination Info, Detail  Referral Information, Explanation of Med 
Benefits, Analyst Productivity Info, Selected List Prov/Client and 
Client Selection Criteria. 
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Filter Name Typical used when …. 
Provider Cases Found under SUR CT Case Information 


 
Background Information: The SUR Case 
Tracking subsystem contains cases that are 
related to a provider or a client.  The type of 
case is typically determined by a provider 
type.  If the case is a client case, the provider 
type is keyed as a ‘97’ in SURs Case 
Tracking.  This filter will only select cases 
that are considered provider cases(i.e. cases 
that are not provider type ‘97’). 
 
Filter Use: Use this filter only when you 
want your query to return provider specific 
cases. 


Recipient Cases Found under SUR CT Case Information 
 
Background Information: The SUR Case 
Tracking subsystem contains cases that are 
related to a provider or a client.  The type of 
case is typically determined by a provider 
type.  If the case is a client case, the provider 
type is keyed as a ‘97’ in SURs Case 
Tracking.  This filter will only select cases 
that are considered client cases(i.e. cases that 
have a provider type of ‘97’). 
 
Filter Use: Use this filter only when you 
want your query to return client specific 
cases. 


Analyst ID Found under SUR CT Case Information 
 
Background Information: The SUR Case 
Tracking subsystem assigns analysts to cases 
so that the cases can be worked.  This filter 
will prompt a user to enter one or more 
analyst IDs in a query. 
 
Filter Use: Use this filter only when you 
want your query to return case information 
specific to one or more analyst IDs. 
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Filter Name Typical used when …. 
Master Log Number Found under SUR CT Case Information 


 
Background Information: The SUR Case 
Tracking subsystem assigns master log 
numbers to cases so that the cases can be 
tracked in the SURs Case Tracking 
Subsystem.  This filter will prompt a user to 
enter one or more master log numbers in a 
query. 
 
Filter Use: Use this filter only when you 
want your query to return case information 
specific to one or more master log numbers. 


Master Log Number 
Range 


Found under SUR CT Case Information 
 
Background Information: The SUR Case 
Tracking subsystem assigns master log 
numbers to cases so that the cases can be 
tracked in the SURs Case Tracking 
Subsystem.  This filter will prompt a user to 
enter a range of master log numbers in a 
query. 
 
Filter Use: Use this filter only when you 
want your query to return case information 
specific to a range of master log numbers. 
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Filter Name Typical used when …. 
Days Since Response 
Ltr Received 


Found under SUR CT Case Information 
 
Background Information: When the SURs 
Case Tracking subsystem sends an initial 
letter of recoupment to a provider, a green 
card is returned from the postal service 
stating when the letter was received by the 
provider.  This date is entered into the 
associated case in the Response Letter 
Received field.  This filter, when used, will 
prompt a user to enter the number of days 
that have elapsed since a response letter was 
sent.  For example, if a user wants to retrieve 
the master log numbers for all cases that had 
a response letter received 50 days ago from 
the current date.  
 
Filter Use: Use this filter when you want to 
see cases that have a specific number of days 
since the response letter was received. 


Case Closed Date 
Range 


Found under SUR CT Case 
Information…Dates for Case Info 
 
Background Information: This filter will 
prompt a user to enter a range of Case 
Closed Dates in a  query 
 
Filter Use: Use this filter when you want to 
see cases that have case closed dates within a 
specific date range. 


Case Assigned Date 
Range 


Found under SUR CT Case 
Information…Dates for Case Info 
 
Background Information: This filter will 
prompt a user to enter a range of Case 
Assigned Dates in a  query 
 
Filter Use: Use this filter when you want to 
see cases that have case assigned dates 
within a specific date range. 
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Filter Name Typical used when …. 
This Month Purge 
Case Date Range 


Found under SUR CT Case 
Information…Dates for Case Info 
 
Background Information: Cases in the 
SURs Case Tracking Subsystem are kept 
online up to 6 years after the case closed 
date.  This filter takes the case’s case closed 
date and adds 72 months(6 years) to 
determine if that date is within the current 
month(entered by the user). 
 
Filter Use: Use this filter when you want to 
see cases that are eligible to be archived 
during the current month. 


Next Month Purge 
Case Date Range 


Found under SUR CT Case 
Information…Dates for Case Info 
 
Background Information: Cases in the 
SURs Case Tracking Subsystem are kept 
online up to 6 years after the case closed 
date.  This filter takes the case’s case closed 
date and adds 72 months(6 years) to 
determine if that date is within the next 
month’s range(entered by the user) to be 
eligible for archive. 
 
Filter Use: Use this filter when you want to 
see cases that are eligible to be archived the 
following month. 
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Filter Name Typical used when …. 
Fund Code Found under SUR CT Acct Receivable 


Information 
 
Background Information: The SURs Case 
Tracking subsystem tracks the claims that are 
sent by them to credits and adjustments.  
SURs CT keeps track of certain pieces of 
information on these claims, such as fund 
codes.  This filter will prompt a user to enter 
one or more fund codes in a query. 
 
Filter Use: Use this filter when you want to 
find claims sent to credits and adjustments, 
but you want to limit your query to one or 
more specific fund codes. 


ICN Found under SUR CT Acct Receivable 
Information 
 
Background Information: The SURs Case 
Tracking subsystem tracks the claims that are 
sent by them to credits and adjustments.  
SURs CT keeps track of certain pieces of 
information on these claims, such as ICN.  
This filter will prompt a user to enter one or 
more ICNs in a query. 
 
Filter Use: Use this filter when you want to 
find claims sent to credits and adjustments, 
but you want to limit your query to one or 
more specific ICNs. 
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Filter Name Typical used when …. 
Master Log Number Found under SUR CT Acct Receivable 


Information 
 
Background Information: The SURs Case 
Tracking subsystem tracks the claims that are 
sent by them to credits and adjustments.  
SURs CT keeps track of certain pieces of 
information on these claims, such as the 
Master Log Number the claim is associated 
with.  This filter will prompt a user to enter 
one or more master log numbers in a query. 
 
Filter Use: Use this filter when you want to 
find claims sent to credits and adjustments, 
but you want to limit your query to one or 
more specific master log numbers. 


Analyst ID Found under SUR CT Analyst Information 
 
Background Information:  This filter will 
prompt a user to enter one or more analyst 
IDs in a query. 
 
Filter Use: Use this filter when you want to 
find analyst information that is specific to 
one or more analysts. 


Analyst Last Name Found under SUR CT Analyst Information 
 
Background Information:  This filter will 
prompt a user to enter one or more analyst 
last names in a query. 
 
Filter Use: Use this filter when you want to 
find analyst information that is specific to 
one or more analyst last names. 
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Filter Name Typical used when …. 
Analyst Last 
Name(lower case) 


Found under SUR CT Analyst Information 
 
Background Information:  This filter will 
prompt a user to enter one or more analyst 
last names in a query.  This filter will convert 
the data entered into upper case so that the 
query will not be case sensitive. 
 
Filter Use: Use this filter when you want to 
find analyst information that is specific to 
one or more analyst last names. 


Date of Training 
Range 


Found under SUR CT Analyst Training 
Information 
 
Background Information:  This filter will 
prompt a user to enter a range of training 
dates in a query. 
 
Filter Use: Use this filter when you want to 
find training information that is specific to a 
range of training dates. 


End Date Range Found under SUR CT Case Lock-In 
Information 
 
Background Information:  In some SURs 
CT cases, a client will be locked in to one or 
move providers for a specific time period.  
These lock in dates are tracked in SURs CT.    
This filter will prompt a user to enter a range 
of lock-in end dates in a query. 
 
Filter Use: Use this filter when you want to 
find case lock-in information that is specific 
to a range of lock-in end dates. 
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Filter Name Typical used when …. 
Effective Date Range Found under SUR CT Case Lock-In 


Information 
 
Background Information:  In some SURs 
CT cases, a client will be locked in to one or 
move providers for a specific time period.  
These lock in dates are tracked in SURs CT.    
This filter will prompt a user to enter a range 
of lock-in effective dates in a query. 
 
Filter Use: Use this filter when you want to 
find case lock-in information that is specific 
to a range of lock-in effective dates. 


Master Log Number Found under SUR CT Case Lock-In 
Information 
 
Background Information:  In some SURs 
CT cases, a client will be locked in to one or 
move providers for a specific time period.  
This filter will prompt a user to enter one or 
more master log numbers that it will search 
by in the lock-in data in SURs CT. 
 
Filter Use: Use this filter when you want to 
find case lock-in information that is specific 
to one or more master log numbers. 


End Date Range Found under SUR CT Case Lock-In DTL 
Information 
 
Background Information:  In some SURs 
CT cases, a client will be locked in to one or 
move providers for a specific time period.  
These lock in dates are tracked in SURs CT.    
This filter will prompt a user to enter a range 
of lock-in end dates in a query. 
 
Filter Use: Use this filter when you want to 
find case lock-in detail information that is 
specific to a range of lock-in end dates. 
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Filter Name Typical used when …. 
Effective Date Range Found under SUR CT Case Lock-In DTL 


Information 
 
Background Information:  In some SURs 
CT cases, a client will be locked in to one or 
move providers for a specific time period.  
These lock in dates are tracked in SURs CT.    
This filter will prompt a user to enter a range 
of lock-in effective dates in a query. 
 
Filter Use: Use this filter when you want to 
find case lock-in detail information that is 
specific to a range of lock-in effective dates. 


Master Log Number Found under SUR CT Case Lock-In DTL 
Information 
 
Background Information:  In some SURs 
CT cases, a client will be locked in to one or 
move providers for a specific time period.  
This filter will prompt a user to enter one or 
more master log numbers that it will search 
by in the lock-in detail data in SURs CT. 
 
Filter Use: Use this filter when you want to 
find case lock-in detail information that is 
specific to one or more master log numbers. 


Master Log Number Found under SUR CT Case Recoupment 
 
Background Information:  SURs CT tracks 
all master log numbers that are ready to be 
sent or have been sent to credits and 
adjustments.  This filter will prompt a user to 
enter one or more master log numbers that 
have been sent or are ready to be sent to 
credits and adjustments in a query. 
 
Filter Use: Use this filter when you want to 
find information specific to one or more 
master log numbers that have been sent or 
are ready to be sent to credits and 
adjustments. 
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Filter Name Typical used when …. 
Provider ID Found under SUR CT Contract Termination 


Info 
 
Background Information:  SURs CT tracks 
provider IDs that have been terminated in the 
system.  This filter will prompt a user to 
enter one or more Provider IDs that have 
been terminated in a query. 
 
Filter Use: Use this filter when you want to 
find information specific to one or more 
Provider IDs that have been terminated. 


Contract Term/Susp 
Letter Dte Range 


Found under SUR CT Contract Termination 
Info 
 
Background Information:  SURs CT tracks 
provider IDs that have been terminated in the 
system.  This filter will prompt a user to 
enter one or more Provider IDs that have 
been terminated in a query. 
 
Filter Use: Use this filter when you want to 
find information specific to one or more 
Provider IDs that have been terminated. 


Contract Term/Susp  
Date Range 


Found under SUR CT Contract Termination 
Info 
 
Background Information:  SURs CT tracks 
provider IDs that have been terminated in the 
system.  This filter will prompt a user to 
enter one or more Provider IDs that have 
been terminated in a query. 
 
Filter Use: Use this filter when you want to 
find information specific to one or more 
Provider IDs that have been terminated. 
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Filter Name Typical used when …. 
Master Log Numbers Found under SUR CT Contract Termination 


Info 
 
Background Information:  SURs CT tracks 
provider IDs that have been terminated in the 
system.  This filter will prompt a user to 
enter one or more Provider IDs that have 
been terminated in a query. 
 
Filter Use: Use this filter when you want to 
find information specific to one or more 
Provider IDs that have been terminated. 
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Third Party Liability Universe 
The Third Party Liability universe provides the user with direct access 
to the MMIS TPL information such as carrier information, employer 
information, policy holder, and coverage information.  Additionally, 
the user has direct access to probate and Estate, subrogation, worker’s 
compensation and medical support data.  
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Third Party Liability filters 


The Third Party Liability filters are grouped into two main classes; 
TPL Resource Information and TPL Casualty Case Information.  
Within the first class the user can select the policy group number or 
apply the filters for the client program eligibility. The second of the 
major classes contains a filter for Claim Amounts that works exactly 
the same way as the Claim Amounts filter in the Claims Analysis 
universe.  
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Filter Name Typical used when …. 
Eligibility Active Status 
Codes 


Found under TPL Resource ... Client 
Base Information ... Client Program 
Eligibility  
 
Background Information: The DSS 
carries all recipient eligibility statuses.  
This filter creates a condition where the 
eligibility active status code is equal to 
‘G’ or ‘ ‘(space).  Both are active 
indicators. 
 
Filter Use: Use this filter only when 
you want active eligibility recipients in 
the query results.  If you do not use this 
filter you will get recipients with all 
different eligibility statuses.   


Eligibility Date Range Found under TPL Resource ... Client 
Base Information ... Client Program 
Eligibility  
 
 
Background Information: The DSS 
carries eligibility begin and end dates 
for program eligibility.  This filter 
creates a condition where you get ALL 
clients that are ELIGIBLE during the 
time frame entered.    
 
Filter Use: Use this filter only when 
you want ALL clients that are 
ELIGIBLE during the time frame 
entered.  You will be prompted for a 
begin and an end range of program 
eligibility dates.  The format is 
MM/DD/YYYY. 
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Filter Name Typical used when …. 
Eligibility Effective Date 
Range 


Found under TPL Resource ... Client 
Base Information ... Client Program 
Eligibility  
 
Background Information: The DSS 
carries eligibility begin and end dates 
for program eligibility.  This filter 
creates a condition where you get ALL 
clients that BECAME ELIGIBLE 
during the time frame entered.    
 
Filter Use: Use this filter only when 
you want ALL clients that BECAME 
ELIGIBLE during the time frame 
entered.  You will be prompted for a 
begin and an end range of program 
eligibility dates.  The format is 
MM/DD/YYYY. 


Eligibility End Date Range Found under TPL Resource ... Client 
Base Information ... Client Program 
Eligibility  
 
Background Information: The DSS 
carries eligibility begin and end dates 
for program eligibility.  This filter 
creates a condition where you get ALL 
clients that LOST ELIGIBILITY 
during the time frame entered.    
 
Filter Use: Use this filter only when 
you want ALL clients that LOST 
ELIGIBILITY during the time frame 
entered.  You will be prompted for a 
begin and an end range of program 
eligibility dates.  The format is 
MM/DD/YYYY. 
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Filter Name Typical used when …. 
Claim Amounts Found under TPL Casualty Case 


Information ... TPL Casualty Claim 
Related Info  
 
Background Information: Claims in 
the MMIS either pay at the header level 
of the claim or at the detail level of the 
claim. TPL is accessing the claims 
table that is used in the Claims 
Analysis universe.  Since the Claims 
Analysis universe contains all claim 
types, there is a mix of header paid 
claims and detail paid claims. For 
header paid claims, it is not possible to 
sum all details and get the same header 
paid amount, because additional 
cutbacks may be taken at the header 
level, so in the Claims Analysis 
universe, a 0 (zero) detail is built to 
hold the header amounts on a header 
paid claim. Detail paid claims do not 
have a 0 detail built in. All amounts are 
summed from the details to get the total 
amount on the claim.  
 
Filter Use: This filter must be used in 
every query where amounts and/or 
counts are reported. This filter 
determines, based on claim type, 
whether to use the 0 detail to return the 
claim amount or to sum the amounts on 
each detail and return that sum for the 
claim amount. 
 
If you do not use this filter for queries 
containing amounts/counts, for header 
paid claims, the 0 detail plus the claim 
details are summed and returned, 
making the results look as if each claim 
paid double the actual amount in most 
instances. 
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Vital Records Universe 
The Vital Records Universe contains birth and death record 
information from the Oklahoma State Department of Health.  By 
providing access to Vital Records information in the Data Warehouse, 
DSS users will be able to compare birth and death data derived from 
claims with the birth and death data on the Vital Records tables.  DSS 
users will also have the ability to generate reports for specific Vital 
Records information.  The birth and death records are ‘matched’ to 
MMIS client information using the following comparative logic. 
Records that match will contain the Medicaid client ID on the vital 
record for query matching.  Records that do not have a corresponding 
match will have a default client number of all ‘1s’ defaulted in this 
field.  


Record matching criteria: 
 
For birth records: 
 


As part of processing the vital statistics external data source a 
matching process is performed in an attempt to link Medicaid 
clients to the imported records. Using a client’s date of birth, 
first and last names as well as the client’s sex code a search is 
performed against the MMIS client information. 
 
If a match is found the client’s Medicaid ID is stored on the 
vital statistics record and written to the DSS.  If a match is not 
found the client’s ID is stored as blanks and then the record is 
written out to the data warehouse. 


 
For death records: 
 


As part of processing the vital statistics external data source a 
matching process is performed in an attempt to link Medicaid 
clients to the imported records. Using a client’s social security 
number a first match is attempted and then followed by 
matching the client’s first and last name as well as birth date 
and sex code.  
 
If a match is found the client’s Medicaid ID is stored on the 
vital statistics record and written to the DSS.  If a match is not 
found the client’s ID is stored as blanks and then the record is 
written out to the data warehouse. 
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Vital Records Universe 
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Vital Records filters 


The vital records filters are organized in two major classes, the Birth 
Record Information and the Death Record Information. Subclass filters 
for the birth records include, Place of Birth, Place of Residence, Birth 
Codes, Birth Family Information, Birth Family History. Sub-class 
filters for the death records include, Age of Deceased, Place of Death, 
Deceased Place of Residence, Out of State Residence, Death Codes. 
 


 
 
Filter Name Typical used when …. 
Medicaid ID Found under Birth Record Information 


and Death Record Information. 
 
Background Information: This filter 
allows selection of one or more 
Medicaid IDs.  This filter will prompt 
the user to enter one or more Medicaid 
IDs. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
Medicaid IDs. 
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Filter Name Typical used when …. 
Date of Birth Found under Birth Record Information 


and Death Record Information 
 
Background Information: This filter 
allows selection of a range of dates 
from the Date of Birth object.  The user 
will be prompted to enter a from and a 
through date of birth to search by in the 
query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on a specific range of dates 
of birth. 


Plurality (Total Births) Found under Birth Record Information 
 
Background Information: The birth 
records contain a plurality code that 
indicates the total number of infants 
that resulted from the birth.  This filter 
allows selection of one or more 
plurality code values.  This filter will 
prompt the user to enter one or more 
plurality codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
plurality codes. 


Birth County Code Found under Birth Record 
Information…Place of Birth 
 
Background Information:  This filter 
allows selection of one or more birth 
county codes.  This filter will prompt 
the user to enter one or more birth 
county codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
birth county codes. 
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Filter Name Typical used when …. 
Birth City Code Found under Birth Record 


Information…Place of Birth 
 
Background Information:  This filter 
allows selection of one or more birth 
city codes.  This filter will prompt the 
user to enter one or more birth county 
codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
birth city codes. 


Birth Hospital Code Found under Birth Record 
Information…Place of Birth 
 
Background Information:  This filter 
allows selection of one or more birth 
hospital codes.  This filter will prompt 
the user to enter one or more birth 
hospital codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
birth hospital codes. 


Type of Birthplace Code Found under Birth Record 
Information…Place of Birth 
 
Background Information:  This filter 
allows selection of one or more types 
of birthplace codes.  This filter will 
prompt the user to enter one or more 
types of birthplace codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
types of birthplace codes. 
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Filter Name Typical used when …. 
Residence State Code Found under Birth Record 


Information…Place of Residence 
 
Background Information:  This filter 
allows selection of one or more 
residence state codes.  This filter will 
prompt the user to enter one or more 
residence state codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
residence state codes. 


Residence County Code Found under Birth Record 
Information…Place of Residence 
 
Background Information:  This filter 
allows selection of one or more 
residence county codes.  This filter will 
prompt the user to enter one or more 
residence county codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
residence county codes. 


Residence City Code Found under Birth Record 
Information…Place of Residence 
 
Background Information:  This filter 
allows selection of one or more 
residence city codes.  This filter will 
prompt the user to enter one or more 
residence city codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
residence city codes. 
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Filter Name Typical used when …. 
Attendant Code Found under Birth Record 


Information…Birth Codes 
 
Background Information:  This filter 
allows selection of one or more 
attendant codes.  This filter will prompt 
the user to enter one or more attendant 
codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
attendant codes. 


Cause of Death Code Found under Birth Record 
Information…Birth Codes 
 
Background Information:  This filter 
allows selection of one or more cause 
of death codes.  This filter will prompt 
the user to enter one or more cause of 
death codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
cause of death codes. 


Time of Death Code Found under Birth Record 
Information…Birth Codes 
 
Background Information:  This filter 
allows selection of one or more time of 
death codes.  This filter will prompt the 
user to enter one or more time of death 
codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
cause of time codes. 
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Filter Name Typical used when …. 
Congenital Anomalies Code Found under Birth Record 


Information…Birth Codes 
 
Background Information:  This filter 
allows selection of one or more 
congenital anomalies codes.  This filter 
will prompt the user to enter one or 
more congenital anomalies codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
anomalies codes. 


Abnormal Conditions Code Found under Birth Record 
Information…Birth Codes 
 
Background Information:  This filter 
allows selection of one or more 
abnormal conditions codes.  This filter 
will prompt the user to enter one or 
more abnormal conditions codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
abnormal conditions codes. 


Complications Code Found under Birth Record 
Information…Birth Codes 
 
Background Information:  This filter 
allows selection of one or more 
complications codes.  This filter will 
prompt the user to enter one or more 
complications codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
complications codes. 
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Filter Name Typical used when …. 
Delivery Method Code Found under Birth Record 


Information…Birth Codes 
 
Background Information:  This filter 
allows selection of one or more 
delivery method codes.  This filter will 
prompt the user to enter one or more 
delivery method codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
delivery method codes. 


Obstetric Procedures Code Found under Birth Record 
Information…Birth Codes 
 
Background Information:  This filter 
allows selection of one or more 
obstetric procedures codes.  This filter 
will prompt the user to enter one or 
more obstetric procedures codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
obstetric procedures codes. 


PKU Code Found under Birth Record 
Information…Birth Codes 
 
Background Information:  This filter 
allows selection of one or more PKU  
codes.  This filter will prompt the user 
to enter one or more PKU codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
PKU codes. 
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Filter Name Typical used when …. 
Date of Death Found under Death Record Information 


 
Background Information: This filter 
allows selection of a range of dates 
from the Date of Death object.  The 
user will be prompted to enter a from 
and a through date of death to search 
by in the query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on a specific range of dates 
of death. 


Marital Status Code Found under Death Record Information 
 
Background Information: This filter 
allows selection of one or more marital 
status codes.  The user will be 
prompted to enter one or more marital 
status codes to search by in the query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
marital status codes. 


Race Code Found under Death Record Information 
 
Background Information: This filter 
allows selection of one or more race  
codes.  The user will be prompted to 
enter one or more race codes to search 
by in the query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more race codes. 
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Filter Name Typical used when …. 
Education Code Found under Death Record Information 


 
Background Information: This filter 
allows selection of one or more 
education codes.  The user will be 
prompted to enter one or more 
education codes to search by in the 
query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more education 
codes. 


Hispanic Origin Code Found under Death Record Information 
 
Background Information: This filter 
allows selection of one or more 
Hispanic origin codes.  The user will be 
prompted to enter one or more 
Hispanic origin codes to search by in 
the query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more Hispanic 
origin codes. 


Industry Code Found under Death Record Information 
 
Background Information: This filter 
allows selection of one or more 
industry codes.  The user will be 
prompted to enter one or more industry 
codes to search by in the query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more industry 
codes. 
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Filter Name Typical used when …. 
Nativity of Birth Code Found under Death Record Information 


 
Background Information: This filter 
allows selection of one or more nativity 
of birth codes(state of birth).  The user 
will be prompted to enter one or more 
nativity of birth codes to search by in 
the query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more nativity of 
birth codes. 


Occupation Code Found under Death Record Information 
 
Background Information: This filter 
allows selection of one or more 
occupation codes of the decedent.  The 
user will be prompted to enter one or 
more occupation codes to search by in 
the query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more occupation 
codes. 


Age of Decedent Units Code Found under Death Record 
Information…Age of Decedent 
 
Background Information: The age of 
decedent units will tell you if the 
decedent’s age was in years, months, 
days, hours or minutes, or unknown.  
The user will be prompted to enter one 
or more age of decedent units to search 
by in the query. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more age of 
decedent units codes. 







Decision Support System/Data Warehouse Procedures Manual Section : BusinessObjects Universes  


Library Reference Number: OKDSS  5-141 
Revision Date: February 2003 
Version: 1.0 


Filter Name Typical used when …. 
Death County Code Found under Death Record 


Information…Place of Death 
 
Background Information:  This filter 
allows selection of one or more death 
county codes.  This filter will prompt 
the user to enter one or more death 
county codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
death county codes. 


Death City Code Found under Death Record 
Information…Place of Death 
 
Background Information:  This filter 
allows selection of one or more death 
city codes.  This filter will prompt the 
user to enter one or more death county 
codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
death city codes. 


Death Hospital Code Found under Death Record 
Information…Place of Death 
 
Background Information:  This filter 
allows selection of one or more birth 
hospital codes.  This filter will prompt 
the user to enter one or more death 
hospital codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
death hospital codes. 
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Filter Name Typical used when …. 
Type of Place of Death Code Found under Death Record 


Information…Place of Death 
 
Background Information:  This filter 
allows selection of one or more types 
of place of death codes.  This filter will 
prompt the user to enter one or more 
types of place of death codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
types of place of death codes. 


Resident County Code Found under Death Record 
Information…Decedents Place of 
Residence 
 
Background Information:  This filter 
allows selection of one or more 
resident county codes.  This filter will 
prompt the user to enter one or more 
resident county codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
resident county codes. 


Resident City Code Found under Death Record 
Information… Decedents Place of 
Residence 
 
Background Information:  This filter 
allows selection of one or more 
residence city codes.  This filter will 
prompt the user to enter one or more 
residence city codes. 
 
Filter Use: Use this filter only when 
you want your query to bring back 
information on one or more specific 
residence city codes. 
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Section 6: DSS Ad Hoc Procedures 


A user begins the process of ad hoc creation by going into the query 
and reporting tool–BusinessObjects. The following pages present the 
user with the steps required to produce an ad hoc report. Users are 
encouraged to review the DSS training manual and the DSS advanced 
training manual for step by step directions on the capabilities of the 
query and reporting tool.  


The user is also encouraged to make use of the on-line help features 
found within BusinessObjects.  There is extensive help that would 
assist the users in the definition of options and how to perform features 
of the tool.  


BusinessObjects Version Capabilities:  
BusinessObjects offers two versions of their reporting software.  The 
versions are:  


BusinessObjects Full-Client -  BusinessObjects Full-Client resides is 
installed on individual PCs and is described as a 2-tier system, 
meaning that the PC communicates directly with the database while in 
BusinessObjects.  Full-Client contains all of the BusinessObjects 
functionality offered by the tool.  The following items must be 
manually installed or copied to an individual PC running Full-Client: 


Install BusinessObjects Full-Client on the PC. 
1. Install Client version of Oracle on the PC in order to create a 


link to the Oracle database. 
2. Copy repository key file to the BusinessObjects/LocData 


directory on the PC so that a user can login to the system and 
connect to the repository. 


3. Copy report template files, if any, to the 
BusinessObjects/Templates directory on the PC. 


BusinessObjects WebIntelligence Thin-Client - within the Thin 
Client there is what is called Zero Administration 
BusinessObjects(ZaBO) and WebIntelligence(WebI).   


ZaBO and WebI reside on a server and can be described as a 3-tier 
system, meaning that a PC communicates first to the WebIntelligence 
server and then the server communicates to the database.  The ZaBO 
version closely resembles Full-Client BusinessObjects while the WebI 
version is a more Web based application.   This version of 
BusinessObjects does not require manual installations on individual 
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PCs.  Users access BusinessObjects through InfoView.  Once in 
InfoView, users can launch BusinessObjects to create reports.  If 
BusinessObjects has never been launched from that particular PC, the 
user will be prompted to click through a few windows that will allow 
the installation of the software from the server to the PC.  The 
installation includes the ZaBO version of BusinessObjects and adding 
the repository key file to the appropriate BusinessObjects directory on 
the PC.  The client  version of Oracle resides on the server and does 
not need to reside on a PC accessing the ZaBO version.   
  
Below is a list of functionality features not available in ZaBO:  


 Free-hand SQL. 
 Exporting data providers(data cubes) to an Oracle temp table.   


 


Below is a list of functionality features not available in WebI:  
 Multi data providers – meaning that reports in WebI cannot 


have more than one data provider per report. 
 Multi tab – meaning that reports in WebI cannot have more 


than one tab. 
 Multiblock structure – meaning that reports in WebI cannot 


have more than one block structure. 
 Cannot schedule documents in BroadCast Agent. 
 Alerters and ranking 
 Edit SQL 


 


When creating a new query, the New Report Wizard walks the user 
through the initial steps of the process.  As shown in the following 
graphic, a user can select a preformatted template for the report to be 
created or a standard report layout. 
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New Report Wizard: Create a New Report 


 
The New Report Wizard simplifies the process of creating new reports by 
walking the user through the initial steps of data access. 


For this example, we will show the standard report option. However, 
users can select from different templates that use standard reporting 
structures like headers, footers, fonts, and table and chart formats. 


In the next step, the user specifies the data source which will be used 
for the ad hoc. That data sources are grouped into logical business 
functions.  Each group becomes a universe within BusinessObjects.  A 
user selects a universe by clicking on the universe title in the 
“Available Universe” box. Other options are available, such as 
personal data files or spreadsheets. 
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New Report Wizard: Select a Universe 


 
The InterChange data warehouse provides various Universes assigned to 
each user that contain a high-level description of the contents of the 
information available. 


In this step, all available Universes of information are presented to the 
user. This screen shows several high-level features that help the user. 
For example, each Universe has a description that helps the user 
identify the proper data source. Additionally, the system will only 
display Universes that are assigned to a user’s security profile. 


For this example report, we will select the Claims Analysis Universe 


Once the Universe is selected the user is presented with the query 
panel as shown in the next view.  This example is simply to show the 
user activities of building a query and not intended to communicate a 
specific report example. 
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Universes are Organized, Structured Data 


 
Universes are organized for ease of finding the informational object 
necessary. Descriptions of all objects also help the user find the correct data. 


The query panel has the same three-panel organization regardless of 
which Universe is selected. The left hand panel of the window is the 
available objects within the selected Universe. EDS grouped the 
objects into “classes” or folders much like any windows-environment 
software. By double clicking on any of the objects in the folder lists 
above, they appear in the results objects portion of the window.  This 
part of the window will list the objects that make up the result set 
returned in the query.  


To focus a query for a particular time period, or set of provider types 
or any other condition, the user drags and drops the fields into the 
conditions panel of the window.  
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The following window shows the claims analysis universe with eight 
objects selected for the result set in the top right window and then a 
compound condition of the paid date and recipient county code to 
narrow the report.  


While the user simply clicks the objects from the left hand panel of the 
window for the result objects, the user must drag and drop the objects 
that are needed for the conditions.  By clicking on the paid date object 
and dragging it to the conditions panel the user can drop that object in 
the conditions panel.  When that is done, the left hand panel of the 
window changes to show the options to help narrow the condition.  
The user simply selects the condition that applies to their need, options 
such as, less than, greater than, between, etc. Once that option is 
selected, in this case between, the user is prompted to enter the begin 
and end dates to fulfill the between condition.   


In this example, the user then dragged and dropped the recipient 
county object and selected the ‘in list’ option where specific county 
codes were keyed to focus the query even further.  


With the query complete the user then clicks on the run button. 
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The resulting window shows the finalized report bringing back the 
eight specified columns of data.  
 


 
 


Users should be aware that the queries and reports are directly linked 
together. A user can rerun a report at any time without having to 
rebuild the query from scratch. By clicking, on the “Query Panel” 
option button (the 5th icon left of the report sizing option), the user is 
taken directly to the query panel details of what made up the ad hoc 
report. The user can also get to the Query Panel option by going 
through the pull down menu under ‘data’.  The user can then add or 
delete fields and modify the conditions on the fly.  


Reusing ad hoc reports or the preformatted DSS reports as a basis for 
future reports saves a lot of time and effort for the users. Quickly 
reports can be shared and leveraged, and the productivity of the whole 
user community increases.  
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Creating a DSS Database connection on your PC 
for BusinessObjects Use 
(BusinessObjects Full-Client version only) 
 
The full-client version of BusinessObjects will allow you to export a 
cube of data returned in a BusinessObjects query.  If you go to View 
Data…Export and the Export to RDBMS is grayed out, this means you 
have to build a connection on your PC to the database you want to 
export your data to.  Or if the connection to the database you want to 
export to does not show up on the drop down list, you will need to 
build the connection. 
 
To build a connection follow the steps below: 


1. Login to BusinessObjects.  You should see the New Report Wizard.  
Or, if you are already in BusinessObjects, go to File…New.  This 
should also get you to the New Report Wizard. 


2. Click Begin in the Create a New Report wizard window. 


 
3. In the Specify Data Access wizard window, Click on Other, instead 


of universe.  In the drop down list select free-hand SQL. Click 
Finish. 
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1. In the Free-Hand SQL window, on the upper right-hand side of the 


window, select the icon with the cylinder and a plus(+) sign.  When 
you hang your cursor over this icon it will say “Create a new 
connection”.
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2.  In the add a connection window, select Oracle Client. 


 
3. An Oracle client window will popup and it looks like this… 


 
4. Modify the window to look like this … 
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Name:  DSS ITF – this is to distinguish this connection as a DSS ITF 
database connection from other connections you may build in the future 
for other databases.  You can use any name here that will help you 
determine what database the connection is pointing to.   


Database engine:  Oracle 9 – this is the version of Oracle the database 
is running on. 


Login Parameters : Check the box named Use BusinessObjects user 
name and password.  This means that the user ID and password logged 
in the PC will be able to see this connection.   


Database: okdssa1 – this is the DSS ITF database name. 


okdssp1 – this is the DSS Production database name.   


Type: Shared – this means that the connection can be shared by other 
users and can also be modified by other users.  Personal – means that 
the connection belongs only to the person that created it and cannot be 
modified by other users. 


Test button – once you have filled in the window with the rest of the 
information, click this button to test the  connection to the database.  If 
you see the following window…. 


 
…this means the connection was successfully created. 
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If you see this… 


 
…click on the details button to get more information to help resolve the 
error. 


This error example means that it could not resolve the database name.  
Check the database name you entered and make sure it is the correct 
name.  If it is, the tnsnames.ora file on your PC may not have the 
database entry needed to resolve this connection.  Contact your LAN 
administrator or DBA for this error. 


If you get this error… 


 
…it means that the ID and/or password you used to build the 
connection is not valid on the database.  Contact the  DBA for this 
error. 


Click OK if the server is responding.  You will see this Free-hand SQL 
window…The window shows the DSS ITF connection as the selected 
connect. 
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Creating temp tables in BusinessObjects 
 
Here are steps to take to create temp tables in BusinessObjects(Full 
Client version only) for use in queries.  Temp Tables are very useful 
for when you have a specific list of recipient IDs or provider IDs that 
want to query against in a second query against claims data.  When 
you join your temp table of IDs to the claims query, you are 
significantly reducing the query run time by only having the query 
look for claims that are specific to these IDs, and of course, and other 
conditions you may set in the query.  In this example we will be 
generating a list of client IDs from a BusinessObjects query, but this 
same concept can be applied to other objects such as provider IDs, 
procedure codes, etc. 


1. Create a report in BusinessObjects that will generate a list of client 
IDs.  For our example, I ran a query that would only return Client 
IDs from the recipient universe.  The conditions for the query were 
to find only the client IDs with aid categories of P1 and P2 and the 
aid category to have an effective date between 01/01/2003 and 
01/31/2003. 


2. Once the query runs, you will need to export the data(client IDs) to a 
temp table.  This will then in turn be used in a second query to find 
claims with these IDs.  Before doing the actual export of the temp 
table, it is a good idea, but not necessary, to change the name of the 
query to something that is relevant to the list of client IDs.  This may 
be of some help later if you are trying to remember why you created 
the temp table.  Go to Data…View Data from the BusinessObjects 
menu.  Click on the Definition tab and you will see the name of the 
query as ‘Query 1 with recipien’.  This is a default query name 
given.  To change the name of the query, simply type over the 
existing name to the new name you would like.  In this example, I 
changed the name of the table to T_RECIP_TEMP_TBL, but it 
could be anything you want.  Just make sure the name is not too 
long.  You can use spaces instead of underscores, but when you 
export your table, the spaces will become underscores in the atabase 
tablename.  
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3. Switch back to the Results tab.  At the bottom of this tab, you will 


see an Export button.  Click on the export button and it will take you 
to a window where you can select where you want the data exported 
to.
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4. You will want to select Export to RDBMS.  This means it will 


export the data to an Oracle table since the DSS is on an Oracle 
Database.  Once you select Export to RDBMS, the connection drop 
down list is made available and you will need to select the 
connection you want to use to export the data.  The connection is 
related to the database you will be exporting to.  If you want the 
table to be created in production, select a connection that points to 
the production database.  If you don’t see a connection that points to 
the production database, you can select a connection from the list 
and click on the connection button to modify the database that the 
connection points to.  If you cannot select the Export to 
RDBMS(grayed out) this means you don’t have any connections set 
on your PC and  you will have to create a connection.  Please see the 
documentation after this temp table example on how to create a 
connection. 
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5. Once you have selected your connection, click on the OK button at 
the bottom of the window.  This will initiate the export of your table 
to the database.  The export will actually take the data in the cube 
returned by your query and create a table on the database with the 
name you entered in the definition tab.  Also, the table owner in the 
database will be the userid that created the table.  In this example, 
DIAZXHG will be owner of the table.  This id has authority to create 
the table, modify the table and drop the table when it is no longer 
needed.  Once the export is complete, you will receive a 
confirmation window saying the Export is Done.  This means that on 
the production database, I now have a table called 
DIAZXHG.T_RECIP_TEMP_TBL. 
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6. To show that the table was created and the contents of the table, here 


is the information on the table that I see when I log into SQL 
Worksheet and view the table under my schema name.  I used the 
SQL statement:  DESC DIAZXHG.T_RECIP_TEMP_TBL; to 
describe the table.  Notice that the size of the client ID field is 
varchar2(254).  When the export is done from BusinessObjects it 
defaults the size of the client ID field to 254 characters.  Also notice 
the name of the field.  It is CLIENT_ID.  This is the name that will 
need to be used in the next query when we do the join for this table.   
 


I also ran the SQL statement:   
SELECT * FROM DIAZXHG.T_RECIP_TEMP_TBL WHERE 
ROWNUM < 10; 
This SQL statement will show me all of the columns in the table for the 
first 9 rows.  I ran this query just to make sure the IDs look good and 
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that the export worked. 


 
7. Now that you have your temp table created, you want to use it to 


find claims only for the client IDs that are in the temp table.  Create 
a report in BusinessObjects in All Claims or Claims Analysis.  For 
this example, I used Claims Analysis.  I want to see information on 
claims paid for these client IDs that have final issue warrant dates 
between 01/01/2003 and 03/05/2003.  I set up my query in the query 
panel as normal by selecting the claims objects I want returned.  I 
also select my conditions.  Notice that I also have a condition of 
Client ID In List (‘99’).  This condition is a “dummy” condition 
that is needed for a place holder in the query to set up the join 
manually to the temp table.  Also, it is a good idea, but not 
necessary, to return the object you will be joining on to verify that 
the data coming back is only for these IDs.  For example, is this 
query, the claims client ID is being joined to the client ID in the 
temp table.  Add the claims client ID in the result objects so that you 
can see what the client IDs are for the rows being returned in the 
query. 
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8. Once the query is set the way you want it, click on the SQL button at 


the top of the query panel.  This will open a window and display the 
SQL generated for the query.  Notice in the WHERE portion of the 
query the line that contains  AND  DSS.T_CA_ICN.ID_RECIP  IN  
('99').  This is the “dummy” condition and the line in the query you 
will be manually modifying to include your temp table. 
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9. You will be replacing the ‘99’ from between the parenthesis and 


modifying the line as follows:    AND  
rtrim(DSS.T_CA_ICN.ID_RECIP)  IN  (SELECT 
RTRIM(CLIENT_ID) FROM 
DIAZXHG.T_RECIP_TEMP_TBL).  I have bolded in the 
previous sentence what has changed in the line.  You will need to 
place an rtrim function around DSS.T_CA_ICN.ID_RECIP.  
RTRIM is a SQL function that will remove any spaces on the right 
in the field.  This is necessary to make sure that the query is 
comparing the exact same size field for the Client ID on  the claim to 
the exact same size field for the Client ID on the temp table, 
SELECT RTRIM(CLIENT_ID) FROM 
DIAZXHG.T_RECIP_TEMP_TBL.  If these are not identical, the 
query will not find a match and you will receive no Data to Fetch 
erroneously.  
 
So the line now reads:  AND  rtrim(DSS.T_CA_ICN.ID_RECIP)  
IN  (SELECT RTRIM(CLIENT_ID) FROM 
DIAZXHG.T_RECIP_TEMP_TBL) 
What this line in the SQL is basically saying is that you want all of 
the claims with a client ID that matches only the client IDs in the list 
found in your temp table.  It is very important to preface your table 
name with the user ID(schema name) because this tells the query 
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where to find the table.  If you do not preface the temp table name 
with the schema name, the query will give you a SQL error of 
“Table or view does not exist” because it will be trying to find your 
table under the default schema name of DSS. 
 
NOTE!! Before clicking OK on this window, you MUST check the 
Do Not generate SQL before running, at the bottom left of the 
window.  Failing to do so will eliminate your manual changes and 
set the query back based on how it was coded in the query panel. 
 
Once you have completed your changes and have checked the box, 
click on the OK button to get back to the query panel.  If you 
received an error, it means you have a syntax error in your 
modifications.  Please review and correct.  If you are returned to the 
query panel, that means your query has no errors and is ready to run. 
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10. Click on the Run button.  Your query will execute and if it finds 
data, it will return it in the report. 
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Section 7: Report Analysis and 
Formatting 


The following section is intended to introduce the DSS user to some of 
the report analysis and format features that are inherent within 
BusinessObjects. There are many methods to change the formatting of 
a report from font/color modifications to manipulating the reports by 
adding calculations and grouping of data.  


By going through the step-by-step examples in this section the user 
will be able take the basic ad hoc report and perform many 
modifications to it so the end product is exactly what is needed.  In this 
section the user will be walked through the steps of the following 
common report capabilities: 


 Adding a column 


 Adding a calculation in a column 


 Sorting 


 Grouping Data  


 Adding totals 


 Slice and Dice 


The examples in this user manual are intended to provide a starting 
point for users to be aware of various capabilities within the query and 
reporting tool.  User’s should also review the DSS training manual and 
the DSS advanced training manual for additional directions on how to 
perform tasks within the DSS.  
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Report Modifications  


The example starts with a basic report result set of a five column 
report. Showing recipient counts and paid amounts as well as a few 
other fields. The first step in adding a column to the report is highlight 
the column to the left of where the new column is to be added. (the 
new column will always be added to the right.) 
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Adding Columns and Rows  


The user then clicks on the ‘Insert’ drop down list from the top menu 
bar.  From within the list the user picks the ‘column’ entry to insert a 
column to the right of the paid amount column, which was first 
highlighted by the user. 


 


The user is then presented with a dialog box to select the placement of 
the new column. 
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Once the user makes the selection on the dialog box and clicks ‘OK’ 
the blank column appears on the report. Rows can be added in a 
similar fashion. 
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Inserting a row is basically the same process as inserting a column.  
The user first clicks on ‘Row’ from within the Insert drop down menu 
option. 
 


 
 
The user is then presented with a dialog box of where to insert the new 
row. 
 


Inserting a Row 
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Once the user makes the selection on the dialog box and clicks ‘OK’ 
the blank row appears on the report.  
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The formula editor 


 
The formula editor allows users the ability to create calculations based 
on data returned in the report. The following example will show how 
to add a calculated column showing the average paid amount per client 
count.  
 
To get to the formula editor the user selects “Variable” from the Data 
drop down menu.  The user selects “Variables” since the average paid 
amount variable for this report didn’t previously exist. For changing a 
user created variable column that already exists the user would select 
“Edit Formula” from the Data drop down menu. 
 


 
 
OR highlight the column and right-click 
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Click on the Add… button to take you to the formula editor window. 
 


 
 
Enter a name for the Variable/formula you are creating. 
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Click on the Formula tab to enter your formula that will go into the 
column.  The formula can be built by double-clicking the variables that 
are available from the query and using the functions and/or operators 
available in the window.  In this example we are dividing the paid 
amount by the client count.  When your formula is complete, click 
OK.  The formula syntax will be checked and if there is an error, a 
message will pop up.  If there is no error, you will be returned to the 
Variables window so that you can insert the formula into the column. 
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Since there were no errors in the formula, the variable was created and 
added to the list of available variables.  Click on the insert button to 
insert the variable into the column.  Notice that the column was 
inserted and the variable calculated based on the formula.  Also notice 
that the column name is the name of the variable you assigned.  You 
may have to expand the column to show the entire variable name if the 
variable name is longer than the default column size. 
 


 
 


Adding a Mathematical Calculation 


Within the blank column the user wants to enter a calculation based on 
the other fields within the report.  The following screen shows the 
formula editor for easy creation of new fields. 
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Users can add a new calculation to the Paid Amount per Recipient 
column using the formula editor. The Variables area of the screen lists 
the variables that are currently available within this report. The user 
can click on the desired variables and operators to use in the 
calculation. In this case, Paid Amount/Recipient Count will produce 
the Amount per Recipient field. 
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Report Sorting  


Once the calculated column has been added the user may desire to sort 
the report based on the new column.  The following screen shot 
captures the activity of applying sort criteria to the report. 


 


When the user returns to the report, the column has been calculated. 
To see which recipient types have the highest average cost, the user 
can right-click on the column and select Insert Sorts/Descending. 
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 Sort Results Display Promptly 


The report is now presented to the user with the Avg Cost Per 
Recipient in descending order in the report. 


 
The results of the sort calculation quickly display. 


However, instead of looking at individual ages, the user can create age 
groups to refine the view of these recipients.  The following shows 
how the same report can have the data presentation grouped by user 
defined means. 
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Variable Editor 


Through the Data drop down menu option the user selects ‘variables’  


 
 


To create a grouping of data, the user can select the Age field and click 
Group on the Variables window. The example is this manual selects 
age simply as a demonstration of the capabilities of the tool.  The user 
can apply the same process and logic to group other variables as 
needed.  
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Creating a Grouping of Data 


To create the group, the user can add to the Group of Values field on 
the screen. 


 


Although the design of the DSS contains age groups and other 
features, a user will probably encounter many ad hoc queries where 
specific groupings will be beneficial in presenting information. 
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Specifying an Age Group  


As indicated in the next screen shot, users can modify the names of the 
groups. To add age values to these groups, the user selects the age 
from the list on the left and clicks Add to move it into the group. 
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Automatic Updates of Amounts and Counts 


This example shows the age groups on the report. Users can always 
drill back down to the lower ages, if necessary. To get a high-level 
view of the recipients reporting by age group is effective. 
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Adding Calculations to a Report 
 
Often a user finds that by adding simply calculation fields to a report 
(totals, averages, etc) makes the interpretation of results more 
complete. The following example shows how to quickly add totals to a 
report. 
 
First the user begins with a query result as shown in the screen shot 
below: 
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The user wants to add a calculated field (total) at the bottom of the 
paid amount column of the report.  First the user clicks in the paid 
amount column to highlight that part of the table. 
 
The user then right clicks to bring up the options available to perform.  
The user would select ‘calculations’ from the list.  
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When ‘calculations’ is highlighted the second drop down box of 
available calculations is displayed as shown below.  The user can 
select any one or multiple calculation fields to add to the report.  For 
this example the user selects the ‘Sum’ option.  
 
 


 
 
This example demonstrates how a user can add a total line at the 
bottom of a query or add other features such as calculating the average 
of a column.  These features are designed to provide additional value 
to the report.   
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The resulting report shows that the ‘paid amount’ column has been 
summed to a total of roughly $19 million.  So very quickly the user 
was able to take a raw detailed report and get the total amount bringing 
a more complete understanding of the total amount paid for the 
specific query created. 
 


 
 
 
 
 







Section 7: Report Analysis and Formatting  Decision Support System/Data Warehouse Procedures Manual 


7-22 Library Reference Number: OKDSS 
 Revision Date: February 2003 
 Version: 1.0 
 


Slice and Dice 
 
Users have many ways to manipulate the output data sets with the tool 
BusinessObjects.  One of the ways to quickly re-organize a report is 
through a feature called ‘slice and dice.’  The best explanation of 
slicing and dicing data is through seeing an example. 
 
The following screen shot is a query result, which is organized by 
claim type as shown in the first column. To access the slice and dice 
feature the user simply click’s on the function button that looks like a 
X and Y axis graph.  This button is three left of the reporting sizing 
option. 
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Once the user selects this feature they are presented with the slice and 
dice panel. Here the user is free to modify the data organization of the 
report. For example, as can be seen on the original report and within 
the slice and dice panel, ‘claim type’ is the first object in the result set 
list.  
 
If the user would like to have the report organized by procedure code 
the user would simply click on the procedure code object and drag it 
left and drop it in the first position in the list of attributes.  
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The resulting window shows the reordered slice and dice panel with 
procedure code as the first object in the list of report fields.  
 


 
 
With the fields in the order that the user desires, the next step is to 
click the ‘apply’ button at the top of the window. This simply put, 
applies the data ordering modifications that have been made in the 
slice and dice panel.  
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After clicking the apply button, the user is taken back to the 
BusinessObjects document and the resulting report is in the order 
specified on the slice and dice panel.  As shown in the window below, 
the report is now ordered by the procedure code field. The codes are 
grouped together so that the two occurrences of procedure code 76091 
are at the top and so on.  
 


 
 
Slice and dice is a quick way to take one report and get many multiple 
view of the result set without having to re-query the database.  
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Report Formatting Capabilities 


The DSS allows users to display essential facts and trends in charts 
and graphs, which help viewers in interpreting the data. 


The DSS also allows users to combine tables, charts, and other 
application objects into a single report. The DSS furnishes users with 
capabilities to perform the following: 


 Create bar charts, pie charts, stacked and side-by-side bar 
charts, single and multiple line charts, three-dimensional 
graphs, tree graphs, probability plots, and other common 
graphical presentation methods 


 Customize the attributes of charts, including the orientation, 
legends, intervals, and scaling 


 Import, export, and manipulate data files with spreadsheet and 
database management tools, such as Microsoft Access or 
Paradox 


 Manipulate the font style and size of text or number 


 Edit, shadow, mirror, highlight, or change axes 


 Interface with a variety of printers, including laser, dot matrix, 
and plotter 


 Print gray scale, patterns, and symbols 
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Section 8:  Batch Query and 
Exchanging Documents  


Capabilities 


Users can either run the report at the desktop or submit it to the 
Broadcast Agent Server, as shown below. Typically the scheduler is 
used to run complex reports in the background, or to establish a set 
schedule for report generation and distribution of the results. The 
following views demonstrate the flexibility of the batch query 
capabilities. 


Broadcast Agent 


 


Within the Query Panel menu structure, the user selects Send To 
Broadcast Agent. The Broadcast Agent panel displays, on the first tab, 
the user can enter a description of the report. This is the first of the 5 
tab window.   
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Broadcast Agent Report Refresh 


 


In the Actions tab, the user can specify that the report be refreshed, as 
well as other options as listed in the graphic. Here users have the 
ability to tailor the output as needed.  For example a report could be 
saved as PDF form.  The advantage of that form is that the report 
could then be scanned into an on-line reporting library such as COLD 
for long term storage 
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Reporting Categories 


 


Predefined categories can be used to store results. These categories can 
help in organizing a user’s information sets.  


Scheduling a Report 
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On the Scheduling tab, users can specify the date and time the report 
will run. The user can modify the execution date and time by selecting 
the Change button. By scheduling reports at ‘off-peak’ times an 
analyst is effectively lengthening the productive day.  Now any user 
could run a report in the evenings and it will be ready for them when 
they come in early the next morning.   


Report Scheduling by Frequency 


 


This panel enables users to modify the date and time that the report 
will run, which is important when reports need to run weekly, 
monthly, quarterly, or annually.  


Report Distribution 


Users can specify to whom the query results are sent. Results can be 
sent to individual users or groups of users.  The following screen shot 
shows the window which determines the distribution of the report. 
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The system notifies users when the report is complete. Additionally, 
users can view all the reports submitted to Broadcast Agent and 
monitor them, if desired 
 
The Distribute via Web Server will save the document in HTML format and 
publish it on the Web.  The box below this option is where you can select the path 
and the folder on the Web server where you want the report to be published to.  To 
specify the folder, click the Browse button or type in the path name in the box. 
 
The Distribute via the server file system will send the document to the designated 
path on your organization’s file system(LAN).  .  The box below this option is where 
you can select the path and the folder on the file system where you want the report to 
be published to.  To specify the folder, click the Browse button or type in the path 
name in the box. 
 


Exchanging Documents 
 
Here are the steps to take when a BusinessObjects report needs to be 
sent to another BusinessObjects user.  BusinessObjects reports can be 
exchanged between BusinessObjects users. When a report is sent to 
another BusinessObjects user, the report is placed in the user’s Inbox.  
The next time the user logs in to BusinessObjects, a popup window 
will display informing the user that they have a report waiting from a 
user.  The user can also check their inbox any time they are logged 
into BusinessObjects. 
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1. Open or Create the BusinessObjects report. 
2. There are two ways to send a BusinessObjects document to another 


BusinessObjects user.   
a.  The first way is to click on the send to users ICON in the 
toolbar.  If the ICON is not visible, click on View…Toolbars and 
check the Document Exchange option. 
 


 
 


b. The second way is to select File…Sent To…Users 
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3. When the Send window appears, click on the Send to… button and 
a list of BusinessObjects user IDs will appear in the window.  
Select the BusinessObjects ID of the user or users you wish to send 
the report to.  Note:  You can also send reports to your ID and the 
report will go into your inbox.  This can be helpful if you utilize 
more than one PC for BusinessObjects and you need access to a 
report created by you on a different PC. 


  
 


Highlight the user or user IDs that you wish to send the report to and 
click on the Add -> button in the center of the window.  This will 
place the ID(s) in the Document Recipients window.  When you have 
selected the IDs, click OK in this window and it will take you to the 
Send window and show you the IDs you selected. 
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Click OK on this window and the report will be sent to the users you 
slected. 
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Once the report has been sent, you will see a popup window that says, 
Export was successful. 
 


 
 
4. When the user logs in to BusinessObjects, a popup window will 


inform the user the number of reports they have waiting that were 
sent by other users. 
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5. To retrieve the report or reports, click OK on the Notification 
popup window.   


6. If the New Report Wizard window comes up, click on the cancel 
button.   


7. Click on the Retrieve from users ICON on the toolbar.  If the 
ICON is not visible, click on View…Toolbars and check the 
Document Exchange option. 


 
 
Or you can go to File…Retrieve From…Users 
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8. Find the report or reports you want to retrieve and highlight the 


report. 
 


 
 
9. Click on the Retrieve button at the bottom of the window and the 


report will be retrieved from the Inbox into BusinessObjects.  Once 
the report is retrieved, it will be removed from the Inbox and you 
must save it to your PC.  Once the retrieve process is completed, 
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you will see a popup window that says the Import was Successful.  
Click OK and the report will be displayed in the BusinessObjects 
window. 


 


 
 


Exporting BusinessObjects reports to an external database 
 


Using the export feature in the BusObj data manager provides a 
convenient way to pull the raw data from a query and export directly 
into a desktop database manager, such as MS Access, or save it to a 
file that can be imported into other desktop applications.  Some tips on 
using this feature, plus known limitations: 


1. The easiest way to export data to an MS Access 
database is to do it directly, using the “Export to 
RDBMS” format.  The user will first need to create a 
database connection to Access, using ODBC drivers.  
Once the new connection is defined, it can be selected 
from the drop-down menu box when the Export to 
RDBMS format is checked.  To prevent over-writing 
any previous Access exports, the user should also make 
sure to look at the query name in the definition tab and 
change it from any BusObj default names (such as 
“Query 1 with provider”) to a unique name.
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2. To export a report to a dBASE-formatted file, click on 
the Data Manager “microcube” and click  the export 
button in the results tab.  Then click on the Format 
drop-down box and select “dBASE Files”.  The export 
file will have the same name as the BusObj report, with 
a .dbf file type extension, and will be saved to the 
default BusinessObjects 5.0\UserDocs folder.  The user 
can also use the Browse button to specify a different 
folder.  The export file can then be directly read into 
MS Access, normally with no intervention from the 
user. 


3. There are several built-in limitations to the dBASE 
export feature, all resulting from BusObj using the 
standard Microsoft DAO (Data Access Objects) 
drivers.  These include: 


- Column names are truncated to 6 characters.  
This is because the .dbf file is saved in dBase III 
format. 


- Large reports (over 100,000 records) take a long 
time to export out, and will slow down the 
performance of the user’s PC.  An estimate of 
time required to complete the export:  a 350,00 
row report will take one hour to finish. 


- Very large reports (over 1 million records) may 
intermittently fail, depending on available 
resources on the PC at the time the export is 
started. 


All of these problems can be overcome by exporting 
directly into MS Access, by using the “Export to 
RDBMS” format described above. 


4. Another option for exporting is to use the Text File 
format, although this method is not recommended when 
the user needs to load the data into MS Access.  On the 
Format drop-down box, select “Text Files”.  The 
default field delimiter used is the Tab character, but the 
user may specify a custom delimiter by clicking on the 
Browse button and selecting “All Files (*)” from the 
Save as type drop-down box.  Once All Files is chosen, 
then the Delimiter box is no longer grayed out, and a 
drop-down box appears with Tab, Space, or custom 
character choices. 
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The resulting export text file is now ready to be 
imported into MS Access, but with several conditions – 
it is not a one-step procedure like the dBASE method.  
First, during import into Access, the user must specify 
the field delimiter and whether the 1st row of data 
contains the column headings.  Second, numerical 
objects with leading zeros (such as recipient ID) need to 
be defined as character fields so that the leading zeros 
are not stripped off during importing, as they otherwise 
would be.  Finally, due to the way Business Objects 
formats the raw date objects in Data Manager, these 
must also be re-defined as characters before importing, 
or a “type conversion” error occurs. 


Exporting BusinessObjects reports to MS Excel 
 
There are two ways in BusObj Data Manager to export reports to Excel.  The 
1st method creates a new Excel workbook, and uses the same filename as the 
query definition name.  However, exporting in this manner has several 
limitations that can be resolved by using another method, which copies the 
BusObj report to the Windows clipboard.  Details for each are: 
 


Method #1:  click on the Data Manager “microcube” and click the export 
button in the results tab.  Then click on the Format drop-down box and 
select “Microsoft Excel Files (*.xls)”.  The export file will have the same 
name as the BusObj report, with a .xls file type extension, and will be 
saved to the default BusinessObjects 5.0\UserDocs folder.  The user can 
also use the Browse button to specify a different folder.   For anything 
other than small reports without date objects, this method is not 
recommended.  There are several built-in limitations, all resulting from 
BusObj using the standard Microsoft DAO (Data Access Objects) drivers.  
These include: 


 
1. Maximum number of rows exported is 16,384.  The normal 


Excel limit is 65,536. 
2. The export does not support dates greater than 12/31/2077.  This 


will cause problems with many eligibility end dates in DSS that 
are populated as 12/31/2299. 


 
Method #2:  After clicking the export button in Data Manager, select 
“Copy to DDE” format and click on the OK button. The report will then 
be copied to the Windows clipboard.  The user will now need to open the 
MS Excel application, and paste the clipboard into a blank worksheet.  
This method avoids the two problems listed above. 
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Section 9: DSS Reports 
For detailed information of the reports contained within the DSS 
reporting library, please refer to either the Oklahoma Project 
Workbook or the OKDSS Infoview report library for a listing and 
description of each report.
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Section 10: DSS Profiler 


Preface 
The PROFILER is a useful enhancement (customization) of the DSS 
system providing a statistical screening tool designed primarily to 
identify physicians with medical resource use that is substantially 
different from their specialty practice peers. The DSS PROFILER 
measures medical resource use in dollar units. 


DSS PROFILER is an integrated query, reporting and data analysis 
tool.  Information generated through the MMIS is the primary source 
of data used by this tool.  The PROFILER application is a tool 
accessed through the Business Objects software.   


PROFILER allows for basic profiling of providers and recipients 
through the system.  PROFILER makes identifying health patterns 
relatively simple.  This manual is intended for the user who is 
responsible for generating utilization reports and or provider profiles 
or the user who needs access to this type of data.  The user should also 
be proficient with DSS and Business Objects software.  


This manual is organized by the modules generated though the DSS 
PROFILER application contains graphical examples and practical uses 
for each of the reports.  Questions or concerns about this manual or the 
PROFILER system should be directed to EDS. 


Introduction of DSS Profiler Reports 
DSS PROFILER is a reporting system that allows the user to use the 
Decision Support System to generate accurate, up-to-date data about 
providers, recipients and associated disease states.  This system 
compares and profiles utilization patterns, payment rankings, and 
morbidity status. 


There are several modules within the DSS PROFILER application.  
They include Claims Detail, Comparison, Disease Views, Individual 
Provider Profiles, and Recipient Views.  Each module contains several 
documents with reports that are used to analyze data for selected 
providers, recipients or diseases.  Additionally, because the DSS 
profiler is within the DSS environment, Ad Hoc reports can be created. 
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The next few sections of the manual will take the user through the 
documents and reports in each module.  The manual will help the user 
become familiar with the reports and even give practical indications 
for the use of each report. This manual will also enable the user to use 
the DSS PROFILER tool for data analysis, whether it is profiling a 
single provider or comparing utilization rates among a specific group 
of providers.  DSS PROFILER is a tool that will be helpful in 
identifying and evaluating certain patterns in the health care 
environment.     


Individual Profiles 


The individual profile module contains two documents. 


1. provider profile (professional, see tables manual for specialties)  


2. nursing home profile 


 


This document takes an individual look at the provider.  The document 
contains 6 reports that include the Provider Summary report, 
Professional Services report, Professional Referral report, Outpatient 
Referral report, Inpatient Referral report, and Pharmacy Service report. 


 


The first report is the Provider Summary report.  This report is located 
under the provider summary tab in the individual provider profile 
document. The user can access each report through the appropriate 
report tab.  The user may define a specific provider to review through 


Individual provider 
profile (document) 
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the use of the refresh button (see instructions below).  Once a provider 
is selected, the provider’s profile will be the default for all 6 reports.  


 


The refresh button is used to select a new provider or update the 
current provider.  The refresh tool gives you the option to change the 
provider number, provider type, and provider specialty (refer to the 
EDS tables manual for a list of valid provider types and specialties). 


Individual Profiles – Provider Profile 


The report located on page 9 is the Provider Summary report, or the 
Provider Profile report.  This report contains essential information 
about a provider.  The report has three sections, Provider Information, 
Health Status, Patient Age/Gender Breakdown, and Provider’s General 
Service Profile. 


Provider Information 


This is the first section of the report with several categories of information 


Demographic 
Information 


Provider’s ID, name, address, & phone number 


Provider Type i.e. physician, dentist, etc. 


MMIS  Specialty There are up to three specialties allowed in MMIS.  The report 
either shows the first specialty listed in MMIS or the specialty 
with the most recent effective date.  


Provider Updated 
Specialty 


The updated specialty is a category generated from provider 
responses through a mass mail-out by the Medical Director or 
an individual letter sent as a result of information gained 
through use of the profiler or the users knowledge of the 
provider in question.   This is also the peer group category used 
for the rankings in the report.  This specialty is indicative of the 
way the provider practices. 


 


The Provider 
Summary Report 
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Ranks 


$ Amount Actual The amount actual rank is the provider’s rank based on the 
actual money paid by the Medicaid program in the specific time 
period. 


$ Amount Expected The amount expected is a rank based on the amount the 
provider should have received based on the ACG adjustment 
methodology and comparison of the provider’s specialty peer 
group. 


Recipient Rank The recipient rank is a rank based on the number of Medicaid 
eligible recipients the provider serves in a specific time period. 


# Units Rank The # of units rank is quantity billed. 


# Claims Rank 
The number of claims rank is based on the number of Medicaid paid claims. 


Peer Group Size The peer group size is the number of providers in the same peer 
group.  The peer group is also the group by which the provider 
is compared on all rankings.  For example the report shows the 
provider is ranked 399 in the recipient category.  This simply 
means that out of 845 providers; this provider ranked 399 in the 
number of recipients he served. 
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Individual Profiles – Provider Profile 


 


Health Status 


This section compares the provider to his peer group based on the morbidity of patients 


There are 6 morbidity levels   


Morbidity Level 0 Morbidity level zero are recipients who most likely did 
not have enough activity during the time frame to 
indicate a true morbidity level.  They are unassigned.  


Morbidity Level 1 (low) most healthy** 


Morbidity Level 2 (mid – low) 


Morbidity Level 3 (mid) 


Morbidity Level 4 (mid-high) 


Morbidity Level 5 (very sick) the worst case scenario** 


The providers’ patient’s morbidity is illustrated in blue, with the average of the peer 
group illustrated by green.  According to the report on page 11 this provider has a 
smaller number of seemingly healthy (morbidity 1) patients and a higher number of 
mid-low health patients (morbidity 2). 


Patient Age/Gender Breakdown 


This section is similar to the health status section.  It compares the providers to their 
specialty peer group based on the patients they serve. 


Here the providers are compared on the ages and gender of the patients that they serve.  
The individual provider’s percentage of patients is illustrated in the first box and the 
peer groups percentage is found in the second box. 
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Individual Profiles – Provider Profile 


Provider’s General Service Profile 


Located in this section are five areas of service 


Professional services Refers to the services provided by the profiled 
provider. 


Professional referrals Refers to the number of referrals to other 
providers. 


Pharmacy services Refers to the provider’s utilization of pharmacy 
intervention for the individual based on 
prescribing number from drug claims. 


Outpatient referrals Refers to instances in which the provider 
referred the individual to another provider for 
outpatient procedures. 


Inpatient referrals Refers to instances in which the provider 
referred the individual to another provider for 
inpatient care. 


Each area of service gives recipient counts for that section, total amount of money 
paid in the area, as well as the expected amount collected.  The dollar difference & 
the percent difference reflect the difference from the expected amount and the 
actual amounts.  These five areas are broken down even further with reports that 
specifically address each service area. 
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Individual Profiles – Provider Profile 
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Individual Profiles – Provider Profile 


The next 5 reports are specific Provider Service Profiles that 
illustrate high-level service categories broken into service profiles.  
The Provider Service Profile’s are broken down into the following five 
areas: 


• PROFESSIONAL SERVICES 


• PROFESSIONAL REFFERALS 


• OUTPATIENT REFFERALS 


• INPATIENT REFFERALS 


• PHARMACY SERVICES 


The type of service provided by the profiled provider, is the first item 
noted on the report.  Just below the type of service is the provider’s ID 
number.  The provider number will be the same for all of the reports. 


The first section of these reports contains a graph that illustrates the 
‘Top 10 Claim Groupings’.  The claim groupings are user defined 
based on the case mix file.  These top 10 claim groupings are the top 
ten services for which the provider received reimbursement over a 
specific period of time.  This is an important graph because providers 
may be using a specific disease condition to attempt to receive 
additional payments. 


The second section of the report lists ALL claim groupings for which 
the provider was reimbursed over a particular time period.  This 
section is in chart form.  The chart contains 7 pieces of information 
about each claim grouping for the specific provider. 
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Recipient Count The number of Medicaid eligible recipients the provider 
served for this particular claim grouping 


Claim Count The number of claims the provider filed for the particular 
claim group 


Units Quantity billed 


Dollar Amount The actual amount of money the provider collected from 
the Medicaid program for this particular grouping of claims 


Expected amount This is the amount the provider should have received based 
on the ACG adjustment method for the particular claim 
group which is based on peer group norms.  


Dollar Difference This is the difference in the actual dollar amount and the 
expected dollar amount.  This calculation also reflects how 
the claim groupings are ranked in this section (from the 
highest dollar difference to the lowest). 


Percent Difference The % difference is the dollar difference divided by the 
expected amount x100.  The % difference shows us the 
variance of dollars from the expected value to the actual 
value in a percentage. 


Practical reasons for using these reports 


The report can be used to analyze practice patterns of a particular 
physician and may flag physicians that exceed the accepted ‘norm’ 
within the peer group.  Each service category can also be analyzed to 
identify services that are driving the exception.  The service profile 
report assists in identifying areas of a provider’s practice where 
additional education is needed or where investigation and sanction 
may be warranted. 
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Individual Profiles – Provider Profile 
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Nursing Home Profile (document) 
This document takes an individual look at ancillary services provided 
to recipients in nursing homes. It gives a brief look at the health status 
of the Medicaid patients within the nursing.  The purpose of the 
nursing home profile, like the provider profile, is to aid in detecting 
possible investigative needs and determine areas of increased 
educational needs for the facility. 


The nursing home profile contains 6 reports (illustrated by report tabs 
below). These reports are similar to the reports in the provider profile. 


Nursing Home Summary Report 


The first report is the Nursing Home Summary report.  The user may 
access this report through the appropriate report tab.  The user may 
define a specific FACILITY to review through the use of the refresh 
button (see detailed instructions on page 7).  Once an institution is 
selected, the institution’s profile will be the default for all 6 reports.  A 
diagram of the report can be found on page 21.  The Nursing Home 
Summary report contains essential information about the nursing home 
facility.  This first report has 4 sections, Demographic Information, 
Health Status, Nursing Home Totals and General Service Profile. 


 


Demographic Information 


Nursing Home Medicaid ID, name, address, & phone number 
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Nursing Home Summary Report 


Health Status 


This section shows the morbidity of nursing home patients.  These numbers are based 
on resource utilization bands (RUBs) designed by John Hopkins University).    


There are 5 morbidity levels   


Morbidity Level 0 Morbidity level zero are recipients who most likely 
did not have enough activity during the time frame to 
indicate a true morbidity level.  They are unassigned. 


Morbidity Level 1 (low) most healthy** 


Morbidity Level 2 (mid – low) 


Morbidity Level 3 (mid) 


Morbidity Level 4 (mid-high) 


Morbidity Level 5 (very sick) the worst case scenario** 


The distribution of the morbidity of nursing home patients is illustrated in a pie chart.  
In the example on page 21 it is clear that the majority of patients (56.67%) in this 
nursing home have a morbidity of 2 (mid-low). 
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Nursing Home Totals 


This section gives important totals for the nursing home and refers to the facility 
charges for recipients residing in the profiled nursing home. 


Claims Number of claims submitted by the nursing home 
during a specific period of time.  


Recipient Counts Number of Medicaid eligible recipients the facility 
served in a specific period of time.  


Actual Amount The amount of money the facility collected from the 
Medicaid program. 


Expected Amount The amount of the facility should have collected based 
on the ACG adjustment methodology. 


Difference This is the difference in the actual amount and the 
expected amount. 


These totals are analyzed in-depth in the Nursing Home Report.  The Nursing Home 
Report will be discussed in detail in the next section. 
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General Service Profile 


Located in this section are five areas of service 


 


Professional services 


 


Refers to the physician services received by recipients residing 
in the nursing home. 


Inpatient services Refers to instances in which inpatient services were billed for 
recipients residing in the nursing home.. 


Outpatient Services Refers to instances in which outpatient services were billed for 
recipients residing in the nursing home. 


Pharmacy Services Refers to the utilization of pharmacy intervention for the 
individuals residing in the nursing home based on the 
prescribing number from drug claims. 


Each area of service gives recipient counts for that section, and the actual amount (total 
amount of money collected) in the specified area.  These four areas are broken down even 
further with reports that specifically address each service area. 
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This report contains Claim Groupings for all the facility charges for 
which the nursing home was reimbursed over a particular period of 
time.  The claim groupings are user defined based on the case mix file. 
This report is in chart form and contains 6 pieces of information about 
each claim grouping for the specific nursing home.  This is an 
important chart because nursing homes may be using a specific disease 
condition to attempt to receive additional payments. 


Claim Count The number of claims the nursing home filed for the 
particular claim group 


Recipient Count The number of Medicaid eligible recipients the 
nursing home served for this particular claim 
grouping 


Units Quantity billed 


Amount The actual amount of money the Medicaid program 
paid the nursing home for this particular grouping of 
claims  


Expected amount This is the amount the nursing home should have 
received based on the ACG adjustment method for 
the particular claim group.  


Percent Difference The % difference is the dollar difference divided by 
the expected amount x100.  The % difference shows 
the variance of dollars from the expected value to 
the actual value in a percentage. 
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The next 4 reports are specific types of services received by recipients 
residing in the nursing home.  These reports illustrate the type of 
service filed on the claims submitted by the ancillary providers.  These 
services are broken into the following five reports:  


• PROFESSIONAL SERVICES 


• OUTPATIENT REFFERALS 


• INPATIENT REFFERALS 


• PHARMACY SERVICES 


These reports are in chart form.  They contain three areas of 
information. 


Claim Grouping A user defined group based on the case mix file.  The 
claim grouping should be specific to the area of 
service.  


Recipient Count The number of Medicaid eligible recipients the 
provider served for this particular claim grouping in a 
particular service area over a specific period of time. 


Amount The actual amount of money the provider collected 
from the Medicaid program for this particular 
grouping of claims in a particular service area for a 
specific period of time. 


 


Practical reasons for using these reports 


The report can be used to analyze practice patterns of a particular 
nursing home  or of the ancillary services provided to the residents 
within the nursing home.  Utilization patterns outside of what is 
considered usual may be flagged.  Each service category can be 
analyzed to identify services that are driving the exception.  The type 
of service reports assist in identifying areas of a nursing home facility 
where additional education is needed or where investigations and 
sanctions may be warranted.  
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The comparison module contains 
two documents. 


• profile type specialty compare 


• professional group compare 


Profile type specialty compare 
(document) 


This document compares providers (by specialty) for all professional 
services.  The document contains 4 reports and one page with notes. 


 


The first report in this document is the Compare by Dollar 
Difference Report.  It is located just under the tab named for it.  The 
user is able to access this report just as the reports discussed 
previously, by selecting the appropriate tab.  The report displays all 
providers for the specific specialty.  The user may define a specific 
specialty to review through the use of the refresh button.  The refresh 
screen for the reports in the profile type specialty compare document is 
slightly different than the refresh screen in the individual provider 
profile document.   


 


This refresh screen only calls for the user to designate a specialty, 
without a provider ID, because all providers for the specialty will be 
displayed.  Also, the Services Type prompt allows the user to enter, or 
select from the list of values the Services they want to see compared in 
the report.  


The Compare by Dollar Difference Report 


The report on the following page is the compare by dollar difference 
report.  The report has information that is essential in comparing 
providers within the same specialty group. The heading in the report 
tells the user the name of the report, the provider type (in this example 
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it is AL which is all providers and includes MD and DO physicians, 
physician groups, AHEC, etc.) The provider specialty (in the example 
it is 08 or family practice), and the service type.  The heading of the 
report also lists the service dates being viewed.  The data in the report 
is displayed in table format and has six columns that are the foundation 
for provider comparison. 


Raw Rank The provider’s rank based on the actual money paid 
by the Medicaid program.  


Exp Rank The provider’s rank based on the amount the provider 
should have been paid based on the ACG adjustment 
methodology and comparison of the provider’s 
specialty peer group. 


Provider ID The provider’s Medicaid identification number 


Dollar Difference from 
expected 


This number is the difference in the actual amount the 
provider was paid and the amount the provider was 
expected to receive (based on the ACG adjustment 
methodology).  


Standard Deviation 
illustration 


In this illustration, the blue bar represents the standard 
deviation of all providers in the peer group (or the 
norm). The stars represent a $5000 difference from the 
norm.  Stars to the right of the line indicate providers 
who exceed what is accepted as normal and stars to 
the left of the center bar indicate providers who are 
below the norm.  Rows highlighted in red indicate a 
dollar difference that is so high or so low that it is 
more than 2 standard deviations away from the norm.  
These are providers that should be reviewed more 
thoroughly.    
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The second report in the comparison document is the compare by 
percent difference report.  This report is similar to the compare by 
dollar difference report with two exceptions.  
 


The first exception is that in the 
compare by dollar difference 
report in the 6th column labeled 
‘Dollar Difference from 
Expected’ the data is in dollar 
form.  In the compare by percent 
difference report in the same 
column, the data is displayed in a 
percentage. 


The second exception is found in the 
last column of the reports showing 
the standard deviation.  In the 
compare by dollar difference report 
the stars represent a $5000 difference 
from the norm. In the compare by 
percent difference report the stars 
represent a 10% difference from the 
norm. 
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There is a report located in the profile type specialty compare 
document under the tab Data.  This report simply shows the raw data 
for all of the equations used in the compare by dollar difference report 
and the compare by percent difference report.  Below is an illustration 
of what the Data report looks like. 
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Comparison - Specialty 


The Other Rankings Report 


This report shows four rankings for the providers in this particular 
specialty group.  The chart below defines each rank and following that 
is an example of the Other Rankings Report. 


Ranks 


Amount Rank The amount rank is the provider’s rank based on the 
actual money paid by the Medicaid program in the 
specific time period. 


Claims Rank The number of claims rank is based on the number 
of claims the provider billed. 


Recipient Rank The recipient rank is a rank based on the number of 
Medicaid eligible recipients the provider serves in a 
specific time period. 


Unit Rank The # of units rank is quantity billed. 


The last column is the dollar difference (as discussed in the compare by dollar 
difference report). 


 







Decision Support System/Data Warehouse ProceduresManual Section10 : DSS Profiler 


Library Reference Number: OKDSS  10-31 
Revision Date: February 2003 
Version: 1.0 


Notes 


The very last section of this report is reserved for displaying notes 
about common uses and functions of the entire document. 


 


 


 


 


 


Practical reasons for using these reports 


This report identifies providers who fall outside of the accepted range 
of activity as defined by the peer group.  The stars indicate the degree 
of exception.  The providers whose standard deviation is greater than 
1,are highlighted in red to assist in rapidly finding providers who are 
‘different’ from the norm.  This report can be used to identify 
providers for the review of practice patterns and assignment of 
sanctions or other payment restrictions during claims billing. 


Comparison - Professional 


Professional Group Comparison Profile (document) 


This document focuses on comparing providers based on claim group 
diagnosis for a particular specialty group over a specific period of 
time.  The document contains three reports.  Each report gives a 
progressively deeper view. 


 
As with other documents, the refresh button is used to define the 
values viewed in these reports.  The refresh screen for this document is 
similar to the one in the profile type specialty document with one 
exception.  Instead of selecting service type, the option with this 
document is selecting a claim grouping.  The Provider Type and 
Specialty fields are the same. 
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Provider Comparison Report 


 The first report within the Professional Group Comparison Profile is 
the Provider Comparison report.  The header of the report provides the 
report name, the provider type, provider specialty, as well as the claim 
group selected.  The data in the report is displayed in chart form.  The 
report contains 7 columns of information.   
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Rank This is the provider’s rank based on actual money paid 
by the Medicaid program. 


Expected Rank The provider’s rank based on the amount the provider 
should have been paid based on the ACG adjustment 
methodology and comparison of the provider’s specialty 
peer group. 


Provider ID The provider’s Medicaid identification number 


Provider Name Name of provider for which data is represented 


Amt Actual amount of money the provider was paid for this 
particular claim grouping. 


EXP AMT This is the amount the provider was expected to be paid 
by the Medicaid program for the particular claim 
grouping based on the ACG adjustment methodology 
and comparison of the provider’s specialty peer group.  


Dollar Difference This number is the difference in the actual amount the 
provider collected from the Medicaid program and the 
amount the provider was expected to receive.  


At the very end of the report there is a calculation that illustrates the point at which 
the dollar difference is two standard deviations away from the ‘norm’.  Any dollar 
difference greater than this number is outside the norm for the particular provider 
type and specialty in the particular claim grouping. 







Section10 : DSS Profiler Decision Support System/Data Warehouse Procedures Manual  


10-34 Library Reference Number: OKDSS 
 Revision Date: February 2003 
 Version: 1.0 







Decision Support System/Data Warehouse ProceduresManual Section10 : DSS Profiler 


Library Reference Number: OKDSS  10-35 
Revision Date: June 2005 
Version: 3.0 


Average Amount per Recip Report 
This report takes a look at an individual provider for the specific claim 
grouping.  The report breaks down payment for the individual provider 
based on the age, sex, and morbidity of the recipient.  This report 
allows the users to take a provider from the provider comparison 
report and gather additional information about the provider’s 
utilization pattern for the particular claim grouping.   


The report header is identical to that of the provider comparison report.  
It shows the title, provider type, provider specialty and the claim 
group.  The second section of the report displays the provider’s name 
and identification number for the report.  Unlike other reports the user 
may select a provider for this report.  In the tool bar, there is a drop 
down box, which contain all available providers. 


 


The other data in the report is presented in chart form.   


 


Age Ages in this report are actually age groupings.  In 
the following example there are 3 groups, 00-05, 
06-17, 18-20. 


Sex Indicates whether the recipient is male or female. 


Morbidity The level of morbidity indicates health status.  The 
five morbidity levels are 0-5, with the lower the 
number indicating  better health status. 


Amount per recipient This is the amount of money the provider collected 
from the Medicaid program for the specific age, sex 
and morbidity group. 
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The last report within the Comparison Professional document is the 
‘average amount per recipient all providers by selected 
age/sex/morbidity’.  This report is similar to the previous report 
‘average amount per recipient’.  The report allows the user to select a 
specific age, sex, and morbidity, and from this data the user can view 
the provider and the amount of money they received from the 
Medicaid program.  
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The heading of the report is identical to the previous professional 
comparison reports.  It lists the name of the report, the provider type, 
the provider specialty and the claim grouping.  Three drop-down boxes 
are located on the tool bar so that age, sex, and morbidity categories 
may be selected.  
 


 


The three selected categories are displayed just after the report header.  
The remainder of the data in the report is presented in chart form.  


 


 


Provider ID This is the provider’s Medicaid identification number 
followed by the provider’s name. 


Amount per Recipient This is the amount of money the provider was paid by 
the Medicaid program for recipients in the specific 
age, sex and morbidity group selected in the 
previously defined claim group. 
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Practical reasons for using these reports 


These reports can be used for program planning.  They can be used for 
comparing providers by specialties and cost and comparing hospital 
verses clinic based providers.  These reports may also be used for 
identifying providers who may need education about using standards 
or excessive use of lab and x-ray.  Lastly, this report can be used to 
compare national and regional costs. 


 
PROVIDER Name and ID 
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Recipient Views  
The recipient 
profile module 
contains only one 
document.  This 
document allows 
you to look at 
several pieces of 
information on 
individual 
Medicaid 
recipients.  The 
document includes 
the recipient’s 
demographics.  It also reveals all services (professional, inpatient, 
outpatient and pharmacy) the recipient has used for a particular time 
period.  The recipient document contains 5 reports.  


 


The first report in this document is the Recipient Demographics/Totals 
report.  The report is located at the tab named for it.  The user is able 
to access the report by selecting the appropriate tab.  The user may, in 
this report, define a specific recipient through the use of the refresh 
button. 
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Once the specific recipient is selected the user will be able to view 
information for that recipient on all reports throughout the entire 
document. 


Recipient Views – Recipient Profile 


The Recipient Demographics/Totals report is the initial report in the 
recipient profile document.  The report gives basic demographic 
information about the recipient.  This report is very similar to the 
Provider Summary report discussed earlier.  The first thing on the 
report is the title, ‘Recipient Profile Totals’.  The report then gives 
dates from which the information was collected.  Below are the 
remaining sections of the report and their descriptions. 


 
Recipient Profile Totals 


Recipient A person, who meets the Medicaid eligibility 
requirements, receives an ID card and is eligible for 
Medicaid services. 


Address The report gives the mailing address of the 
recipient. 


Birth Date The report gives the date of birth of the recipient.   


Aid Category  A designation under which the recipient is eligible 
for Medicaid benefits.  


Age group Ages in this report are separated into 6 age groups.  
They are 00-05, 06-17, 18-20, 21-34, 35-64, & 65+ 


Sex The report lists the sex of the recipient 


Morbidity Shows the health status of the recipient.  There are 
6 morbidity levels, 0-5, the lower the morbidity 
level, the healthier the recipient. 
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Service Totals 


Outpatient Services Services provided in an 
outpatient facility or on an 
outpatient basis 


Pharmacy Services Based on drug claims, may 
include, but are not limited to 
drug therapies and DME. 


Professional Services Services provided by a 
Physician or nurse practitioner. 


Each type of service gives claim totals, total units and total amounts for the 
recipient.  The last total sums all services for the recipient in all areas. 
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The next 4 reports are specific Recipient Service Profiles that illustrate 
high-level service categories broken into service profiles.  The 
Recipient Service Profile’s are broken down into the following five 
areas: 


• PROFESSIONAL SERVICES 


• OUTPATIENT SERVICES 


• INPATIENT SERVICESS 


• PHARMACY SERVICES 


• NURSING HOME SERVICES 


Each of the reports is formatted in the same way.  The type of service 
is listed at the top of the report (professional, inpatient, outpatient or 
pharmacy services).  The report gives the dates of service for the data 
recorded and provides the recipient’s name and Medicaid 
identification number. 


The report lists ALL claim groupings for which the recipient received 
services over a specific period of time.  The data contained in the 
report is in chart form.  The chart contains 3 pieces of information 
about each claim grouping for the recipient. 
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CLAIM GROUPINGS -  


Claim Count The number of claims the provider filed in the particular 
claim group for the recipient. 


Units Quantity billed in the particular claim group for the 
recipient. 


Dollar Amount The actual amount of money the Medicaid program paid on 
this particular grouping of claims for this specific recipient. 


Practical reasons for using these reports 


The purpose for these reports is disease management.  The reports will 
assist in identifying patients not receiving lab, pharmacy, or x-rays 
according to national guidelines.  They will also allow the 
identification of over-utilization of services as well as under-
utilization.  Lastly the report can be used for policy planning and may 
help delineate access to service issues.  
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Disease Profiles 


Disease Views  


The disease views module contains 6 documents: 


• Professional Disease Global View 


• Professional Quick View Inpatient 


• Professional Quick View Outpatient 


• Professional Quick View Pharmacy 


• Professional Quick View Professional 


• Professional Quick View Nursing Home 


This document takes a look at utilization from a disease view.  The 
user may choose a diagnosis group, and view all services paid with 
that diagnosis.  The document allows the user to view the morbidity of 
patients with the diagnosis, the age and sex mix of recipients with the 
diagnosis, and many other areas.  The document contains 6 reports and 
user notes (illustrated by the report tabs below).   


General Health Demographics Report 
The first report within the Professional Disease Global View document 
is the General Health Demographics report.  The user may access this 
report through the 
appropriate report 
tab (see above).  The 
user is able to select 
a desired diagnosis 
through the use of 
the refresh button as discussed in previous reports.  


Professional 
Disease Global 
View 
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This report contains the general information about Medicaid recipients 
for a specific diagnosis group.  The report is broken down into three 
sections, General Health Status, Number of Recipients, Age/Sex Mix. 


 
General Health Demographics Report 


The header of the report lets the user know the diagnosis for the report.   


General Health Status This section is illustrated by a 3-d pie chart.  The 
information on the pie chart is the morbidity 
status for the recipients within the specified 
diagnosis grouping.  The morbidity status 
indicates the relative health of the recipients, with 
0 being lowest and 5 being highest (very sick).  


Number of Recipients This bar graph shows the actual number of 
recipients in each morbidity group.  


Age/Sex Mix This bar graph illustrates the number of recipients 
for each age group and gender mix.  This graph 
shows the distribution of recipients based on age 
and sex. 
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Disease Views - Professional Disease Global View 


Other Services Reports 


The next five reports are a breakdown of the categories of service.  Each category shows 
other services a recipient within the pre-defined diagnosis group has 
received.  The categories for this report are:  


• Other Professional Services 


• Other Inpatient Services 


• Other Outpatient Services 


• Other Pharmacy Services 


• Other Nursing Home Services 


All 5 reports have an identical format.  The header of the report is a 
duplicate of the header in the General Health Demographics Report.  
The report lists the type of service on the first line (professional, 
inpatient, outpatient or pharmacy), followed by the diagnosis group 
and ‘Recipients’. 


The data for the report is displayed in chart form.  The chart contains 4 
pieces of information for the recipients within the diagnosis group. 


Professional Claim 
grouping 


These are claims groupings that were billed on the 
recipients within the predefined diagnosis group. 


Amount This is the amount the Medicaid program paid on the 
claim grouping of recipients in the predefined diagnosis 
group. 


Number of recipients This is the number of recipients in the pre-defined 
diagnosis group for each of the claim groupings.  


Percent of Recipients This is the percentage of recipients in the pre-defined 
diagnosis group that also fall under these specific claim 
groupings. 







Section10 : DSS Profiler Decision Support System/Data Warehouse Procedures Manual  


10-50 Library Reference Number: OKDSS 
 Revision Date: February 2003 
 Version: 1.0 







Decision Support System/Data Warehouse ProceduresManual Section10 : DSS Profiler 


Library Reference Number: ODSS  10-51 
Revision Date: February 2003 
Version: 1.0 







Section10 : DSS Profiler Decision Support System/Data Warehouse Procedures Manual  


10-52 Library Reference Number: OKDSS 
 Revision Date: February 2003 
 Version: 1.0 







Decision Support System/Data Warehouse ProceduresManual Section10 : DSS Profiler 


Library Reference Number: ODSS  10-53 
Revision Date: February 2003 
Version: 1.0 







Section10 : DSS Profiler Decision Support System/Data Warehouse Procedures Manual  


10-54 Library Reference Number: OKDSS 
 Revision Date: February 2003 
 Version: 1.0 


 







Decision Support System/Data Warehouse ProceduresManual Section10 : DSS Profiler 


Library Reference Number: ODSS  10-55 
Revision Date: June 2005 
Version: 3.0 


The Recipients Report 
This report is very similar to the four service category reports.  The 
report simply lists the Medicaid identification numbers for the 
recipients within the pre-defined diagnosis group.  This report also 
displays the recipients age group, gender, and morbidity.   


 


Recipient Base ID This is the recipients Medicaid identification 
number. 


Age Group This is the age range, which the Medicaid recipient 
is grouped into.  There are 6 age groups, 00-05, 06-
17, 18-20, 21-34, 35-64 and 65+.  


Gender This field lists the sex of the individual Medicaid 
recipients within the pre-defined disease group. 


Morbidity There are 6 levels of morbidity with 0 being 
unassigned.  The remaining morbidity’s range from 
1 lowest to 5 highest.  This field lists the morbidity 
of the individual recipients within the pre-defined 
disease group. 
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User Notes Report  
User notes report displays this important message: 


 


Practical reasons for using these reports 


These reports can be used for disease management.  They will aid in 
identifying deviations from national standards for exams and drugs 
incidence per age groups to target ages with highest incidence.  Lastly, 
these reports may be used to look at data by county, and by provider 
through picking certain recipients. 
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Disease Views – Quick Views 


There are 4 documents within the disease view module called quick 
views.  These reports are all identical.  The reports are broken into the 
5  categories of service,  


• Quick View Professional 


• Quick View Inpatient 


• Quick View Outpatient 


• Quick View Pharmacy 


• Quick View Nursing Home 


These reports take a claim grouping based on disease that the user 
defines and then gives a snapshot with several pieces of information.  
The user defines a specific claim grouping for the report through the 
use of the refresh button, as in all other reports. 


(This refresh box is from the inpatient quick view) 


Each report gives unduplicated recipient counts, the # of claims per 
recipient, total units, total claims and amounts paid.  The report has a 
specific date of service, which cannot be changed.  The heading of 
each report identifies what type of quick view is being displayed, the 
dates of service and the claim grouping that is selected. 
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 The following information is contained in tabular form for all 4 
reports within the disease quick view category. 


***For example in the Inpatient Quick view report, the first row shows 
that 68 recipients each had 9 claims.  The total number of claims (612) 
equals the number of claims (9) times the number of recipients (68). 


 


Unduplicated Recipients This is a count of all recipients that have had a service 
within this claim grouping.  The count is unduplicated, 
meaning each recipient is only counted once.  


Number of claims per 
recipient 


This field shows us how many claims each of the 
recipients had. 


Total units This is the total units billed for this particular claim 
category 


Total claims This is the total number of claims billed based on the 
number of recipients and the number of claims each 
recipient had. 


Total amount This is the total amount paid by the Medicaid program for 
the specific claim grouping 


The first rows of the reports contain totals for each category. 
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Practical reasons to for using these reports 


These reports allow the detailed analysis of specific groupings taken from higher level 
reports such as the asthma report and then a breakdown of the higher 
level of ACGs. 


Claim Details  
The claim details module contains 5 documents: 


• Professional Details by Provider 


• Professional Referrals by Provider 


• Inpatient Detail Report 


• Outpatient Detail Report 


• Pharmacy Claim Activity 


Professional Details by Provider 


Rapidly see all of a providers detail claims, segregated by case types 


 The DSSProfiler allows you to drill down to the detail level for all 
case type categories within the system.  The Professional Details 
report displays all detailed claims information categorized by the 
individual case types.  Additionally, the top procedures and diagnosis’ 
are displayed, as well as a list of recipients served. 


The DSSProfiler has similar reports that will ‘drill down’ for 
Professional Referrals, Inpatient Referrals, Outpatient Referrals, and 
Pharmacy claim activity. 


 The detail reports are very helpful for additional analysis on 
exceptions, or comparing the providers claims with the medical 
records. 


The following information is contained in tabular form for this report.
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ICN This is the claims control number.  


DTL This is the detail number of the claim that is being 
reported. 


St This is the status of the claim that is being reported.  
P = Paid 


FDOS This is the first date of service of the claim. 


LDOS This is the last date of service of the claim. 


Recipient ID This is the recipient ID that the claim is being billed 
for. 


Recipient Name This is the name of the recipient that the claim is 
being billed for. 


Procedure This is the procedure code and a description of the 
procedure that was billed on claim detail. 


Pd Date This is the date that the claim finalized for payment 
in the MMIS. 


Billing This is the billing provider ID and name that was 
submitted on the claim. 


Diag This is the diagnosis code and a description of the 
diagnosis that was associated to the claim detail. 


Referring This is the referring provider ID and name that was 
submitted on the claim. 


Billed This is the amount that was billed by the provider on 
the claim detail. 


Allowed This is the amount that was allowed by the MMIS 
on the claim detail. 


Paid This is the amount that was paid by the MMIS on 
the claim detail. 
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Recipients Served 


The following information is contained in tabular form for this report. 


 


Recipient ID This is the recipient ID that the claim is being billed for. 


Recipient Name This is the name of the recipient that the claim is being 
billed for. 
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Diagnosis Listing 


The following information is contained in tabular form for this report. 


 


Diagnosis Code Description This is the diagnosis code and description for the 
diagnosis codes billed on the claim details. 


ICN Count The unduplicated count of ICNs that billed this 
diagnosis code. 


Recipient Count This is the unduplicated count of recipients that this 
diagnosis code was billed for. 
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Procedure Listing 


The following information is contained in tabular form for this report. 


 


 


 


Procedure Code 
Description 


This is the procedure code and description for the 
procedure codes billed on the claim details. 


ICN Count The unduplicated count of ICNs that billed this 
procedure code. 


Recipient Count This is the unduplicated count of recipients that this 
procedure code was billed for. 
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Professional Referrals by Provider 


This report lists the professional claim details by individual case types 
that were referred by the designated provider.  The user would enter 
the provider ID at the prompt before the report is executed.  The 
following information is contained in tabular form for this report.   


 


Num ICN This is the claims control number.  


DTL This is the detail number of the claim that is being 
reported. 


ST This is the status of the claim that is being reported.  
P = Paid 


Recipient ID This is the recipient ID that the claim is being billed 
for. 


Recipient Name This is the name of the recipient that the claim is 
being billed for. 


Procedure This is the procedure code and a description of the 
procedure that was billed on claim detail. 


Diagnosis This is the diagnosis code and a description of the 
diagnosis that was associated to the claim detail. 


Perform Prov ID This is the performing provider ID that performed the 
service on the claim detail. 


Paid Amount This is the amount that was paid by the MMIS on the 
claim detail. 


Total Billed This is the amount that was billed by the provider on 
the claim detail. 


Allowed This is the amount that was allowed by the MMIS on 
the claim detail. 


FDOS This is the first date of service of the claim. 


LDOS This is the last date of service of the claim. 
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This report also contains the following tabs: 


• Recipients Served 


• Diagnosis Listing 


• Procedure Listing 


These reports are in the same format as the reports found in the 
Professional Details by Provider report.  Report examples for these can 
be viewed above under the Professional Details by Provider report 
section. 
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Inpatient Detail Report 


This report lists the inpatient claim details by individual case types that were referred by 
the designated provider.  The user would enter the provider ID at the 
prompt before the report is executed.  The following information is 
contained in tabular form for this report.   


ICN This is the claims control number.  


Recipient ID This is the recipient ID that the claim is being billed for.


Recipient Name This is the name of the recipient that the claim is being 
billed for. 


Diag(1) This is the first diagnosis code on the claim. 


Diag(2) This is the second diagnosis code on the claim. 


Diag(3) This is the third diagnosis code on the claim. 


Covered Days This is the number of days that are covered for the dates 
of service being billed. 


Non-covered Days This is the number of days that are not covered for the 
dates of service being billed. 


Paid This is the amount that was paid by the MMIS on the 
claim detail. 


Billed This is the amount that was billed by the provider on the 
claim detail. 


DTL This is the detail number of the claim that is being 
reported. 


St This is the status of the claim that is being reported.  P = 
Paid 


FDOS This is the first date of service of the claim. 


TDOS This is the last date of service of the claim. 


Revenue Code This code identifies the specific ancillary or 
accommodation billed on this detail. 
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This report also contains the following tabs: 


• Recipients Served 


• Diagnosis Listing 


These reports are in the same format as the reports found in the 
Professional Details by Provider report.  Report examples for these can 
be viewed above under the Professional Details by Provider report 
section. 
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Outpatient Detail Report 


This report lists the outpatient claim details by individual case types 
that were referred by the designated provider.  The user would enter 
the provider ID at the prompt before the report is executed.  The 
following information is contained in tabular form for this report.   


 


ICN This is the claims control number.  


Recipient ID This is the recipient ID that the claim is being billed 
for. 


Recipient Name This is the name of the recipient that the claim is 
being billed for. 


Diag(1) This is the first diagnosis code on the claim. 


Diag(2) This is the second diagnosis code on the claim. 


Billed This is the amount that was billed by the provider 
on the claim detail. 


Paid This is the amount that was paid by the MMIS on 
the claim detail. 


DTL This is the detail number of the claim that is being 
reported. 


ST This is the status of the claim that is being reported.  
P = Paid 


FDOS This is the first date of service of the claim. 


TDOS This is the last date of service of the claim. 


Revenue Code This code identifies the specific ancillary or 
accommodation billed on this detail. 
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This report also contains the following tabs: 


• Recipients Listing 


• Diagnosis Listing 


These reports are in the same format as the reports found in the 
Professional Details by Provider report.  Report examples for these can 
be viewed above under the Professional Details by Provider report 
section. 
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Pharmacy Claim Activity 


This report lists the pharmacy claim details by individual case types 
that were referred by the designated prescribing provider.  The user 
would enter the prescribing provider ID at the prompt before the report 
is executed.  The following information is contained in tabular form 
for this report.   


 


ICN This is the claims control number.  


Billing Prov ID This is the billing provider ID that is billing the 
claim. 


Billing Prov Name This is the name of the billing provider. 


Dispense Date This is the date the pharmacy dispensed the drug to 
the recipient. 


Bill Date This is the date the provider prepared the claim to 
be submitted. 


Thera Class The categorized grouping that the prescribed drug 
belongs to. 


Recipient ID This is the recipient ID that the claim is being billed 
for. 


Recipient Name This is the name of the recipient that the claim is 
being billed for. 


NDC The name of the drug being billed for on the detail. 


Days This is the number of days supply for the drug 
prescribed. 


Paid This is the amount that was paid by the MMIS on 
the claim detail. 


Billed This is the amount that was billed by the provider 
on the claim detail. 
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This report also contains the following tabs: 


• Recipients Listing 


• NDC Listing 


The Recipient Listing report is in the same format as the report found 
in the Professional Details by Provider report.  A report example for 
this report can be viewed above under the Professional Details by 
Provider report section. 
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NDC Listing 


The following information is contained in tabular form for this report. 


 


NDC This is the drug code and description for the drug codes 
billed on the claim details. 


Recipient Count This is the unduplicated count of recipients that this 
NDC code was billed for. 
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DSS Profiler: Important Terms 


Purpose 


The DSS PROFILER is a statistical screening tool designed to identify 
physicians with medical resource use that is substantially different 
from their specialty practice peers. The DSS PROFILER measures 
medical resource use in dollar units. 


Ranks:  


$ Amount Actual: indicates provider’s rank among peers when 
provider reimbursement amounts are sorted in descending order.  For 
example, the rank of 361 indicates that the provider is at the 54th 
percentile among the 783 specialty peers. The rank of 1 indicates the 
top reimbursement amount among peers.  


$ Amount Expected: indicates provider’s rank among peers when 
provider expected reimbursement amounts are sorted in descending 
order. The expected reimbursement is calculated by statistically 
correcting for variation in age, gender and morbidity among different 
patient populations. For example, the expected rank (215) compared 
with the actual rank (361) indicates that the typical peer provider 
would have used more medical resources given the patient 
characteristics of the actual provider.  


Health Status: 


The provider’s patients use more medical resources, or are more ill 
than those in the peer group, if blue bars exceed the green bars for 
scale values 3, 4 and 5. In contrast the provider’s patients are healthier 
than those in the peer group, if the blue bars exceed the green bars for 
scale values 0,1 and 2. 


The resource use scale is ranked from low (0) to high (5) 
corresponding to resource utilization bands (RUBs) designed by Johns 
Hopkins University researchers. Scale value 5 includes RUB classes 6 
to 8. 


Patient Age/Gender Composition: 


The two stacked bar charts compare the provider’s practice age and 
gender composition with the typical peer group practice composition. 
The comparisons are expressed in percentages.  
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General Service Profile: 
The table presents comparisons of provider’s actual and expected 
reimbursement amounts by general type of medical service. The 
expected amounts indicate medical resource expenses that a typical 
peer provider would have devoted to patients with the characteristics 
of the provider’s practice.  For example, an actual amount that 
substantially exceeds the expected amount indicates that the provider 
uses more resources than the typical physician does in the same 
specialty.   


Specific Service Profile: Professional Services 
The bar chart lists 10 leading diagnoses or procedures that distinguish 
the provider from his peers practicing in the same specialty. The bars 
represent the largest differences between actual and expected 
expenses. The expected amounts represent mean or median 
reimbursements that a typical peer would have devoted to patients with 
characteristics of the provider’s practice.  


Cautionary Note: Expected and actual amounts of reimbursement 
based on less than 25 observations (recipients, claims, units) are 
statistically unreliable and should be ignored 


.







Decision Support System/Data Warehouse Procedures Manual 


Library Reference Number: OKDSS 11-1 
Revision Date: February 2003 
Version: 1.0 


Section 11: Introduction to Episode 
Treatment Groups 


ETGs are basic illness classification methodology, similar in structure 
to Diagnosis related groups (DRGs).  Based on a series of clinical and 
statistical algorithms, ETGs provide a medically meaningful statistical 
unit representing a complete episode of care.  Combining all routinely 
collected inpatient, outpatient and ancillary claims data into mutually 
exclusive and exhaustive categories.  ETGs successfully provide an 
analytical unit of analysis for the creation of provider profiling, 
demand analysis and disease management strategies. 


An ETG episode is flexible enough to detect when a patient’s 
treatment for a particular illness has ended.  Through the identification 
of ETG-specific, dynamic “clean-periods”, an episode is considered 
complete when the absence of treatment is detected.  Combined with 
the ETGs clinical homogeneity, this ensures that all appropriate 
treatment and cost information has been collected and correctly 
assigned to one complete illness episode. 


ETGs systematically track concurrent illnesses and correctly assign 
each record to the appropriate clinically homogenous episode.  That 
means, for example, that a chest x-ray and blood glucose exam 
performed during the same encounter may be assigned to separate 
episodes if the patient is treated simultaneously for both bronchitis and 
diabetes. 


This manual is organized by the templates available through the DSS 
application.  The manual contains graphical examples and practical 
uses for each of the reports.  Questions or concerns about this manual 
or the Grouping System should be directed to EDS. 
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Introduction of Episode Treatment Grouper 
Reports 
ETG is a Grouper tool that DSS uses for reporting purposes.  These 
reports allows the user an in-depth look at treatment, cost expenditure 
and health care usage patterns that go along with a particular episode 
(or illness). 


The Grouper contains 8 predefined templates for the user.  These 
templates have 3 distinct topical areas Recipient, Provider and ETG.  
Each topical area includes three distinct templates for the reports they 
contain.  They break down in the following ways: 


Recipient Templates 


Recipient Comparison 


Recipient Summary 


Recipient ETG Details 


 


Provider Templates 


Provider Comparison 


Provider Summary 


Provider ETG Details 


 


ETG Templates 


ETG Episode Cross Reference 


ETG Summary 


ETG Details  
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Recipient Templates 
ETG Recipient Comparison 


This template only contains 1 Report.  The report displays data for a 
selected ETG.  The ETG may be selected by using the refresh panel. 
(see below) 


The report displays the ETG description just above the table of data.  
In this illustration, the ETG is “0613”.  The report contains 8 columns 
of descriptive data. They include the Recipient Base ID, The Recipient 
Name, Global Amount per episode, Recipient total amount, Episode 
Count, Recipient Cost per episode, Difference in Episode Cost (2 std), 
Difference in Recipient Cost (2 std).  
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The report is broken out by Episode type (see episode type table 
below).  


 


Type Start Finish Duration Explanation 


0 Clean Clean  Complete Episode 


1 Clean Unknown Full Year A full year episode 
which has at least one 
anchor record within 
the episode’s clean 
period from the end of 
the database. 


2 Unknown Clean Full Year A full year episode 
which has at least one 
anchor record within 
the episode’s clean 
period from the 
beginning of the 
database. 


3 Unknown Unknown 
Full Year 


A full year episode 
which has both an 
anchor record within 
the episodes clean 
period from the 
beginning of the 
database, and another 
anchor record within 
the clean period from 
the end of the database  


4 Clean Unknown 
Incomplete 


An episode <1 year 
with a clean start. 


5 Unknown Clean Incomplete An episode < 1 year 
with a clean finish 


6 Unknown Unknown Incomplete An episode < 1 year 
with neither a clean 
start nor a clean finish. 


7    (Not Used) 


8    A record which was not 
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Type Start Finish Duration Explanation 
grouped to an episode.  
This includes both 
orphan records and 
records with error 
ETGs   


Summary of Report: 


This report compares all recipients within the selected episode.  This 
comparison allows the user the ability to compare trends among 
groups of recipients and note recipients that fall outside the “normal” 
range.  The recipients which fall outside of a “normal” range are 
displayed in red.  This type of outlier is detected through the last two 
fields (“difference in episode costs” and “difference in recipient 
costs”).  Anyone that falls outside 2std of the norm are flagged.  


Practical Reasons for using this report: 


Recipients that are found as outliers may be targeted for intervention 
and management. 
 
ETG Recipient Summary  
This template contains 4 reports: 
Recipient Summary of ETG 
Recipient Summary Global Comparison 
ETG Summary 
Data View 
 
RECIPIENT SUMMARY of ETG 
 
This report gives summary information on an individual recipient.  
The user is able to select the recipient viewed, by entering the 
recipient’s Medicaid identification number in the refresh panel. (see 
below) This recipients information will be displayed for all reports 
within this template. 
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The header of this report displays the recipient’s ID, name, address, 
date of birth, age and gender, it also displays dates of service for the 
data collected (see grouper dates, pg.4).  The bottom half or the report 
gives a pie chart depiction of the episodes and associated costs for the 
selected Recipient. 
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RECIPIENT SUMMARY GLOBAL COMPARISON 
 


This reports also gives detailed recipient information (ID, name, 
address and dates of service).  In addition the report shows a bar chart 
that depicts the “Average Cost Comparison”.  This comparison shows 
the provider average cost per Recipient as well as the global cost per 
Recipient. 
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ETG SUMMARY 


This report gives summary information about a user selected ETG as it 
relates to the selected recipient.  The user is able to use the drill down 
panel, located on the Business Objects tool bar, to select the ETG 
viewed.  The user is able to select a service type and an ETG 
associated with the service.  The only available ETG’s are those 
incurred by the selected recipient. 


The report gives summary information on the selected ETG for the 
recipient.  The the table in the middle of the report gives the average 
episode cost, average amount per recipient, total episodes, total 
recipients, and total dollars.  The report also contains a bar graph that 
displays percent of services paid.  The table to the right of the bar 
graph contains the detail amounts for the percentage bar graph. 
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DATA VIEW 


The header of the report gives detailed recipient information (recipient 
name, ID, address and dates of service).  The majority of the report is 
in table form.  The table shows Totals for the Episode Treatment 
Groups.  The chart has 8 columns of data, ETG description, Number of 
Episodes, Total Amount Billed, Total Amount Paid, Provider Average 
per Recipient, Global Average per Recipient, Dollar Difference, and 
Percent Difference.  The description field houses all ETGs for the 
specific recipient.  The user can see the amounts billed and paid for 
each ETG and compare those to the Global amounts for the particular  
ETG.  These comparisons yield a dollar difference as well as a percent 
difference from the “norm”. 


 


Practical reasons for using these reports. 
These reports help to identify recipients whose episode of care is 
outside the norm in terms of cost.  Thus, providing a starting point of 
investigation as to why that is occurring. 
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Recipient ETG Details 
 
This report contains 5 templates: 


1. Overview 
2. Data View 
3. Recipient Totals 
4. Provider Totals 
5. By Provider 
 


The user is able to select the recipient viewed, by entering the 
recipient’s Medicaid identification number in the refresh panel. (see 
below) The recipient’s information will be displayed for all reports 
within this template. 


 
 


This report shows the ETG paid amounts in a pie chart form.  The 
header of the report gives the detailed recipient information (ID, name, 
date of birth, age, gender and dates of service). 
 


OVERVIEW 
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The pie chart illustrates the percentage break down of the paid 
amounts by services received relative to the particular Episode 
Treatment Group.  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


DATA VIEW 
 
 


 


This report is in table form.  It contains several pieces of useful 
information.  The report breaks down an ETG (and Episode types) for 
an individual recipient and displays claim level information, for each 
claim that is associated with the particular ETG.  The claim level 
information included in the report is as follows: 


ICN, detail number, claim status, first date of service, last date of 
service, NDC number, revenue code, procedure code, diagnosis code, 
paid amount, allowed amount, and billed amount.    


All of these fields give the user a more complete picture of services 
provided for the recipient as well as other important claim level 
information for a particular ETG, based on type.  
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RECIPIENT TOTALS 


This report shows the Medicaid paid amount for each ETG associated 
with an individual recipient. 


PROVIDER TOTALS 


This report is in chart form.  It gives each provider for the individual 
recipient, the ETG description and the associated paid amount. 
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BY PROVIDER 


This report is much like the “DATA VIEW” report.  It gives claim 
detail information for the recipient and ETG.  This claim level 
information, however, is based on the Recipient’s Provider.  The 
providers outlined in the “PROVIDERS TOTALS” are the available to 
review in this report.  The user is able to select a provider by using the 
drop down box located on the Business Objects tool bar.  Once a 
provider has been selected, the user is able to view the claims 
associated with the provider.   


The fields displayed in this report include: 


ETG Description, Episode Type, ICN, detail number, claim status, first 
date of service, last date of service, NDC number, revenue code, 
procedure code, diagnosis code, paid amount, allowed amount, and 
billed amount.    


 
Practical Reasons for using these reports:  This report helps to further 
investigate the information presented in the Recipient summary report 
by giving detailed information on the claims associated with the 
dollars reported.  The detail claim information in these reports allows 
the researchers to pinpoint the claims that contained the highest dollars 
associated with the Episode for the recipient.   
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Provider Templates 


ETG Provider Comparison 


This template contains only 1 report.  The user is able to refresh the 
ETG viewed by entering the ETG number in the refresh panel.  The 
number and name of the ETG being viewed is located in the upper left 
hand corner of the report just above the Episode type and the table. 


 


The report contains 9 columns of  descriptive data.  


They include: Provider ID, Provider Full Name, Global Amount per 
Episode, Provider Amount per Episode, Global Amount per Recipient, 
Provider Amount per Recipient, Provider Recipient Count, Difference 
Episode Cost (2 std), and Difference Recipient Cost (2 std).  This 
report is setup much like the “ETG Recipient Comparison” template 
discussed earlier.  This report, like the recipient report, allows you to 
view data based on Episode type (see table on page 7).  The Episode 
Type being viewed is located above its corresponding table. 
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The providers listed in the report are sorted by the Episode cost 
difference.  Some providers may be displayed in red.  These are 
providers that fall more than 2 std outside of the “norm”.  These 
providers (outliers) may be targeted for further analysis and possible 
intervention. 


Practical Reasons for using this report: 


Identifies provider outliers by dollar difference to the norm.
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ETG Provider Summary  
 
This template contains 4 reports: 


1. Provider Summary of ETG 
2. Provider Summary Global Comparison 
3. ETG Summary 
4. Data View 
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PROVIDER SUMMARY of ETG 


This report shows summary information on an individual provider.  
The user is able to select the provider viewed by entering the 
provider’s Medicaid identification number in the refresh panel. (see 
below) 


 


 


The header of the report contains detail provider information 
(providers ID, name, physical address. phone number and dates of 
service).  The bottom half of the report gives a pie chart depiction of 
what types of episodes the provider has serviced and the cost 
associated with each episode.  The pie charts give a percentage 
breakdown for each ETG serviced by the provider. 
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PROVIDER SUMMARY GLOBAL COMPARISON 


This reports also gives detail provider information as did the summary 
report (ID, name, physical address, phone number and dates of 
service).  The report displays a bar chart that depicts the “Average 
Cost Comparison”.  This comparison shows the Provider Average Cost 
per Recipient as well as the Global Cost per Recipient. (very similar to 
the chart located in the “ETG Recipient Summary”.  


 
ETG SUMMARY 


This report displays summary information about an ETG as it relates 
to the selected provider.  The user is able to use the drill down panel 
located on the Business Objects tool bar to select the ETG viewed.  
The user is able to select a service type and from there select an ETG 
associated with the service. ETGs available are only those serviced by 
the provider with the service dates for the report. 
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This report simply gives summary information on the selected ETG for 
the provider.  The report gives the average episode cost, the average 
amount per recipient, total episode, total recipients, and total dollars.  


The report contains a bar graph that displays percent of each type of 
service paid.  There is also a chart that gives detail amounts for the 
percentage bar graph. 
 
DATA VIEW 


This report also gives the same provider demographic information as 
the previous 2 reports (ID, name, physical address, phone number and 
dates of service).  The majority of the report is in table form.  The 
table shows Totals for the Episode Treatment Group.   
 


The table has 9 columns of data, ETG description, Recipient Count, 
Number of Episodes, Total Amount Billed, Total Amount Paid, 
Provider Average per Recipient, Global Average per Recipient, Dollar 
Difference, and Percent Difference.  The description column houses all 
the ETGs associated with thee specified provider.  The user can see the 
amounts billed and paid for each ETG and compare those to the Global 
amounts for the ETG.  These comparisons yield a dollar difference as 
well as a percent difference from the “norm”.  Dollar differences 
displayed in red represent 2std outside the “norm.” 
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Practical reasons for using these reports. 


This report helps to identify provider outliers outside the norm as 
measured by dollar difference.
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Provider ETG Details 
 
This template contains 4 reports: 


1. Provider Overview 
2. Data View by ETG 
3. Totals by ETG 
4. Recipient Totals 
 


**The user can select the provider information viewed in All 
PROVIDER templates by entering the Provider’s Medicaid ID in the 
refresh panel (see below) 


 
 
PROVIDER OVERVIEW 


This report gives detail provider information (ID, name, physical 
address, phone number and dates of service).  The report displays 2 bar 
charts.  The first chart is the Top 10 ETGs based on paid amounts for 
the provider.  The second chart is the Top 10 ETGs based on Recipient 
count.  
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DATA VIEW by ETG 


This report initially lists the provider’s information (ID, name, 
physical address, phone number, provider type, and primary specialty).   


The data presented in this report is in table form.  It contains several 
pieces of useful information.  This report breaks down an ETG for an 
individual provider and displays claim level information, for each 
claim that is associated with the particular ETG.  The claim level 
information included in the report is as follows: 


Episode type, ICN, detail number, claim status, first date of service, 
last of service, NDC number, revenue code, procedure code, diagnosis 
code, paid amount, allowed amount, and billed amount.    
 


The bottom of each table shows totals for the paid amount, allowed 
amount and billed amount for each ETG.  All of these fields give the 
user a more complete picture of services rendered by the provider as 
well as other important claim level information for a particular ETG, 
based on type. 


 







Decision Support System/Data Warehouse Procedures Manual Section 11 : Introduction to ETG 


Library Reference Number: ODSS  11-25 
Revision Date: February 2003 
Version: 1.0 


TOTALS BY ETG 


This report is in simple table.  It gives all ETG descriptions and the 
associated paid amounts for a selected provider.  It is in essence a sum 
of all ETGs associated with a service performed and the associated 
Medicaid paid amount. 
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RECIPIENT TOTALS 


This report lists all recipients for which the selected provider has 
rendered services and been reimbursed for those services by Oklahoma 
Medicaid.  The report displays the Medicaid paid amount for each 
ETG, the ETG Description and the recipient base identification 
number. 


Practical Reasons for using these reports 


This report can be sorted by dollars to quickly determine high dollar 
payment by recipient for any given provider. 







Decision Support System/Data Warehouse Procedures Manual Section 11 : Introduction to ETG 


Library Reference Number: ODSS  11-27 
Revision Date: February 2003 
Version: 1.0 


ETG Templates 


ETG Episode Cross Reference 
 
This template contains 2 reports: 


1. Overview 
2. All Episodes 


**The user can select the ETG information viewed in all “ETG” 
templates by selecting an ETG description in the refresh panel.  


(see below) The “Values” button may be used to see a listing of all 
available ETG descriptions. 
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OVERVIEW 


The ETG description is located at the top of the report.  Two charts 
make up this Report.  The first chart illustrates “Top Episodes by 
Recipient Count”.  The second chart shows “Top Episodes by Episode 
Count” 
 


 
ALL EPISODES 


This report is in table format.  The selected ETG Description is located 
at the top of the report.  The table consists of several pieces of 
information.  The report contains 5 columns of data ETG Description, 
Episode Count, Recipient Count, Percent of Recipients, and Total 
Amount Paid. 
 


Practical Reasons for using these reports 


This report give an overview of the top Episodes and their associated 
dollar figures for the defined disease category as a starting point for 
research. 
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ETG Summary  
 
This template contains 2 reports: 


1. ETG Summary 
2. Data View 


 
ETG SUMMARY 


This report gives summary information about a user selected ETG.  
The user is able to use the drill down panel located on the Business 
Objects tool bar to select the ETG viewed.  The user is able to select a 
service type, an ETG description associated with the service type, and 
an Episode Type (for the ETG Description selected).  


The report displays the average episode cost, the average amount per 
recipient, total episode, total recipients, and total dollars (paid claims).  
The report contains a bar graph that displays percentage breakdown of 
services paid.  There is also a small table located in the lower right 
corner that gives detail amounts that correlate with the percentage bar 
graph. 
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DATA VIEW 


This report is in table format.  It contains several pieces of useful 
summary information on each ETG.  The report is sectioned off by 
Major Processing Category.  Fields that are located on the report 
include: 


 


ETG description, Unduplicated Recipient Count, Episode Count, 
Ancillary Outpatient Paid, Facility Paid, Management Paid, Rx 
Paid, Surgery Paid, Total Amount Billed, Total Amount Paid. 


Practical Reasons for using these reports 


This report is a starting point for research within the Major Processing 
Category(such as Cardiology) to see the Episode groups within that 
category and the associated dollar figures. 
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ETG Details 
 
This Template contains 9 Reports 


1. Data View 
2. Recipient Totals 
3. Provider Totals 
4. By Recipient 
5. By Provider 
6. Procedure View 
7. Diagnosis View 
8. NDC View 
9. Overlap 


 


**The user can select the ETG information viewed in all “ETG” 
templates by selecting an ETG description in the refresh panel. (see 
below) The “Values” button may be used to see a listing of all 
available ETG descriptions. 
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DATA VIEW 


The data presented in this report is in table form.  It contains several 
pieces of useful information.  The selected ETG Description and 
number is displayed at the top of the report.  This report breaks down 
each ETG and displays claim level information.  The claim level 
information included in the report is as follows: 


Episode type, ICN, detail number, claim status, first date of service, 
last of service, NDC number, revenue code, procedure code, diagnosis 
code, paid amount, allowed amount, and billed amount.    
 


 
 


The table gives sums of the paid amount, allowed amount and billed 
amount and billed amount for the selected ETG. (these summary totals 
are located at the bottom of the table) 







Decision Support System/Data Warehouse Procedures Manual Section 11 : Introduction to ETG 


Library Reference Number: ODSS  11-35 
Revision Date: February 2003 
Version: 1.0 


RECIPIENT TOTALS 


This report is a table that displays Recipient totals for the selected 
ETG.  The ETG number is located at the top of the report.  The table 
consists of 2 columns of data.  The report includes a column for the 
recipient’s Medicaid identification number and a column for the paid 
amount by recipient, based on the selected ETG.  This report also 
contains a paid amount sum at the bottom of the table. 
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PROVIDER TOTALS 


This report is a table that displays Provider totals for the selected ETG.  
The ETG number is located at the top of the report.  The table consists 
of 2 columns of data.  The report includes a column for the provider’s 
Medicaid identification number and a column for the provider paid 
amount based on the selected ETG.  The report also contains a sum of 
the paid amount (located at the bottom of the table). 
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BY RECIPIENT 


The data presented in this report is in table form.  It contains several 
pieces of useful information.  This report breaks down an ETG by 
recipient and displays claim level information.  The claim level 
information included in the report is as follows: 


Episode type, ICN, detail number, claim status, first date of service, 
last of service, NDC number, revenue code, procedure code, diagnosis 
code, paid amount, allowed amount, and billed amount.    


The user is able to use the Business Objects tool bar to select an 
individual recipient to view claims data.  There is also the option to 
view claims data on all recipients (the example here is of all 
recipients).  The available recipients for this report are based on the list 
of Recipients from the “Recipient Totals” report. 
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BY PROVIDER 


The data presented in this report is in table form.  It contains several 
pieces of useful information.  This report breaks down an ETG for an 
individual provider and displays claim level information, for each 
provider claim associated with the selected ETG.  The claim level 
information included in the report is as follows: 


Episode type, ICN, detail number, claim status, first date of service, 
last of service, NDC number, revenue code, procedure code, diagnosis 
code, paid amount, allowed amount, and billed amount.    


The user is able to use the Business Objects tool bar to select an 
individual provider claims data or claims data for all providers (the 
example here is of all providers).  The list of available providers from 
the drill down tool are based on providers identified in the “Provider 
Totals” report. 


 


Provider IDs 
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PROCEDURE VIEW 


This report contains a table with 8 columns of data.  The data housed 
in the table is based on the selected ETG.  The ETG number and 
description is located at the top of the report.  The table is broken 
down by procedure code contained within the selected ETG.  The table 
lists the Procedure Code, Number of Providers, Percent of All 
Providers, Number of Recipients, Percent of All Recipients, Number 
of Claims, Percent of Claims, and Paid Amount.   


***These figures are based solely on the selected ETG 
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DIAGNOSIS VIEW 


Identical to the Procedure View report, this report contains a table with 
8 columns of data.  The data housed in the table is based on the 
selected ETG.  The ETG number and description is located at the top 
of the report.  The table is broken down by diagnosis codes contained 
within the selected ETG.  The table lists the Diagnosis Code, Number 
of Providers, Percent of All Providers, Number of Recipients, Percent 
of All Recipients, Number of Claims, Percent of Claims, and Paid 
Amount.   


***These figures are based solely on the selected ETG 
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NDC VIEW 


Identical to both the Procedure View and Diagnosis View report, this 
report contains a table with 8 columns of data.  The data housed in the 
table is based on the selected ETG.  The ETG number and description 
is located at the top of the report.  The table is broken down by the 
National Drug Code contained within the selected ETG.  The table 
lists the NDC, Number of Providers, Percent of All Providers, Number 
of Recipients, Percent of All Recipients, Number of Claims, Percent of 
Claims, and Paid Amount.   


***These figures are based solely on the selected ETG 
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OVERLAP 


This report is a Matrix Display of Data.  The report is labeled “Overlap 
Analysis” because it compares two fields and gives a cross count.  The 
two fields compared are the recipient base ID (y-axis) and the 
procedure code (x-axis).  The body of the table is a recipient count for 
each procedure code.  There is a sum for each procedure code located 
at the bottom of the table.  A recipient sum is located at the far right of 
the table (the last column of data). This type of display allows the user 
to see which recipients have had what services in a selected ETG.  The 
ETG number is located at the top of the report along with the service 
dates. 
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Section 12: DSS Geographical Mapping 
As part of the overall decision support system is the ability to perform 
geographic mapping of query results.  Geographic mapping is a means 
of displaying report results in map format as a means of enhancing the 
presentation value of the report.  Through the use of geographic 
mapping users can quickly spot zip codes or counties that are aberrant 
to those around them.  
 
The basic requirements for mapping data are to have either the zip 
code or county code description as part of the query.  Providing that 
the user has MapInfo software installed on their workstation they can 
perform the following examples.  Any user can go to the DSS lab 
environment located at OHCA and perform geographic mapping as 
needed. 
 
The following examples are intended to provide a step by step set of 
directions for performing geographic mapping capabilities.  
 
Create a BusinessObjects report using the five digit zip code or the 
county code. 
 
To export the information to MapInfo, click on the macro button that 
was previously set up for this task. The macro function button is 
labeled “1” at the far right hand side of the tool bar at the top of the 
window. EDS has customized a process behind this function button 
that exports the data from BusinessObjects, then opens the MapInfo 
application and performs a data import function. 
 
Note: If the macro button is not available in the toolbar you will need 
to add the toolbar by going to View...Toolbars and clicking on the 
Visual Basic Toolbar.   
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The above report shows s simple two column set of data with 
unduplicated recipient counts by zip codes.  Once the user clicks the 
“1” function button the following window appears. 
 
The user is now walked through a wizard in order to graph the data.   
 


Step 3. MapInfo Professional opens up.  A dialog box, 
Select Field to Map, appears showing the field 
that is to be mapped.  In this example the user is 
going to map the unduplicated recipient count 
field.  The user would click on the unduplicated 
recipient count field in the selection window and 
then click OK.  
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 The dialog box Select Colors For Map appears.   
 


Step 4. To use the default colors, click OK.   To change 
a color, click on it and the Fill Style dialog box 
opens.  Change the foreground color and click 
OK. 
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Step 5. Mapping is complete. 


 
The graphical representation of the BusinessObjects report is 
displayed.  In this example, the number of unduplicated recipients per 
zip code is shown.  The legend explains the range and colors coding.  
By holding the mouse over an area on the map, the zip code or the 
county name is shown. 
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Distance Calculation Example 
 
An additional feature of MapInfo is the ability to get distance 
calculations point to point.  The following example shows a count 
based map of Oklahoma. 
 
To see the distance between any two points, click on the Ruler on the 
Main Toolbar.  If the Main toolbar is not displayed, select Options, 
Toolbars, and select it.  Single click the first location on the map.  
Single click the second location on the map and the distance is 
displayed in the “ruler” popup window displayed at the top of the 
Window.   The total distance between multiple locations will also be 
displayed.   To clear the distance, double click on the map.   
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Plotting Points 
 
This command requires that the X and Y coordinates in the dataset be in a 
format MapInfo can utilize.  For example, some systems that determine 
coordinate position do so in units of degrees, minutes and seconds.  In 
MapInfo, all latitude/longitude coordinate systems are in decimal degree 
format.  (Consult the reference manual for information on how to convert 
coordinates.).   
 
You may need to specify a coordinate multiplier when using the Create 
Points command so that the coordinates are in proper decimal degree format.  
For example, suppose your data has X and Y coordinates for locations in the 
United States and Canada.  In such cases the X coordinate (longitude) is 
negative and the Y coordinate (latitude) is positive.  The columns that house 
the latitude longitude figures needs to float as well. 
 
When you have your table that you need converted ready to go  
Table>Create Points 
(if the Create Points command is greyed out it is most likely due to the fact 
that the columns are in the wrong format) 
Once in the Create Points Dialog fill it in as follows: 
 


 
 
Drop your table into the top drop down box 


Drop the appropriate columns for your latitude and longitude columns 
remember X is always longitude and Y is always latitude. 
 
If your data doesn’t have a negative longitude you can multiply it by –1.  By 
pushing the Symbol button you can select another symbol.  
Once finished with this click OK.  
 
To visualize your created points you will need to click on the Window menu 
command to new map window.   
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Importing to MapInfo without BusinessObjects 
 
1. Save your data in a tab delimited text file(.txt) called BOMAP.txt.  


This name is needed in order for the MapInfo Script to run 
properly.  This file should be under the following directory:  
C:\Program Files\MapInfo\Export.  The contents of the file should 
follow the rules for importing into MapInfo as they would from 
BusinessObjects.  As a reminder these rules are: 
 
The file must contain a county code description field or a 5-digit 
zip code field or both so that MapInfo knows what type of 
boundary map to generate.  County code description means that the 
county code and a description are presented in the following way:  
2-digit county code followed by one space followed by a hyphen 
followed by a space and followed by the county description. 
 
The first row in the file must contain column headers.  The column 
header for the county code column should be called County Code 
Description.  The column header for the zip code column should be 
called Zip Code.  These column names help the MapInfo script 
identify which type of map to generate, a county or a zip code map 
or, if both are present, allow the user to select the map.  
 
The file must contain at least one field that is a count or amount for 
MapInfo to display on the map.  Examples of this would be, 
provider counts by county or zip code, recipient counts by county 
or zip code, paid amounts by county or zip code, or allowed 
amounts by county or zip code. 
 
The following is the .txt file used in this example. 
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2. Launch the MapInfo Application.  If you receive a Quick Start 
window, cancel out of that window. 
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3. Go to File…Open.  Find your .txt file.  Click  


 
4. Select your file and click Open. 


 
5. If a window pops up with Table definition already exists.  


Overwrite it?  Click on OK. 
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6. In the next window select Tab as the delimiter.  Check the box Use 
first line for column titles. Click OK. 


 
 


7. A blank window will appear and will contain the name of your file 
followed by the word map. 
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8. Select Tools…Run MapBasic Program. 


 
 


9. Under C:\mapinfo, locate the script called ok_busobj.mbx and 
select the file.  Click Open. 
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10. The script should be launched and the next window should be the 
window asking you to select which field you would like to map.  
Select the field you want to map and click OK. 
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11. Select OK on the next window asking to select the map colors. 


 
12. Your map should appear in the window. 


 
 


13. If your .txt file contained more than one mappable field, you can 
change your map to display a different mappable field.  Go to 
Oklahoma on the tool bar running across the top.  Click on Select 
New Mappable Field… 
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14. Select Yes in the next window if you want to reset your map to a 
new mappable field, or you can select No and go back to your 
original map. 


 
 


15. Select the field you want to map by.  In this example, the second 
field, Unduplicated Physician Claim Count has been selected. 
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16. Follow the windows as before and you should see a new map with 
your new mapable field. 
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Creating Points in MapInfo 
 
1. Run a report that contains latitude and longitude for providers or 


clients in BusinessObjects.  Here is the report that will be used in 
this example. 


 
 


2. Click on the Export to MapInfo Script button(button labeled as a 1 
with a green arrow in front of it) at the top of the window. 
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3. By clicking on this button, the data will be exported to MapInfo 
and it will launch the MapInfo script.  The only difference with 
this report is that there is no county code or zip code so the script 
will show a window stating there is no field to map by.  Click OK 
in this window and MapInfo will stay open and keep the file 
exported from BusinessObjects with the longitude and latitude 
open. 


 
 


4. From the menu options at the top of the window, select 
Table…Create Points. 
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5. This will take you to a window where you can set up the X and Y 
coordinates.  Since we are already providing longitude/latitude 
values, MapInfo does not have to create them.  Set up your 
window exactly as the example below.  Once done, click on OK. 


 
 


6. You will see a blank MapInfo window at this point, so you will 
need to go to the menu at the top and select Window…New Map 
Window.  This will take your points and plot them on a map. 


 
 


7. The window will appear with only the plotted points.  You will 
need to open the table that contains the Oklahoma counties or 
Oklahoma zip codes so that you can see where these points are 
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located. 
 


8. Select File…Open from the menu at the top of the window.  Go to 
C:\Program Files\MapInfo\Data\County if you want the Oklahoma 
county boundaries to be drawn over the points.  Go to C:\Program 
Files\MapInfo\Data\Zipcode if you want the Oklahoma zip code 
boundaries to be drawn over the points.  In this example, counties 
will be used.  Once selected, click on Open. 
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9. The Oklahoma county boundaries will be drawn over the points 
that were created.  The map will need to be repositioned in the 
window and it initially appears in the upper left side of  the 
window.  The map can be repositioned by using the vertical and 
horizontal scroll bars. 
 
 


10. If the map is too large for the window, the zoom on the map can be 
modified.  In the lower left corner of the window, you should see a 
zoom value based on miles.  This value can be changed so that the 
map can zoom in and out.  Select Map…Change View from the 
menu at the top of the window.   
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11. This will take you to a window where you can change the 
zoom(window width).  Changing it to 535.0 will give you a good 
map size for the window. 
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12. This will then complete your points being plotted on the map. 


 
 


13. Distance can be calculated from one point to another on the map.  
Select the ruler from the Main toolbox that is located immediately 
to the right of the map.  This will cause the ruler window to popup 
just to the upper left of the map 


 
 


14. The cursor is now changed to a “+” sign.  To calculate the distance 
between two points, place the cursor over Point 1 and left click.  
This will set the longitude/latitude of Point 1.  Take your cursor 
and place over Point 2 and left click.  This sets the 
longitude/latitude of Point 2 and then the distance is calculated.  
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Notice the numbers in the ruler window changing as you move the 
cursor on the window. 


 
 


15. You can continue to add to this distance calculation by placing the 
cursor over Point 3 and so on. 


 
 


If you want to start over again, simply hit the ESC button on your PC 
and the distance lines created on the map will be removed from the 
map. 
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Section 13: Statistical Analysis SPSS 


As part of the overall decision support solution is the inclusion of 
SPSS statistical software. This is software loaded locally to specific 
user workstations.  To gain a full description of the capabilities of this 
software package, please refer to the SPSS manual supplied with the 
software. 
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Glossary 


This glossary defines the universal terms of the OHCA as presented in the Request 
for Proposals (RFP).   


AB Aid to the Blind 


ABD Aged, Blind and Disabled; references the SSA eligibility programs for these 
populations. 


(Microsoft or MS) 
Access 


PC-based database management system and application development language, 
made by Microsoft, that assists with the transfer of data into reports, invoices, and 
so forth. 


Ad Hoc Report A report produced for a particular purpose and not intended to become a permanent 
reporting requirement. Claim detail reporting in support of SURS is a part of 
normal SURS operations and is not included as an ad hoc report. 


ADA  American Dental Association 


Adjudicated Claim  A claim that has reached final disposition such that it is either to be paid or denied. 


Adjusted Clinical 
Grouper (ACG) 


Adjusted Clinical Grouper is a software product that is used in conjunction with 
claims history data to provide a ranked score of a recipient’s health status.  This 
software is integrated into the DSSProfiler process to provide morbidity level 
adjusted reporting. 


Adjustment  A transaction that changes any information on a claim that has been adjudicated. 


AFDC  Aid to Families with Dependent Children 


AHCPR  Agency for Health Care Policy Research 


Allowed Amount  The amount payable or covered by the Oklahoma Medicaid Program. 


ALOS  Ambulatory Length of Stay 


ANSI  American National Standards Institute, an accepted standards-setting body for the 
computer industry. 


APD  Advance Planning Document – a document utilized to request enhanced federal 
financial participation. 


API  Application program interface 


AR  Accounts Receivable 


ASC Ambulatory surgical center 


ASCII American Standard Code for Information Interchange 


AVR(S)  Automated voice response eligibility verification (system) 


AWP  Average wholesale price 
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BENDEX  Beneficiary data exchange system; a file containing data from HCFA regarding 
persons receiving benefits from the Social Security Administration. 


Bill  As refers to a bill for medical services, the submitted claim document, or EMC 
record; may contain one or more services performed. 


Broadcast Agent 
Server 


This component allows users to schedule reports at specified times as well as auto 
distribution of the reports to a defined list of users upon the query completion.  


Business Days  Official hours of operation based on a five (5)-day workweek, excluding Saturdays, 
Sundays, and official State of Oklahoma holidays. 


BusinessObjects The primary query and reporting software used for the decision support system.   


Buy-In  A procedure whereby the State pays a monthly premium to the Federal government 
on behalf of eligible medical assistance clients to enroll them in the Medicare  
Part B program. 


Capitated Service  Any Medicaid-covered service for which the contractor receives capitation 
payment. 


Capitation  A contractual arrangement through which a health plan or other entity agrees to 
provide specified health care services to enrollees for a specified prospective 
payment per member, per month. 


Capitation Claim  The monthly claim created by the MMIS which represents a specified prospective 
payment per member, per month for contracted health care services through a 
health plan or other entity. The payment is made to the health plan or other entity. 


Capitation Rate  The amount paid per member, per month for services provided at risk. 


CASE  Computer-aided software engineering 


Case Management  A health care method in which medical, social, and other services for a recipient 
are coordinated by one (1) entity. 


Case Manager  An individual who coordinates, monitors, and ensures that appropriate and timely 
care is provider to the recipient. 


CASS  USPS form #3553 


CD-ROM  Compact disk – read only memory 


Certification  Refers to the process utilized by HCFA to determine that an MMIS meets 
minimum requirements to be eligible for federal financial participation. 


CFR  Code of Federal Regulations 


CICS  Customer Information Control System, a communication manager software used 
for on-line applications in an IBM mainframe environment. 


Claim  A provider’s request for reimbursement for health care service delivery, the 
definition for vendor reimbursement purposes is included in the body of the ITB. 


Class A class is a logical sub-grouping of information within a universe. 
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Clean Claim  A claim which can be adjudicated without obtaining additional information from 
the provider of service or a third party; clean claims do not include claims from a 
provider that is under investigation for potential fraud and/or abuse or claims that 
routinely suspend even if due to billing errors by the provider. 


CLIA  Clinical Laboratory Improvement Act of 1988; a federally mandated set of 
certification criteria and a data collection and monitoring system to ensure proper 
certification of clinical laboratories. 


COBOL II  Common Object Business-Oriented Language, a programming language 


Condition Something frequently applied to a query to limit the extent of a query e.g. condition 
on the Claim Type might limit the query to physician claims only. 


Contract  Referring to the written, signed agreements resulting from the RFP, for the 
implementation and operation of an MMIS and Contractor services for the State of 
Oklahoma, unless context clearly requires otherwise. 


Contract 
Amendment  


Any written alteration in the specifications, delivery point, rate of delivery, contract 
period, price, quantity, or other contract provisions of any existing contract, 
whether accomplished by unilateral action in accordance with a contract provision, 
or by mutual action of the parties to the contract; it shall include bilateral actions, 
such as change orders, administrative changes, notices of termination, and notices 
of the exercise of a contract option.  


Contractor  Bidder with whom the State has successfully executed a contract under this RFP. 
Fiscal Agent may refer to contractor within this document. 


Cost Avoidance  The payment methodology of avoiding part or all of Medicaid's payment when a 
third party resource is available to pay a claim. 


CPAS  Claims Processing Assessment System, an automated claims database used by the 
State for contractor quality control reviews. 


CPHA  Committee on Professional and Hospital Activities, which submits update tapes to 
the states for ICD-9-CM. 


CPT-4  Common Procedure Terminology, 4th Revision 


CPU  Claims Processing Unit 


DSMD  Data Systems Management Division 


Days  A twenty-four (24) hour period between midnight and midnight; regardless of 
whether or not it occurs on a weekend or holiday; it is a calendar day unless 
otherwise specified. 


DBMS  An integrated (object-oriented or relational) comprehensive database management 
system, including all data and all internal and linked databases. 


DDI  Design, development, and implementation 


DDSD  Developmental Disability Services Division 


DEA  Drug Enforcement Agency 
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DEERS/CHAMPUS  Defense Enrollment Eligibility Reporting System/Civilian Health and Medical Plan 
of the Uniformed Services. 


DHS  State of Oklahoma Department of Human Services 


Deliverable  A product of a task milestone or MMIS requirement 


Denied Claim  A claim for which no payment is made because the claim is for noncovered 
services, is for an ineligible client, was performed by an ineligible provider, is a 
duplicate of a previously paid claim, or does not otherwise meet OCHA payment 
standards. 


DESI  Drug-effectiveness source identifier 


DHHS  U.S. Department of Health and Human Services 


DHS  Oklahoma Department of Human Services 


DIS  Detailed Implementation Schedule 


DME  Durable Medical Equipment 


DMERC  Medicare durable medical equipment crossover file 


DRS  Oklahoma Department of Rehabilitation Services 


DSS  Decision Support System 


DSSProfiler This is an EDS developed process that summarizes detailed claims data as well as 
‘scores’ the data through the application of the ACG grouper software.  The end 
result is approximately a dozen reports the user can access through Infoview 
providing insight into the practice patterns in Oklahoma. 


DTL  Detail 


DUR  Drug Utilization Review 


DUR Board  The State’s Drug Utilization Review Board, composed of physicians, pharmacists, 
and others experienced in drug therapy problems; the Board makes 
recommendations to the Oklahoma Medicaid Agency on DUR policies and 
procedures. 


EAC  Estimated acquisition cost for drugs 


EPSDT  Early and periodic screening, diagnosis, and treatment for medical, dental, vision, 
and hearing services. 


ECM  Electronic claims management 


ECS  Electronic claims submittal 


EDI  Electronic data interchange 


EFT  Electronic funds transfer 


EIS  Executive Information System 
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Eligibility Files  The VSAM files which contain Medicaid recipient eligibility data. The Master 
Eligibility File (PS/2) is currently maintained by DHS on the State of Oklahoma 
mainframe and the files are transferred to the fiscal agent. The fiscal agent 
currently loads this file to create the Recipient Eligibility File for use in processing 
claims. 


EMC  Electronic media claims 


Encounter  A record of a medically related service (or visit) rendered to a Medicaid recipient 
who is enrolled in a participating health plan during the date of service; it includes 
(but is not limited to) all services for which the health plan incurred any financial 
responsibility. 


Encounter Data 
Claim  


A claim submitted by a coordinated care provider for the actual provider of service 
to plan enrollee. These claims go through full adjudication to determine payment, if 
any, which would have been made if the recipient had not been under the plan. 


Enhanced Funding  Refers to the “enhanced” federal financial participation rates available for a state’s 
certified MMIS; 75% for operations and 90% for development. 


Enrollee  A person who has enrolled in a managed care health plan 


EOB  Explanation of Benefits 


EOMB  Explanation of Medical Benefits 


EOP  Explanation of Payments 


Episode Treatment 
Group (ETG) 


Episode Treatment Grouper is a software product that is used in conjunction with a 
claims history data to provide an episodic view of a client’s history services.  Thus 
providing insight into the range of services provided due to a given illness. 


EVS  Electronic Verification System for verifying eligibility 


External data 
source 


An external data source is one that does not reside within the OHCA MMIS data, 
but in brought into the DSS for use in queries. 


FACCT  Foundation for Accountability Conquest 2.0. 


FAF  Foundation for Accountability Fact 


Fee-for-Service  A method of health care reimbursement based upon payment for specific services 
on a client’s behalf. 


FEIN  Federal Employee Identification Number 


FFP  Federal Financial Participation; a percent of State expenditures to be reimbursed to 
the State by the Federal government for medical services and for administrative 
costs of the Medicaid program. 


FFS  Fee-For-Service 


Filter A single condition or combination of conditions frequently used and have been 
predefined to expedite your query.   


FIPS  Federal Information Processing Standards 
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FIPS PUB  Federal Information Processing Standards Publication 


Financial Cycle  The processing of claims from adjudication to payment. A financial cycle includes 
the updating of financial history and the preparation of provider payments and 
remittance advices. Actual release of payments is not considered part of the 
financial cycle. 


First Data Bank  A private firm supplying drug prices and other information to the Oklahoma 
MMIS. 


Fiscal Year 
(Federal)  


October 1 - September 30 


Fiscal Year (State)  July 1 - June 30 


FQHC  Federally Qualified Health center 


FY  Fiscal year 


GIS  Geographic Information System software package (for example, GEOACCESS). A 
software package that allows geographical information to be displayed using maps. 


GUI  Graphical User Interface. A graphical user interface is a "point and click" interface 
to a program, composed of menus, dialog windows, push-buttons, and so forth. 


HCBS  Home and Community Based Services, 


HCFA  Health Care Financing Administration, responsible for the national administration 
of the Medicaid and Medicare programs. 


HCFA-1500  HCFA-approved claim form used to bill professional services. 


HCPCS  HCFA Common Procedure Coding System; a uniform health care procedural 
coding system approved for use by HCFA, describing the physician and non-
physician services covered by the Medicaid and Medicare programs and used 
primarily to report reimbursable services provided to patients. 


HHS  Health and Human Services. Refers to the U.S. Department of Health and Human 
Services. 


HDR  Header 


HEDIS  Health Plan Employer Data and Information Sheet 


HIPAA  Health Information Portability and Accountability Act – in general usage in this 
document the reference is to the Administrative Simplification provisions of this 
act.  


HMOs  Health Maintenance Organizations 


ICD-9-CM  International Classification of Diseases, 9th Revision, Clinical Modification. 


ICF  Intermediate Care Facility 


ICF-MR  Intermediate Care Facilities for the Mentally Retarded; services are covered for 
those who are mentally retarded or who have related conditions. 
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Infoview This is the report library where users will find documents organized into logical 
business groupings.  Infoview is a module of the BusinessObjects suite of software. 


ITF  Integrated Test Facility; allows the State and contractor to monitor the accuracy of 
the MMIS and to test proposed changes to the system by processing test claims and 
other transactions through the system without affecting normal operations. 


JAD Joint Application Design 


JCL  Job Control Language 


JCAHO  Joint Commission for the Accreditation of Healthcare Organizations 


Key Date  A specified date which, if not met, may jeopardize the operations start date. 


LAN  Local Area Network 


Lock-In  A recipient who has been identified as abusing the Medicaid program may be 
restricted, or "locked- in," to a specified physician and/or pharmacy. The recipient's 
eligibility record will indicate that the recipient is restricted. Only claims from the 
specified providers shall be paid, except as otherwise authorized by Medicaid. 


LTC  Long-Term Care, used to describe institutional-based services such as nursing 
facility and ICF/MR facility care.  


MAC  Medical Advisory Committee. Also refers to the state and federal Maximum 
Allowed Charge for drugs, depending upon context. 


Managed Care  A comprehensive approach to the provision of health care that combines clinical 
services and administrative procedures with an integrated, coordinated system to 
provide timely access to cost-effective primary care and other medically necessary 
services. 


MCE  Managed Care Entity 


MARS  Management and Administrative Reporting System of the MMIS 


MCDATA  HCFA-proposed managed care universal data object 


Manual Check  A check issued by the state which is not generated by the system during a financial 
cycle. 


Medicaid  A federal/state medical assistance program authorized by Title XIX of the Social 
Security; it provides medical benefits for low-income persons and is jointly 
administered by the Federal and State governments. 


Medicare Buy-In  A procedure whereby the State pays a monthly premium to the Social Security 
Administration on behalf of eligible medical assistance clients to enroll them in the 
Medicare Part B program. 


MEQC  Medicaid Eligibility Quality Control 


MH  Mental Health 


Milestone  Completion of a task or a set of many tasks 
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MMIS  Oklahoma’s federally-certified Medicaid Management Information System. 


MR  Mentally Retarded 


MSIS  Medicaid Statistical Information System (electronic 2082) 


MTS  Medicare Transaction System 


Must  Indicates a mandatory requirement or condition to be met; see "shall" and "will". 


NCPDP  National Council for Prescription Drug Programs (current standard is 3.2.C). 


NDC  National Drug Code; a generally accepted system for the identification of 
prescription and non-prescription drugs available in the U.S. 


NPI  National Provider Identification 


NDM  Network Data Mover 


NF  Nursing Facility; a long-term care facility licensed under State law and certified by 
Medicare to provide skilled and intermediate levels of care. 


Normative Data  Data which has been compiled, often on a national level, to allow comparison with 
local data on the same subject. In health care, comparing providers' clinical 
performance has become increasingly important as competition has intensified and 
clinical outcomes are scrutinized more carefully. Severity-adjusted Weights and 
Normative Data are essential ingredients in these comparisons, because they allow 
managed care stakeholders to adjust for differences in casemix and severity.  


By utilizing standard weights and normative data appropriate for comparing 
differences in inpatient charges, lengths of stay, mortality, and so forth, local 
outcomes can be compared to nationally representative data for millions of 
services. 


Object A BusinessObjects term that means an individual data field that user can select in a 
query.  


Objection  An unwillingness to accept or acknowledge a mandatory requirement. 


OBDC  Open Database Connectivity 


OBRA  Omnibus Budget Reconciliation Act 


OFMQ  Oklahoma Foundation for Medical Quality 


OHCA  Oklahoma Health Care Authority, the Designated Single State Agency for 
administration of the Oklahoma Title XIX Medicaid Program. 


OIG  Office of the Inspector General 


OKMMIS  The State of Oklahoma fiscal agent operated Medicaid Management Information 
System. 


On-Line  Use of a computer workstation with visual display to immediately access computer 
files. 
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OSCAR File  Online Survey Certification And Reporting; CLIA file and updates from HCFA 


OSI  Open Systems Interconnection 


Outcomes Data  In health care, Outcomes Data is that data which represents the results of medical 
treatment. Collection of initial information, for instance, documenting length, 
width, depth, volume, base, and location wound data, along with dressing type and 
changes for the treatment of the wound along with the diagnosis, age, and other 
health conditions collected during the patient's initial visit are necessary. The 
outcome of the treatment, for instance, degree of healing, time to heal, and so forth, 
must also be collected. Data analysis can be performed by the drawing of 
conclusions based on consistent data collection over time.  


Data such as frequencies for diagnosis, time to heal, type of procedure, average 
age, and so forth, can be developed. From this data benchmarks and best practices 
can be developed. 


PA  Prior Authorization 


PASRR  Pre-Admission Screening and Resident Review 


Pass-through 
Expenses  


Those expenses of a Contractor which are to be reimbursed at cost by Medicaid. 


Patient Liability  Monthly income of a recipient in a long-term care or inpatient setting for more than 
thirty (30) days which must be applied to cost of care before Medicaid payment is 
made. 


PETI  Post Eligibility Treatment of Income 


PCCM  Primary Care Case Management 


PCP  Primary Care Provider 


PHP  Prepaid Health Plan 


PF  Program Function keys 


PMF  Provider Master File 


PMMIS  Pre-paid Medicaid Management Information System; refers to the system used to 
capture and process data related to the Oklahoma managed care program. 


POS  Point-Of-Service (also place of service on claims) 


PQAS  Prior Quarter Adjustment Statement 


Prime Contractor  The vendor with whom the State will contract for the services outlined in this ITB. 


PRO  Peer Review Organization 


Processed  Refund The correction of claim history performed in accordance with the 
instructions attached to a provider refund check. 


Pro-DUR  Prospective Drug Utilization Review 
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Program Code  A series of codes reflecting the various programs in which the recipient is active for 
the particular eligibility period; the client may be assigned more than one program 
code at a time. 


Proposer  The corporation, partnership, or joint venture (including any and all subcontractors 
proposed thereby) that submits a timely, complete, and correctly formatted 
technical and business proposal in response to this RFP. 


Protest  A complaint about a governmental action or decision brought by a prospective 
bidder to the appropriate administrative section with the intention of achieving a 
remedial result. 


PS/2  The eligibility system operated by the Oklahoma Department of Human Services; it 
is used to determine eligibility for AFDC, Medicaid, Food Stamps, and so forth. 
This system interfaces with the OKMMIS in order to provide information about 
client eligibility. 


QA  Quality Assurance 


QARI  Quality Assurance Reporting Initiative 


QC  Quality Control 


QSM Quality Improvement System for Managed Care 


QMBs  Qualified Medicare Beneficiaries; Medicare Part A beneficiaries whose income is 
under one hundred percent (100%) of the poverty level but whose income or assets 
are too high to qualify for other regular Medicaid benefits. 


QWDI  Qualified Working Disabled Individual 


RA  Remittance Advice 


RDBMS  Relational Data Base Management System 


RDD  Requirements Definition Document 


RDT  Requirements Definition Task 


Refund  A repayment made by a provider, usually needed because of an error in billing, 
receipt of a late insurance payment, or a duplicate payment which resulted in an 
overpayment by Medicaid for services rendered. 


Returned Claim A claim which is returned to the provider prior to entry into the system due to lack 
of clean claim data or a claim which is returned after deletion. 


REVS  Recipient Eligibility Verification System, under the MMIS/Fiscal agent contract, 
the REVS consists of a voice response system accessed by a touch-tone telephone 
and an electronic communication system that can be accessed by a PC with a 
modem or point-of-sale device with a plastic swipe ID card. 


RFP  Request for Proposals 


RHC  Rural Health Clinic 


ROSI  Reconciliation of State Invoices 
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RSD  Requirement Specifications Document 


Shadow Claims  Encounter claims equivalent to a regular claim  


Shall Indicates a mandatory requirement or condition to be met; see "must" and "will". 


SDX  State Data Exchange System; the Social Security Administration’s method of 
transferring SSI entitlement information to the State. 


SLIMB  Specified Low-Income Medicare Beneficiary; Medicare Part A beneficiaries under 
one hundred twenty percent (120%) of the Federal poverty level who have income 
or assets that are too high to qualify for regular Medicaid benefits. 


SNF  Skilled Nursing Facility; an institution (nursing facility) licensed under State law 
and certified by Medicare to provide skilled nursing and rehabilitative services. 


SoonerCare  The managed health care program through which the State of Oklahoma serves 
various populations, including the AFDC, Title XXI, and the ABD client 
populations. 


Spenddown  A periodic, usually six- (6-) month, “deductible” amount that must be incurred by 
medically needy recipients in order to reduce their income to Medicaid eligibility 
levels through payments to providers. 


SQL  Structured Query Language for the definition, organization, and retrieval of data in 
a database management system (DBMS), including the tools for transaction, 
management, data integrity, and data administration. 


SSA  Social Security Administration of the Federal government 


SSI  Supplemental Security Income 


State Plan  The State Plan for Medical Assistance of the State of Oklahoma as approved by 
HHS for federal financial participation under Title XIX of the Social Security Act, 
as amended. 


State  The State of Oklahoma; refers to policies, decisions, procedures, receipt of data, 
and the like that are defined by Oklahoma State agencies. 


SUL  State Upper Limit 


Subcontractor  Any and all corporations, partnerships, agents, and/or individuals retained by the 
contractor (with prior written approval from the State) to perform services under 
this ITB, regardless of the amount, duration, or scope of the services provided and 
regardless of whether identified in the contractor’s proposal in response to this ITB 
or subsequently retained during the contract term. 


SURS  Surveillance and Utilization Review Subsystem; a federally- mandated MMIS 
subsystem that builds a statistical base for health care delivery and utilization 
pattern profiles for both providers and recipients and generates a listing of potential 
abusers for review by the Oklahoma Medicaid Agency. 


TAD  Turnaround Billing Document, usually refers to the LTC reimbursement document. 


TCN  Transaction Control Number used to uniquely identify the MMIS health care 
claims. 
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Time Slice  The set of software and data files provided to the Contractor for system testing. The 
time slice shall include MMIS source and object modules, JCL, copy members, 
run-time input parameters, production files listed below, and a copy of actual claim 
input data, all created at the initial step of a full adjudication/financial cycle. 
Immediately prior to the running of a financial cycle, all files accessed in the 
complete adjudication and payment of a claim will be copied to tape by the current 
Contractor. These files/data and the MMIS software provided should allow 
Contractor to duplicate the actual production run for the same cycle. 


Title IV-E  The title of the Social Security Act which is an entitlement program whereby there 
is Federal financial participation in the costs of foster care maintenance and 
adoption assistance payments. 


Title XIX  Of the Social Security Act enacted Medicaid in 1965; synonymous with Medicaid. 


Title XVIII  Of the Social Security Act (Medicare). 


Title XXI  Of the Social Security Act. Establish the child health care programs for the 
uninsured. 


TPL  Third-Party Liability; also refers to the TPL subsystem of the MMIS. 


TPR  Third-Party Resource 


TQM  Total Quality Management 


Turnover  Refers to the period of time for the transition from the current vendor to a 
replacement vendor either at the fulfillment of the contract or in the event of 
contract termination during the term of the contract. 


UB-92  Standard claim form used to bill hospital inpatient, outpatient, nursing facility, and 
other State-defined services. 


Universe A universe is a logical subject area of data such as provider, managed care, 
provider or EPSDT.  Users can select the universe needed as part of a step by step 
process when creating a report 


UPIN  Universal Provider Identification Number 


USPS  United States Postal Service 


Utilization Review  A review performed to determine the quality, quantity, appropriateness, and cost of 
care and services provided and to compare the findings against established norms. 


VAN’s  Value Added Networks 


WAC  Wholesale Average Cost 


WAN  Wide Area Network 


WIC  Women, Infants, and Children’s program 


Will  Indicates a mandatory requirement or condition to be met; see "must" and "shall". 


Working  Days Official hours of operation based on a five (5)-day workweek, excluding 
Saturdays, Sundays, and official state holidays. 
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Workshops  General statewide training sessions conducted by Contractor to educate providers 
regarding proper billing procedures. 


YTD  Year-to-date 
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Section 1:  Introduction 


Overview Drug Rebate 
Drug Rebate developed this manual for use as a training guide.  The 
guide provides a quick and easy reference for daily operations.  For the 
purposes of this manual, the term labeler is used to refer to 
pharmaceutical manufacturers, repackagers, and relabelers. 


The Centers for Medicare & Medicaid Services (CMS) Medicaid Drug 
Rebate Operational Training Guide describes the general provisions of 
the Federal Drug Rebate Program.  This manual addresses processes 
that are specific to the Oklahoma Health Care Authority (OHCA).  
Both manuals are used in daily operations. 


Overview Drug Rebate Program 
The Omnibus Budget Reconciliation Act (OBRA) of 1990 established 
the Drug Rebate Program.  OBRA 90 required pharmaceutical labelers 
to sign rebate agreements.  Effective January 1, 1991, this agreement 
with CMS ensured coverage of labeler products by OHCA.  In 
addition, the rebate program ensures that OHCA obtains the best price 
available in the market without restricting distribution to pharmacies.  
With this act, OHCA collects rebates from pharmaceutical labelers for 
prescription drugs reimbursed by the OHCA for OHCA members at 
non-discounted prices, which reduces OHCA costs.  The Drug Rebate 
program recoups about 18 percent of expenditures for pharmaceutical 
products dispensed in Oklahoma. 


Drug Rebate is primarily responsible for the following: 


• Quarterly invoicing 


• Labeler inquiries 


• Cash management 


• Drug rebate accounting 


• Dispute resolution process 
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Overview Drug Utilization Review 
The DUR function exists to ensure quality and integrity in prescribing, 
dispensing, and utilizing pharmaceuticals for OHCA members, thereby 
enhancing quality of care and ensuring cost efficiency.  DUR consists 
of two components: 


• Prospective drug utilization review (Pro-DUR) 


• Retrospective drug utilization review (Retro-DUR) 


The prospective component alerts pharmacy providers to potential 
problems with a drug therapy for OHCA members by allowing 
providers to access pharmacy data through the Point of Sale (POS) 
system.  The retrospective component provides a method to monitor 
patterns of prescribing, dispensing, and utilizing OHCA reimbursed 
drugs through retrospective analysis of paid claims data.  OHCA has 
entered a vendor agreement with Fair Isaac beginning January 1, 2003, 
to examine claims data in depth to identify patterns of fraud abuse, 
over-utilization, and inappropriate or medically unnecessary therapies. 


The DUR Board, in coordination with the OHCA and EDS, is 
responsible for implementing the DUR Program, establishing criteria 
and standards for prescribing and dispensing drugs, developing and 
applying educational interventions for physicians and pharmacists, 
publishing an annual report, establishing a grievance and appeals 
process for physicians and pharmacists, and disseminating educational 
material to physicians and pharmacists.  The DUR Board also 
approves Retro-DUR criteria used in the retrospective review of 
OHCA claims data. 


The Drug Rebate Unit assists in retrospective DUR by identifying 
National Drug Codes (NDCs) whose paid claims need research to 
determine the correct number of units and reimbursement amounts.  
The Drug Rebate Unit also maintains a list of frequently disputed 
NDCs, so that claims can be adjusted as soon as possible.  This helps 
ensure the accuracy of the next rebate invoicing cycle. 
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Goals and Objectives 
The primary goal of the Drug Rebate Unit is to reduce OHCA costs by 
drug rebate invoices, dispute resolution collections, and Retro-DUR 
activities.  To achieve this goal, Drug Rebate does the following: 


• Identifies drug claims applicable to the Drug Rebate Program and 
supplies information to labelers, in the form of an invoice, to collect 
rebate amounts. 


• Ensures that all interest collected from labelers is appropriately 
credited to the OHCA. 


• Performs all aspects of the dispute resolution process in accordance 
with CMS and OHCA policies. 


• Maintains accounts receivable records that incorporate invoices, 
collections, adjustments, and outstanding balances. 


• Tracks providers who consistently file claims with billing errors and 
refers them for further research. 


• Identifies possible inappropriate drug therapy patterns, thereby 
enhancing the quality of care to members. 


• Reports trends, abnormalities, or issues discovered in the profile 
review process to the DUR Board. 


This manual has been developed by Drug Rebate to describe the 
operations in the following categories: 


• Organization and Staffing 


• Drug Rebate Procedures 


• Cash Management 


• Drug Rebate Accounts Receivable Procedures 


• Drug Rebate Labeler Disputes 


• Drug Rebate Reports 


• Drug Utilization Review Process 


• Drug Reference Update 


• Pharmacy Pricing Guidelines 
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Manual Format 


Individual Sections 


Topical sections are provided for quick reference.  Additionally, 
sections are provided for such items as program bulletins, acronyms, 
and appendices. 


Binder Construction 


The use of binders facilitates the insertion and deletion of guide 
material when necessary, it makes copying material and distributing 
guide sections easier.  Drug Rebate distributes additions and 
replacement pages to the guide as needed. 


Cross-Referencing  


Many sections of this guide intentionally contain information found in 
other sections to help in understanding procedures that may overlap or 
that require the use of forms or letters. 
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Section 2:  Organization and Staffing 


Overview 
Drug Rebate consists of the Drug Rebate and DUR functions.  The 
combined effort enhances the proven methods and processes of 
accounting experience and adds clinical expertise. 


The pharmacist oversees system design and operations to ensure that 
the program is compliant in the DUR areas.  The pharmacist also 
serves as a valuable resource for other areas. 


Drug Rebate  
The organizational structure, positions, and responsibilities within 
Drug Rebate are described in this section. 


Figure 2.1 – Drug Rebate Organization Chart 


Drug Rebate Manager 


The Drug Rebate manager’s responsibilities are as follows: 


• Oversees compliance with federal and state regulations 


• Facilitates and coordinates the recovery of drug rebate amounts 


• Oversees and evaluates the work performed by Drug Rebate staff 
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• Oversees the accounting records and reports 


• Interfaces with the OHCA on the status of Drug Rebate issues 


• Establishes and review policies and procedures 


• Interviews, hires, trains, and supervises Drug Rebate staff 


• Ensures accurate and timely submissions of federally mandated 
financial and statistical reports 


• Approves proposed dispute resolutions and recoupments 


• Oversees progress of cases involved in OHCA's grievance process 
for disputed and uncollected rebates 


Pharmacist 


The pharmacist’s responsibilities are as follows: 


• Interfaces with the OHCA regarding clinical issues 


• Reviews policies and procedures and makes suggestions for 
changes to the Drug Rebate manager as appropriate 


• Ensures contract compliance with the Drug Rebate Program 


Drug Rebate Analyst 


The Drug Rebate analyst’s responsibilities are as follows: 


• Reviews accuracy of drug claim and rebate collections 


• Posts labeler payments within required time frames 


• Analyzes data for evidence of fraud or lack of compliance with 
established policies and procedures 


• Receives written correspondence and telephone calls regarding drug 
rebate issues 


• Analyzes drug rebate collections and disputes 


• Calculates a labeler resolution or provider recoupment in response 
to dispute procedures 


• Runs queries on claims or rebate data as necessary
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Section 3:  Drug Rebate Procedures 


Introduction 
The Drug Rebate procedures were developed to effectively administer 
the federally mandated program requiring labelers to have a rebate 
agreement in effect with CMS.  These procedures provide a consistent 
approach to the review and analysis of the program data within the 
context of specific state regulations and policies.  This manual outlines 
the procedures for the following areas of responsibility: 


• Quarterly Drug Rebate invoice procedures 


• DESI\LTE quarterly updates 


• CMS release procedures 


• Cash management 


• Drug Rebate accounts receivable procedures 


• Accounts receivable reporting and labeler notification 


• CMS 64.9R 


• Drug rebate labeler disputes 


Each area within Drug Rebate is interdependent.  All areas must 
function with consistency and an understanding of the global process.  
The drug rebate procedures provide the global rebate process to ensure 
consistency in the application of the program. 


Quarterly Drug Rebate Invoice Procedures 
The quarterly rate tape is received from CMS approximately 45 days 
after the end of each calendar quarter.  The tape contains rebate, Drug 
Efficacy Study Implementation (DESI), and labeler address data.  The 
drug claims data is merged with data provided by CMS containing the 
rebate amount per unit and labeler information.  The merge creates 
quarterly labeler invoices and related reports. 


CMS Quarterly Rate Tape 


When the quarterly rate tape is received from CMS, the tape label is 
dated stamped and the tape is given to the assigned systems engineer 
(SE) for processing.  If the tape is late or unreadable, the analyst 
notifies CMS and the OHCA by phone or e-mail.  A folder is made for 
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the appropriate quarter and date stamped on the outside of the folder 
with the date the tape was received. 


Before invoices are processed, the SE loads the CMS tape and does the 
following: 


• Prints the Oklahoma PHS/IHS Excluded Provider Listing report 
(RBT-1001-Q) 


• Updates labeler address data and generates the Address Update 
report (RBT-2014-Q) 


• Prints the CMS Unit Discrepancy report (RBT-2004-Q) 


PHS/IHS Provider Exclusion Process 


Claims submitted by PHS and IHS pharmacy providers are excluded 
from the drug rebate invoice process.  One of the first steps in the 
invoice process is to identify the Public Health Service (PHS) or 
Indian Health Service (IHS) providers.  PHS providers are identified 
by using HRSA’s Website.  IHS providers are identified automatically 
by MMIS by referencing the Provider Master File. 


For PHS providers, a drug rebate analyst compares the updated 
Oklahoma PHS Provider Microsoft Excel spreadsheet to the data on 
the Drug Rebate PHS/IHS Maintenance window in Oklahoma MMIS.  


To update the Oklahoma PHS Provider Microsoft Excel spreadsheet, 
the supervisor downloads the spreadsheet of PHS providers from the 
HRSA’s Web site at http://bphc.hrsa.gov/opa.  At that site, the 
supervisor chooses Medicaid States’ Exclusion File, and then double-
clicks on Download EXCLMMYY.zip.  Choose Open File, and then 
import the text file to Microsoft Excel.  Once the file is imported, find 
the Oklahoma providers by looking in the State column.  Select and 
Copy the data for Oklahoma providers into a separate Excel 
spreadsheet.  Copy this information into a separate tab in the Excel file 
named PHS Exclusion in the PHS Providers folder.  


The analyst reviews and prints the most recent tab in the PHS 
Exclusion file, and then updates the PHS providers in the PHS/IHS 
Maintenance window in MMIS. 


The analyst views and prints the PHS providers from the PHS 
Windows in the Oklahoma MMIS from the Drug Rebate menu by 
doing the following: 


1. Click PHS/IHS Maintenance. 


2. Click Select. 


View and Print PHS 
Providers 



http://bphc.hrsa.gov/opa�
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3. Highlight any provider in the list other than the first one. 


4. Click File. 


5. Click Print. 


6. Click Data Window. 


7. The analyst compares the Oklahoma PHS Provider MS Excel 
spreadsheet to the printout from the Drug Rebate PHS Maintenance 
window in Oklahoma MMIS. 


8. Provider numbers are checked off the MS Excel spreadsheet as they 
are found on the PHS Maintenance window printout.  The provider 
number is the last column on the spreadsheet. 


9. A Drug Rebate analyst adds providers not found on the PHS/IHS 
Maintenance window to the PHS/IHS Maintenance and Date 
windows in Oklahoma MMIS. 


To add PHS providers to the Oklahoma MMIS PHS/IHS Maintenance 
Window, the analyst does the following: 


1. Click New. 


2. Type the Provider Number.  The name populates from the number 
entry. 


3. From the drop-down box, choose the appropriate entity type as it is 
reported in the PHS Excel spreadsheet. 


4. Click Save. 


Note: Only one entity type per provider can be assigned in the 
Oklahoma MMIS. 


To add date segments for new PHS providers, at the PHS/IHS 
Maintenance window, the analyst does the following: 


1. Click Dates. 


2. Type the Start Date Segment. 
 The start date is the first day of the calendar quarter for the 


invoice period being processed.  For example, for the 4/97 
invoice tape, the date should be 19971001. 


 The End Date Segment defaults to 2299/12/31.  If the segment 
needs to be end dated, type over the default date.  The end date 
should be the last day of the previous calendar quarter for the 
invoice period being processed.  For example, for the 4/97 
invoice tape, the date should be 19970930. 


3.  Click Save. 


Add PHS Providers 


Add Date Segments 
for New PHS 
Providers 
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4. Place the data window print of the Drug Rebate PHS/IHS window 
and PHS Excel spreadsheet in the quarterly invoice file. 


IHS providers are identified in the batch invoice cycle processes, and 
they are automatically written to the PHS/IHS tables. 


Labeler Address and Contact Update  


The labeler address, contact information, and rebate participation dates 
are updated from the CMS tape to ensure the Banner Page that 
accompanies the quarterly invoice reports contains the correct 
information.  The address information can be viewed online through 
the Labeler Address Inquiry window.  The Labeler Address Inquiry 
window displays the financial, legal, technical, and ROSI/PQAS 
contacts as well as the type of invoice media (paper, diskette, or FTP), 
the type of collection media, the parent labeler, and the effective and 
termination dates of the labeler.  Labeler addresses, contact 
information, and rebate participation dates need to be updated before 
invoices are processed to ensure invoices are sent to the correct 
contacts. 


The following procedures describe the process: 


• The SE notifies the OHCA Drug Rebate unit when the labeler 
address process is complete and generates the Drug Rebate Address 
Update Report (RBT-2014-Q). 


• The Drug Rebate analyst reviews the paper or computer output to 
laser disk (COLD) copy of the report to research the labelers that 
have the message No Match on Effective Date - Verify Effective 
Date.  The analyst highlights this message on the paper copy. 


• The Drug Rebate analyst compares the items that have the message 
No Match on Effective Date - Verify Effective Date to the data on 
the Reference Drug Rebate window. 


To review the rebate participation dates on the Reference Drug Rebate 
window in Oklahoma MMIS, perform the following steps: 


1. Click Reference. 


2. Click Drug Rebate. 


3. Click Labeler Address Inquiry. 


4. Type the labeler code. 


5. Click Inquire. 


Review Rebate 
Participation Dates 
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Note:  If the participation dates are different, contact CMS to 
determine the appropriate rebate participation effective 
dates. 


If the Drug Rebate window participation dates are incorrect, the 
analyst completes the document and gives it to the SE to update the 
system.  The start date is the date supplied on the CMS tape, which is 
the optional date provided for under the Balanced Budget Act (BBA) 
of 1999, (not the mandatory date).  The end date is the last day of the 
calendar quarter that participation is effective.  For example, if the 
report lists the end date as 10/01/1997, the date in the system must be 
19970930. 


When the PHS/IHS Provider Exclusion Process and Labeler Address 
and Contact Update Processes are complete, notify the SE that hard 
copy invoices can be generated. 


The Drug Rebate Invoices must be processed and mailed within 60 
day of the end of the calendar quarter. 


The quarterly invoice consists of line item details, including the 
following information: 


• NDC and the description of the NDC 


• Rebate amount per unit 


• CMS unit of measure provided on the rate tape 


• Number of units reimbursed to providers during the previous 
calendar quarter 


• Total rebate amount claimed (rebate amount per unit multiplied by 
quantity) 


• Number of prescriptions 


• Amount paid to providers 


All NDCs on the quarterly invoice are summarized to show a total 
rebate due for the current rebate period.  Labelers are required to remit 
payment to states for justified rebates within 38 days of the postmark 
date.  The subsection Entering Invoice Postmark Date gives an 
explanation of the postmark date. 
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Invoice Data Validation 


After the SE generates the invoices, a copy is delivered to the OHCA 
Drug Rebate Unit.  Detail data is then selected by the OHCA analyst 
leading the invoice procedure for several different labelers and 
returned to the SE for invoice and utilization validation. 


The following describes the process: 


• The OHCA analyst selects detail data for more than one but less 
than 10 NDCs and sends copies of the selected detail data to the SE 
for review. 


• The SE runs a query to provide claim details to validate the 
accuracy of the invoice and utilization validation.  The query of the 
claim details (quantity, reimbursed amount to providers, number of 
scripts) should equal the total of the invoice details reported on the 
invoice and the utilization validation. 


• The SE validates the detail data, and a hard copy of the validation is 
returned to Drug Rebate to be filed in the quarterly invoice folder. 


• The SE loads the rebate data into tables. 


• The analyst verifies that the invoice data is committed to the 
database, by going online to COLD and checking the report claim 
amount for the first and last entry. 


• The analyst also reviews for high discrepancies with dollar amounts 
(RBT-2005-Q). 


• The analyst runs queries in DSS to verify invoice information and 
inserts the query to validate the invoice. 


• The analyst ensures that the reports are copied to CRLD and prints 
all reports.  Section 13: Drug Rebate Reports provides additional 
information. 


• The analyst places all reports in the quarterly invoice folder and 
gives the report to the Drug Rebate supervisor. 


• To run a query to validate the invoice information, the analyst does 
the following: 
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Electronic Media Invoice 


Labelers can request invoices by electronic media but are required to 
request an electronic media invoice in writing.  Parent manufacturers 
are the only entity that can request an electronic media invoice, and the 
electronic media will include the invoices of all of the subsidiary 
labelers for that parent.  Labelers requesting electronic media also 
receive paper copies of their invoices.  Prior to mailing the paper 
invoices, diskettes should be prepared for those labelers that requested 
a disk copy of their invoice(s). 


For the SE to identify labelers requesting electronic invoices, the 
information must also be updated in Oklahoma MMIS.  These updates 
must be done before the invoices are created.  To make the updates, 
the OHCA analyst does the following from the Oklahoma MMIS 
menu: 


1. Click Reference. 


2. Click Drug Rebate. 


3. Click Labeler Address Inquiry. 


4. Type the labeler code. 


5. Click Options and then click Address. 


6. Click Media and a drop-down box appears. 


7. Click Diskette. 


8. Click Save. 


Diskette labels should be updated at the same time that the MMIS is 
updated.  To update diskette labels, the EDS analyst does the 
following at the Windows desktop menu: 


The SE informs the EDS analyst that the information is loaded and 
ready to be copied as well as the location of the files to copy to 
diskette.  The EDS analyst prints a copy of one of the labeler’s invoice 
data from COLD.  From this copy, the EDS analyst verifies that the 
invoice quarter is correct and then files the copy in the quarterly 
invoice folder. 


To print the invoice data from COLD, the EDS analyst does the 
following from the Windows desktop: 


Blank, formatted diskettes are needed for the copying process.  Used 
diskettes can be reformatted and used again.  To save labeler 
information to a diskette, do the following: 


Diskette Labels 


Copying Files to 
Diskettes 
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1. Place diskette labels on the diskettes prior to copying data onto 
diskettes. 


2. Copy the information to the diskette. 


3. Match hardcopy invoices with diskette invoices.  If there is more 
than one labeler on a diskette, put all invoices and utilization 
invoices in the same envelope with the diskette. 


4. Write Diskette Inside on the outside of the envelope. 


To reformat a used diskette, the analyst does the following: 


1. Insert a used diskette into the A: drive. 


2. Double-click My Computer from the desktop. 


3. Right-click 3 ½ Floppy (A:). 


4. From the pop-up box, click Format. 


5. Click Start. 


6. When formatting is complete, click Close. 


7. Click Close again. 


To copy files onto diskettes, the analyst does the following: 


1. Double-click My Computer from the desktop. 


2. Double-click This location has not been determined yet. 


3. Double-click Rebate. 


4. Double-click Disk. 


5. Double-click diskettes <QYY>. 
 QYY is the quarter and two digit year of the current quarter. 


6. Right-click the Labeler code to copy. 


7. Click Copy from the drop-down list. 


8. Right-click 3 ½ Floppy (A:) from My Computer. 


9. Click Paste from the drop-down list. 


Mailing Invoices 


To mail the invoices to labelers, the EDS analyst does the following: 


• Notify the mailroom that invoices are going to be mailed. 


• Identify parent manufacturers that have requested a diskette copy of 
their invoices by using a DSS/DW query.  The query is as follows: 
 Select parent_lblr from t_drug_lblr where cde_media = 'D'; 
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• It is imperative that the diskettes are mailed at the same time 
invoices are mailed.   


Documenting the postmark date is required for tracking as well and 
mandated by CMS.  The postmark also aids in the interest assessment 
of late invoice payments or disputed items. 


The Drug Rebate postmark date is entered in Oklahoma MMIS on the 
day that the invoices are mailed. 


To enter the Drug Rebate postmark date, at the Postmark Date 
Maintenance window, the EDS analyst does the following: 


1. Click Reference. 


2. Click Drug Rebate. 


3. Click Postmark Date. 


4. Type the postmark date that invoices were mailed. 


5. Click Save. 


Postage logs will be maintained by EDS, showing evidence of mailing 
invoices, letters and accounts receivable statements.  The postage logs 
should provide for such items as type of document mailed or report 
number (e.g. paper invoices, diskettes, 38 day letter, accounts 
receivable statement), date mailed, number of documents mailed, and 
total postage charges for each separate mailing. 


State Utilization Tape and Confirmation Letter to CMS 


On completion of the invoice process, a State utilization tape and 
confirmation letter is sent to CMS.  The SE creates the State utilization 
tape for the invoice period and forwards it to the OHCA analyst to 
mail to CMS.  The State utilization data is for original invoice records 
that have a correction flag of 0.  The utilization records have a 
correction flag of 1. 


The analyst prepares the confirmation letter by considering the 
following requirements: 


• The letter must contain the file name, volume serial number, and the 
number of records.  The SE supplies this information. 


• This letter is saved under the current invoice period (such as 
499CMS).  All the data in the current letter must reflect the current 
invoice period information, such as dates, volume serial number, 
and number of records. 


Entering Invoice 
Postmark Date 


Postage Logs 
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• The letter must be signed by the OHCA technical contact and 
approved by the Drug Rebate supervisor 


• Four copies of the confirmation letter are distributed as follows: 
 Send a State utilization tape with the original confirmation letter 


to the following address: 
Centers for Medicare & Medicaid Services 
Bureau of Data Management and Strategy 
Mail Stop S3-18-13 
7500 Security Boulevard 
Baltimore, MD 21244 


 File one copy of the letter in the quarterly invoice folder 
 Forward one copy of the letter to Operations 
 Send a copy of the letter with the State utilization tape to the 


following address: 
Centers for Medicare & Medicaid Services 
Office of Information Systems 
Attention: Tape Library 
7500 Security Boulevard 
Baltimore, MD 21244 


Nonpayment Follow-up Letters 


In accordance with CMS guidelines OBRA 1990, manufacturers are 
required to remit payment to the State within 30 days of receipt of 
each quarterly rebate invoice.  CMS requests that states report labelers 
that have not paid outstanding rebate amounts as outlined in CMS 
Release Number 94 for State Medicaid Directors.  For situations in 
which payment has not been received for any portion of the invoice, or 
the manufacturer has not notified Drug Rebate to dispute the invoice, 
the analyst issues two nonpayment letters before reporting the 
manufacturer to CMS. 


• 38-Day Follow-up Letter: The 38 day letter is mailed 38 days from 
the postmark date of the invoice, notifying the manufacturer of 
nonpayment of the invoice and that interest begins to accrue as 
required by Section V of the rebate agreement. 


• 68-Day Follow-up Letter: The 68 day letter is mailed 68 days from 
the postmark date of the invoice, notifying the labeler that payment 
has not been remitted and that interest began to accrue on day 38 of 
nonpayment.  The Drug Rebate Outstanding Balance Summary 
report (RBT-9001-M) is included with this mailing. 
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Figure 3.1 – Example of 38-Day Letter 


[Current Date] 
  
[Labeler Code] 
[Labeler Contact Name] 
[Labeler Name] 
[Labeler Address1] 
[Labeler Address2] 
[Labeler City/State/Zip] 
  
Dear Labeler:  
  
Oklahoma Medicaid has not received a drug rebate payment from labeler [labeler 
code] for [invoice quarter]. According to CMS, OBRA 1990 requires manufacturers 
to remit payment to the state with 30 days of the invoice; interest began to accrue as 
required by Section V of the rebate agreement.  
  
In order to avoid further action, please forward your check immediately. Checks 
should be made payable to the Oklahoma Health Care Authority, and mailed to the 
address below: 
  


Oklahoma Health Care Authority 
Attn: Finance Division, Revenue Processing 


P.O. Box 18299 
Oklahoma City, OK 73154-0299 


  
Rebate amounts are calculated based on a rebate amount per unit reported to CMS by 
your company. It is the responsibility of the manufacturer to calculate and use the 
correct unit rebate amount (URA) for each NDC and indicate changes to the State 
with the invoice payment.  In addition, whenever a URA change is made by a labeler, 
the corrected pricing information, on which the change is based, must be reported to 
CMS. 
  
If your payment has already been submitted, please disregard this notice and 
accept our thanks. Any questions concerning this matter, please contact the Drug 
Rebate unit at 405-522-7327. 
  
Sincerely, 
 
Nancy Nesser, D. Ph 
Pharmacy Director 
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Figure 3.2 – Example of 68-Day Letter


[Current Date] 
  
[Labeler Code] 
[Labeler Name] 
[Labeler Contact Name] 
[Labeler Address1] 
[Labeler Address2] 
[Labeler City/State/Zip] 
  
Dear Labeler: 
  
Attached for your review is a summary of the outstanding balance for each invoice period. 
Oklahoma Drug Rebate has accumulated a total outstanding balance due of [balance due]for the 
labeler code on the attached statement. OBRA 1990 requires that manufacturers remit payment to 
the State within 30 days after receipt of each quarterly rebate invoice. Section V states that 
interest will begin to accrue 38 days after the postmark date of each invoice. Interest is applied to 
disputed or unpaid amounts and late rebate payments but not to prior period adjustments of 
rebate amounts. It is the manufacturer’s responsibility to calculate interest and remit the interest 
due along with the late rebate payment.  
  
In accordance with CMS's dispute resolution process, a manufacturer may dispute items up to 38 
days after receipt of the rebate invoice. Phase I of this dispute process includes resolution 
attempts between the State and manufacturer. Phase II begins if no agreement has been reached 
in Phase I. No later than one year from the 240th day of receiving the manufacturer’s dispute, a 
hearing will be scheduled. If no agreement is reached before the hearing through Mediation 
Review or Arbitration, the State will make available its State hearing mechanisms as defined in 
the statute and state law. 
  
The attached summary includes invoices listed for which payment is over 68 days late. In order 
to avoid further action and to prevent assessment of additional interest, your check should be 
forwarded immediately to the address below: 
  


    Oklahoma Health Care Authority 
Attn: Finance Division, Revenue Processing 


P.O. Box 18299  
 Oklahoma City, OK 73154-0299 


  
If payment has been made, please disregard this notice. Your compliance with the Medicaid 
program is appreciated. Should you have any question, please do not hesitate to contact this 
office at 405-522-7327 to speak with your assigned Drug Rebate analyst. 
  
Sincerely, 
  
 
Nancy Nesser, D.Ph 
Pharmacy Director 
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Section 4:  DESI/LTE Quarterly Updates 


Overview 
A DESI drug has been determined by substantial documented evidence 
to be less than effective (LTE).  DESI classification 5: Drug for all 
Indications and 6: Drugs Withdrawn from the Market are services not 
covered by OHCA and are not valid for rebate purposes.  Only values 
5 and 6 that have changed since the last CMS quarterly rate tape are 
reported. 


The Drug Rebate CMS DESI Report (RBT-2012-Q) is produced from 
the CMS quarterly rate tape.  The DESI report provides a list of NDCs 
that have been added or deleted as a DESI drug since receipt of the last 
CMS quarterly rate tape.  The OHCA Drug Rebate analyst modifies 
the comprehensive DESI Drug Listing based on the report produced 
from Oklahoma MMIS. 


Drug Rebate is required to provide advance notice of updates to 
DESI/LTE drugs to providers.  This notification is published as a 
bulletin and distributed no later than 17 days after receipt of the 
quarterly rate tape or as soon as information is received from CMS.  


If the quarterly rate tapes are not received from CMS promptly, Drug 
Rebate must take steps to protect both EDS and the OHCA against late 
notification.  Therefore, the system effective date of all DESI changes 
is the later of the first day of the quarter following the quarter that the 
quarterly rate tape is received (CMS policy), or the date determined 
using the three business days plus 10 calendar days formula (State 
policy).  For example, if EDS receives the second quarter 2001 rate 
tape on August 15, 2001, DESI updates generated from this tape are 
effective October 1, 2001. 


It is the responsibility of Drug Rebate to track receipt of the quarterly 
rate tapes.  CMS is notified if, due to delays beyond the control of 
EDS, it is impractical to use the effective date dictated by CMS policy.  
Copies of documentation to justify delays must be provided to the 
OHCA and maintained by Drug Rebate. 


The OHCA Drug Rebate analyst performs the following: 


• Update the Drug Inquiry window with DESI data.  Under Options, 
click DESI to access the Drug DESI window. 


• Produce the DESI bulletin.   
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• Validate updates and deletions to the DESI bulletin by comparing 
the reports. 


• Deliver the DESI listing to the Client Services manager with a 
cover memo and instructions to distribute the listing to pharmacy 
providers with the quarterly bulletin.  Client Services coordinates 
distribution of bulletin. 


• Place one copy of the bulletin in the quarterly invoice folder and 
one in the First Data Bank (FDB) Smartkey binder 
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Section 5:  CMS Release Procedures 


Introduction 
CMS communicates with labelers and states on an ongoing basis.  
CMS sends its program releases to the technical contact person 
specified.  Releases are written and distributed by CMS as needed to 
provide labeler addition and termination information, updated policy 
information, and Treasury bill (T-bill) discount rates.  The mailroom 
receives the release from CMS and forwards it to Drug Rebate for 
review. 


Drug Rebate Reviews Release 


Drug Rebate date stamps and reviews the release to determine the plan 
of action to take.  Labeler additions and terminations to and from the 
Drug Rebate Program and changes to T-bill rates are some items that 
require action. 


If the release modifies drug rebate processing logic, the analyst 
documents the system modifications and updates the procedures in the 
Drug Rebate Procedures Manual.  Refer to the Change Control 
Manual for appropriate change system request (CSR) procedures. 


Changes to Labeler Rebate Participation 


CMS requires labelers to have a Drug Rebate Agreement on file to 
receive OHCA reimbursement for pharmaceuticals.  CMS releases a 
bulletin to communicate either a new labeler participating in or an old 
labeler being terminated from the OHCA drug rebate program.  This 
information must be incorporated into Oklahoma MMIS to reimburse 
pharmacies for claims submitted. 


Rebate effective date guidelines allow at least three business days and 
10 calendar days before terminating a Drug Rebate labeler.  Provider 
notification is by banner page as an interim to the comprehensive Drug 
Rebate labeler list attached to the quarterly pharmacy bulletin. 


Note: If a labeler calls or sends correspondence directly to 
Drug Rebate to notify of a new address, the labeler 
must be advised to report this information directly to 
CMS. 
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Validate T-Bill Rates 


Interest is applied to disputed or unpaid amounts and late rebate 
payments.  Interest begins to accrue 38 calendar days from the date the 
invoice is mailed, using the postmark on the envelope made by the 
U.S. Postal Service or other common mail carrier, not a postage meter 
stamp. 


The interest calculation is based on a 365-day year with simple interest 
applied to the average of the yield of the weekly 90-day T-bill auction 
rates during the period for which interest is charged. 


Auctions of 90-day T-bills are generally held each Monday.  
Periodically, information on rates is provided by CMS in releases to 
labelers and OHCA agencies to ensure both parties are using the same 
interest rates when making calculations.  An OHCA analyst must 
update and maintain the T-bill rate information. 


The OHCA Drug Rebate analyst validates the T-bill rate information 
on the T-Bill Rate window with the rate information supplied on the 
release.  The OHCA analyst enters the T-bill rates each week from the 
Wall Street Journal, Federal Reserve published information, or the 
CMS Web site. 


Labeler Bankruptcy Policy 
If Drug Rebate receives notification from CMS or the labeler that the 
labeler has filed for bankruptcy, the Drug Rebate analyst does the 
following: 


• Determines outstanding amount for the labeler for the affected 
invoice periods.  Makes a copy of outstanding balance screen prints 


• Completes Drug Rebate Bankruptcy Proof of Claim Form and 
attaches screen prints of outstanding balances and any appropriate 
documentation 


• Files a copy of the completed Drug Rebate Bankruptcy Proof of 
Claim Form and attached documentation in the labeler 
correspondence file folder 


The OHCA signs and sends the proof of claim to the appropriate 
bankruptcy court.  The OHCA ensures that the Deputy General 
Counsel and the Deputy Attorney General receive a copy of the proof 
of claim. 
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Section 6:  Cash Management 


Introduction 


All checks must be mailed directly to the following address: 
Oklahoma Health Care Authority 
Attn: Finance Division 
P.O. Box 18299 
Oklahoma City, OK 73154-0299 


By mailing checks to the post office box, labelers and the OHCA are 
assured that all payments are deposited within 24 hours of receipt. 


Finance Division Cash Procedures 
Labelers mail rebate checks directly to the post office box.  The 
OHCA Finance division sends all checks to the State Treasurer's 
office, but they retain the following documentation from the mailing: 


• Photocopy of each check to be deposited 


• Copy of deposit slip for the daily post office box credit 


• Remittance advice, and supporting documentation (for example, 
ROSI/PQAS forms) 


• Correspondence and other items with or without a check to deposit 


• Original envelopes from the sender (which contain the postmark 
date) 


The OHCA Finance division delivers the supporting documentation to 
the Drug Rebate unit daily.  Each check copy is assigned a unique drug 
rebate cash control number (CCN) by the Oklahoma MMIS.  The CCN 
is used to track the check through MMIS.  Finance reconciles the bank 
account each month; however, Drug Rebate ensures reconciliation of 
drug rebate receipts (both monthly and quarterly). 


Occasionally, checks are mailed to this post office box in error.  Once 
these checks are deposited, the sending entity is contacted for 
instructions as to what to do with the money. 


In the event that a check is assigned to the wrong program, the error 
can be corrected by changing the program associated with the check 
(whenever the error is discovered). 
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The OHCA Finance division processes the post office box deposits in 
the following manner. 


• Separate check copies from documentation and correspondence 
items 


• Run a calculator tape of all the checks in each deposit and match the 
tape to the bank’s calculator tape and deposit ticket 


• Date stamp each check stub with the date the check was received by 
the Finance division 


Rebate Checks Returned 
Occasionally, in its daily batch, the drug rebate unit will receive a copy 
of a check which is not a drug rebate.  If the check is intended for 
OHCA, for example, a TPL or medical refund, the drug rebate 
manager will inform the Finance Division that a mistake has occurred, 
and ask that the Finance Division make a journal adjustment to remove 
the receipt from the drug rebate totals, and put the mistaken check in 
its proper account.  If the check is not intended for OHCA, for 
example, a check made payable to another state or another Oklahoma 
state agency, the drug rebate manager will initiate a voucher request to 
the Finance Division, asking that a voucher and warrant be issued from 
the OHCA to the proper state or agency.  The drug rebate manager will 
reduce the daily batch total of drug rebates receipts by the amount of 
the mistaken check.  


To delete a CCN, perform the following steps: 


1. Click Financial. 


2. Click Cash Receipts. 


3. Click New. 


4. Type the CCN to be deleted in the New CCN pane. 


5. Click Inquire to verify that this is the correct CCN. 


6. Click Delete. 


7. Click Yes when the dialog box asks if the Cash Receipts window 
can be closed. 
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Cash Receipts Processing in Oklahoma MMIS 
Oklahoma MMIS is capable of monitoring cash receipts from the date 
of receipt to final disposition.  Each cash receipt is assigned a unique 
CCN at the time the check is entered into the MMIS.  The CCN is 
maintained in the system to track each check from deposit to final 
disposition.  The CCN is stamped on the check copy.  Drug Rebate is 
responsible for monitoring the disposition of cash receipts. 


Assignment of CCNs in Oklahoma MMIS 
A CCN is assigned by the MMIS and stamped on a copy of check 
received from the post office box. 


When the check information is entered into the MMIS, CCNs are 
automatically assigned in sequential order.  To enter summary check 
information into the MMIS, the OHCA Finance division cash 
specialist does the following: 


1. Click Financial. 


2. Click Cash Receipt Totals. 


3. Type the receipt date (the date deposited by Finance). 


4. Type the number of checks from the Drug Rebate P.O. Box in the 
Provider Relations field. 


5. Click Save. 


6. Click Exit. 


The system automatically totals the number of checks for the day on 
the Oklahoma MMIS screen.  Verify this total is in agreement with the 
daily deposit log. 


To enter individual check information into the MMIS, the control 
specialist performs the following activities from the Main Menu: 


1. Click Financial. 


2. Click Cash Receipts. 


3. Click New. 


4. Select the unit for whom the check is intended. 


5. Type the receipt date (the date deposited by Finance). 


6. Type the check number from the check copy. 
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7. Type the check date in CCYYMMDD format. 


8. Type the check amount. 


Note: If the item is greater than $1,000, the system requires 
the user to enter the amount twice.  Two consecutive 
matches must be entered before the system accepts the 
amount. 


9. Type the remitter name. 


10. Click Save. 


11. Click New to enter another check. 


12. Repeat steps 3 through 9 until all the checks have been entered. 


13. Click Exit to exit the Check Log window. 


14. Click Exit to exit the Cash Receipt window. 


Daily Cash Reports 
Cash reports are generated and verified daily after the CCNs have been 
entered into the Oklahoma MMIS.  This ensures the accuracy of cash 
receipt entry and deposit.  The OHCA Finance division generates four 
reports described in the following text. 


Daily Cash Receipt Log by CCN (FIN-1907-D) 


The Daily Cash Receipt Log by CCN shows each check in the daily 
receipt log, sorted by CCN.  The check number, payer name, check 
amount, unit, and CCN associated with the check are listed on the log.  
The log is used for reference and provides a detailed list of the daily 
entry information and totals. 


To generate the Daily Cash Receipt Log by CCN, do the following: 


1. Click Financial. 


2. Click Cash Receipt Totals. 


3. Click Options from the toolbar. 


4. Click Reports. 


5. Click Cash Receipt by CCN. 


6. Click Print. 


7. Click Exit. 
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Note: If the inquiry date is different from today’s date, the 
user must enter the inquiry date in the New Receipt 
Date field. 


Daily Cash Receipt Log by Unit (FIN-1906-D)  


The Daily Cash Receipt Log by Unit shows each check in the daily 
receipt log, sorted by Unit.  The check number, payer name, check 
amount, unit, and CCN associated with the check are listed on the log.  
The log is used for reference and provides a detailed list of the daily 
entry information and totals. 


To generate the Daily Cash Receipt Log by Unit, do the following: 


1. Click Financial. 


2. Click Cash Receipt Totals. 


3. Click Options from the toolbar. 


4. Click Reports. 


5. Click Cash Receipt by Unit. 


6. Click Print. 


7. Click Exit. 


Daily Cash Deposit Log (FIN-1909-D)  


The Daily Cash Deposit Log shows the total number of checks in each 
unit along with the total amount deposited for each unit. 


To generate the Daily Cash Deposit Log, do the following: 


1. Click Financial. 


2. Click Cash Receipt Totals. 


3. Click Options from the toolbar. 


4. Click Reports. 


5. Click Deposit Log. 


6. Click Print. 


7. Click Exit. 
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Cash Control Balance (FIN-1908-D)  


The Cash Control Balance report indicates the number of checks 
entered and the number of checks deposited for a day. 


To generate the Cash Control Balance report, do the following: 


1. Click Financial. 


2. Click Cash Receipt Totals. 


3. Click Options from the toolbar. 


4. Click Reports. 


5. Click Cash Control Balance. 


6. Click Print. 


7. Click Exit. 


Quality Check 
The drug rebate analyst will verify the information on the copy of the 
check with the information in the Finance subsystem.  From the Main 
Menu, click on Financial, then Cash Receipts.  Enter the Cash Control 
Number (CCN) in the data entry box, and click Search.  Click on 
Select to see the Cash Receipt Log, which has the following check 
information to verify: 


• CCNCash control number that uniquely identifies a check 


• Remitter Name - Name of the party that submitted payment 


• Check Amount - Amount of the check 


• Receipt Date - Date on which the check was deposited 


• Check Date – Date issued on face of check  


• Check NumberNumber that is on the check 


Using the Drug Rebate Cash Exception report (RBT-3002-D), for each 
CCN on the report, the drug rebate analyst will also verify that the 
drug rebate unit is in receipt of the check copy, supporting 
documentation and postmark evidence of mailing. 
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Drug Rebate Batch Sheet 
After the Drug Rebate analyst completes the quality review, a Drug 
Rebate batch sheet is completed for each check.  The batch sheets can 
be printed by accessing the Letter Generator as outlined in the steps 
below: 


1. From the MMIS Main Menu, click Letters. 


2. Click Letters Sub-Menu. 


3. Click Letter Templates. 


4. In Step 1 drop down box, select letter group Drug Rebate. 


5. In Step 2 drop down box, select letter to maintain RBT BATCH. 


6. In Step 7, enter Date Received (=Deposit Date) in format 
CCYYMMDD. 


7. In Step 8, click Generate. 


8. In File Download box, click Open. 


9. Select File on Menu Bar, then select Page Setup. 


10. On Margin tab, change top and bottom margin to 0.50, then click 
OK. 


11. Select File, then Print 


12. In Print drop down box, select Odd pages. 


13. Click OK to print batch sheets. 


The following fields are in the header of the batch sheet and they are 
populated automatically. 


• CCNCash control number that uniquely identifies a check 


• Remitter NameName of the party that submitted payment 


• Remitted AmountAmount of the check 


• Deposit DateDate on which the check was deposited 


• Check NumberNumber that is on the check 


The OHCA Drug Rebate analyst completes the following columns on 
the batch sheet: 


• Postmark DatePostmark date on the envelope in which payment 
was submitted 
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• Labeler CodeLabeler five-digit number (there may be more than 
one) 


• Original QuarterQuarter for which a payment is being made 


• Rebate AmountAmount of payment applied to rebates for a 
particular quarter 


• Interest AmountAmount of payment applied to interest for a 
particular quarter 


• Total AmountTotal payment amount for a particular quarter 


• CommentsRelevant comments from the OHCA Drug Rebate 
analyst 


• Grand TotalTotal payment amount for all quarters.  This total 
should match the check amount. 


Note:  If the postmark date on the batch sheet cannot be 
determined, use the check date plus five days. 
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Figure 6.1  Example of Batch Sheet 
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Section 7:  Drug Rebate Accounts Receivable 
Procedures 


Introduction 
When the batch sheets have been written for each check, the OHCA 
Drug Rebate analyst applies the check amounts to the invoices through 
Oklahoma MMIS. 


Batch and Apply Checks to Labelers Invoice 
The OHCA Drug Rebate analyst enters the CCN in the Invoice 
Payment Application window.  The check information, such as the 
name of the entity writing the check, populates automatically.  The 
Amount Dispositioned field populates as the amounts are disbursed to 
line items on the invoice through the Invoice Detail Disposition 
window. 


The OHCA analyst accesses the Invoice Payment Application window 
by doing the following: 


1. Click Reference. 


2. Click Drug Rebate Menu. 


3. Click Invoice Payment to access the Invoice Payment Application 
window. 


4. Enter the CCN from which payments need to be applied. 


5. Type the postmark date in CCYYMMDD format, where CCYY is 
the four-digit year, and MM and DD are the two-digit month and 
day. 


6. Press Tab. 


7. Click New to open the Invoice Payment Application Maintenance 
window. 


8. Type the labeler’s code. 


9. Type the invoice quarter in CCYYQ format, where CCYY is the 
four-digit century and Q is the quarter. 


10. Type the applied amountthe dollar amount from the CCN applied 
to a specific labeler code and invoice period. 


11. Click Save. 
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Note: If the check is for multiple labeler/quarters, the analyst 
must click New and type the labeler code, quarter, year, 
and applied amount for each labeler. 


Disposition CCN to NDC Detail Line Items 
To disposition the applied dollar amounts to the invoice, at the Invoice 
Payment Application window, the analyst clicks Invoice Detail 
Disposition.  This button is enabled for all segments as long as the 
sum of all segments is less than or equal to the check amount, and all 
negative segments have been fully worked.  Until all negative 
segments have been fully worked, none of the positive segments are 
enabled for dispositioning. 


The Invoice Detail Disposition window allows several functions.  
Dollar amounts can be dispositioned to the invoice detail, prior period 
adjustments can be made, and interest can be applied.  When the 
amount applied to the invoice and invoice balance due are equal, the 
entire amount can be dispositioned at one time (by clicking 
Disposition Remainder). 


When an invoice payment involves NDCs with a discrepancy such as 
rounding, disputes, prior period adjustments, or labeler errors, the 
OHCA analyst enters those line items first and then dispositions the 
remainder of the check to the invoice by clicking Disposition 
Remainder. 


To enter an NDC with a payment discrepancy the OHCA analyst does 
the following: 


1. Highlight the NDC with the discrepancy. 


2. Click Select.  The Invoice Detail Disposition Maintenance window 
opens. 


3. Enter the partial payment amount, if any. 


4. Click the down arrow (↓) in the Reason Code pane to display the 
following choices: 
 1. NDC Payment 
 2. Transferred NDC to another Labeler Code 
 3. Rebate per unit amt revised by labeler & reported by CMS 
 4. NDC Overpaid/Underpaid due to rounding 
 5. Labeler calculated rebate where none was reported by State 
 6. Disputed NDC 
 7. Other 
 8. Dispute Payment 
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5. Enter any adjustment code(s) related to the payment by clicking the 
down arrow in one of the Adjustment Code panes, and selecting one 
of the following choices. 
 1. Rebate per unit amount has been revised by labeler and 


reported as required by CMS 
 2. Labeler/State unit discrepancy (e.g., GM vs. ML) 
 3. Labeler/State decimal discrepancy 
 4. Converted NDC (e.g., correction to package size) 
 5. Transferred NDC to another labeler code (documentation 


required) 
 6. Utilization change from the State 
 7. Labeler has calculated rebate where none was reported by 


State 
 8. Units invoiced adjusted through mutual agreement between 


labeler/State 
 9. Rebate per unit amount adjusted through correspondence 


between labeler/State 
 10. Rounding Error 
 11. Dispute Payment 
 12. Other 


Note: If more than one adjustment code is related to a 
payment, the user must select that code from an unused 
adjustment code pane. 


6. Click Save 


Any positive amount entered on the Invoice Payment Application 
window can be modified as long as the modification is not lower than 
the amount already dispositioned from that segment. 


The drug rebate system accepts interest payments.  A separate record 
tracks assessment of interest separately from an outstanding invoice 
balance.  Storing interest assessment transactions separately allows an 
analyst to research invoices for outstanding balances and interest 
discrepancies while the labeler is on the phone. 


The OHCA analyst must access the correct labeler and quarter by 
selecting the data that matches data on the batch sheet.  At the Invoice 
Detail Disposition window, the analyst does the following: 


1. Click Interest to access the Interest Maintenance window. 


2. Type the interest amount to be applied. 


3. Click Save. 
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Enter Payment Information for Disputed Items 
Payments for disputed NDCs must be entered individually.  The 
Disposition Remainder button in Oklahoma MMIS cannot be used 
until all disputes are identified and payments for those line items are 
posted.  The labeler indicates the number of units and the amount 
being paid for each line item in dispute.  The payment information 
must be entered though the Invoice Detail Disposition Maintenance 
window.  The number of units paid as well as the dispute reason for an 
NDC must be entered on the Dispute Detail Resolution window.  The 
Dispute Detail Resolution window is accessed through the Invoice 
Detail Disposition window.  As the information is entered, dispute 
detail is created.  When the dispute is closed, a resolution worksheet is 
printed and sent to the labeler as part of the dispute resolution process. 


To enter payment information on the disputed item from the Invoice 
Detail Disposition window, the OHCA analyst does the following: 


1. Click Select to access the Invoice Detail Disposition Maintenance 
window. 


2. Type the disposition amountthe amount paid on the line item or 
NDC. 


3. Click Reason Code – 06 Disputed NDC from the drop-down box. 


Note:  A disputed NDC must be entered with a payment reason 
code of 06 to build a dispute on the Dispute Detail 
Resolution window.   


4. Click Save. 


5. Click Dispute and the highlighted NDC will appear in the Dispute 
Detail Resolution window. 


6. Type the total units paid. 


7. Press Tab to move to the Oklahoma Adjusted Units field. 


Note: This field should be zero until the line item is resolved. 


8. Press Tab to move to the Reason Code field. 


9. Enter one to three reason codes for the dispute. 


Note:  Double-click in the Reason Code field to see a list of all 
reason codes. 


10. Press Tab to move to the Resolution Code field.  This field should 
remain blank until resolution of the dispute. 
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Note:  Double-click in the Resolution Code field to see a list of 
all resolution codes. 


11. Press Tab to move to the Dispute Status field.  Leave this field in 
Open status until the dispute is resolved. 


12. Click Save to save each line item at the time it is entered. 


13. Click Exit to return to the Invoice Detail Disposition window. 


Note:  If an NDC is added to the Dispute Detail Resolution 
window in error, consult a team leader to have an NDC 
deleted. 


Labeler Disputes 
Labelers often dispute invoice details when remitting payment by 
presenting sales data, claim data from third parties, and the labeler’s 
interpretation of OHCA prescription reimbursement.  Labelers 
generally dispute NDCs for the following reasons: 


• Discontinued/Terminated NDC for which the shelf life expired 
more than a year ago 


• Invalid/miscoded NDC 


• State units invoiced exceed expected unit sales (Attach supporting 
methodology and data source) 


• Utilization/quantity is inconsistent with the number of prescriptions 


• Utilization/quantity is inconsistent with pharmacy reimbursement 


• Utilization/quantity is inconsistent with the State historical trends 


• Utilization/quantity is inconsistent with lowest dispensable package 
size 


• Product not rebate eligible (Give details) 


• No record of sales in State (Attach data source) 


• Closed out.  All disputes settled. 


• Other 


As other disputes are identified, this manual will be updated to include 
any special procedures necessary for resolution. 







Section 7: Drug Rebate Accounts Receivable Procedures Drug Rebate Procedures Manual 


7-6 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 


Entering Dispute Information with No/$0 Payment 


An NDC is considered to be in dispute when a labeler pays less 
than invoiced.  The exception is in cases where an incorrect invoice 
was generated.  For example, if the utilization was originally in error, 
it is changed with the generation of the corrected invoice.  Although 
the labeler has overpaid or underpaid, the utilization was changed by a 
correction to the invoice rather than by the labeler. 


Disputes of $50 or less per invoice, per quarter can be written off in 
accordance with OHCA instructions.  Any dispute of $50 or less is 
first entered as a dispute and then closed before being written off.  A 
write-off procedure is described in this manual. 


Note:  Any rebate per unit change must be entered prior to 
entering dispute information. 


To enter dispute information the OHCA analyst accesses the 
appropriate window, such as the Labeler Dispute Selection window, 
from the Drug Rebate Menu by doing the following: 


1. Click Labeler Dispute Select to open the Labeler Dispute Selection 
window. 


2. Click New and the Dispute Header Maintenance window appears. 


3. Type the labeler code. 


4. Press Tab to move to the next field. 


5. Type the invoice period. 


6. Press Tab to move to the next field. 


7. Type the date received. 


8. Click Save. 


9. Click Exit. 
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Note: The date received should be the postmark date on the 
envelope.  If the envelope is not in the file and the batch 
sheet does not indicate a postmark date, the analyst 
should attempt to find the envelope.  If multiple labelers 
were paid with one check, the analyst should check 
other indicated files for envelopes with postmarks.  If 
the analyst fails to locate the envelope, using the check 
date or the date of other correspondence related to the 
disputed NDCs is acceptable.  A default date of the 
check date plus five days is used if the postmark date 
cannot be determined. 


Entering Rebate Amount per Unit Changes 


Labelers report the rebate amount per unit directly to CMS.  At the end 
of each quarter, CMS supplies a rate tape to Drug Rebate to process 
invoices.  Occasionally, this information is not reported to CMS on 
time, and the rebate amount per unit does not appear on the CMS rate 
tape.  In this instance, the labeler reports changes to the rebate amount 
per unit along with the invoice payment.  The Drug Rebate analyst is 
able to update the rebate amount per unit prior to posting the payment 
to the detail level.  This can prevent posting each line item separately 
and allow the Drug Rebate analyst to use the Disposition Remainder 
button in Oklahoma MMIS. 


To enter rebate amount per unit changes, at the Invoice Detail 
Disposition window, the OHCA analyst does the following: 


1. Highlight the NDC with a prior period adjustment indicated by the 
labeler. 


2. Click PPA to access the PPA Maintenance window. 


3. Type the rebate amount per unit indicated by the labeler. 


4. Click Post PPA. 


5. Click Exit. 


Note: The analyst should note whether the system actually 
calculates the Total Rebate Amount Claimed field when 
the new rebate amount per unit is entered.  If this field 
does not calculate a new amount, the analyst should 
notify a team leader in Drug Rebate. 
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Entering Write-Off Information 
The system allows the user to write off outstanding balances at the 
discretion of the Drug Rebate manager.  These amounts should be 
written off as the OHCA analyst is entering payment information, 
closing disputes, or following up on outstanding invoice balances. 


To enter write-off information, the OHCA analyst does the following 
from the Drug Rebate Main Menu: 


1. Click Write-offs. 


2. Type the labeler code. 


3. Type the invoice period. 


4. Click Search to bring up all outstanding line item details. 


5. Click Single or All at the Details field. 


Note: Clicking Single allows the user to write off a single line 
item by highlighting a specific NDC.  Clicking All 
allows the user to write off all outstanding NDC 
amounts for the invoice quarter. 


6. Click the down arrow (↓) at the Write-off Reason field to access 
the drop-down list of reason codes and descriptions. 


7. Click the appropriate reason to populate the field with the reason 
code and description selected. 


8. Click Write off, and the identified line items are written off. 


To view written-off details, the user can click Written off Details at 
the header level.  This allows the user to view any details that have 
been written off. 


To reverse a written-off detail the analyst accesses the written-off 
details at the header level and follows the procedures that have just 
been described until one or all details are highlighted.  At that time, the 
user clicks Single or All, depending on the items to be reversed and 
then clicks Reverse.  The previously written-off details appear 
reversed to show an outstanding balance. 
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Entering Interest Write-Off Information  
To enter interest write-off information, the OHCA analyst does the 
following from the Drug Rebate Main Menu: 


1. Click Write-offs. 


2. Type the labeler code. 


3. Type the invoice period. 


4. Select Interest Details. 


5. Click Search to bring up all outstanding line item details. 


6. In Interest Write-Off box, type amount of interest to be written off. 


7. Using Write-Off Reason drop down box, select reason code. 


8. Click Write-Off. 
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Section 8:  Quarterly Invoice Cycle Technical 
Procedures 


Overview 
The Drug Rebate Invoice Cycle is initiated on receipt of the CMS 
Quarterly Rate Tape.  This tape contains information used to create 
drug rebate invoices on a quarterly basis as well as several reports.  It 
is typically received from CMS within 45 days after the end of the 
previous calendar quarter.  After receipt of the CMS tape 15 days are 
allowed to create and send out drug rebate invoices. 


Print a new copy of this document to ensure the latest updates are 
included.  If a problem occurs during the cycle that is not documented, 
please update this document. 


Quarterly CMS Drug Rebate Rate Tape Dataset Names 
The following datasets are found on the CMS Quarterly Rate Tape: 


• FOREIGN.OPCART.DRQCCYY.IN – Rates, NDCs, and DESI 
information.  Refer to Attachment I for the file layout 
 Q – 1 digit quarter 
 CCYY = 4 digit year 
 OK = State Code 
 Logical Record Length = 85 (Revised 4th Quarter 1998 tape) 
 Block Size = 27965 


• FOREIGN.OPCART.LABELER.CONTACT – Labeler address 
information.  Refer to Attachment II for the file layout 
 Logical Record Length = 804 (Revised 4th Quarter 1998 tape)  
 Block Size = 27336 (Note the record length is really 805 bytes 


on the test tape in case it is questioned.  


The drug rebate invoicing process is executed through Autosys Box 
PRBQJOBS and PRBORQST.  All of the jobs, the order of execution, 
description, control cards used, and GDGs required are found in 
Attachment VI of this document. 


The Claims Extractor Job (RBTPQ240) should never be kicked off 
until the Production Online Database bounce has been completed. 


Obtain su dsokprod access. 


1. Attend the production cycle meetings.  
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2.  Alert the production cycle monitor about the jobs that will be 
running, when the jobs will be running, and who will monitor the 
cycle.  Change the oncall.beeper.sh to the appropriate pager 
personal identification number (PIN), in case a rebate job abends.  


3. Verify status of Drug Rebate Quarterly Invoice boxes and jobs 
listed in the following tables: 


Table 8.1  Drug Rebate Quarterly Invoice Jobs 


Job Name Autosys Description 
RBTPQ320 Drug Rebate Address Update 
RBTPQ210 Process CMS Rate Tape 
RBTPQ220 Memory Map Job 
RBTPQ240 Rebate Claims Extract 
RBTPQ250 Drug Rebate Invoice Reporting 
RBTPQ260 Drug Rebate Electronic Invoice Extract 
RBTPQ400 CMS Discrepancy Report 
RBTPQ245 Drug Rebate Utilization Adjustment Report 
RBTPQ215 CMS DESI REPORT (RBT2012Q) 
RBTPQ200 Unload Pharmacy History 
RBTPQ246 Drug Rebate Invoices 


 


Table 8.2  Drug Rebate Invoice Jobs 


Job Name Autosys Description 
RBTPO330 Drug Rebate Labeler Participation 
RBTPO299 Batch Interest Calculation 
RBTPO400 Identifies outstanding credits by labeler 
RBTPO360 Receipts by quarter report 


5. Printout the quarterly rebate Autosys box and job descriptions 
information as a reference tool: 
 Type in jr PRBQJOBS > quarterly_rebate.lst and press Enter. 
 Type in jr PRBORQST > on_request.lst and press Enter. 


6. Check the override directories on both DSOKSUN1 and 
DSOKSUN2 to ensure there are no old job scripts or restart steps 
present from the previous quarter’s cycle.   
 Type in cd ~dsokprod/override and press Enter. 
 Type in ll RBTJ* and press Enter. 
 Type in ll *rbt* and press Enter. 
 Type in cd  $PRODDIR/override and press Enter. 
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 Type in ll RBTJ* and press Enter. 
 Type in ll *rbt* and press Enter. 


7. Place RBTPQ240 ON_HOLD in Autosys.  This holds up the 
following jobs: 


Table 8.3  RBTPQ240 ON_HOLD in Autosys Jobs 


Job Name Autosys Description 
RBTPQ240 Rebate Claims Extract 
RBTPQ245 Drug Rebate Utilization Adjustment Report 
RBTPQ250 Drug Rebate Invoice Reporting 
RBTPQ246 Drug Rebate Invoices 
RBTPQ260 Drug Rebate Electronic Invoice Extract 


Note: The Claims Extractor Job (RBTPQ240) should not be 
started until the Production Online Database bounce 
has been completed  


8. Once RBTPQ240 is on hold, start PRBQJOBS:  
 Type in fsj PRBQJOBS and press Enter 
 Once the rest of the jobs have completed successfully, type in  se 


JOB_OFF_HOLD -j RBTPQ240 and press Enter 


9. Invoice Validation Procedures  


10. Require the SE to run queries to provide claim detail information 
in order to validate the accuracy of the invoice and the utilization 
invoice.  The query of the claim detail, which includes quantity, 
reimbursed amount to providers, and number of scripts should total 
the invoice details reported on the invoice and the utilization 
invoice.   


11. PRBORQST Rebate Jobs 
 The mailroom notifies the SE when the invoices have been 


mailed.  After the invoices have been mailed to the labelers: 
 Login to dsokprod on DSOKSUN1 to run the Drug Rebate On-


Request Box. 
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Table 8.4  PRBORQST Rebate Jobs  


Job Name Autosys Description 
RBTPO330 Drug Rebate Labeler Participation 
RBTPO299 Batch Interest Calculation 
RBTPO400 Identifies outstanding credits by labeler 
RBTPO360 Receipts by quarter report 


12. To kick off the PRBORQST in Autosys 
 Type in fsj PRBORQST and press Enter.  


Attachments 


Attachment I 
N.OPCART.DR.IN (Rebate Rate file) 


Table 8.5 –Format for Attachment I Documents as of 4th Quarter 1998 Invoice Period 


Field Name Length Position Description 
Record ID 4 1 - 4 Constant of "01@@" 
Labeler Code 5 5 - 9 NDC #1 
Product Code 4 10 - 13 NDC #2 
Package Size Code 2 14 - 15 NDC #3 
Period Covered 5 16 - 20 QYYYY 
Prd. FDA Reg. Name 10 21 - 30 See Data Element Definitions 
Drug Category 1 31 - 31 See Data Element Definitions 
DESI Indicator 1 32 - 32 See Data Element Definitions 
FDA Thera. EQ. CD. 2 33 - 34 See Data Element Definitions 
Unit Type 3 35 - 37 See Data Element Definitions 
Units Per Pkg Size 10 38 - 47 9999999V999 
Rebate Amt. Per Unit 11 48 - 58 99999V999999 
FDA Approval Date 8 59 - 66 MMDDYYYY 
Date Entered Market  8 67 - 74 MMDDYYYY 
Termination Date 8 75 - 82 MMDDYYYY 
Drug Type Indicator 1 83 - 83 See Data Element Definitions 
Correction Flag 1 84 - 84 See Data Element Definitions 
Filler* 1 85 - 85 line feed* 
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Attachment II 
labeler_contact (labeler address file) 


Table 8.6 –Format for Attachment II Documents as of 4th Quarter 1998 Invoice Period 


Field Name Length Position Description 
Labeler Code 5 1 –5 Labeler code 
Labeler Name 39 6 –44 Manufacturer Name 
Effective Date 8 45 –52 MMDDYYYY 
Effective Date 8 43 –60 MMDDYYYY 
Legal Contact Name 39 61 – 99 Name of Legal Contact 
Legal Corporation 39 100 - 138 Corporation Name 
Legal Address #1 39 139 – 177 Legal Address Line 1 
Legal Address #2 39 178 - 216 Legal Address Line 2 
Legal Address #3 39 217 –255 Legal Address Line 3 
Legal City 27 256 - 282  
Legal State 2 283 – 284  
Legal Zip 9 285 - 293 X(9) 
Legal Phone 14 294 – 307 X(14) Area Code, Number, Extension 
Invoice Contact 39 308 – 346 Name of Invoice Contact 
Invoice Corp 39 347 – 385 Corporation Name 
Invoice Address 1 39 386 - 424 Invoice Address Line 1 
Invoice Address 2 39 425 – 463 Invoice Address Line 2 
Invoice Address 3 39 464 – 502 Invoice Address Line 3 
Invoice City 27 503 – 529  
Invoice State 2 530 - 531  
Invoice Zip 9 532 - 540  
Invoice Phone 14 541 – 554  
Technical Name 39 555 – 593 Name of Technical Contact 
Technical Corp 39 594 – 632 Corporation Name 
Technical Address #1 39 633 – 671 Technical Address Line 1 
Technical Address #2 39 672 – 710 Technical Address Line 2 
Technical Address #3 39 711 – 749 Technical Address Line 3 
Technical City 27 750 – 776  
Technical State 2 777 – 778  
Technical Zip 9 779 - 787 X(9) 
Technical Phone 14 788 – 801 X(14) Area Code, Number, Extension 
Active Indicator 1 802 – 802 0=Old, 1=Currently Active 
Carriage Return** 1 803 – 803 ** Records are really 805 bytes--byte 


803 is the carriage return, byte 804 is an 
invalid ASCII character (x'8E') and byte 
805 is a line feed. 


(Continued)
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Table 8.6 –Format for Attachment II Documents as of 4th Quarter 1998 Invoice Period 


Field Name Length Position Description 
Line Feed** 1 804 - 804 ** Records are really 805 bytes--


byte 803 is the carriage return, 
byte 804 is an invalid ASCII 
character (x'8E') and byte 805 is a 
line feed. 


Attachment IV 
DRINVHCF.SRT (State Utilization File sent to CMS) 
DRINDISK.DAT (individual diskette invoice files sent to labelers) 


Table 8.7 – Format for Attachment IV Documents 


Field Name Length Position Description 
Record ID 4 1 - 4 Constant of "01**" 
State Code 2 5 - 6 P.O. Abbreviation 
Labeler Code 5 7 - 11 NDC #1 
Product Code 4 12 - 15 NDC #2 
Package Size Code 2 16 - 17 NDC #3 
Period Covered 5 18 - 22 QYYYY 
Prd. FDA Reg. Name 10 23 - 32 See Data Element Definitions 
Rebate Amt. Per Unit 11 33 - 43 99999V999999 
Total Units 
Reimbursed 


12 44 - 55 999999999V999 


Total Rebate Amt. 
Claimed 


9 56 - 64 9999999V99 


No. of Prescriptions 6 65 - 70 999999 
Total Reimbursement 
Amt. 


10 71 - 80 99999999V99 


Correction Flag 1 81 - 81 0 – Original 
1 – Adjusted 


Filler* 1 82 - 82 * line feed placed here 
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Section 9:  CMS 64.9R  


Overview 
CMS 64 is a reporting mechanism used to determine federal matching 
funds for Medicaid agencies in all states.  The CMS 64.9R report is the 
Drug Rebate Accounts Receivable portion of the CMS 64 report. 


This report is basically an accounts receivable report, and reports the 
four most recent quarters in detail, with all quarters one year and older 
lumped together into one total.  Only rebates are reported.  No interest 
is included in this report. 


For each column of the report, the following line items are completed: 
 Accounts receivable balance at beginning of quarter 
 Amounts adjusted during quarter 
 Amounts invoiced during quarter 
 Amounts collected during quarter 
 Accounts receivable balance at end of quarter 


Before this report can be run, all the cash receipts deposited during the 
reporting quarter must be dispositioned to the accounts. 


The date associated with a particular transaction is the determining 
factor for inclusion in the quarterly report. 
 For rebates collected during the quarter, the date deposited is the 


determining factor.  Beginning with the first day of the quarter and 
ending with the last day of the quarter, the system reads date 
deposited of checks deposited during the quarter. 


 For adjustments and amounts invoiced during the quarter, the 
transaction date is the determining factor.  Beginning with the first 
day of the quarter and ending with the last day of the quarter, the 
system reads transaction date of invoices, adjustments and write-
offs made during the quarter. 


The CMS 64.9R report is prepared quarterly by OHCA’s Drug Rebate 
Unit, based on reports generated by EDS, and then the report is 
forwarded to OHCA’s Finance Division for inclusion in the overall 
CMS 64 report. 
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Collections and Credit 
Information for reporting collections and credits is based on figures 
from the report.  The user can obtain copies of the accounts receivable 
report from the designated binder located in Drug Rebate. 


To create a current quarter document or a new spreadsheet, the user 
opens the previous quarter, and does the following: 


1. Click File at the toolbar. 


2. Click Save As and change the file name to the current quarter 
ending date using the MMDDYY format. 


3. Click View to change the header and footer to reflect the dates 
being reported. 


4. Click Header/Footer. 


5. Click Custom Header. 


6. Click in the center section and type the ending date of the current 
quarter. 


7. Click OK. 


8. Click Custom Footer. 


9. Click in the left section and type the ending date of the current 
quarter. 


10. Click OK. 


11. Click OK. 


12. Click Save. 


Note:  Any changes to the spreadsheet should be made at the 
toolbar. 


Lines 1A-3A reflect the months of the quarter being worked.  To 
change the quarter month, the user does the following: 


13. Click Line 1A. 


14. Type the first month of the quarter. 


15. Click Line 2A. 


16. Type the second month of the quarter. 


17. Click Line 3A. 


18. Type the third month of the quarter. 


19. Click Save. 
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Line 4A should reflect the last day of the collection quarter.  To change 
the quarter day, the user does the following: 


1. Click Line 4A. 


2. Type the last day of the quarter. 


3. Click Save. 


The report breakdown is weekly.  Each week of the quarter is reported 
separately, Monday through Friday starting with Line 6A.  The last 
full week of the quarter reported ends before the last Tuesday of the 
reporting quarter.  To change the reporting quarter, the user does the 
following: 


1. Click Line 6A. 


2. Type the first week of the quarter Monday – Friday in the 
MM/DD/YY – MM/DD/YY format.  For example: 06/28/99 – 
07/02/99 Collection Amounts Reported to OHCA. 


3. Click Save. 


The week is further broken down by dollars collected for previous 
quarters.  Lines 8A through 12A include the same Monday through 
Friday dates, in addition to previous quarter ending dates. 


For example, the first month and day of the third quarter is June 28, 
1999, through July 29, 1999.  The lines in this example would appear 
as shown in Table 9.1: 


Table 9.1  Reporting Quarters 


Line Description of Reporting 
8A  06/28/99-07/28/99 Collections for Qtr ending 09/24/99 (2/99) 
9A  06/28/99-07/28/99 Collections for Qtr ending 06/25/99 (1/99) 
10A  06/28/99-07/28/99 Collections for Qtr ending 03/26/99 (4/98) 
11A  06/28/99-07/28/99 Collections for Qtr ending 12/23/98 (3/98) 
12A  06/28/99-07/28/99 Collections for Qtr ending 09/25/98 (2/98 to 1/91) 


To update or add collection lines, the user does the following: 


1. Click Line 8A. 


2. Type the weekly dates and current quarter ending dates. 


3. Click Line 9A. 


4. Type the weekly dates and current quarter ending dates. 


5. Click Line 10A. 
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6. Type the weekly dates and current quarter ending dates. 


7. Click Line 11A. 


8. Type the weekly dates and current quarter ending dates. 


9. Click Line 12A. 


10. Type the weekly dates and current quarter ending dates. 


11. Click Save. 


Starting with line 15A, the user repeats this process as the weekly 
accounts receivable reports are received for each week.  The weekly 
accounts receivable figures must be applied according to reported 
dates on the Collections and Credit report. 


To update the accounts receivable amounts, the user does the 
following: 


1. Click Line 6B. 


2. Type the total collected amount from the weekly accounts 
receivable report. 


3. Click Line 8B. 


4. Type the collected amount for this quarter 


5. Click Line 9B. 


6. Type the collected amount for this quarter 


7. Click Line 10B. 


8. Type the collected amount for this quarter 


9. Click Line 11B. 


10. Type the collected amount for this quarter 


11. Click Line 12 B. 


12. Type the collected amount for this quarter 


13. Click Save. 


Repeat this process as the weekly accounts receivable reports are 
received for each week. 


The next section of the report totals the collected dollars by the month.  
The dollars collected are systematically populated.  The user changes 
only the dates to reflect the months reported and the appropriate 
weeks.  The changes should be made as follows: 


• 5(A) Collections should reflect the first day and the last day of the 
current quarter. 
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• 5(B) Collections should reflect the first day and the last day of the 
previous quarter. 


• 5(C) Collections should reflect the first day and the last day of the 
descending quarter. 


• 5(D) Collections should reflect the first day and the last day of the 
descending quarter. 


• 5(E) Collections should reflect the first day and the last day of the 
descending quarter 


Note:  Only the dates on 5A-5E are updated.  All totals are 
systematically populated. 


Interest Collected 
The Interest Collected section of the report reflects the current report.  
This interest amount is obtained from the weekly accounts receivable 
report.  The Total Interest Collected line is systematically updated.  
The user lists each week separately. 


All information entered in the Collections and Credit report 
automatically populates the CMS-64 Summary worksheet. 


CMS 64.9R Drug Rebate Summary 
The Drug Rebate Summary is forwarded to the OHCA quarterly.  
When the summary is complete, a copy with supporting 
documentation should be delivered to the MAR analyst who 
coordinates the report. 


The user needs the following documents to complete the Drug Rebate 
Summary: 


• A copy of the current report (located in COLD) 


• A copy of the previous quarter Rebate Schedule (located in the 
CMS 64.9R binder in the Drug Rebate area) 


The Drug Rebate Schedule must be updated with current quarter 
information.  To obtain a copy of the current report the user does the 
following from the Windows desktop: 


1. Click Start. 


2. Click Programs. 


3. Click CO-MAND. 
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4. Click File. 


5. Click Retrieve. 


6. Type RBT4001-D. 


7. Press Tab twice. 


8. Type the last business day of the quarter in the Start Date field in 
MM/DD/YY format 


9. Press Tab. 


10. Type the last business day of the quarter in the End Date field in 
MM/DD/YY format. 


11. Click OK. 


The Summary Schedule is an excel workbook.  When the user enters 
data from the documentation into the worksheet, the numbers 
automatically populate the CMS Summary worksheet. 


To access the Drug Rebate Summary Schedule the user does the 
following from the Windows desktop 


1. Click Start. 


2. Click Programs. 


3. Click Microsoft Excel. 


4. Click File. 


5. Click Open. 


6. Click  in the Look-in pull down menu. 


7. Click the appropriate storage location. 


8. Click the appropriate file. 


9. Click PharmacySrvcs. 


10. Click CMS64. 


11. Click YY YY. 


12. Click CMS 64 QTR Summary. 


In the template, the user can change only the items in blue and red.  
The remaining cells are protected.  The upper section of the template 
contains the current quarter information in blue.  The lower section of 
the template contains the previous quarter information in red. 


To update the template the user does the following: 
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1. Change ending dates and quarters in the upper section.  The 
quarters should be shifted up For example, quarter 399 and before 
would become 499 and before. 


2. Enter totals (balance as of the end of the quarter) from the previous 
CMS Summary report on Line 22. 


3. Enter totals from the last page of the current report in Line 7. 


4. Enter totals from the corresponding quarter (column A) found in the 
current report in Line 7.  For example, if the quarter found in 
column A is 4Q99, locate 4Q99 totals in the report. 


5. Enter totals from the corresponding quarter (column A) information 
found in the current report in Line 9.  For example if the quarter 
found in column A is 4Q99, locate 4Q99 totals in the report. 


6. Enter totals from the corresponding quarter (column A) information 
found in the current report in Line 11.  For example if the quarter 
found in column A is 4Q99, locate 4Q99 totals in the report. 


7. Enter totals from the corresponding quarter (column A) information 
found in the current report in Line 13.  For example if the quarter 
found in column A is 4Q99, locate 4Q99 totals in the report. 


8. Enter totals from the corresponding quarter (column A) information 
found in the current report in Line 15.  For example if the quarter 
found in column A is 4Q99, locate 4Q99 totals in the report. 


9. Verify the summary report totals by matching the current D report 
totals (located on the last page) with Line 30 of the summary report. 


10. Print three copies of the summary report. 


One copy of the summary report goes to the MAR analyst.  The 
second copy is added to the documentation in the CMS 64.9R.  The 
third copy is forwarded to the Drug Rebate manager. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES     FORM 
APPROVED 


 


HEALTH CARE FINANCING ADMINISTRATION     OMB NO. 0938-
0067 


 


    STATE   IN  


MEDICAID DRUG REBATE SCHEDULE AGENCY  OHCA  


    QUARTER 
ENDING 


MM/DD/YY 
(Q/YY) 


 


       


 TOTAL COMPUTABLE 


DRUG REBATE QTR ENDING QTR ENDING QTR ENDING QTR ENDING QTR ENDING TOTAL 


 Q/YY Q/YY Q/YY Q/YY Q/YY and PRIOR  


 (a) (b) (c) (d) (e) (f) 


       


1. BALANCE AS OF THE BEGINNING OF THE QUARTER $0      


       


2. ADJUSTMENTS TO PREVIOUSLY REPORTED REBATES        


    FROM LABELERS INCLUDED IN LINE 1 $0      


       


       


3. REBATES INVOICED IN THIS QUARTER  $0 $0 $0 $0  


        


4. SUBTOTAL       


    (LINE 1. PLUS LINE 2. AND 3.)       


        


5. REBATES REPORTED ON THIS EXPENDITURE REPORT       


    (CMS-64.9 AND/OR CMS 64-9p, Line 7.A.)       


       


6. BALANCE AS OF THE END OF THE QUARTER       


    (LINE 4. LESS LINES 5.) $0      


       


       


FORM CMS-64.9r(1-93)      PAGE 1 


Figure 9.1  Example of Summary Report (part 1 of 6)
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 (1st month) Collections $0.00  
(2nd month) Collections $0.00  
(3rd month) Collections $0.00  
Total Collections for Qtr ending MM/DD/YY (will reflect the last day of that quarter) $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  
 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  
 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  
 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  


Figure 9.1  Example of Summary Report (part 2 of 6) 
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MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  


Figure 9.1  Example of Summary Report (part 3 of 6) 
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MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


Figure 9.1  Example of Summary Report (part 4 of 6) 
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 $0.00  
 
MM/DD/YY-MM/DD/YY Collection Amount Reported to OHCA $0.00  
 
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
MM/DD/YY- MM/DD/YY Collection for Qtr ending MM/DD/YY (Q/YY to 1/91) $0.00  


 $0.00  
 
 
 
5 (A) Collections MM/DD/YY-MM/DD/YY for Qtr ending MM/DD/YY (Q/YY) current qtr $0.00  
5 (B) Collections MM/DD/YY-MM/DD/YY for Qtr ending MM/DD/YY (Q/YY) previous qtr $0.00  
5 (C) Collections MM/DD/YY-MM/DD/YY for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
5 (D) Collections MM/DD/YY-MM/DD/YY for Qtr ending MM/DD/YY (Q/YY) descending qtr $0.00  
5 (E) Collections MM/DD/YY-MM/DD/YY for Qtr ending MM/DD/YY (q/yy-1/91) $0.00  


 $0.00  
 
01/03/00-01/07/00 Collection Amount Reported to OHCA $0.00  
01/10/00-01/14/00 Collection Amount Reported to OHCA $0.00  
01/17/00-01/21/00 Collection Amount Reported to OHCA $0.00  
01/24/00-01/28/00 Collection Amount Reported to OHCA $0.00  
01/31/00-02/04/00 Collection Amount Reported to OHCA $0.00  


(1st month) Collections $0.00  
 
02/07/00-02/11/00 Collection Amount Reported to OHCA $0.00  
02/14/00-02/18/00 Collection Amount Reported to OHCA $0.00  
02/21/00-02/25/00 Collection Amount Reported to OHCA $0.00  
02/28/00-03/03/00 Collection Amount Reported to OHCA $0.00  


(2nd month) Collections $0.00  
 
03/06/00-03/10/00 Collection Amount Reported to OHCA $0.00  


Figure 9.1  Example of Summary Report (part 5 of 6) 
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03/13/00-03/17/00 Collection Amount Reported to OHCA $0.00  
03/20/00-03/24/00 Collection Amount Reported to OHCA $0.00  
03/27/00-03/31/00 Collection Amount Reported to OHCA $0.00  


(3rd month) Collections $0.00  
 
1st Quarter Collection Totals $0.00  


 
 
Interest Collected 
MM/DD/YY-MM/DD/YY (Monday through Friday of the first week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the second week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the third week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the forth week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the fifth week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the sixth week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the seventh week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the eighth week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the ninth week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the tenth week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the eleventh week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the twelfth week) $0.00  
MM/DD/YY-MM/DD/YY (Monday through Friday of the thirteenth week) $0.00  
 
Total Interest Collected $0.00  


Figure 9.1  Example of Summary Report (part 6 of 6) 
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Section 10:  Labeler Disputes 


Introduction to CMS Dispute Guidelines 
CMS Release Number 45 describes the guidelines for the dispute 
resolution process.  In general, there are two phases to the dispute 
resolution process.  Phase I includes a period for Drug Rebate and the 
labelers to exchange information and seek resolution of the dispute 
through informal negotiations.  Phase II is considered the formal 
review process that includes scheduling a hearing to determine 
resolution.  Drug Rebate and the labeler continue to attempt to settle 
disputes before the hearing is conducted by considering the following 
settlement options:  


• Mediation Review 


• Non-Binding Arbitration 


• Binding Arbitration 


• Administrative Review 


CMS Release Number 45 gives clarification of the settlement options. 


CMS has determined basic guidelines for handling drug rebate 
disputes.  At their discretion, states may enter into disputes using the 
following guidelines: 


• The labeler must pay rebates on all undisputed amounts 38 days 
after receiving the invoice.  The labeler must identify, by NDC 
code, all items with disputed units. 


• The labeler must also distinguish data inconsistencies versus 
legitimate disputes within the 38-day period. 


Drug Rebate uses the Dispute Tracking Spreadsheet to track the stages 
of dispute in Phase I using the following guidelines: 


• If a dispute determination is unresolved 90 days after the 
postmarked date of the invoice, an analyst contacts the labeler to 
expedite the process. 


• Drug Rebate provides the labeler with the claim detail data as 
requested 150 days after the postmarked date of the invoice. 


• If all efforts to resolve the dispute fail, Drug Rebate, at the OHCA’s 
direction, can contract with a labeler-approved vendor to perform 
pharmacy audits to resolve the dispute. 
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• If the dispute remains unresolved after all of the above steps have 
been taken, and Drug Rebate considers further pursuit not cost-
effective, Drug Rebate can recommend that the OHCA write off the 
disputed amount. 


Drug Rebate uses the Dispute Tracking Spreadsheet to track the stages 
of dispute timeframes in Phase II using the following guidelines: 


• Drug Rebate schedules a hearing within one year of the postmarked 
invoice date. 


• Prior to the hearing date, Drug Rebate schedules an administrative 
review with the labeler to attempt dispute conclusion. 


• Drug Rebate works with the OHCA to define and implement the 
administrative review process. 


• Drug Rebate provides dispute resolution documentation and 
testimony, or works with the OHCA legal staff during the drug 
rebate hearing and appeal process. 


Dispute Tracking Spreadsheet 
Drug Rebate bills labelers each quarter for rebates due the state of 
Oklahoma for drugs sold in Oklahoma covered by the Medicaid 
program.  The contract requires certain activities be monitored for 
unpaid or partially paid NDCs.  Drug Rebate is responsible for 
working with the labelers to resolve the disputed NDCs and reporting 
this progress to the OHCA monthly. 


The Dispute Tracking Spreadsheet was developed to aid analysts in 
the resolution and tracking process.  The spreadsheet documents the 
dispute from notification by the labeler to the end of the resolution 
process.  The spreadsheet tracks the number of days taken to complete 
each of the three main contractual requirements and displays dates that 
require an action by the analysts. 


The first requirement requires the contractor to contact the labeler 
within 90 days of the receipt of a labeler’s dispute to discuss, by NDC 
number, any items in dispute and the reason for the dispute.  If the 
labeler has not made any payment or has only made partial payment, 
the time for contact is within 90 days after the 38th day from the 
invoice.  The contractor must also submit to the OHCA a report of the 
preliminary response to this first dispute resolution step. 


The second requirement requires the contractor to take steps to resolve 
questionable data by providing the labeler with additional data at the 
labeler’s request within 150 days of receipt of the labeler’s dispute.  If 
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the labeler has not made any payment or made only a partial payment, 
the time for providing data is 150 days after the 38th day from the 
invoice.  Such data includes ZIP code-level data, pharmacy-level data, 
and so forth, to conduct a sampling of pharmacy claims and data of 
historical trends.  The contractor must ensure that all data supplied to 
labelers protects the confidentiality requirements of section 1927 
(b)(3)(D) of the Social Security Act. 


The third requirement, which becomes effective when Drug Rebate 
and the labeler are unable to resolve the dispute.  The contractor is 
required to schedule a hearing within 30 days of the end of Phase I, 
which must take place within one year from the 240th day the OHCA 
received the labeler’s dispute.  The OHCA must be informed of any 
disputes that have escalated to Dispute Resolution Phase II. 


This requirement states that within thirty days of the end of Phase I 
proceedings, the contractor must schedule a hearing that must take 
place within one year from the 240th day after the state receives the 
labelers dispute.  The state shall be informed of any disputes that have 
been escalated to Dispute Resolution Phase II. 


The spreadsheet incorporates Dispute Follow-up Letters and displays 
dates that notify the analysts when to send out specific correspondence 
or complete other actions.  The spreadsheet also calculates the 
percentages of disputes that are or are not in compliance with the 
requirements.  These numbers are used for monthly reporting to the 
OHCA. 


The following sections outline procedures used by the cash control 
specialist and the analysts when entering data in the spreadsheet. 


Cash Control Specialist 


Payment from labelers is received via the bank lockbox.  Courier sends 
check copies and original supporting documents to the cash control 
specialist for entry in Oklahoma MMIS.  The labeler identifies 
disputed NDCs in the supporting documentation sent with the 
payment. 


To record the dispute and start the resolution process, the cash control 
specialist opens the Excel file and enters dispute data into the Dispute 
Resolution Worksheet by doing the following: 


1. At the dialog box about Macros, click Enable Macros. 


2. Type the Dispute Notification Data as follows: 
 CountType the next consecutive number after the last logged 


dispute. 


Log Initial Dispute 
Data 
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 AnalystType the assigned analyst’s initials. 
 Labeler CodeType the labeler code associated with this 


dispute. 
 Labeler NameType the labeler name. 
 Notification DateType the date, in M/D/YY format, the check 


copy, and the supporting documentation is received in Drug 
Rebate. 


 Dispute Notification DateType the date, in M/D/YY format, 
the check copy and supporting documentation is received in 
Drug Rebate. 


 Invoice QuarterType the invoice quarter, in YYYY/Q format, 
the disputed NDCs were billed. 


 Date Ack Letter MailedType the date the Acknowledgment 
Letter was mailed. 


3. Click Save. 


Note: Refer to the Dispute Follow-up Letters procedures for 
details about the Acknowledgment Letter 


The cash control specialist updates the formulas for each new dispute 
logged.  Columns containing formulas are shaded light blue and light 
gray.  The cash control specialist does the following: 


1. Highlight the cell containing the formula. 


2. Click the Copy icon from the toolbar at the top of the window. 


3. Highlight the cell or cells directly below the cell containing the 
formula. 


4. Click the Paste icon from the toolbar at the top of the window. 


5. Check the formulas to ensure cell references are correct. 


6. Repeat Steps 1 through 5 for each column containing formulas. 


7. Make sure all hidden columns are updated by clicking + above the 
column to display them. 


8. Click – to hide the columns again. 


9. Click Save. 


Drug Rebate Analyst 


Each analyst enters data to track the steps taken to resolve each 
dispute.  There are three tabs in the Dispute Resolution Worksheet.  
The In Process tab collects all the dispute data from the time the cash 
control specialist initially logs the dispute to the time the analyst 


Update Formulas 
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resolves the dispute.  The Resolved tab collects all the resolved or 
closed disputes purged from the In Process tab monthly.  The 
Statistics tab calculates tracking data reported to the OHCA monthly. 


The analyst opens the spreadsheet and does the following: 


1. At the macro dialog box, click Enable Macros. 


Note: Columns containing formulas are shaded light blue, 
light gray or yellow.  Do not enter data in these 
columns. 


2. At column H, Fax Reply Y/N, type Y for yes or N for no depending 
on whether the labeler has responded to the Acknowledgement 
Letter Fax Reply request. 


Note: Refer to the Dispute Follow-up Letters procedures for 
details about the Acknowledgment Letter 


3. Click Enter 


4. Click Save 


Note: Column I: Phone Follow-Up Date contains formulas 
that calculate and display the date the analyst should 
call the labeler in follow-up to the Acknowledgement 
Letter. 


5. Note all comments regarding the follow-up phone call in Column K, 
Comments. 


Note: This phone call satisfies DRC-31.  On the date 
indicated, the analyst attempts to contact the labeler to 
discuss the dispute by NDC number reason.  If no fax 
reply has been received, the analyst should ask if the 
Labeler is using Third Party information or would like 
to receive claim detail. 


6. In Column J, Date Follow-Up Call Placed, enter the date the phone 
call to the labeler was made in M/D/YY format.  If no contact is 
made after the third attempt, enter the last date a phone call was 
placed. 


7. Document information about the call in column K, Comments. 


8. Press Enter 


9. Click Save 


Log Dispute 
Resolution Data 
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10. Order the claim detail and mail it along with the 30-Day Letter titled 
Claim Detail.  See Steps 17 & 18 to enter the correct data for the 
claim detail.  This date must be saved to show DRC-31 as complete. 


Note: Refer to the Dispute Follow-up Letters procedures for 
details about the 30-Day Letter. 


11. Press Enter 


12. Click Save 


Column L, Date DRC-31 Completed, populates when the analyst 
enters the date of the follow-up phone call in column J.  Column L, 
shaded light blue, contains formulas.  A date in this column indicates 
when DRC-31 was completed.  The Statistics tab indicates that this 
dispute has completed processing through DRC-31 and is in process in 
DRC-32. 


Column M, Days to Complete DRC-31, shaded light blue, contains 
formulas to calculate the number of days to complete DRC-31.  This 
column is populated when the analyst enters the date of the follow-up 
phone call in column J. 


Column N, Total Days on Hand, shaded light blue, contains formulas.  
The number in this column represents the number of days from the 
Dispute Notification Date to the current date.  This column continues 
to count days until the phone follow-up call date is entered in column 
J. 


Column Q, Compliance, shaded light gray, contains formulas.  This 
column indicates whether a dispute is in compliance or not. 


• OK in this column indicates the dispute is compliant and the Total 
Days on Hand are less than 91, or the Date Completed is within 90 
days of the Dispute Notification Date. 


• Noncompliant indicates the dispute is out of compliance, and the 
Total Days on Hand are greater than 90, or the Date Completed 
exceeds 90 days from the Dispute Notification Date. 


• The Statistics tab reflects the data from this column. 


Column R, Date to Mail 30-Day Letter, is shaded light blue and 
contains formulas.  This entry is the date the 30-Day Letter should be 
mailed to the labeler.  There are two 30-Day Letters to choose from: 
Claim Detail and Third Party Information. 


• If the labeler requests claim detail, mail the Claim Detail Letter 
along with the claim detail report. 
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• If the labeler states they will use their own third party information, 
mail the Third Party Information letter. 


Both 30-Day Letters request certain information about the dispute 
from the supplier to allow the analyst to continue the resolution 
process. 


Note: Refer to the Dispute Follow-up Letters procedures for 
details about the 30-Day Letter 


Column S, Date for 30-Day Phone Follow-Up, is shaded light blue 
and contains formulas that calculate and display the date the analyst is 
to place the 30-Day Letter follow-up phone call.  The analyst makes a 
follow-up phone call if no response has been received within 14 days 
from the date the 30-Day Letter was mailed.  If the labeler has 
responded within 14 days and has supplied the requested information, 
the analyst may use the follow-up call to clarify any issues. 


All comments are entered into column U, Comments on 30-Day Ltr 
Follow-up Call. 


Note: Enter comments indicating why a follow-up call was not 
made to explain skipped actions. 


13. At column T, Date 30-Day Letter Follow-up Call Placed type the 
date the follow-up call to the labeler was made in M/D/YY format. 


14. Press Enter 


15. Click Save 


16. In column U, Comments on 30-Day Letter Follow-up Call 
document facts regarding the 30-Day Letter and the 30-Day Follow-
up Call. 


17. Type the data. 


18. Press Enter 


19. Click Save 


Column V, Date to Mail 2nd Request, is shaded light blue and contains 
formulas that calculate and display the date to mail a second Request 
Letter if necessary.  The analyst mails a second request if the labeler 
has not supplied the information requested in the 30-Day Letter within 
30 days from the date that letter was mailed. 


Column W, Date to Mail 3rd Request, is shaded light blue and 
contains formulas that calculate and display the date to mail a third 
request letter, if necessary.  The analyst mails a third request if the 
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labeler has not responded to the second request within 30 days from 
the date the second request was mailed. 


Note: Refer to the Dispute Follow-up Letter procedures for 
details about the 2nd & 3rd Request Letters. 


20. In column X, Comments on 2nd & 3rd Request Letters the analyst 
documents whether it was necessary to mail a second or third request 
by entering the data. 


21. Press Enter 


22. Click Save 


Note: If no response is received after all the follow-up calls 
have been made and the second and third Request 
Letters have been mailed, notify the Drug Rebate 
manager or supervisor. 


23. In Column Z, Claim Detail Ordered, type the date in MM/DD/YY 
format that claim detail was ordered for the labeler.  Determine if the 
labeler has requested claim detail from a fax reply, an 
acknowledgment follow-up phone call, or by default if no response.  
Enter this date as soon as the claim detail has been successfully 
ordered in Oklahoma MMIS. 


24. Press Enter 


25. Click Save 


Note: Refer to the Pharmacy Procedures Manual for ordering 
claim detail from Oklahoma MMIS. 


26. In column AA, Claim Detail Sent type the date the claim detail was 
mailed to the labeler in MM/DD/YY format. 


27. Press Enter 


28. Click Save 


29. In column AB, 3rd Party Info Received, type the date in 
MM/DD/YY format that the third party information was received 
from the labeler. 


30. Press Enter 


31. Click Save 


32. In column AC, Date Pharmacy Calls Completed, type the date of 
pharmacy calls placed as part of the research to resolve the dispute.  
Enter the date in MM/DD/YY format. 
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33. Press Enter 


34. Click Save 


35. In column AD, Comments on Pharmacy Calls, document facts 
about the pharmacy research. 


36. Press Enter 


37. Click Save 


38. In column AE, Proposed Resolution Mailed, type the date in 
MM/DD/YY format the Dispute Resolution Worksheet was mailed 
to the labeler. 


39. Press Enter 


40. Click Save 


Note: This action satisfies DRC-32.  This date must be 
entered to show DRC-32 as completed.  Refer to the 
Pharmacy Procedures Manual for details about the 
Dispute Resolution Worksheet. 


Column AF, Date DRC-32 Completed, shaded light blue contains 
formulas that display the date DRC-32 is completed.  The date 
populates this column when the analyst enters the date column AE that 
the Dispute Resolution Worksheet was mailed to the labeler.  The 
Statistics tab indicates that this dispute has completed DRC-31 and 
DRC-32. 


Column AG, Days to Complete DRC-32, shaded light blue, contains 
formulas that calculate and display the number of days to complete 
DRC-32.  A number populates this column when the analyst enters the 
date in column AE that the Dispute Resolution Worksheet was mailed 
to the labeler. 


Column AH, Total Days on Hand, shaded light blue, contains 
formulas that calculate and display the number of days from the 
Dispute Notification Date to the current date. 


Column AK, Compliance, shaded light gray, contains formulas that 
indicate if a dispute is in compliance. 


• OK indicates the dispute is compliant and the Total Days on Hand 
are less than 151, or the Date Completed is within 150 days of the 
Dispute Notification Date. 


• Noncompliant indicates the dispute is out of compliance and that 
the Total Days on Hand is greater than 150, or the Date Completed 
exceeds 150 days from the Dispute Notification Date. 
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• The Statistics tab reflects the data from this column. 


41. In column AL, Mfr Accepts Proposed Resolution, type the date in 
MM/DD/YY format that the labeler agreed to pay the dispute.  This 
notification may arrive through the lockbox with a check paying the 
dispute, a letter to confirm acceptance of the proposed resolution, a 
phone call, or an e-mail from the labeler to confirm acceptance. 


42. Press Enter 


43. Click Save 


Note: When a date is entered in column AL, the dispute 
resolution process has been completed for this dispute.  
This is reflected in the Statistics tab. 


Column AM, Total Days to Resolve Dispute, shaded light blue 
contains formulas to display the number of days between the Dispute 
Notification Date and the date entered in column A, Mfr Accepts 
Proposed Resolution.  The dispute is now considered closed, and the 
Statistics tab reflects the data from this column. 


At the end of the month or when authorized by the Drug Rebate 
supervisor, the analyst or cash control specialist purges the disputes 
from the In Process tab to the Resolved tab. 


Note: Refer to the Resolved tab procedures for purging 
instructions. 


44. In Column AN, Mfr Rejects Proposed Resolution, type the date in 
MM/DD/YY format the labeler rejects the Dispute Resolution 
Worksheet.  This notification may arrive as correspondence, a phone 
call, or an e-mail from the labeler. 


45. Press Enter 


46. Click Save 


The following three columns are not a tracked requirement; however, 
they are a part of the Dispute Resolution Process and are included in 
the spreadsheet. 


47. In column AP, (1) Cost Effectiveness Considered enter the date in 
MM/DD/YY format that the Drug Rebate supervisor, manager, and 
analyst decide the dispute is too costly to pursue for collection, and 
the amount, is written off. 


48. Press Enter 


49. Click Save 
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Note: Refer to the Dispute Write-off instructions in this 
manual. 


After the initial rejection of the Dispute Resolution Worksheet, the 
analyst discusses the reasons for the rejection with the labeler.  From 
these discussions, the analyst determines if the dispute can be re-
negotiated or if no settlement can be reached.  One of the next two 
columns is completed, depending on the outcome of the discussion. 


50. In column AQ, (2) Good Faith Negotiations Completed, type the 
date in MM/DD/YY format if an agreement was made. 


51. Press Enter 


52. Click Save 


53. In column AR, (3) Unable to Reach an Agreement enter the date in 
MM/DD/YY format that the analyst confirmed that no agreement 
could be reached. 


54. Press Enter 


55. Click Save 


Column AV, Days to Complete (1), (2), or (3), is shaded light blue and 
contains formulas.  The number of days from the Dispute Notification 
Date to the date that was entered in either column AP, AQ, or AR, is 
displayed. 


Even though these options are not tracked for contractual purposes, 
CMS regulations require that they be determined within 240 days from 
the Dispute Notification Date.  If the number of days in this column 
exceeds 240 days, it is displayed in red.  However, this does not cause 
the dispute to be noncompliant. 


Column AW, Dispute Resolved/Closed, shaded light blue, contains 
formulas.  If either option (1) Cost Effectiveness or option (2) Good 
Faith Negotiations Completed, has a date entered in its column, Yes 
displays in column AW indicating the dispute has either been resolved 
through further negotiations or has been closed by a write-off. 


If option (3) Unable to Reach an Agreement has a date entered, this 
column displays No, indicating the dispute is still in process.  In that 
case, the dispute moves into DRC-37. 


53. In column BA, Comments Pertaining to Any of the 3 Situations 
enter information relevant to any of the options determined.  
Examples of items to document are names of labeler contacts 
spoken to and Drug Rebate staff involved in making decisions 
concerning progress. 
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54. Press Enter 


55. Click Save 


When a dispute requires that a hearing be scheduled within 30 days of 
the end of Phase I.  Phase I is complete when a date is entered in 
column AR, Unable to Reach Agreement.  When this determination is 
made, the analyst has 30 days to schedule a hearing with the OHCA. 


56. In column BB, Date Arrangements made for Hearing type the date 
the OHCA was contacted to schedule a hearing. 


57. Press Enter 


58. Click Save 


Note: When the hearing date is determined, the analyst enters 
the hearing date into column BR: Date of Hearing in 
the Phase II section of the worksheet. 


Column BC, Date Completed, is shaded light blue and contains 
formulas that display the date this requirement was completed.  When 
a date is entered in column BB, that date populates column BC.  The 
Statistics tab indicates this dispute has moved into Phase II of the 
Dispute Resolution Process. 


Column BD, Days to Complete, is shaded light blue and contains 
formulas that calculate and display the number of days to complete.  It 
calculates the number of days between the dates entered in column AR 
and column BB.  The Statistics tab indicates this dispute has moved 
into Phase II after a date has been entered in column BB. 


Column BI, Total Days on Hand, shaded light blue, contains formulas 
that calculate and display the total number of days between the end of 
Phase I and the current date.  If the number in this column exceeds 31, 
the dispute is out of compliance.  This column displays zero when the 
analyst enters a date in column BB. 


Column BL, Compliance, shaded light gray, contains formulas that 
indicate if a dispute is in compliance. 


• OK indicates the dispute is compliant and the Total Days on Hand 
are less than 31, or that the Date Completed is within 30 days of the 
end of Phase I. 


• Noncompliant indicates the dispute is out of compliance and that 
the Total Days on Hand or Date Completed exceeding 30 days from 
the end of Phase I. 


• The Statistics tab reflects the data from this column. 
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Column BQ, Start of Phase II, shaded light blue, contains formulas 
that display the date Phase II started.  A date populates this column 
when the analyst enters a date in column AR, Unable to Reach an 
Agreement. 


59. In column BR, Date of Hearing, enter the date in MM/DD/YY 
format that was given by the OHCA for the hearing. 


60. Press Enter 


61. Click Save 


Column BS, Last Day to Schedule State Hearing, shaded light blue, 
contains formulas.  When a dispute enters Phase II, CMS requires a 
hearing be scheduled to take place no later than one year after the 240th 
day after the Dispute Notification Date.  Column BS displays the last 
date a hearing can be scheduled and still remain in compliance.  It also 
calculates dates for disputes not in Phase II, which can be ignored at 
this point. 


Column BT, Compliance, shaded light gray, contains formulas that 
indicate if a dispute is in compliance. 


• OK indicates dispute is compliant and a hearing has been scheduled 
within the required time. 


• Noncompliant indicates dispute is not in compliance and a hearing 
has been schedule outside of the required time. 


• The Statistics tab reflects the data from this column. 


Column BW, #of Days to Close Dispute, shaded light blue, contains 
formulas that calculate and display the number of days between the 
Dispute Notification Date and the Date the Hearing is Scheduled for 
disputes in Phase II.  This data is reflected in the Statistics tab. 


Cash Control Specialist or Drug Rebate Analyst 


At the end of the month or at the Drug Rebate supervisor’s discretion, 
all the resolved or closed disputes in the In Process worksheet are 
purged and placed in the Resolved Worksheet.  This ensures that the In 
Process worksheet only contains the current month’s disputes, and the 
Statistics tab only calculates numbers pertaining to the current month’s 
activities. 


To purge the In Process worksheet, the cash control specialist or Drug 
Rebate analyst opens the Excel spreadsheet and does the following: 


1. Determine the disputes that can be purged and copied to the 
Resolved worksheet. 


Purge In Process 
Worksheet: 
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 At column AM, Total Days to Resolve Dispute, a number in this 
column identifies the disputes that were resolved from the 
Dispute Resolution worksheet. 


 At Column AP, (1) Cost Effectiveness Considered, and Column 
AQ, Good Faith Negotiations Completed, a date in these 
columns identifies disputes closed from one of these options. 


 At column AR, Unable to Reach Agreement, a date in this 
column identifies a dispute.  Any of these disputes with a 
corresponding Date Completed in Column BC are purged. 


2. Note the number assigned to each resolved dispute from Column A, 
Count.  These disputes are purged. 


To purge the identified disputes from the In Process worksheet, do the 
following: 


1. Place the cursor on the assigned number in Column A, Count. 


2. Click and hold the left mouse button and drag across the data to 
highlight all the data in the row of each dispute to be purged. 


3. At the toolbar, click the copy icon. 


4. Click the Resolved tab to open that worksheet.  Click on the next 
available cell in column A, Count. 


5. At the toolbar, click the Paste icon. 


6. Scroll along the column and review the entries to be sure all the 
data was copied.  Do not save this worksheet until this step has been 
completed. 


7. When all entries have been verified, click Save. 


To delete purged disputes from the In Process worksheet, the user 
does the following: 


1. At column A, Count, place the cursor on the assigned number of the 
resolved or closed disputes that were copied into the Resolved 
worksheet. 


2. Click and hold the left mouse button and drag across the data to 
highlight all the data in the row for each dispute purged. 


3. Verify that only resolved and closed disputes that were copied into 
the Resolved worksheet are highlighted. 


4. Click Delete 


5. Verify again that no other data was inadvertently deleted.  Do not 
save the worksheet until all the data is verified.  If an error is noted, 
click the Undo icon in the toolbar. 
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6. When all deletions have been verified, click Save. 


To move all remaining Open Disputes to the top of the In Process 
worksheet, do the following: 


1. At column A, Count, highlight all the remaining open dispute data. 


2. Click on the Cut icon at the toolbar. 


3. Place the cursor in the first cell under Column A. 


4. Click the Paste icon on the toolbar.  Do not change the original 
numbers assigned to the disputes. 


5. Review the data to ensure the cut worked properly.  Do not save the 
worksheet until this step is completed. 


6. If there is an error, click Undo on the toolbar. 


7. If no error is found, click Save. 


Drug Rebate takes steps to resolve questionable data and may provide 
ZIP code level data or other detailed data to the labeler to help identify 
discrepancies.  However, the OHCA considers cost effectiveness in 
determining whether to pursue items in dispute.  Drug Rebate may 
write off disputes within certain guidelines.  The Dispute Write-off 
Guidelines in this manual provides this information. 
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Section 11:  Claim Detail 


Overview 
Claim detail consists of two reports, one is for internal use and 
includes information that identifies the patient for whom the drug was 
dispensed.  The other does not include patient information and is sent 
to the labeler or manufacturer. 


Claim detail is ordered from Oklahoma MMIS.  Operations processes 
claim detail requests over the weekend and delivers the completed 
request the following Monday. 


To request claim detail, the user does the following at the Drug Rebate 
Menu in Oklahoma MMIS: 


1. Click New. 


2. Type the NDC number. 


3. Type the quarter. 


4. Click Save. 


5. Repeat Steps 1 – 4 for each NDC. 


A cover letter accompanies the claim detail sent to the labeler or 
manufacturer.  This letter contains instructions for the manufacturer to 
identify discrepancies and return the claim detail to Drug Rebate for 
further review.  If the labeler does not respond within 30 days, follow-
up letters are mailed at 30 days and again at 60 days after the date the 
claim detail was mailed. 


To produce the 30-day claim detail letters, the analyst opens the file 
and does the following: 


1. Highlight Date and type the letter date. 


2. Highlight Labeler address (four lines) and type the labeler name 
and address. 


3. At Labeler Name: type the labeler name. 


4. At Labeler Code: type the labeler code. 


5. At Invoice Period: type the invoice period. 


6. Click Print from the toolbar. 


EDS may conduct a sampling of a particular drug utilization to aid in 
resolution.  The following data is provided on the claim detail report: 
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• NDC Header Information 
 Labeler Number 
 Labeler Name 
 Invoice Period 
 NDC 
 Description of Drug 
 Strength 
 Dosage Form 
 Package Size 
 Unit of Measure 


• Claim Detail Information 
 Claim type 
 Internal Control Number (ICN)  
 Provider Number 
 Recipient ID 
 Rx Number 
 Service Date 
 Quantity 
 Units 
 Billed Amount 
 Professional Fee 
 Paid Amount 


States must ensure that any exchange of data protects the 
confidentiality requirements of Section 1927(b)(3)(D) of the Social 
Security Act.  Under Section VII (b) of the Rebate Agreement, data 
released to the labeler by the OHCA must be kept confidential.  
Because of these confidentiality restrictions, the provider name and 
member information are not provided to the labeler. 


The following items are covered under the OHCA but are not subject 
to the Drug Rebate Program: 


• Vaccines per Section 1927(k)(2)(B) of the Social Security Act 


• Enteral nutritional products 


• Medical supplies 
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Figure 11.1 – 30-Day Claim Detail Letter 


 
[Date] 


 


[Labeler address] 
[Labeler address] 
[Labeler address] 
[Labeler address] 


 


Re: Dispute Resolution Process – Claim Detail 


 Labeler Name:   
 Labeler Code:   
 Invoice Period:  
 


Dear:  


We are in the process of working through the disputed NDCs for the above referenced invoice period.  
In accordance with CMS Release Number 45, we are providing you with the requested supporting 
documentation.  Release Number 45 requests that you review this data, identify discrepancies, and 
submit for our further review. 


Please provide the following information for the data discrepancies that you identify for the above 
referenced invoice period within 30 days from the date of this letter: 


Labeler Code 
NDC 
Region Code/ICN (claim number) 
Provider Number 
Date Dispensed 
Quantity 
Reason for discrepancy 
RX number, if available 


We appreciate your cooperation in the Dispute Resolution Process.  If you have any questions, please 
do not hesitate to call (317) 488-5000. 


 


Sincerely, 


 
Drug Rebate Analyst 
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Labeler Right of Appeal 
The labeler has the right to appeal any dispute decision by submitting 
the appeal in writing to: 


Hearing and Appeals 
Oklahoma Health Care Authority 
Address 
City, State, ZIP 


Common Dispute Reasons and Resolution Guidelines 
Preliminary research often reveals many disputes that result from 
recurring circumstances.  The following sections identify the most 
common reasons for disputes. 


Wrong Unit of Measure 


A provider bills a quantity other than what OHCA reimburses.  The 
only three units of measure used to bill drug quantities are the 
following: 


• Each (caps, tabs, kits, and vials) 


• Milliliters (liquids) 


• Grams (solids) 


Data Entry Errors 


Incorrect quantities can be entered during claims submission or data 
entry, after EDS has received the claims.  This can cause discrepancies 
in the actual units dispensed. 


Decimals 


When the drug strength does not equal a whole number, or the units of 
measure or package size has a decimal in the units or quantity 
recognized, the analyst needs to review the claim detail history for 
billing errors.  A decimal point in the units indicated on the claim 
could mean a typing error. 


To review the claim detail history, the following analyst does the 
following: 


• Review the Claim Detail Report for obvious discrepancies 


• Review the appropriate claims online 
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• Contact providers if necessary 


• Calculate any conversions necessary to determine the correct 
number of units 


• Indicate the corrected number on the Claim Detail Report next to 
the line item 


If the analyst is unable to determine the correct number of units billed, 
the units are adjusted to equal the Estimated Oklahoma Adjusted 
Units, rounding to the nearest whole number.  The Estimated 
Oklahoma Adjusted Units are located on the right side of the Claim 
Detail Report. 


Units or Quantity Appear Inconsistent 


If the units billed for a particular NDC are inconsistent with the 
majority of claims on the Claim Detail Report, the units billed may be 
in error.  The analyst verifies the NDC number and the number of units 
billed. 


To verify this information the analyst does the following: 


• Review the appropriate claims online 


• Contact the provider, if necessary, to verify the units billed 


• If a determination cannot be made, correct the quantity by using the 
Estimated Oklahoma Adjusted Units rounding to the nearest whole 
number 


• Indicate the corrected number of units by the line item on the claim 
detail report 


• Advise the provider about the correct NDC number and the unit of 
measure or quantity 


Generic Substitution 


Unless a brand is medically necessary, pharmacy providers are 
required to dispense a generic substitute, when available.  There are 
occasions where significant differences exist between the amount the 
provider bills and the amount reimbursed by the OHCA, which is 
evident in the claim detail.  An analyst reviews these claims and 
clarifies with the provider the accuracy of the NDC billed and the 
quantity dispensed.  The analyst does the following: 


• Verify pricing, units of measure, and package size 


• Contact the provider to verify the correct NDC number and the 
units of measure billed 
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• If the provider billed the generic NDC number, subtract these units 
from the total units invoiced to the labeler since the claim billed did 
not contain the labeler product 


• If the provider billed the incorrect NDC number in a current 
quarter, the Drug Rebate initiates an adjustment to correct the claim 
previously submitted 


• If the billing error occurred in a prior period, the analyst needs to 
adjust the unit to the labeler.  The adjustment is not processed for 
that claim. 


Inaccurate NDC 


A pharmacy provider may submit a claim in which the NDC billed is 
not the same as the NDC dispensed.  If a provider’s claim from the 
claim detail report appears to indicate that the billed NDC is 
inaccurate, the analyst does the following: 


• Review the appropriate claims online 


• Contact the provider to determine what unit of measure is correct 
and to verify that the correct NDC number has been used 


• If the information submitted by the providers is determined to be 
correct, no adjustment to units claimed is necessary.  Drug Rebate 
bills the labeler for the number of units reflected on the original 
invoice. 


• If the unit of measure is determined to be incorrect, the Drug Rebate 
analyst does the following: 
 Adjusts the units claimed on the dispute resolution worksheet 
 Recalculates the rebate amount due to reflect the correct price 
 Sends the dispute resolution worksheet to the labeler 


• If the provider billed the incorrect NDC number, the analyst does 
the following: 
 Subtracts these units from the total units invoiced to labeler, 


since the claim billed did not contain the labeler’s product 
 Notifies the provider to complete an adjustment form to correct 


the claim previously submitted, if the incorrect NDC number was 
billed in a current quarter 


 Adjusts the units to the labeler, if the incorrect NDC number was 
billed in a prior period.  The adjustment or overpayment is not 
processed for that claim. 
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Entering Adjusted Units in Oklahoma MMIS 


After dispute research has been completed, the adjusted units must be 
updated in the Oklahoma MMIS.  This procedure updates the 
outstanding balance and is used to produce a dispute resolution 
worksheet to be sent to the manufacturer.  At the Drug Rebate Menu, 
the Drug Rebate analyst does the following: 


1. Click Labeler Dispute Select. 


2. Type the Labeler Code. 


3. Type the invoice period in YYYYQ format. 


4. Click Search. 


5. Click Dispute Detail Resolution. 


6. Locate the NDC and press Tab to move to the Oklahoma Adj. Unit 
field. 


7. Type the appropriate Total of Units. 


8. Press Tab to move to the Resolution Code field. 


9. Click Reason code. 


The following are the reason code definitions: 


• Oklahoma will not pursue collection for this NDC due to cost 
effectiveness. 


• Termination date is different than date reported by CMS.  Remit 
balance due. 


• Total Units Reimbursed for NDC was adjusted by the labeler.  
Payment has been accepted. 


• Oklahoma reimbursed providers for this NDC, which was once 
marketed by your company.  Remit balance due. 


• Oklahoma reviewed claims for this NDC; original units billed are 
accurate.  Remit balance due. 


• Total Units Reimbursed for this NDC have been adjusted by 
Oklahoma.  Remit balance due. 


• Labeler unit of measure is different from the Oklahoma pharmacy 
reimbursement unit of measure. 


• Other 


If reason code 8: Other is selected, the analyst does the following: 


1. Click Comment. 
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2. Type the information about the NDC adjusted and the reason an 
adjustment was made. 


3. Click Save.  The Save successful window displays to indicate 
completion. 


4. Click OK. 


5. Repeat Steps 1 – 4 for each NDC adjusted. 


Dispute Resolution Summary 
After the dispute analysis is complete, the analyst enters the dispute 
determination in the Drug Rebate subsystem.  The Labeler Disputes 
section gives detailed instructions about entering closed dispute 
information.  In addition, the analyst sends a notification along with a 
cover letter to the labeler summarizing the details of the research to 
support the determination made about the disputed NDCs. 


The analyst makes two copies of the cover letter, worksheets, and all 
attachments.  One copy is sent to the OHCA, and one copy is placed in 
the labeler file in Drug Rebate.  The original letter and attachments are 
sent to the labeler. 


The Drug Rebate analyst updates the CMS-64.9R report to reflect 
resolved and written-off amounts for all quarters.  Detailed instructions 
are found in Section 10: CMS-64.9R 


When a dispute has been sent to the labeler and no correspondence or 
payment has been received, the analyst sends a follow-up letter to the 
labeler.  The letter states that 60 days have passed without a response 
to the previous letter.  The letter also informs the labeler that the 
dispute is being forwarded to CMS and interest will be calculated daily 
and added to the unpaid balance. 


Occasionally, the labeler does not agree with the initial dispute 
resolution letter and worksheet provided by Drug Rebate.  The labeler 
may submit an alternate dispute resolution recommendation.  Drug 
Rebate reviews the labeler’s proposed dispute recommendation for 
reasonableness.  If this recommendation is determined to be 
reasonable, Drug Rebate submits a summary to the OHCA requesting 
approval to accept the labeler’s dispute proposal.  Once the OHCA 
approves the proposal, the analyst sends a standard letter to the labeler 
accepting the recommendation.   


One of the most important jobs of Drug Rebate is that of educating the 
provider community.  Any time an analyst calls a provider about 
billing errors, the analyst should stress the importance of billing the 
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correct NDC number, the correct quantity, and the correct unit of 
measure for the drugs dispensed.  If a provider billed the units 
incorrectly, a claim adjustment must be completed and signed by the 
provider. 


Dispute Write-Off Guidelines 
Drug Rebate may write off dispute amounts of $50 or less per labeler, 
per quarter.  Drug Rebate must maintain documentation that clearly 
identifies the labeler code, the drug by NDC, the applicable quarter, 
and the amount to which the threshold is applied.  In addition, the 
following guidelines must be used for disputes less than $10,000 per 
labeler and under $1,000 per NDC: 


• Drug Rebate notifies the labelers of the outstanding dispute 
amounts and provides pharmacy claim data for disputed NDCs. 


• The labeler is given 60 days to respond.  If the labeler does not 
respond, Drug Rebate sends the labeler a notice on the 90th day. 


• If the labeler does respond with information to substantiate their 
claim, but the response does not result in the resolution of the 
dispute, Drug Rebate may write off the dispute. 


Disputes are not written off if the labeler fails to respond.  In 
accordance with CMS Release Number 45, there must be an exchange 
of information between Drug Rebate and the labeler prior to writing 
off any dispute. 


Close and Write-Off of Disputed Amounts of $50 or Less 
To close a dispute of $50 or less, the analyst does the following at the 
Main Menu: 


1. Click Reference. 


2. Click Drug Rebate. 


3. Click Labeler Dispute Select. 


4. Type the labeler code and invoice period. 


5. Click Search to access the screen for disputes for the selected 
quarter. 


6. Click Dispute Detail Resolution to access all disputes for the 
invoice selected. 


7. Highlight the line item of the disputed NDC with a credit balance. 
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For disputed NDCs with an amount of $50 or less that will not be 
pursued for collection the analyst does the following: 


8. Press Tab to move to the Oklahoma Adjusted Units field, and type 
the number of units invoiced. 


9. Press Tab to move to the Resolution Code field. 


10. Click Resolution code 1. Oklahoma will not pursue collection for 
this NDC at this time due to cost effectiveness. 


11. Press Tab to move to the Dispute Status field. 


12. Click Closed. 


13. Click Save. 


14. Click Exit to return to the Dispute Detail Resolution window. 


Writing Off a Closed Dispute Amount of $50 or Less 


To write off a closed dispute amount of $50 or less, at the Drug Rebate 
Menu, the analyst does the following: 


1. Click Write-Off’s. 


2. Type the labeler code and invoice period. 


3. Click Outstanding Details. 


4. Click Search and highlight the NDC in dispute. 


5. Click Write-off reason 2. Not Cost Effective to Collect 
Outstanding Balance. 


6. Click Single at the bottom of the window in the Details field to 
write off the balance of the NDC selected. 


Note: If the analyst does not select Single, the system writes 
off all outstanding balances on the invoice. 


7. Click Write off at the top of the screen. 


8. Click Written off Details to display all the NDCs selected for  
write-off. 
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Claim Adjustments 
On completion of a dispute, it may be necessary to adjust the amount 
paid to the provider for the pharmacy claims.  The Drug Rebate 
analyst gathers the appropriate information and submits the 
documentation to the Adjustments Unit. 


When necessary, the analyst generates a written request for 
information and sends it to the dispensing provider.  Claim 
adjustments are faxed to the provider with a request to have the 
information returned within 24 hours of receipt of the request.  The 
request for information should include the following information: 


• Provider number 


• Prescription number 


• Date of service 


• Recipient ID number 


Drug Rebate requests that the provider return the following 
information: 


• NDC 


• Quantity 


• Any special instructions 


• Dispense as written indicator 


• Daily supply 


• Drug name and strength 


• Days supply 


After the provider returns the adjustment claim form, it is forwarded to 
Resolutions and Adjustments for processing.  Resolutions and 
Adjustments assigns a special drug rebate provider batch range of  
965-969. 


Procedures for Processing Dispute Follow-Up Letters 
The CMS Dispute Resolution Guidelines state that Drug Rebate must 
track specific steps during the Dispute Resolution Process.  Dispute 
follow-up letters were developed to assist in this progression and to 
urge labelers to forward the needed information to Drug Rebate 
promptly.  The data from these letters is entered in the Dispres.xls 
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Dispute Resolution Tracking worksheet.  The analysts is responsible 
for performing the appropriate actions noted on the Dispres.xls 
worksheet, such as, when to make follow-up calls, when to mail 30-
day letters, and when to mail second and third request letters. 


The analyst sends four letters and makes two follow-up phone calls 
during this phase of the Dispute Resolution Process.  The first letter is 
the Acknowledgment Letter, shown later in this section.  The cash 
control specialist generates this letter.  The Acknowledgement Letter 
advises the labeler that Oklahoma Drug Rebate has received 
notification of disputes for the referenced invoice period.  An attached 
Fax-Reply form prompts the labeler to indicate whether the OHCA is 
to provide additional supporting documentation or would prefer to use 
third-party information.  The analyst places a follow-up phone call to 
the labeler 14 calendar days after the date of the Acknowledgment 
Letter to discuss the specific disputes. 


The second letter is the 30-Day Letter, shown later in this section.  The 
analyst generates and mails this letter 30 calendar days after the date of 
the Acknowledgment Letter.  There are two types of 30-Day Letters.  
One verifies that the labeler has requested Drug Rebate provide 
supporting documentation.  The other letter verifies that the labeler is 
using third-party information.  If no response is received, a second 
follow-up phone call is required 14 calendar days after the date of the 
30-Day Letter. 


The final two letters are the Second-Request Letter and the Third-
Request Letter, shown later in this section.  The analyst mails these 
letters to labelers that did not respond to earlier requests for 
information. 


Below are detailed procedures for this process.  The cash control 
specialist receives the checks and does the following: 


1. Identifies labelers with disputes. 


2. Generates Acknowledgement Letters. 
 The letters are routed in green folders to the appropriate analysts. 
 The analysts sign and return the letters in green folders to the 


cash control specialist within one business day. 
 The cash control specialist copies letters and sends the copies to 


the analysts for their files. 
 The cash control specialist mails the original letters and enters 


the postmark date in Dispres.xls worksheet. 
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Note:  At this point, the analyst is responsible for checking the 
Dispres.xls worksheet to see when subsequent phone 
calls and letters are to be processed 


3. Generates fax replies to send with the Acknowledgement Letter.  
This indicates which 30-Day Letter to mail. 
 The Acknowledgment Letter requests a response from the labeler 


via an attached Fax Reply form. 
 When a labeler sends a Fax Reply form to Drug Rebate it is 


routed directly to the analyst. 


When the Fax Reply form has been returned, the analyst does the 
following: 


1. From the Fax Reply, determine which 30-Day Letter is needed. 


2. Complete the appropriate information in the template and print.  Do 
not save the letter. 


3. Sign the original, make one copy for the files, and mail the original 
by the date on letter. 


4. Make the Acknowledgement Letter follow-up phone call 14 days 
after the Acknowledgement Letter was sent. 
 Discuss the disputes, by NDC number, units disputed, and 


reasons for the dispute. 
 If no fax reply has been received, request a response. 
 Enter the date the follow-up phone call was made to the labeler 


in the Dispres.xls worksheet. 


5. If there has been no response, make the 30-Day Letter follow-up 
phone call 14 days after the 30-Day Letter was sent. 
 Enter the date in the Dispres.xls worksheet on which the follow-


up phone call was made. 


If the labeler has not responded to requests by letter and follow-up 
phone call, second and third-request letters are mailed.  The Drug 
Rebate analyst does the following: 


1. Generate and mail a Second Request Letter. 
 The Second-Request Letter is mailed 30 days after the date of the 


30-Day Letter. 


2. Attach a photocopy of the original 30-Day Letter to the second-
request. 


3. Type Y or N in the appropriate column of the Dispres.xls worksheet 
to indicate whether a letter was necessary. 
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4. Generate and mail the Third Request Letter to labelers that have not 
responded to the Second-Request Letter. 
 Third-Request Letters are mailed 30 days after the date of the 


Second Request Letter 


5. Attach a photocopy of the original 30-Day Letter. 


6. Type Y or N in the appropriate column of the Dispres.xls worksheet 
indicating whether the letter was necessary. 


Examples of Dispute Resolution letters sent from Drug Rebate are 
found in Figures 11.2 through 11.8. 
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 Figure 11.2 – Acknowledgement Letter 


 


[Current Date] 
 
[Labeler Name] 
[Address 1] 
[Address 2] 
[City, State, Zip Code] 
 
Re: Dispute Notification – Acknowledgement Letter 
  
 Labeler Name: 
 Labeler Code: 
 Invoice Period: 
 
Dear [Contact Name]: 
 
This will acknowledge the receipt date of [MM/DD/YY] for notification of disputed 
NDCs for the above referenced invoice period.  A preliminary review of the disputed 
NDCs will be performed in the near future.  Within 30 days from the date of this letter, 
please submit any information you wish Oklahoma Drug Rebate to utilize during the 
Dispute Resolution Process, including third party information. 
 
Please complete and fax the attached sheet to Oklahoma Drug Rebate. 
Thank you in assisting us with dispute resolution.  Should you have any questions, 
please do not hesitate to call. 
 
Sincerely, 
 
 
 
[Analyst Name] 
Drug Rebate Analyst 
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ATTN: OKLAHOMA DRUG REBATE  


 
  FAX - REPLY      
 
 
 
 
 
To 
 
 
 
 
 
 
 
 
 
 
 
 
_____ I will be providing claim level information to you that I’ve obtained from a third 


party; therefore, please do not mail me your detailed claim information. 
 
 
_____ Please mail me detailed claim information on my disputed NDCs. 
 
 


Figure 11.3 – Fax Reply 


 
Date:         
 
Number of Pages including cover sheet:    


 
To:         
 
Fax:   405-xxx-xxxx    
 
Comments:        
 
      
 
      


 
From:         
 
Labeler Name/Code:        
 
Invoice Period:         
 
Phone:         
 
Fax:          
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Figure 11.4 – 30-Day Letter Claim Detail 


[Current Date] 


 


[Labeler Name] 
[Address 1] 
[Address 2] 
[City, State Zip Code] 


 


Re: Dispute Resolution Process – Claim Detail 


 Labeler Name: 
 Labeler Code: 
 Invoice Period: 


 


Dear [Contact Name]: 


We are in the process of working through the disputed NDCs for the above referenced invoice 
period.  In accordance with CMS Release Number 45, we contacted you to discuss your dispute 
on <date>.  We are providing you with the requested supporting documentation.  Release 
Number 45 requests that you review this data, identify discrepancies, and submit for our further 
review. 


Please provide the following information for the data discrepancies that you identify for the 
above referenced invoice period within 30 days from the date of this letter: 


Labeler Code 
NDC 
Region Code/ICN (claim number) 
Provider Number 
Date Dispensed 
Quantity 
Reason for discrepancy 
RX number, if available 


We appreciate your cooperation in the Dispute Resolution Process.  If you have any questions, 
please do not hesitate to call. 


Sincerely, 


 
[Analyst Name] 
Drug Rebate Analyst 
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Figure 11.5  – 30-Day Letter Third Party Information 


[Current Date] 
 


[Labeler Name] 
[Address 1] 
[Address 2] 
[City, State Zip Code] 


Re: Dispute Resolution Process – Third-Party Information 


 Labeler Name: 
 Labeler Code: 
 Invoice Period: 


Dear [Contact Name]: 


We are in the process of working through the disputed NDCs for the above referenced 
invoice period.  In accordance with CMS Release Number 45, we contacted you to discuss 
your dispute on <date>.  You have indicated that you would like to utilize third party claim 
information in resolving these disputes.  You also indicated that you did not want claim 
information mailed to you.  In accordance with Release Number 45, the State requests that 
you review data, identify discrepancies, and submit for our further review. 


Please provide the following information within 30 days from the date of this letter, for the 
data discrepancies that you identified for the above referenced invoice period. 


Labeler Code 
NDC 
Region Code/ICN (claim number) 
Provider Number 
Date Dispensed 
Quantity 
Reason for discrepancy 
RX number, if available 


We appreciate your cooperation is the Dispute Resolution Process.  If you have any 
questions, please do not hesitate to call. 


Sincerely, 


 


[Analyst Name] 
Drug Rebate Analyst 
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Figure 11.6 – Second Request Letter – Claim Detail 


[Current Date] 


 


[Labeler Name] 
[Address 1] 
[Address 2] 
[City, State ZIP Code] 


 


Re: Dispute Resolution Process – 2nd Request for Information from Claim Detail 


 Labeler Name: 
 Labeler Code: 
 Invoice Period: 


 


Dear [Contact Name]: 


Per our letter dated [date], it was agreed Oklahoma Drug Rebate would forward the appropriate 
requested supporting documentation for your review of the disputed NDCs for the above 
referenced invoice period.  This information was mailed to you on <date>.  We also requested 
that you provide information within 30 days from the date of the attached letter on the data 
discrepancies identified.   


As of today, we have not received this information.  Please send the requested information to 
comply with CMS dispute resolution guidelines. 


We appreciate your cooperation in the Dispute Resolution Process.  If you have any questions, 
please do not hesitate to call. 


 


Sincerely, 


 


 
[Analyst Name] 
Drug Rebate Analyst 
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Figure 11.7 – Second Request Letter – Third Party Information 


 


[Current Date] 


[Labeler Name] 
[Address 1] 
[Address 2] 
[City, State Zip Code] 


 


Re: Dispute Resolution Process - 2nd Request for Third-Party Information 


 Labeler Name: 
 Labeler Code: 
 Invoice Period: 


 
Dear [Contact Name]: 


Per our letter dated [date], it was stated that you have third party information that you 
would like to utilize in resolving the disputed NDCs for the above referenced invoice 
period. We also requested that you provide information for the data discrepancies 
identified within 30 days from the date of that letter. 


As of the date of this letter, we have not received this information.  Please send the 
requested information within 30 days from the date of this letter. 


We appreciate your cooperation in the Dispute Resolution Process.  If you have any 
questions, please do not hesitate to call. 


Sincerely, 
 
 
 
[Analyst Name] 
Drug Rebate Analyst 
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Figure 11.8 – Third-Request Letter 


 
[Current Date] 
 
[Labeler Name] 
[Address 1] 
[Address 2] 
[City, State, Zip Code] 
 
Re: Dispute Resolution Process – 3rd Request for Information 
 
 Labeler Name: 
 Labeler Code: 
 Invoice Period: 
 
Dear [Contact Name]: 
 
In accordance with CMS Release Number 45, States and labelers are required to 
work cooperatively to resolve drug rebate disputes. 
 


Two previous letters were sent to you requesting that you identify specific data 
discrepancies from either claim detail we provided or your third party information.  
As of the date of this letter, no response has been received.  We request that you 
forward the appropriate information to Oklahoma Drug Rebate, to avoid further 
action. 
 
Sincerely, 
 
 
 
[Analyst Name] 
Drug Rebate Analyst 
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For disputed NDCs with an outstanding balance that will not be 
pursued for collections the analyst does the following: 


1. Press Tab to move to the Oklahoma Adjusted Units field. 


2. Enter the number of units that had been entered in the Total Units 
Paid field. 


Note:  The amounts in the fields in Steps 1 and 2 must be the 
same. 


3. Press Tab to move to the Resolution Code field. 


4. Click Resolution Code 1. Oklahoma will not pursue collection for 
this NDC at this time due to cost effectiveness. 


5. Press Tab to move to the Dispute Status field. 


6. Click Closed. 


7. Click Save. 


Writing Off Closed Aged Disputes 


To write off closed or aged disputes, at the Drug Rebate Menu, the 
analyst does the following: 


1. Click Write-off. 


2. Type the labeler code and invoice period. 


3. Click Outstanding Details. 


4. Click Search. 


5. Highlight the NDC in dispute. 


6. Click Write-off reason 2. Not Cost Effective to Collect 
Outstanding Balance. 


7. At the bottom of the window, at Details, click Single, and the 
system writes off the balance of the NDC selected. 


Note: If Single is not selected, the system writes off all 
outstanding balances on the invoice. 


8. Click Write-off at the top of the screen. 


9. Click Written off Details to display all the NDCs selected to write 
off. 
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Procedures for Surveillance Utilization Review Referrals 
During the course of posting payments and processing disputes, 
activities may be identified that must be referred to Medical Policy for 
review.  These activities include inappropriate billing practices that 
lead to incorrect drug rebate utilization data.  Questionable practices 
can also be identified through the DUR Program.  These are identified 
internally through Pro-DUR and Retro-DUR reports or identified by 
the DUR Board during the quarterly review of Retro-DUR profiles. 


To refer providers to Medical Policy for examination, the following 
steps are taken: 


• The analyst completes the approved form for OHCA Referrals.   


• The analyst completes a cover letter to be sent with the referral 
form to Medical Policy with the referral form. 


• The analyst forwards the completed form and cover letter to the 
pharmacist for review. 


• The analyst makes a copy of the completed form and cover letter 
and files Drug Rebate copy in a central file area. 


• The pharmacist approves the referral and forwards the documents to 
be mailed to Medical Policy. 


Each quarter, the pharmacist e-mails Medical Policy to indicate that no 
providers were identified for review during the quarter. 







Section 11: Claim Detail Drug Rebate Procedures Manual 


11-24 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 


 


 







Drug Rebate Procedures Manual 


Library Reference Number: OKDR/OHCA 12-1 
Revision Date: September 2002 
Version: 1.0 


Section 12:  Drug Rebate Windows 


Drug Rebate Application Posting 
The Drug Rebate Post Application window is used to track information that has been keyed into the Drug Rebate Invoice 
Payment Application window. 


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the Post 
Applications button. 


Technical Name w_dr_application_posting 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Applied Amount The dollar amount that was applied to the invoice quarter 11 Number 
CCN The cash control number that uniquely identifies a check 11 Number 
Date Posted to Cash The date that the CCN was posted back to Financial (as 


complete) 
8 Date (CCYY/MM/DD)


Date Posted to DR The date that the CCN was posted in Financial 8 Date (CCYY/MM/DD)
Invoice Quarter The quarter and the year of the invoice 5 Number 
Labeler The name of the drug manufacturer for whom payment was 


submitted 
39 Character 


Labeler Code The code used to identify the labeler 5 Number 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 







Section 12: Drug Rebate Windows Drug Rebate Procedures Manual 


12-6 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 


Drug Rebate Claim Detail Request 
This window is accessed through the Reference Drug Rebate Menu window.  The Drug Rebate claim detail request system is 
used to order copies of claim detail of a specific NDC and quarter.  The claim detail is used in the dispute process to identify 
claims that appear incorrect. 
 
The window will be accessed from the main menu by clicking the Reference button, the Drug Rebate button, and the Claim 
Detail button. 
 
Technical Name w_dr_claim_detail 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Invoice Quarter Year and quarter in which the invoice was generated 5 Date (CCYYQ) 
NDC National Drug Code (NDC) of the drug invoiced.  This field 


comprises the five digit labeler code, four digit product code, 
and the two digit package size code 


11 Number 


Field Edits 


Field Error Code Message Correction 
Invoice Quarter 8188 Valid Quarters are 1, 2, 3, or 4! Verify invoice quarter and re-enter 
 91029 must be numeric! Re-enter 5 numeric characters 
 91059 must be 5 characters! Re-enter 5 numeric characters 
 91080 is required! Enter a valid invoice quarter 
NDC 91029 must be numeric! Re-enter 11 numeric characters 
 91073 must be 11 characters! Re-enter 11 numeric characters 
 91088 is Not on File! Verify code and re-enter 
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Drug Rebate Claim Detail 
This window will be used to view all claims related to an NDC for a specific invoice cycle or that were paid in a specified 
quarter.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, either the 
Invoice Detail Inquiry or the NDC Invoice Inquiry button, and then the Related Claims button. 


Technical Name w_dr_claim_dtl 
PBL Name rebate01.pbl 
Extra Features 







Drug Rebate Procedures Manual Section 12: Drug Rebate Windows 


Library Reference Number: OKDR/OHCA 12-9 
Revision Date: September 2002 
Version: 1.0 
 


 
 


 


The window layout above displays the default viewable area of the scrollable data; the layout 
below displays the remaining data. 
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Field Descriptions 


Field Description Length Data Type 
Allowed Charge The maximum amount allowed for reimbursement for the 


pharmacy 
11 Number 


Amount Reimbursed The amount reimbursed to the pharmacy for the claim 11 Number 
FDOS The From Date of Service for the claim 8 Date (CCYY/MM/DD)
CMS Units The number of units stated in the unit of measure (UOM) 


provided by CMS to be used in the calculation of the rebate 
amount due.  If the CMS UOM and Paid Claims UOM are 
different, the CMS units will be the number of converted units. 


11 Number 


Invoice Cycle The invoice cycle in which the claim was filed or adjusted 5 Character 
NDC National Drug Code (NDC) of the drug invoiced.  This field 


comprises the five-digit labeler code, four-digit product code, 
and the two-digit package size code. 


11 Character 


Original Qtr Paid The original quarter in which the claim was paid 5 Character 
Paid Claims Units The number of units for which the pharmacy was reimbursed 11 Number 
Prescrip # The prescription number assigned to the treatment 7 Character 
Provider Number Unique number that identifies the provider 10 Character 
Recipient ID The ID of the recipient for whom the claim was filed 12 Character 
TCN The transaction control number for the claim 17 Number 
Totals The NDC totals for each of the following fields: Paid Claims 


Units, CMS Units, Allowed Charge, and Amount Reimbursed. 
12 Number 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Drug Rebate Dispute Detail Resolution 
This window allows users to enter or inquire on dispute detail information.  The user may enter dispute information when a 
payment is received.  If the labeler identifies disputes through written correspondence or pays $0 on all or a portion of details, 
the user will key the dispute information into this window.  This window will search on disputed line item/NDC disputes based 
upon the search criteria.  


The window can be accessed from the Main Menu in three ways: 
1) Click the Reference button, the Drug Rebate button, the Labeler Dispute Selection button, and the Dispute Detail Resolution 
button. 
2) Click the Reference button, the Drug Rebate button, the Invoice Detail Inquiry button, and the Dispute button. 
3) Click the Reference button, the Drug Rebate button, the Invoice Payment button, the Invoice Detail Disposition button, and 
the Dispute button. 


Technical Name w_dr_dspt_dtl_maint 
PBL Name rebate01.pbl 
Extra Features 
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Left side view: 
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Middle view: 
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Right side view: 
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Field Descriptions 


Field Description Length Data Type 
Amt in Dispute Calculated field (total rebate amount claimed - total rebate 


amount paid) 
14 Number 


Balance of Units Represents the number of units due from the labeler for a 
specific NDC 


14 Number 


CMS Unit Basic measurement that represents the smallest unit by which 
the drug is measured.  The rebate amount will be calculated 
per unit. 


3 Character 


Curr Tot Rbt Amt Claimed Contains the current total rebate amount claimed 14 Number 
Current Rbt Amt Per Unit Most current rebate amount per unit calculated by CMS or the 


manufacturer and provided to OHCA.  This amount appears as 
zero when the NDC amount is not in the CMS database or 
when the amount on file is zero. 


11 Number 


Current Tot Units Reimb Total number of units reimbursed by OHCA for an NDC for a 
specific quarter.  This field reflects the number of units copied 
from the invoice detail when the dispute is opened.  This value 
does not change, unless the dispute is closed. 


14 Number 


Dispute Status This field will identify the status of the dispute (i.e. open or 
closed) 


0 Drop-down box


Drug Name Description found on the CMS database provided to all state 
Medicaid programs 


10 Character 


Totals Represents the total amounts for the following fields: Total 
Units Reimbursed, Total Units Paid, Rebate Amount Paid, 
Oklahoma Adjusted Units, Balance of Units Due, Balance 
Due, Curr Tot Rbt Amt Claimed, New Rbt Amt Claimed, Amt 
in Dispute, and Units in Dispute.   


14 Number 


Invoice Period Quarter and year of the invoice 5 Number 
Labeler Code Code used to identify the labeler invoiced 5 Number 
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Field Description Length Data Type 
Labeler Name Name of the drug labeler 39 Character 
NDC National Drug Code (NDC) of the drug invoiced.  This field 


comprises the five digit labeler code, four digit product code, 
and the two digit package size code 


11 Number 


New Rbt Amt Claimed New calculated rebate amount due from the manufacturer 14 Number 
Oklahoma Adj Unit New total number of units after Oklahoma has resolved the 


dispute for a specific NDC 
14 Number 


Rbt Amt Balance Due Total re-calculated amount due after subtracting any previous 
payment.  Balance due = balance of units due multiplied by 
the current rebate amount per unit. 


14 Number 


Reason Code(s) Represents the labeler explanation of the disputes for a 
specific NDC 


3 Character 


Resolution Code(s) Provides the labeler with an explanation of the resolution code 
for the specific NDC 


3 Character 


Tot Rbt Amt Paid Total dollar amount dispositioned to the invoice detail, paid by 
the labeler 


11 Number 


Total Units Paid Total number of units paid to Oklahoma for the disputed NDC 
as identified by the manufacturer 


14 Number 


Units in Dispute Calculated field (total units reimbursed when open - total units 
paid) 


14 Number 


 


Field Edits 


Field Error Code Message Correction 
Dispute Status 91080 is required! Select a status 
NDC 91029 must be numeric! Re-enter 11 numeric characters 
 91073 must be 11 characters! Re-enter 11 numeric characters 
 91080 is required! Enter an NDC with disputed units 
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Field Error Code Message Correction 
 91088 is Not on File! Verify code and re-enter 
Oklahoma Adj Unit 91029 must be numeric! Re-enter numeric amount 
 91067 Must be greater than zero! Re-enter amount greater than zero 
 91076 must be less than Enter an adjusted units amount than is less 


than 10,000,000,000.00 
 91080 is required! Enter an adjusted units amount 
Reason Code(s) 91080 is required! Enter a dispute reason 
 91106 not found! Verify code on reason list and re-enter 
 91173 is used more than once Enter each code only once 
Resolution Code(s) 91080 is required! Enter a resolution code 
 91106 not found! Verify code on resolution list and re-enter 
 91173 is used more than once Enter each code only once 
 91180 is required Enter a resolution code 
Total Units Paid 91029 must be numeric! Re-enter numeric amount 
 91076 must be less than Enter a total units paid amount that is less 


than 10,000,000,000.00 
 91080 is required! Enter the total units paid 
 91115 must be greater than or equal to Re-enter amount greater than or equal to 


zero 
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Drug Rebate Dispute Header Maintenance 
The Dispute Header Maintenance window will allow the user to create, change, or delete invoice dispute information. A 
dispute header can automatically be created from the Invoice Detail Disposition Maintenance window by using a reason code 
of '06' (Disputed NDC), but the analyst assigned field will be populated with 'XXX'.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the Labeler 
Dispute Selection button, and the Select button. 


Technical Name w_dr_dspt_maint 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Analyst assigned User assigned to resolve the dispute 3 Character 
Date Received Date the check was received 8 Date (CCYY/MM/DD)
Invoice Period Quarter and year of the invoice 5 Number 
Labeler Code Code used to identify the labeler invoiced 5 Character 


Field Edits 


Field Error Code Message Correction 
Analyst assigned 91080 is required! Enter an analyst code 
Date Received 91001 Invalid Date (CCYYMMDD)! Re-enter date in CCYYMMDD format 
 91029 must be numeric! Re-enter 8 numeric characters 
Invoice Period 8188 Valid Quarters are 1, 2, 3, or 4! Enter a quarter between one and four. 
 91003 Date is required! Enter a valid quarter 
 91029 must be numeric! Re-enter a numeric quarter 
 91059 must be 5 characters! Re-enter 5 numeric characters 
Labeler Code 91029 must be numeric! Verify labeler code and re-enter 
 91059 must be 5 characters! Re-enter a 5 character labeler code 
 91080 is required! Enter a 5 character labeler code 
 91088 is Not on File! Verify labeler code and re-enter 
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Drug Rebate Invoice Comments 
The Drug Rebate Invoice Comments window is used by the analyst to enter comments relating to a specific invoice.  All notes 
pertaining to verbal or written correspondence for a specific labeler and invoice period are entered in this window.  


This window can be accessed by clicking 'Options' on the Menu Bar and by clicking 'Comments' The window can be accessed 
from the Main Menu in several ways: 1) by clicking the Reference button, the Drug Rebate button, the Invoice Detail Inquiry 
button, and the Comments button 2) by clicking the Reference button, the Drug Rebate button, the Invoice Payment button, the 
Invoice Detail Disposition button, and the Comments button 3) by clicking the Reference button, the Drug Rebate button, the 
Invoice Payment button, the Invoice Detail Disposition button, the Dispute button, and the Comments button 4) by clicking the 
Reference button, the Drug Rebate button, the Labeler Dispute Select button, the Dispute Detail Resolution button, and the 
Comment button. 


Technical Name w_dr_free_text 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Comments Allows the user to enter comments about the invoice, 


payment, or dispute. 
250 Character 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Drug Rebate CCN Inquiry 
The Drug Rebate CCN Inquiry window allows the user to view all payment dispositions made to an invoice detail.  Multiple 
checks can be applied to an invoice.  The window will display the Cash Control Number (CCN), check amount, postmark date 
of the check, dollars applied to the invoice, amount dispositioned, and the payment reason code.  If no data appears in the 
window, payments have not been dispositioned for this invoice detail.  This window is for inquiry only.  


This window can be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the Invoice 
Detail Inquiry button, and then the Payment CCNs button. 


Technical Name w_dr_inq_ccn 
PBL Name rebate01.pbl 
Extra Features 
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rug Rebate C-12-23 Detailed System Design 5/31/02 


 
 


The window layout above displays the default viewable area of the scrollable data; the layout 
below displays the remaining data. 
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Field Descriptions 


Field Description Length Data Type 
Applied Amount Amount from a check which is associated to a specific 


invoice 
11 Number 


CCN (bottom) Cash control number associated with the cash receipt 
received for this accounts receivable disposition 


11 Number 


CCN (top) Cash control number associated with the cash receipt 
received for this accounts receivable disposition 


11 Number 


Check Amount (bottom) Dollar amount of the check for an invoice sent by a drug 
labeler 


11 Number 


Check Amount (top) Dollar amount of the check for an invoice sent by a drug 
labeler 


11 Number 


Date Dispositioned Date the check was dispositioned in production 8 Date (CCYYMMDD) 
Date Posted The date on which the money was applied towards 


interest for this invoice 
8 Date (CCYYMMDD) 


Dispositioned Amount Populates as amounts are dispositioned to the line items 
in the Invoice Detail Disposition window 


11 Number 


Interest Indicates the dollar amount applied to interest 11 Number 
Name (bottom) Name of the labeler on the check 39 Character 
Name (top) Name of the labeler on the check 39 Character 
Payment Reason Description of the payment dispositioned to the invoice 


detail 
27 Character 


Post Mark Date Evidence, indicated by the postmark of the United States 
Postal Service or other common mail carrier, on the 
envelope (not the postage meter stamp) of the date the 
check mailed 


8 Date (CCYYMMDD) 
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Field Description Length Data Type 
Totals The total applied amount and dispositioned amount for 


all CCNs from which payment was dispositioned to this 
NDC.   


12 Number 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Drug Rebate Adjustment Inquiry 
The Drug Rebate Adjustment Inquiry window will allow the user to view the detailed adjustment activity for an invoice detail.  
The possible adjustments types are rebate amount per unit, provider utilization, and dispute resolutions.  When an invoice 
detail is modified by one of these three activities, the ‘before picture' is captured on this window.  This window is for inquiry 
only and no updates can be made.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the Invoice 
Detail Inquiry button, and then the Adjustments button. 


Technical Name w_dr_inq_ppa 
PBL Name rebate01.pbl 
Extra Features 


 







g Rebate Procedures Manual Section 12: Drug


rug Rebate C-12-27 Detailed System Design 5/31/02 


 


 
 


The window layout above displays the default viewable area of the scrollable data; the layout 
below displays the remaining data. 
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Field Descriptions 


Field Description Length Data Type 
Adjust Type The type of adjustment made to an invoice detail such 


as rate change, utilization change, dispute resolution 
30 Character 


Date Changed System date the adjustment was made to the invoice 
detail 


8 Date (CCYYMMDD) 


NDC National Drug Code (NDC) of the drug invoiced.  
This field comprises the five-digit labeler code, the 
four-digit product code, and the two-digit package 
size code. 


11 Number 


Number of Scripts Number of claims on the invoice 6 Number 
Rebate Amt Per Unit Dollar amount provided by CMS for an NDC 11 Number 
Tot Prov Reim Total dollars paid to providers for an NDC 11 Number 
Tot Rebate Amt Claimed The Total Rebate Amount Claimed is the total dollar 


amount invoiced for an NDC. 
11 Number 


Tot Units Reimb Number of units invoiced to a labeler for an NDC 13 Number 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Drug Rebate Interest Calculator 
This window will be used to calculate interest on an outstanding invoice balance.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the Interest 
Calculator button. 


Technical Name w_dr_int_calculator 
PBL Name rebate01.pbl 
Extra Features 


 


 


Field Descriptions 


Field Description Length Data Type 
Avg T-bill Rate This field displays the average t-bill rate for the 


interest period 
5 Number 


Begin Date The beginning date of the interest period.  This date is 
38 days after the postmark date on the invoice. 


8 Date (CCYYMMDD) 
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Field Description Length Data Type 
Calculated Interest Calculated interest, based on the dates and balance 


that were input 
13 Number 


Days Outstanding The number of days for which interest is calculated 4 Number 
End Date The ending date of the interest period.  This is the 


postmark date of the manufacturer's payment. 
8 Date (CCYYMMDD) 


Principal Amt Outstanding invoice balance 11 Number 


Field Edits 


Field Error Code Message Correction 
Begin Date 91001 Invalid Date (CCYYMMDD)! Verify date and re-enter 
 91029 must be numeric! Re-enter 8 numeric characters 
 91080 is required! Enter a date 
 91163 There is no record of t-bill rates Verify date and re-enter 
End Date 91001 Invalid Date (CCYYMMDD)! Verify date and re-enter 
 91029 must be numeric! Re-enter 8 numeric characters 
 91080 is required! Enter a date 
 91136 must be greater than Verify date and re-enter 
Principal Amt 91029 must be numeric! Re-enter a numeric value 
 91080 is required! Enter an amount 
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Drug Rebate Interest Maintenance 
This window is used to enter and monitor interest payments.  It displays the current interest billed amount for the invoice that 
is displayed in the Drug Rebate Invoice Detail Disposition window, and the interest amount applied from a particular payment.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the Invoice 
Payment button, the Invoice Detail Disposition button, and then the Interest button. 


Technical Name w_dr_inv_dispo_dtl_interest 
PBL Name rebate01.pbl 
Extra Features 


 


 







Section 12: Drug Rebate Windows Drug Rebate Procedures Manual 


12-32 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 


Field Descriptions 


Field Description Length Data Type 
Interest Applied Dollar amount the labeler has paid in interest on a particular payment 11 Number 
Total Interest Billed Dollar amount the labeler has been billed in interest for overdue 


payment 
11 Number 


Field Edits 


Field Error Code Message Correction 
Interest Applied 9030 Disposition Amount will cause Negative 


Balance! 
Re-enter amount less than remaining 
amount to disposition 


 91029 must be numeric! Re-enter numeric value 
 91150 cannot be greater than Re-enter an amount less than 


10,000,000,000.00 
 91170 This would result in an overall payment 


credit 
Verify amount and re-enter 


Total Interest Billed 91029 must be numeric! Re-enter numeric value 
 91115 must be greater than or equal to Re-enter amount greater than zero 
 91150 cannot be greater than Re-enter an amount less than 


10,000,000,000.00 
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Drug Rebate Invoice Detail Disposition Maintenance 
The Drug Rebate Invoice Detail Disposition Maintenance allows the user to add or modify a payment disposition for a given 
Cash Control Number (CCN).  The window displays all payments made and the rebate amount claimed for the invoice detail in 
the first box.  The first box is automatically populated.  The second box allows the user to input information.  The payment 
entered cannot be greater than the application amount in the Drug Rebate Invoice Payment Application window.  Once the 
payment is entered, a reason code needs to be selected to describe the entry.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the Invoice 
Payment button, Invoice Detail Disposition button, and the Select button. 


Technical Name w_dr_inv_dispo_dtl_payment 
PBL Name rebate01.pbl 
Extra Features 


 







Section 12: Drug Rebate Windows Drug Rebate Procedures Manual 


12-34 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 
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Field Descriptions 


Field Description Length Data Type 
Adjustment Codes Reason code(s) and description(s) for the adjustment(s) to 


the amount billed 
0 Drop Down List Box 


Amount Claimed Current dollar amount invoiced for this NDC 11 Number 
CCN Indicates the control number associated with the cash 


receipt received for this invoice 
11 Number 


Disposition Amount The dollar amount to be dispositioned from the current 
payment segment 


11 Number 


Dispositioned Amount The dollar amount that was dispositioned to this NDC 11 Number 
Dispositioned Date System date the payment disposition was entered into the 


system 
8 Date (CCYYMMDD) 


NDC National Drug Code (NDC) of the drug invoiced.  This field 
comprises the five digit labeler code, four digit product 
code, and the two digit package size code 


11 Number 


Name Drug description found on the CMS database provided to all 
state Medicaid programs 


20 Character 


Payment Reason Reason code and description for the payment dispositioned 
to the invoice detail 


0 Drop Down List Box 


Reason Code (header) Reason code and description for the payment dispositioned 
to the invoice detail 


1 Character 


Total Amount Disp The total amount dispositioned to this NDC from all 
payment segments 


11 Number 
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Field Edits 


Field Error Code Message Correction 
Adjustment Codes 91173 is used more than once Verify adjustment code and re-select 
Disposition Amount 9030 Disposition Amount will cause Negative 


Balance! 
Re-enter an amount equal to or less than 
the remaining amount to disposition 


 91029 must be numeric! Re-enter a numeric amount 
 91150 cannot be greater than Verify payment amount and re-enter 
 91170 This would result in an overall payment 


credit 
Verify disposition amount and re-enter 
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Drug Rebate Payment Application Maintenance 
The Drug Rebate Payment Application Maintenance window allows the user to add or change payment applications.  The 
system does not allow the user to change an application once it is posted to Financial.  An application should be posted to 
Financial once all dollars have been posted to the NDC level.  This window connects the invoice with the check payment.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the Invoice 
Payment button, and the Select button. 


Technical Name w_dr_invoice_applic_maint 
PBL Name rebate01.pbl 
Extra Features 


 


 


Field Descriptions 


Field Description Length Data Type 
Applied Amount Amount of the check being applied to the invoice 11 Number 
Invoice Quarter Identifies the invoice quarter 5 Date (CCYY/Q ) 
Labeler Identifies the labeler's name 39 Character 
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Field Description Length Data Type 
Labeler Code Identifies the labeler code being used 5 Character 


Field Edits 


Field Error Code Message Correction 
Applied Amount 91029 must be numeric! Re-enter a numeric amount 
 91170 This would result in an overall payment 


credit 
Verify amount and re-enter 


Invoice Quarter 8188 Valid Quarters are 1, 2, 3, or 4! Re-enter a valid year and quarter 
 91029 must be numeric! Re-enter 5 numeric characters 
 91059 must be 5 characters! Re-enter 5 numeric characters 
Labeler Code 91011 Record not found - please try again! Verify labeler code and re-enter 
 91019 Record already exists! Verify labeler code and re-enter 
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Drug Rebate Invoice Detail Disposition 
The Drug Rebate Invoice Detail Disposition window allows the user to associate specific payment amounts for an invoice to 
the appropriate invoice line item. Invoice payment amounts can be associated to multiple line items. The user must enter in the 
dollar amount for all disputed line items before selecting the Disposition Remainder button. Also any rebate amount per unit 
where NDC payments differ from the invoice will have to be entered. An edit will be in place to verify that dispositioned 
amounts balance to total check amount.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the Invoice 
Payment button, and then the Invoice Detail Disposition button. 


Technical Name w_dr_invoice_dispo_dtl 
PBL Name rebate01.pbl 
Extra Features 







ion 12: Drug Rebate Windows Drug Rebate Pr


0 Library Reference N
Revision Date: September 2002 


Version: 1.0 


 
 


The window layout above displays the default viewable area of the scrollable data; the layout 
below displays the remaining data. 
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Field Descriptions 


Field Description Length Data Type 
Amount to Disposition Amount remaining to be dispositioned to the line items 11 Number 
Applied Amount Indicates the dollar amount applied to each labeler invoice(s).  


This amount represents all or a portion of the check amount to be 
applied to the detail. 


11 Number 


Balance Due Total rebate amount due for a specific NDC 11 Number 
CCN Cash control number used to uniquely identify the check used for 


payment 
11 Number 


Drug Name Drug description found on the CMS database provided to all state 
Medicaid programs 


20 Character 


Interest Applied The interest payment that is being applied from the current check. 11 Number 


Invoice Quarter The calendar year and quarter for which the invoice was 
generated 


5 Number 


Invoice Status Possible values are Original and Adjusted.  Original indicates the 
invoice has not changed since it was invoiced.  Adjusted indicates 
the invoice changed as a result of a prior period adjustment 
(PPA), dispute resolution, or provider utilization adjustment. 


8 Character 


Labeler Code Five digit code used to identify the labeler 5 Character 
Labeler Name Contains the name of the labeler 39 Character 
NDC National Drug Code (NDC) of the drug invoiced.  This field 


comprises the five digit labeler code, four digit product code, and 
the two digit package size code 


11 Number 


Rbt Amt Per Unit Current rebate amount per unit billed to the labeler for a specific 
NDC 


11 Number 


Tot Rbt Amt Claimed Current dollar amount invoiced for a specific NDC 11 Number 
Tot Rbt Amt Paid Total dollars paid by a labeler for a given NDC 11 Number 
Tot Units Reimb Number of units invoiced to the labeler for a specific NDC 13 Number 
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Field Description Length Data Type 
Total Int Billed The total amount that the labeler has been billed in interest for 


overdue payment related to this invoice 
11 Number 


Total Int Due The interest amount still outstanding for this invoice 11 Number 
Total Int Paid The total amount that the labeler has paid in interest for this 


invoice 
11 Number 


Totals The invoice totals for the following fields: Tot Units Reimb, Tot 
Rbt Amt Claimed, Tot Rbt Amt Paid, and Balance Due. 


12 Number 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Drug Rebate Invoice Payment Application 
The Drug Rebate Payment Application window will allow the user to inquire on payment information by Cash Control 
Number (CCN) or enter new payment information.  The window allows the user to associate specific payment amounts on a 
check to the appropriate Drug Rebate invoice.  A check may be associated to multiple invoices.  The window displays the 
check amount, postmark date, check date, and the amount dispositioned to the check.  If the user enters labeler code or invoice 
period incorrectly, the information can be deleted (if the payment application has no dollars dispositioned to the invoice 
application). 


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and then the 
Invoice Payment button. 


Technical Name w_dr_invoice_disposition 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Amount Disp Field populates as the amounts are dispositioned to the line 


items in the Invoice Detail Disposition window. 
11 Number 


Amount Paid Total dollar amount of the check from the labeler 11 Number 
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Field Description Length Data Type 
Applied Amount Indicates the dollar amount (negative or positive) that has been 


applied to each labeler invoice(s).  This amount represents all or 
a portion of the check amount applied to the labeler invoice(s).  
Dollar amount may be applied to invoice without dispositioning 
any or all of the cash to an invoice detail. 


11 Number 


CCN (middle) Indicates the control number associated with the cash receipt 
received for this invoice. 


11 Number 


CCN (top) The control number for which the user wants to search 11 Number 
Check Date Date the check was received at OHCA 8 Date (CCYYMMDD) 
Invoice Quarter Quarter invoiced 5 Number (CCYY/Q) 
Labeler Name of the drug labeler (manufacturer) 50 Character 
Labeler Code Code used to identify the labeler invoiced 5 Character 
Name Name of the labeler on the check 39 Character 
Postmark Date Evidence, as indicated by the postmark of the United States 


Postal Service or other common mail carrier, on the envelope 
(not the postage meter stamp) of the date the check mailed. 


8 Date (CCYYMMDD) 


Total Amount Applied Represents the total amount applied to the labeler invoice(s) 11 Number 


Field Edits 


Field Error Code Message Correction 
CCN (top) 91007 Data must be numeric! Re-enter 11 numeric characters 
 91161 This is not a valid Drug Rebate cash receipt Verify CCN and re-enter 
 91186 From Date must be on or after To Date Verify CCN and re-enter 
Postmark Date 91001 Invalid Date (CCYYMMDD)! Enter a date in CCYYMMDD format 
 91003 Date is required! Enter a valid postmark date 
 91022 Date cannot be greater than Today's Date! Enter a date less than or equal to the current 


date 
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Drug Rebate Labeler Invoice Inquiry 
The Drug Rebate Labeler Invoice Inquiry window will allow the user to retrieve invoices for a labeler.  The user can enter the 
labeler code or labeler name.  The ‘invoice period' is optional.  This window will allow the user to easily see total dollars paid, 
written off, and disputed.  The window also displays the total rebate amount balance due.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the Labeler 
Invoice Inquiry button. 


Technical Name w_dr_invoice_list 
PBL Name rebate01.pbl 
Extra Features 
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Left side view: 
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Middle view: 
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Right side view: 
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Field Descriptions 


Field Description Length Data Type 
Interest Amount Due The interest amount still outstanding for an invoice.  


This is a calculated field which represents Total 
Interest Amount Billed - Total Interest Amount Paid - 
Interest Amount Written Off 


11 Number 


Interest Amount Written-Off The amount of interest that has been written off 11 Number 
Invoice Period (detail) The calendar quarter and year of the original invoice 


period 
5 Number 


Invoice Period (header) The invoice period for which to search 5 Number 
Labeler Code (detail) Code used to identify the labeler invoiced 5 Character 
Labeler Code (header) The labeler code for which to search 5 Character 
Labeler Name Contains the name of the labeler 16 Character 
Mail Date Date the original invoice was mailed 8 Date (CCYYMMDD) 
Name The labeler name for which to search 15 Character 
Rebate Amt Balance Due Calculated field that represents the Total Rebate 


Amount Claimed - Total Rebate Amount Paid - 
Written Off Amount 


11 Number 


Tot Dispute Amount Total dollar amount disputed for an invoice 11 Number 
Tot Rebate Amt Claimed Current amount calculated for a specific invoice 11 Number 
Tot Rebate Amt Paid Current amount dispositioned for a specific invoice 11 Number 
Tot Write Off Amt Total dollar amount written off for a given invoice 11 Number 
Total Balance Due Total dollar amount due to an invoice (both rebate and 


interest) 
11 Number 


Total Interest Amount Billed Dollar amount the labeler has been billed in interest 
for overdue payment 


11 Number 
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Field Description Length Data Type 
Total Interest Amount Paid Dollar amount the labeler has paid in interest for an 


invoice 
11 Number 


Totals The totals for the following fields: Tot Rebate Amt 
Claimed, Tot Rebate Amt Paid, Tot Write Off Amt, 
Rebate Amt Balance Due, Tot Dispute Amount, Total 
Interest Amount Billed, Total Interest Amount Paid, 
Interest Amount Written-Off, Interest Amount Due, 
and Total Balance Due.   


12 Number 


Field Edits 


Field Error Code Message Correction 
Invoice Period (header) 8188 Valid Quarters are 1, 2, 3, or 4! Enter a quarter between 1 and 4 
 91029 must be numeric! Re-enter 5 numeric characters 
 91059 must be 5 characters! Re-enter 5 numeric characters 
Labeler Code (header) 91024 No Match Found! Verify labeler code and invoice period 


before re-entering 
 91088 is Not on File! Verify labeler code and re-enter 
Name 91024 No Match Found! Verify labeler name and invoice period 


before re-entering 
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Drug Rebate Invoice Detail Inquiry 
The Drug Rebate Invoice Detail Inquiry window will allow the user to view the most current invoice detail information at a 
National Drug Code (NDC) level for a specific invoice period.  The user has the ability to search for an invoice by entering 
labeler code and quarter.  Once a valid invoice is displayed, the user will have the option to view historical detailed invoice 
activity such as payment information, adjustment information, invoice comments, and dispute information.  This window is for 
inquiry only.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the Invoice 
Detail Inquiry button. 


Technical Name w_dr_lblr_ndc_invoice_list 
PBL Name rebate01.pbl 
Extra Features 
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The window layout above displays the default viewable area of the scrollable data; the layout 
below displays the remaining data.  
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Field Descriptions 


Field Description Length Data Type 
CMS Unit Represents the smallest unit by which the drug is 


normally measured.  The rebate amount per unit is 
calculated by this unit of measure. 


3 Character 


Drug Name The drug description found on the CMS database 
provided to all state Medicaid programs. Product name as 
it appears on FDA registration form 


10 Character 


Interest Billed Dollar amount the labeler has been billed in interest for 
overdue payment 


11 Number 


Interest Collected Dollar amount the labeler has paid in interest for an 
invoice 


11 Number 


Interest Due The interest amount still outstanding for an invoice 11 Number 
Invoice Quarter Year and quarter the invoice was generated 5 Date (CCYY/Q) 
Invoice Status Valid values are Original and Adjusted. Original indicates 


the invoice has not had changes since it was invoiced. 
Adjusted indicates the invoice changed as a result of a 
prior period adjustment (PPA), dispute resolution, or 
provider utilization adjustment 


8 Character 


Labeler Code Five digit code used to identify the labeler 5 Character 
Labeler Name Drug labeler name 39 Character 
Mail Date The month, day, and year of the postmark date the invoice 


was mailed to the labeler 
8 Date (CCYYMMDD) 


NDC National Drug Code (NDC) of the drug invoiced. This 
field comprises the five digit labeler code, four digit 
product code, and the two digit package size code 


11 Number 


Number of Scripts Number of claims for a specific NDC and invoice period 
 


6 Number 
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Field Description Length Data Type 
Rebate Amt Balance Due Calculated field that represents the total rebate amount 


claimed - Total Rebate Amount Paid - Written Off 
Amount 


11 Number 


Rebate Amt Per Unit Most current rebate amount per unit provided by CMS or 
a labeler for an NDC. This amount appears as zero when 
the NDC amount is not available. 


11 Number 


Tot Prov Reimbursement Total dollars paid to providers for a specific NDC and 
invoice period 


11 Number 


Tot Rebate Amt Claimed The total dollar amount invoiced for an NDC. 11 Number 
Tot Rebate Amt Paid The current amount dispositioned for a specific NDC 11 Number 
Tot Units Reimbursed The number of units invoiced for a specific invoice period 


to a labeler for an NDC 
13 Number 


Totals A summary of the following fields: Tot Units 
Reimbursed, Total Rbt Amt Claimed, Tot Rebate Amt 
Paid, Written-off Amount, Rebate Amt Balance Due, 
Number of Scripts, and Total Prov Reimbursement. 


14 Number 


Written Off Amount Total dollar amount that will not be collected and has 
been written off for a specific NDC 


11 Number 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Postmark Date 
The Postmark Date Maintenance window is used to enter the invoice postmarks to keep track of the invoice period, postmark 
date, and run date.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the Postmark 
Dates button. 


Technical Name w_dr_mail_date_updt_list 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Dte Run Date the invoice process was run and entered in Oklahoma 


MMIS 
8 Date (CCYYMMDD) 


Invoice Period Quarter and year of the invoice 5 Number 
Mail Date Evidence, as indicated by the postmark of the United States 


Postal Service or other common mail carrier, on the envelope 
(not the postage meter stamp) of the date invoice was mailed 


8 Date (CCYYMMDD) 


Field Edits 


Field Error Code Message Correction 
Mail Date 91001 Invalid Date (CCYYMMDD)! Verify date and re-enter 
 91002 Date must be numeric! Re-enter 8 numeric characters 
 91003 Date is required! Enter a mail date 
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Drug Rebate NDC Invoice Inquiry 
This window is accessed through the Drug Rebate main menu by clicking NDC Invoice Inquiry button. OHCA can use the 
Drug Rebate NDC Invoice Inquiry window to view the historical transaction of a rebate NDC. The window displays all of the 
original invoice, PPA, and dispute resolution transactions. It is useful when doing a comparative analysis of several different 
quarters.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the NDC 
Invoice Inquiry button. 


Technical Name w_dr_ndc_invoice_list 
PBL Name rebate01.pbl 
Extra Features 
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The window layout above displays the default viewable area of the scrollable data; the layout 
below displays the remaining data. 
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Field Descriptions 


Field Description Length Data Type 
CMS Unit Basic measurement that represents the smallest unit by 


which the drug is measured. The rebate amount is 
calculated per unit. 


3 Character 


Drug Name First 10 characters of the product FDA registration name 10 Character 
Invoice Period (detail) Calendar quarter and year of the original invoice period 5 Number 
Invoice Period (header) Calendar quarter and year of the original invoice period 5 Number 
NDC (detail) National Drug Code (NDC) of the drug invoiced. This 


field comprises the five digit labeler code, four digit 
product code, and the two digit package size code 


11 Character 


NDC (header) National Drug Code (NDC) of the drug invoiced. This 
field comprises the five digit labeler code, four digit 
product code, and the two digit package size code 


11 Number 


Number of Scripts Total number of prescriptions that were filled and 
reimbursed for this NDC This field is informational only 
and is not used in the calculation for the manufacturer 
rebate amount claimed. 


6 Number 


Rebate Amt Balance Due Contains the rebate amount balance due 11 Number 
Rebate Amt Per Unit CMS-calculated rebate amount per unit 11 Number 
Tot Rebate Amt Claimed Contains the total rebate amount claimed 11 Number 
Tot Rebate Amt Paid Contains the total rebate amount paid 11 Number 
Tot Units Reimbursed Contains the total units reimbursed 13 Number 
Total Provider Reimbursement Amt Total Medicaid dollars reimbursed to providers, including 


dispensing fees. This field is informational only and is not 
used in calculating the rebate amount claimed. 


11 Number 
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Field Edits 


Field Error Code Message Correction 
Invoice Period (header) 91024 No Match Found! Verify quarter and re-enter 
 91029 must be numeric! Re-enter 5 numeric characters 
 91059 must be 5 characters! Re-enter 5 numeric characters 
NDC (header) 91024 No Match Found! Verify NDC and re-enter 
 91029 must be numeric! Re-enter 11 numeric characters 
 91080 is required! Enter a valid NDC 
 91088 is Not on File! Verify NDC and re-enter 
 91120 must be 11 numbers! Re-enter 11 numeric characters 
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Drug Rebate Late Payment Notice 
The Late Payment Notice Tracking window is used to inquire on late payment letters that have been sent to labelers for past 
due payments. A letter is sent to labelers to remind them that a Drug Rebate payment for a quarterly Drug Rebate invoice has 
not been received by OHCA. This window will identify the date a late payment letter was sent to the labeler, the invoice age, 
and the balance due.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the Notice 
Tracking button. 


Technical Name w_dr_notice_tracking 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Balance Due Upon Mailing Balance due when the late payment notification is 


mailed 
11 Number 


Date Letter Sent Date the late payment notice letter was sent to the 
labeler 


8 Date (CCYYMMDD) 


Interest Balance Contains the amount of interest due 11 Number 
Invoice Age Indicates the number of days the invoice from the 


postmark date of the original invoice 
5 Number 


Invoice Mail Date Contains the mail date of the original invoice 8 Date (CCYYMMDD) 
Invoice Period (detail) Quarter and year of the invoice 5 Number 
Invoice Period (header) Quarter and year of the invoice 5 Number 
Labeler Code (detail) Code used to identify the labeler invoiced 5 Character 
Labeler Code (header) Code used to identify the labeler invoiced 5 Character 
Labeler Name The name of the labeler 39 Character 


Field Edits 


Field Error Code Message Correction 
Invoice Period (header) 8188 Valid Quarters are 1, 2, 3, or 4! Re-enter a valid year and quarter 
 91029 must be numeric! Re-enter 5 numeric characters 
 91059 must be 5 characters! Re-enter 5 numeric characters 
 91106 not found! Verify invoice period and re-enter 
Labeler Code (header) 91011 Record not found - please try again! Verify labeler code and invoice period 


before re-entering 
 91106 not found! Verify labeler code and re-enter 
Labeler Name 91106 not found! Verify name and re-enter 
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PHS-IHS Provider Date Maintenance 
The PHS Provider Date Maintenance window is used to view, add, and maintain the PHS provider exclusion date entries. The 
window displays the start date segment and the end date segment.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the PHS/IHS 
Maintenance button, the Select button, and then the Dates button. 


Technical Name w_dr_phs_dates 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
End Date Segment Date the provider ended participation as a PHS/IHS 


entity 
8 Date (CCYYMMDD) 


Name Medicaid provider name as identified in the OKMMIS 
Provider database 


50 Character 


Provider Number Unique number that identifies the provider as a Public 
Health Service/ Indian Health Service provider as 
indicated on the PHS/IHS data set files 


10 Character 


Start Date Segment Date the provider began participation as a PHS/IHS 
entity 


8 Date (CCYYMMDD) 


Field Edits 


Field Error Code Message Correction 
End Date Segment 8004 No changes keyed! User must re-enter according to specified 


format strings 
 91001 Invalid Date (CCYYMMDD)! User must re-enter according to specified 


format strings 
 91002 Date must be numeric! User must re-enter according to specified 


format strings 
 91003 Date is required! User must re-enter according to specified 


format strings 
 91020 End Date must be >= Effective Date User must re-enter according to specified 


format strings 
Start Date Segment 8004 No changes keyed! Verify keying. The user must enter data in 


order to save. 
 8033 Effective date is required! Must enter effective date 
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Field Error Code Message Correction 
 8034 Date range overlaps existing segment! Verify keying. Previous segment End Date 


must be less than subsequent. 
 91001 Invalid Date (CCYYMMDD)! Must enter date in correct format 


(CCYYMMDD) 
 91002 Date must be numeric! Date must be eight numeric characters 
 91003 Date is required! Must enter date (CCYYMMDD) 
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PHS-IHS Provider Maintenance 
This window is used to inquire about, add, or maintain the Public Health Service and Indian Health Service entities which are 
excluded from the Drug Rebate invoice process. The window displays the Medicaid Provider Number, Provider Name, and 
Entity Type.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the PHS/IHS 
Maintenance button, and then the Select button. 


Technical Name w_dr_phs_maint 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Entity Type Identifies the classification of the Public Health Service/ 


Indian Health Service Entity. 
9 Character 


Next Provider ID Search field used to find a specific provider 10 Character 
Provider Name Medicaid provider name as identified in the OKMMIS 


Provider database 
50 Character 


Provider Number Unique number that identifies the provider as a Public 
Health Service/ Indian Health Service provider as 
indicated on the PHS/IHS data set files 


10 Character 


Field Edits 


Field Error Code Message Correction 
Entity Type 91080 is required! Select an entity type 
Next Provider ID 91011 Record not found - please try again! Verify provider number and re-enter 
 91046 New key is required! Verify provider number and re-enter 
Provider Number 9012 Provider not on file! Verify provider number and re-enter 
 91070 must be 10 characters! Re-enter a valid provider number 
 91179 Provider already exists on PHS Provider file Verify provider number and re-enter, or find 


earlier entry of provider 
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Drug Rebate PPA Maintenance 
This window will allow the user to retrieve or modify a rate or a utilization amount to an invoice detail/National Drug Code. 
The window will be used when a labeler identifies a rebate amount per unit change or a utilization change for a specific NDC 
in an invoice quarter. The user must key in the NDC and the invoice quarter. This search will retrieve the most current rebate 
amount per unit and utilization amount for the invoice detail. The user will then have the ability to change the current rebate 
amount per unit and/or the utilization amount.  


This window can be accessed from two places. The first method from the Main Menu is by clicking the Reference button, the 
Drug Rebate button, and the PPA Maintenance button. The other method from the Main Menu is by clicking the Reference 
button, the Drug Rebate button, the Invoice Payment button, the Invoice Detail Disposition button, and the PPA button. 


Technical Name w_dr_ppa_rate_maint 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Current Rate Current rebate amount per unit billed to the labeler for a specific 


NDC 
11 Number 


Current Rebate Amount Claimed Field contains the current rebate amount claimed for the data 
that has been requested 


11 Number 


Current Units Current utilization amount billed to the labeler for a specific 
NDC in a specific invoice period 


13 Number 


Drug Name Drug description found on the CMS database provided to all 
state Medicaid programs 


20 Character 


Invoice Quarter Year and quarter the original invoice was billed to the labeler 5 Number 
NDC National Drug Code (NDC) of the drug invoiced. This field 


comprises the five digit labeler code, four digit product code, 
and the two digit package size code 


11 Number 


New Rate New rebate amount per unit supplied by the labeler for a 
specific NDC in a specific invoice period 


11 Number 


New Units New utilization amount supplied by the labeler for a specific 
NDC in a specific invoice period 


13 Number 


Field Edits 


Field Error Code Message Correction 
Invoice Quarter 8188 Valid Quarters are 1, 2, 3, or 4! Enter a valid invoice quarter 
 91029 must be numeric! Re-enter 5 numeric characters 
 91059 must be 5 characters! Re-enter 5 numeric characters 
NDC 91011 Record not found - please try again! Verify NDC and quarter and re-enter 
 91029 must be numeric! Re-enter 11 numeric characters 
 91073 must be 11 characters! Re-enter 11 numeric characters 
 91106 not found! Verify NDC and quarter and re-enter 
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Field Error Code Message Correction 
New Rate 91029 must be numeric! Re-enter a numeric rate 
 91067 Must be greater than zero! Re-enter a rate greater than zero Re-enter a 


rate greater than zero. 
 91077 must be less than or equal to Re-enter a rate less than 100,000.00. 
New Units 91029 must be numeric! Re-enter a numeric total 
 91067 Must be greater than zero! Re-enter a total greater than zero 
 91077 must be less than or equal to Re-enter a total less than 10,000,000,000.000 
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Drug Rebate Unit Conversion 
This window will be used to view and maintain conversion information to be used in the invoicing process.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and then the Unit 
Conversion button. 


Technical Name w_dr_unit_conversion 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Begin Qtr The first quarter in which the conversion should take place 5 Number 
End Qtr The last quarter in which the conversion should take place 5 Number 
NDC National Drug Code (NDC) of the drug invoiced. This field 


comprises the five digit labeler code, four digit product code, 
and the two digit package size code. 


11 Number 


Ratio Conv From The ratio being converted from 8 Number 
Ratio Conv To The ratio being converted to 8 Number 
Unit Conv From The units from which the claim will be converted. Valid values 


are: EA, GM, and ML 
0 Drop Down List Box


Unit Conv To The units to which the claim will be converted. Valid values 
are: AHF, CAP, EA, GM, ML, SUP, TAB, AND TDP. 


0 Drop Down List Box


Field Edits 


Field Error Code Message Correction 
Begin Qtr 8034 Date range overlaps existing segment! Verify invoice quarter and re-enter 
 8188 Valid Quarters are 1, 2, 3, or 4! Re-enter a valid quarter and year 
 91029 must be numeric! Re-enter 5 numeric characters 
 91081 must be 5 numbers! Re-enter 5 numeric characters 
 91115 must be greater than or equal to Verify begin and end quarters and re-enter 
 91136 must be greater than Verify invoice quarter and re-enter 
 91152 cannot be null Enter a valid invoice quarter 
End Qtr 8034 Date range overlaps existing segment! Verify end quarter and re-enter 
 8188 Valid Quarters are 1, 2, 3, or 4! Re-enter valid quarter and year 
 91029 must be numeric! Re-enter 5 numeric characters 
 91081 must be 5 numbers! Re-enter 5 numeric characters 
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Field Error Code Message Correction 
 91136 must be greater than Verify end quarter and re-enter 
 91152 cannot be null Enter a valid invoice quarter 
NDC 91011 Record not found - please try again! Verify NDC and re-enter 
 91029 must be numeric! Re-enter 11 numeric characters 
 91073 must be 11 characters! Re-enter 11 numeric characters 
Ratio Conv From 91077 must be less than or equal to Re-enter a ratio less than 10,000.00 
 91136 must be greater than Re-enter a ratio greater than zero 
 91152 cannot be null Enter a ratio to convert from 
Ratio Conv To 91077 must be less than or equal to Re-enter a ratio less than 10,000.00 
 91136 must be greater than Re-enter a ratio greater than zero 
 91152 cannot be null Enter a ratio to convert to 
Unit Conv From 91152 cannot be null Select a unit to convert from 
Unit Conv To 91152 cannot be null Select a unit to convert to 
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Drug Rebate Invoice Write-Off 
This window allows the user to write-off amounts for a single detail or for all details with outstanding balances on an entire 
invoice. A write-off is most commonly a result of the $50 invoice tolerance level. The user will search on the labeler code or 
invoice period and has the option to display the following: all invoice details that may require a write-off, invoice details that 
have been previously written-off, or interest information. In addition, this window will allow the user to correct a write-off on 
the detail and to accept a payment for an amount previously written-off. This window allows the user to select multiple lines to 
be processed and assign a write-off reason code.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and then the 
Write-off's button. 


Technical Name w_dr_writeoff_maint 
PBL Name rebate01.pbl 
Extra Features 
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Drug Rebate Invoice Write-Off  - Written Off Details view 
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Drug Rebate Invoice Write-Off  - Outstanding Details view 
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Drug Rebate Invoice Write-Off  - Interest Details view 
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Field Descriptions 


Field Description Length Data Type 
Balance Due Total dollars remaining to be paid for a given National 


Drug Code 
11 Number 


Details Prompts the system to adjust a single item or all items 
in the data window 


0 Radio button 


Drug Name Drug description found on the CMS database provided 
to all state Medicaid programs 


20 Character 


Interest Billed Dollar amount the labeler has been billed in interest 
for overdue payment 


11 Number 


Interest Collected Dollar amount the labeler has paid in interest for an 
invoice 


11 Number 


Interest Details Identifies if the data displayed in the window is related 
to interest 


0 Radio Button 


Interest Due The interest amount still outstanding for an invoice 11 Number 
Interest Written-Off The amount of interest that has been written off 11 Number 
Invoice Period Quarter and year of the invoice 5 Number 
Labeler Code Five digit code used to identify the labeler 5 Number 
Labeler Name Contains the name of the labeler 39 Character 
NDC National Drug Code (NDC) of the drug invoiced. This 


field comprises the five digit labeler code, four digit 
product code, and the two digit package size code 


11 Number 


Outstanding Details Identifies if the data displayed in the window is 
outstanding 


0 Radio button 


Reason Code Represents the labeler explanation of the write-off for 
a specific NDC 


2 Number 


Total Rebate Amt Pd Total dollars paid by a labeler for a given NDC 11 Number 
Total Rebate Claimed Current dollar amount invoiced to the labeler for a 


specific NDC 
11 Number 
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Field Description Length Data Type 
Totals Labeler/quarter totals for the following fields: Total 


Rebate Claimed, Total Rebate Amt Pd, Balance Due, 
and Written Off Amount. 


12 Number 


Write Off Date System-assigned date when the amount was written-
off 


8 Date (MM/DD/CCYY)


Write Off Reason Contains the reason the data has been written off 0 Drop-down box 
Written Off Amount Amount of the invoice that has been written off 11 Number 
Written Off Details Identifies if the data displayed in the window has been 


written off 
0 Radio button 


Field Edits 


Field Error Code Message Correction 
Interest Written-Off 91029 must be numeric! Re-enter a numeric write-off amount 
 91115 must be greater than or equal to Enter a write-off amount >= zero 
 91150 cannot be greater than Enter a write-off amount less than 


$1,000,000,000.00 
Invoice Period 8188 Valid Quarters are 1, 2, 3, or 4! Re-enter a valid quarter and year 
 91011 Record not found - please try again! Verify invoice period and re-enter 
 91029 must be numeric! Re-enter 5 numeric characters 
 91059 must be 5 characters! Re-enter 5 numeric characters 
 91164 You must enter an invoice period Enter an invoice period 
Labeler Code 91011 Record not found - please try again! Verify labeler code and re-enter 
 91059 must be 5 characters! Re-enter 5 numeric characters 
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Drug Rebate Main Menu 
This is the main menu for the Drug Rebate subsystem 
Technical Name w_drug_rebate_route 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 
No field descriptions found for this window 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Drug Rebate T-Bill Rate 
The Drug Rebate T-Bill Rate window is used to inquire, update, or add the 90-day Treasury bill auction rates on a weekly 
basis. These rates are identified through CMS releases. The T-bill rates are used by the Drug Rebate unit to assess interest.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the T-bill 
button. 


Technical Name w_drug_rebate_tbill 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Effective Date Effective date of associated T-bill rate 8 Date (CCYYMMDD) 
T-Bill Rate Current T-bill percentage rate for the effective date entered 6 Number 


Field Edits 


Field Error Code Message Correction 
Effective Date 8016 Duplicate found - Please re-enter! Cannot use same date previously entered, and 


must re-enter different date 
 8033 Effective date is required! Must enter effective date 
 91001 Invalid Date (CCYYMMDD)! Must enter date in correct format 


(CCYYMMDD) 
 91002 Date must be numeric! Date must be eight numeric characters 
 91003 Date is required! Must enter date (CCYYMMDD) 
T-Bill Rate 8185 cannot exceed 99.9999! Verify rate and re-enter 
 91007 Data must be numeric! Re-enter a numeric rate 
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Drug Rebate Labeler Dispute Selection 
The Labeler Dispute Selection window is used for inquiry of a labeler with disputes and for entering invoices for which there 
are disputed details that have not been identified on the Invoice Payment Application window. This window will allow the user 
to search by labeler code, name, or invoice period. If no labeler code or invoice period is specified, all invoices with details in 
dispute will be displayed.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and Labeler 
Dispute Select button. 


Technical Name w_dspt_lblr_select 
PBL Name rebate01.pbl 
Extra Features 
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The window layout above displays the default viewable area of the scrollable data, the layout 
below displays the remaining data. 
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Field Descriptions 


Field Description Length Data Type Field Type
Amt in Dispute Sum of the balance due for disputed details for 


the specified invoice 
11 Number Field 


Analyst assigned User assigned to resolve the dispute 3 Character Field 
Date Received Date the check was received at OHCA 8 Date (CCYYMMDD) Field 
Dte Last All Closed Contains the date all disputes were closed in 


Oklahoma MMIS 
8 Date (CCYYMMDD) Field 


Hdr Status Contains the header status of open or closed 6 Character Field 
Invoice Period (detail) Quarter and year of the invoice 5 Number Field 
Invoice Period (header) Quarter and year of the invoice 5 Number Field 
Labeler Code (detail) Code used to identify the labeler invoiced 5 Character Field 
Labeler Code (header) Code used to identify the labeler invoiced 5 Character Field 
Labeler Name Name of the drug labeler 39 Character Field 
NDCs in Dispute Total number of National Drug Codes in dispute 


for the specified invoice 
5 Number Field 


Name The drug labeler name for which to search 15 Character Field 
Totals Totals of the Amount in Dispute, Units in 


Dispute, and NDCs in Dispute fields 
13 Number Field 


Units in Dispute Total number of units in dispute as identified by 
the labeler for the specified invoice. Difference 
between the units invoiced and units paid. 


13 Number Field 
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Field Edits 


Field Error Code Message Correction 
Invoice Period (header) 8188 Valid Quarters are 1, 2, 3, or 4! Re-enter valid quarter and year 
 91024 No Match Found! Verify invoice period and re-enter 
 91059 must be 5 characters! Re-enter 5 numeric characters 
Labeler Code (header) 91024 No Match Found! Verify labeler code and re-enter 
 91059 must be 5 characters! Re-enter 5 numeric characters 
 91080 is required! Enter a valid labeler code 
 91088 is Not on File! Verify labeler code and re-enter 
Name 91080 is required! Enter a valid labeler name 
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Drug Labeler Selection 
The Drug Labeler Selection window is used to view a list of drug labelers that meet the entered search criteria. The user can 
search by labeler code or by labeler name. One or more characters can be entered to search for name.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the Labeler 
Address Inquiry button, and selecting 'List' from the Options menu. 


Technical Name w_labeler_list 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Labeler Code (detail) Five digit code used to identify a labeler(s) that 


matched the search criteria 
5 Character 


Labeler Code (header) Five digit code used to identify a labeler(s) that 
matched the search criteria 


5 Character 


Name (detail) Name of the labeler(s) that matched the search criteria 39 Character 
Name (header) Name of the labeler(s) that matched the search criteria 15 Character 


Field Edits 


Field Error Code Message Correction 
Labeler Code (header) 91024 No Match Found! Verify code and re-enter 
Name (header) 91024 No Match Found! Verify code and re-enter 
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Drug Labeler Address Maintenance 
The Drug Labeler Address Maintenance window is used to add new drug labelers or to maintain current addresses for drug 
labelers. The window will display the manufacturer's name, address, and contact information. It will contain the following four 
rebate contact addresses for the drug labeler: Legal, Invoice, Technical, and ROSI/PQAS. The invoice type will indicate the 
type(s) of media (paper/diskette/FTP) on which the labeler will receive the quarterly invoice.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, the Labeler 
Address Inquiry button, and selecting new from the Options menu drop-down. 


Technical Name w_labl_addr_maint 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Collection Media Contains the media form in which payment is received 


from the labeler 
0 Drop Down List 


Box 
Invoice Address - (Line 1) First line of address for invoice issues 39 Character 
Invoice Address - (Line 2) Second line of address for invoice issues 39 Character 
Invoice Address - (Line 3) Third line of address for invoice issues 39 Character 
Invoice Address - City City of the invoice address 27 Character 
Invoice Address - Contact Contact name for invoice issues 39 Character 
Invoice Address - Corporation Corporation name for invoice issues 39 Character 
Invoice Address - Fax Number Contact fax number for invoice issues 10 Number 
Invoice Address - Phone Number Contact phone number for invoice issues, including area 


code and extension 
15 Number 


Invoice Address - State State of the invoice address 2 Character 
Invoice Address - ZIP Code First five digits of invoice address ZIP code 5 Number 
Invoice Address - ZIP Plus Four Last four digits (of nine digit ZIP codes) 4 Number 
Invoicing Media Contains the media form in which the invoice is sent to 


the labeler 
0 Drop Down List 


Box 
Labeler Code Code used to identify a labeling manufacturer 5 Character 
Legal Address - (Line 1) First line of address for legal issues 39 Character 
Legal Address - (Line 2) Second line of address for legal issues 39 Character 
Legal Address - (Line 3) Third line of address for legal issues 39 Character 
Legal Address - City City of the legal address 27 Character 
Legal Address - Contact Contact name for legal issues 39 Character 
Legal Address - Corporation Corporation name for legal issues 39 Character 
Legal Address - Fax Number Contact fax number for legal issues 10 Number 
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Field Description Length Data Type 
Legal Address - Phone Number Contact phone number for legal issues, including area 


code and extension 
15 Number 


Legal Address - State State of the legal address 2 Character 
Legal Address - ZIP Code First five digits of legal address ZIP code 5 Number 
Legal Address - ZIP Plus 4 Last four digits (of nine digit ZIP codes) 4 Number 
Mailing Address The type of address to which labeler correspondence is 


sent 
0 Drop Down List 


Box 
Name Contains the name of the labeler 39 Character 
Parent Labeler Code used to identify a the parent manufacturer of the 


labeler 
5 Number 


ROSI/PQAS Address - (Line 1) First line of address for ROSI/PQAS issues 39 Character 
ROSI/PQAS Address - (Line 2) Second line of address for ROSI/PQAS issues 39 Character 
ROSI/PQAS Address - (Line 3) Third line of address for ROSI/PQAS issues 39 Character 
ROSI/PQAS Address - City The city of the ROSI/PQAS address 27 Character 
ROSI/PQAS Address - Contact Contact name for ROSI/PQAS issues 39 Character 
ROSI/PQAS Address - 
Corporation 


Corporation name for ROSI/PQAS issues 39 Character 


ROSI/PQAS Address - Fax 
Number 


Contact fax number for ROSI/PQAS issues 10 Number 


ROSI/PQAS Address - Phone 
Number 


Contact phone number for ROSI/PQAS issues, including 
area code and a five digit extension 


15 Number 


ROSI/PQAS Address - State The state of the ROSI/PQAS address 2 Character 
ROSI/PQAS Address - ZIP + 
Four 


Last four digits (of nine digit ZIP codes) 4 Number 


ROSI/PQAS Address - ZIP Code First five digits of ROSI/PQAS address ZIP code 5 Number 
Technical Address - (Line 1) First line of address for technical issues 39 Character 
Technical Address - (Line 2) Second line of address for technical issues 39 Character 
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Revision Date: September 2002 


Version: 1.0 


Field Description Length Data Type 
Technical Address - (Line 3) Third line of address for technical issues 39 Character 
Technical Address - City City of the technical address 27 Character 
Technical Address - Contact Contact name for technical issues 39 Character 
Technical Address - Corporation Corporation name for technical issues 39 Character 
Technical Address - Fax Number Contact fax number for technical issues 10 Number 
Technical Address - Phone 
Number 


Contact phone number for technical issues, including 
area code and extension 


15 Number 


Technical Address - State State of the technical address 2 Character 
Technical Address - ZIP + Four Last four digits (of nine digit ZIP codes) 4 Number 
Technical Address - ZIP Code First five digits of technical address ZIP code 5 Number 


Field Edits 


Field Error Code Message Correction 
Invoice Address - Fax Number 5049 Please enter valid 10-digit phone 


number! 
Re-enter the fax number, 
including area code 


 91029 must be numeric! Re-enter a numeric fax number 
Invoice Address - Phone Number 5049 Please enter valid 10-digit phone 


number! 
Re-enter the phone number, 
including area code 


 91029 must be numeric! Re-enter a numeric phone number 
Invoice Address - State 91036 Invalid State code! Must enter correct abbreviation 
Invoice Address - ZIP Code 91081 must be 5 numbers! Must enter only five numeric 


characters 
Invoice Address - ZIP Plus Four 91007 Data must be numeric! Must enter only numeric 


characters 
Labeler Code 91019 Record already exists! Re-enter a new labeler code 
 91059 must be 5 characters! Re-enter a five character labeler 


code 
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Version: 1.0 


Field Error Code Message Correction 
 91080 is required! Must enter a labeler code to save 


address information 
Legal Address - Fax Number 5049 Please enter valid 10-digit phone 


number! 
Re-enter the fax number, 
including area code 


 91029 must be numeric! Re-enter a numeric fax number 
Legal Address - Phone Number 5049 Please enter valid 10-digit phone 


number! 
Re-enter the phone number, 
including area code 


 91029 must be numeric! Re-enter a numeric phone number 
Legal Address - State 91036 Invalid State code! Must enter correct abbreviation 
Legal Address - ZIP Code 91081 must be 5 numbers! Must enter only five numeric 


characters 
Legal Address - ZIP Plus 4 91007 Data must be numeric! Must enter only numeric 


characters 
Name 91080 is required! Must enter a labeler name to save 


address information 
Parent Labeler 91059 must be 5 characters! Re-enter a five character labeler 


code 
 91106 not found! Verify labeler code and re-enter 
ROSI/PQAS Address - Fax Number 5049 Please enter valid 10-digit phone 


number! 
Re-enter the fax number, 
including area code 


 91029 must be numeric! Re-enter a numeric fax number 
ROSI/PQAS Address - Phone Number 5049 Please enter valid 10-digit phone 


number! 
Re-enter the phone number, 
including area code 


 91029 must be numeric! Re-enter a numeric phone number 
ROSI/PQAS Address - State 91036 Invalid State code! Must enter correct abbreviation 
ROSI/PQAS Address - ZIP + Four 91007 Data must be numeric! Must enter only numeric 


characters 
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Version: 1.0 


Field Error Code Message Correction 
ROSI/PQAS Address - ZIP Code 91081 must be 5 numbers! Must enter only five numeric 


characters 
Technical Address - Fax Number 5049 Please enter valid 10-digit phone 


number! 
Re-enter the fax number, 
including area code 


 91029 must be numeric! Re-enter a numeric fax number 
Technical Address - Phone Number 5049 Please enter valid 10-digit phone 


number! 
Re-enter the phone number, 
including area code 


 91029 must be numeric! Re-enter a numeric phone number 
Technical Address - State 91036 Invalid State code! Must enter correct abbreviation 
Technical Address - ZIP + Four 91007 Data must be numeric! Must enter only numeric 


characters 
Technical Address - ZIP Code 91081 must be 5 numbers! Must enter only five numeric 


characters 
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Library Reference Number: OKDR/OHCA 12-99 
Revision Date: September 2002 
Version: 1.0 


Drug Labeler Address Inquiry 
The Drug Labeler Inquiry window is used to view drug labeler information including contact address information and 
participation status in the Drug Rebate program. To view a labeler's information, the user must enter the labeler code into the 
next labeler field and click the Inquire button.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the Labeler 
Address Inquiry button. 


Technical Name w_labl_inquiry 
PBL Name rebate01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
City City of displayed address 27 Character 
Collection Media Contains the media form in which the payment is sent from 


the labeler 
10 Character 


Contact Name Name of individual listed on address 39 Character 
Corporation Name Name of corporation listed on address 39 Character 
Effective Date Contains the effective start date of the labeler in the Drug 


Rebate program 
8 Date (CCYYMMDD) 


Fax Number Contact fax number 10 Number 
Invoice Radio button used to display drug labeler invoice address 0 Radio button 
Invoicing Media Contains the media form in which the invoice is sent to the 


labeler. The choices are either paper, diskette, or FTP. 
10 Character 


Labeler Code Code used to identify a labeling manufacturer 5 Character 
Legal Radio button used to display the drug labeler legal address 0 Radio button 
Mailing Address The type of address to which labeler correspondence is sent 10 Character 
Name Name of the drug labeler 39 Character 
Next Labeler Labeler code for the next drug labeler code to be displayed 5 Character 
Parent Labeler Code used to identify the parent manufacturer 5 Number 
Phone Number Contact phone number including area code and a five digit 


extension 
15 Number 


ROSI/PQAS Radio button used to display drug labeler ROSI/PQAS 
address 


0 Radio Button 


State State of displayed address 2 Character 
Street Address - (Line 1) First line of address for invoice issues 39 Character 
Street Address - (Line 2) Second line of address for invoice issues 39 Character 
Street Address - (Line 3) Third line of address for invoice issues 39 Character 
Technical Radio button used to display drug labeler technical address 0 Radio button 
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Revision Date: September 2002 
Version: 1.0 


Field Description Length Data Type 
Termination Date Date the labeler ended participation in the rebate program 8 Date (CCYYMMDD) 
ZIP Code ZIP code of displayed address 9 Number 


Field Edits 


Field Error Code Message Correction 
Next Labeler 91011 Record not found - please try again! Verify labeler code and re-enter 







Section 12: Drug Rebate Windows Drug Rebate Procedures Manual 


12-102 Library Reference Number: OKDR/OHCA 
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Version: 1.0 


Drug Labeler Status List Update 
The Drug Labeler Status List Update window is used to view and maintain the effective and end dates for a drug labeler's 
participation in the Drug Rebate program. The labeler code and name are populated from the Drug Labeler Inquiry window. 
The information in this window will come from the CMS tape, and users will also be able to manually enter data.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the Labeler 
Address Inquiry button. 


Technical Name w_labl_status_maint 
PBL Name rebate01.pbl 
Extra Features 
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Version: 1.0 


Field Descriptions 


Field Description Length Data Type 
Effective Date Date participation in drug rebate participation began 8 Date (CCYYMMDD) 
Labeler Code Code used to identify the labeler 5 Number 
Name Name of the drug labeler 39 Character 
Termination Date Date participation in drug rebate participation ended 8 Date (CCYYMMDD) 


Field Edits 


Field Error Code Message Correction 
Effective Date 8033 Effective date is required! Must enter correct effective date 
 8034 Date range overlaps existing segment! Verify date and re-enter, effective date 


cannot overlap an existing date span 
 91001 Invalid Date (CCYYMMDD)! Must enter data in corrected date format 


(CCYYMMDD) 
 91002 Date must be numeric! Must enter only eight numeric characters 
 91003 Date is required! Must enter a date before saving 
Termination Date 91001 Invalid Date (CCYYMMDD)! Must enter data in corrected date format 


(CCYYMMDD) 
 91002 Date must be numeric! Must enter only eight numeric characters 
 91020 End Date must be >= Effective Date Verify date, the end date needs to be greater 


than or equal to the effective date. 
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Revision Date: May 2005 


Version: 3.0 


Drug Rebate PHS-IHS History 
This window is used to view the Public Health Service and Indian Health Service entities which are excluded from the Drug 
Rebate invoice process. The window displays the Medicaid provider number, provider name, entity type, invoice period, and 
number of claims extracted. The window has inquiry ability to find a specific provider number and also allows the user to add 
a new provider number.  


The window will be accessed from the Main Menu by clicking the Reference button, the Drug Rebate button, and the PHS/IHS 
Maintenance button. 


Technical Name w_phs_list 
PBL Name rebate01.pbl 
Extra Features 
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Revision Date: September 2002 
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Field Descriptions 


Field Description Length Data Type 
Claim Extracted Accumulated total number of claims extracted out of the quarterly 


invoice for the PHS/IHS provider entity or number 
9 Number 


Entity Type Identifies the classification of the Public Health Service/ Indian 
Health Service Entity: 


9 Character 


Invoice Period Calendar quarter and year of the invoice period 5 Number 
Provider Name Contains the name of the Medicaid provider or entity name as 


identified on the PHS/IHS data set files 
50 Character 


Provider Name (header) Search field used to find a particular provider by their name 50 Character 
Provider Number Unique number that identifies the provider as a Public Health Service 


or Indian Health Service as indicated on the PHS/IHS data set files 
10 Character 


Provider Number (header) Search field used to find a particular provider by their provider 
number 


40 Character 


Total The total claims extracted for all PHS/IHS providers to-date 7 Number 


Field Edits 


Field Error Code Message Correction 
Provider Name (header) 91080 is required! Enter either a provider number or name 
Provider Number (header) 91029 must be numeric! Verify provider number and re-enter 
 91070 must be 10 characters! Verify provider number and re-enter 
 91080 is required! Enter either a provider number or name 
 91088 is Not on File! Verify provider number and re-enter 
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Drug Rebate Procedures Manual 


Library Reference Number: OKDR/OHCA 13-1 
Revision Date: September 2002 
Version: 1.0 


Section 13:  Drug Rebate Reports 


RBT-1001-Q -- Drug Rebate Excluded Provider Listing 
This report identifies PHS and IHS providers that need to be excluded from the invoicing process as a result of the Veterans 
Act of 1992. 


Technical Name 
RBT-1001-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
IHS Entity Name The name of the IHS provider 35 Character 
IHS Entity Type The IHS provider type 9 Character 
Invoice Quarter This field displays the date in Q/CCYY format 


where Q indicates the quarter. Valid values for 
the quarter are 1-4. 


5 Number 


Medicaid Provider Number The unique number that has been assigned to 
each PHS or IHS provider 


10 Character 


PHS Entity Name The name of the PHS provider 35 Character 
PHS Entity Type The PHS provider type 9 Character 
Total Number of IHS Providers The total number of IHS providers to be 


excluded from this invoicing process this quarter 
5 Number 
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Field Description Length Data Type 
Total Number of PHS Providers The total number of PHS providers to be 


excluded from this invoicing process this quarter 
5 Number 


 


 


Drug Rebate Excluded Provider Listing Report Layout 
 
 
Report  : RBT-1001-Q                              OKLAHOMA MMIS                                            Run Date: 04/05/2002 
Process : RBTJR310                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      11:30 
Location: RBT1001Q               DRUG REBATE EXCLUDED OKLAHOMA PROVIDER LISTING                                Page:          1 
                                             INVOICE QUARTER:  3/2001 
 
 
 
                         PHS ENTITY                  PHS ENTITY                             MEDICAID PROVIDER 
                            TYPE                        NAME                                     NUMBER 
 
 
                            CH               Rural Health Clinic                               100682070D 
 
 
                                       TOTAL NUMBER OF PHS PROVIDERS:     1 
 
 
 
Report  : RBT-1001-Q                              OKLAHOMA MMIS                                            Run Date: 04/05/2002 
Process : RBTJR310                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      11:30 
Location: RBT1001Q               DRUG REBATE EXCLUDED OKLAHOMA PROVIDER LISTING                                Page:          2 
                                             INVOICE QUARTER:  3/2001 
 
 
 
                         IHS ENTITY                  IHS ENTITY                             MEDICAID PROVIDER 
                            TYPE                        NAME                                     NUMBER 
 
 
                            IHS              ANADARKO IND HLTH CTR                             100195630A 
                            IHS              W W HASTINGS IND HOSP                             100203870A 
 
 
                                       TOTAL NUMBER OF IHS PROVIDERS:     2 
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Library Reference Number: OKDR/OHCA 13-3 
Revision Date: September 2002 
Version: 1.0 


 
 
                                                ** END OF REPORT ** 
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13-4 Library Reference Number: OKDR/OHCA 
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Version: 1.0 


Associated Programs 


Program Description 
drbt0310 Drug Rebate Excluded Provider Listing 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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Library Reference Number: OKDR/OHCA 13-5 
Revision Date: September 2002 
Version: 1.0 


RBT-2000-Q -- Drug Rebate Original Invoices 
This report provides the manufacturer with a quarterly bill of rebate amounts calculated for each labeler and for the quantity of 
drugs reimbursed for a specific quarter. A banner page with the contact name and address will accompany each invoice. All 
invoices are mailed by the 60th day following the end of the calendar quarter. 


Technical Name 
RBT-2000-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CMS Unit Represents the smallest unit of measure for each drug. The rebate amount 


reflects the type of unit of measurement. If there is not a record on the 
quarterly rate tape for an NDC that has had utilization, it will report as 
'XXX' in this field. 


3 Character 


Drug Name The drug description found on the CMS database provided to all 
Oklahoma Health Coverage Programs. If there is not a record on the 
quarterly rate tape for an NDC that has had utilization, it will report as 'Not 
Found'. 


10 Character 


Grand Totals This field displays the totals for the following columns: 'Total Units 
Reimbursed', Total Rebate Amount Claimed', 'Number of Scripts', and 
'Total Prov Reimbursement' for the specified quarter 


13 Number 


Invoice Number This field displays the first five digits of the invoice number which 
represents the labeler code, and the last 5 digits that represent the year and 
quarter 


10 Number 
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13-6 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 


 
Field Description Length Data Type 
Labeler Code The unique five-digit code that identifies each drug manufacturer's labeler 


number. This number represents the first five digits of the National Drug 
Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug Rebate address file 
provided by CMS 


39 Character 


NDC Number The unique National Drug Code (NDC) that identifies each drug. This 
field will comprise the 5-digit labeler code, the 4-digit product code, and 
the 2-digit package size code. 


11 Number 


Number of 
Scripts 


This field displays the total number of prescriptions that were filled for an 
NDC for the specified quarter. This field is informational only and is not 
used in calculating the rebate amount. 


6 Number 


Rebate Amount 
Per Unit 


The rebate amount per unit reported to CMS by the labeler and provided to 
each state. This amount will appear as zero when the NDC amount is 
reported on the CMS quarterly rate tape. If there is not a record on the 
quarterly rate tape for an NDC that has had utilization, it will report as a 
zero in this field as well. 


11 Number 


Rebate Due 
From Labeler 


The sum of the 'Total Rebate Amount Claimed' field due from the labeler 
for the specified quarter 


13 Number 


State Code The appropriate state abbreviation to indicate which Oklahoma Health 
Coverage Program is billing the labeler 


2 Character 


Total Number of 
NDCs Invoiced 


This field displays the total of all NDCs for the specified quarter 7 Number 


Total Provider 
Reimbursement 


The total Oklahoma Health Coverage Programs dollars paid for an NDC, 
including dispensing fees, but excluding co-payment amounts and TPL by 
OHCA for the specified quarter. 


11 Number 
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Library Reference Number: OKDR/OHCA 13-7 
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Field Description Length Data Type 
Total Rebate 
Amount 
Claimed   


This field is the product of the 'Rebate Amount Per Unit' field times the 
'Total Units Reimbursed' field. This figure represents the total rebate 
amount claimed for an NDC by OHCA for the specified quarter. If there is 
not a record on the quarterly rate tape for an NDC that has had utilization, 
it will report as a zero in this field. 


11 Number 


Total Units 
Reimbursed 


This field displays the total number of converted units reimbursed to 
providers by OHCA for an NDC for the specified quarter. If there is a 
discrepancy between CMS unit of measure and OHCA paid claims unit of 
measure, the units will be replaced by the units from the conversion table. 


13 Number 


 


Drug Rebate Original Invoices Report Layout 
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Version: 1.0 


Associated Programs 


Program Description 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
drbt0246 Invoice Process 
sed Unix command stream editor 
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Library Reference Number: OKDR/OHCA 13-9 
Revision Date: September 2002 
Version: 1.0 


RBT-2001-Q -- Drug Rebate Utilization Invoice 
This report provides the manufacturer a list by invoice period of each NDC with utilization changes. The utilization changes 
are a result of provider-initiated adjusted drug claims or manual unit adjustments made by OHCA. The information is a total 
replacement record for the line item of the original invoice detail, and may contain rate changes as well. 


Technical Name 
RBT-2001-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CMS Unit Represents the smallest unit of measure for each drug. The rebate amount 


reflects the type of unit of measurement. If there is not a record on the 
quarterly rate tape for an NDC that has had utilization, it will report as 
'XXX' in this field as well. 


3 Character 


Drug Name The drug description found on the CMS database provided to all Oklahoma 
Health Coverage Programs. If there is not a record on the quarterly rate tape 
for an NDC that has had utilization, it will report as 'Not Found'. 


10 Character 


Labeler Code The unique five digit code that identifies each drug manufacturer's labeler 
number. This number represents the first five digits of the National Drug 
Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug Rebate address file 
provided by CMS 
 
 


39 Character 
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Version: 1.0 


Field Description Length Data Type 
NDC Number The unique National Drug Code (NDC) that identifies each drug This field 


will comprise the 5-digit labeler code, the 4-digit product code, and the 2-
digit package size code. 


11 Number 


New Total Units 
Reimbursed 


The new total number of units reimbursed by OHCA 13 Number 


Number of Scripts The new total number of prescriptions that were filled for an NDC. This 
field is informational only and will not be used in calculating the rebate 
amount. 


6 Number 


Period Covered The period that is covered in this report (i.e. the original invoice quarter 
whose records were replaced during this invoice cycle). 


5 Number 


Period Totals The period totals for the units reimbursed, rebate claimed, scripts, and 
provider reimbursement 


14 Number 


Rebate Amount Per 
Unit 


The rebate amount per unit reported to CMS by the manufacturer 11 Number 


State Code The appropriate state abbreviation to indicate which Oklahoma Health 
Coverage Program is billing the labeler 


2 Character 


Total Provider 
Reimbursement 


The new total Oklahoma Health Coverage Programs dollars paid, including 
dispensing fees, for an NDC 


11 Number 


Total Rebate 
Amount Claimed 


 This field is the product of the 'Rebate Amount Per Unit' field times the 
'Total Units Reimbursed' field. This figure represents the total rebate amount 
claimed for an NDC by OHCA for the specified quarter. If there is not a 
record on the quarterly rate tape for an NDC that has had utilization, it will 
report as a zero in this field. 


11 Number 


Total Utilization 
Changes 


The number of utilization changes for all invoice periods 11 Number 
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Drug Rebate Utilization Invoice Report Layout 
 


Report  : RBT-2001-Q                                   OKLAHOMA MMIS                                            Run Date: 03/14/2002 
Process : RBTJQ245                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      07:53 
Location: RBT2001Q                            DRUG REBATE UTILIZATION INVOICE                                       Page:          1 
                                                    REPLACEMENT RECORDS 
                                                  INVOICE QUARTER:  3/2001 
 
LABELER NAME: ELI LILLY AND COMPANY                    LABELER CODE: 00002                  STATE CODE: OK 
 
PERIOD        NDC          DRUG      REBATE AMOUNT    CMS      NEW TOTAL UNITS     TOTAL REBATE     NUMBER OF    TOTAL PROVIDER 
COVERED      NUMBER        NAME         PER UNIT      UNIT       REIMBURSED       AMOUNT CLAIMED     SCRIPTS     REIMBURSEMENT 
 
1/2000   00002-0351-02  DARVOCET-       $20.000000    TAB      11,111,111.111    $222,222,222.22     123,456    $333,333,333.33 
1/2000   00002-0353-02  DARVON-N        $20.000000    TAB      11,111,111.115    $222,222,222.30     123,457    $333,333,333.34 
 
PERIOD TOTALS:                                                 22,222,222.226    $444,444,444.52     246,913    $666,666,666.67 
 
 
                                     TOTAL UTILIZATION CHANGES:       2 
 


 


Associated Programs 


Program Description 
drbt0246 Invoice Process 
sed Unix command stream editor 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
lp UNIX Print Command 
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RBT-2001A-Q -- Drug Rebate Utilization Invoice - Addendum 
An addendum to the utilization invoice listing NDCs having only a rate change during the last quarter (no utilization change). 


Technical Name 
RBT-2001A-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CMS Unit Represents the smallest unit of measure for each drug. The rebate 


amount reflects the type of unit of measurement. If there is not a 
record on the quarterly rate tape for an NDC that has had 
utilization, it will report as 'XXX' in this field. 


3 Character 


Drug Name The drug description found on the CMS database provided to all 
Oklahoma Health Coverage Programs. If there is not a record on 
the quarterly rate tape for an NDC that has had utilization, it will 
report as 'Not Found'. 


10 Character 


Labeler Code The unique five-digit code that identifies each drug manufacturer. 
This number represents the first five digits of the National Drug 
Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug Rebate 
address file provided by HCFA 


39 Character 


NDC Number The unique National Drug Code (NDC) that identifies each drug 
This field will comprise the 5-digit labeler code, the 4-digit 
product code, and the 2-digit package size code. 


11 Number 
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Field Description Length Data Type 
Number of Scripts This field displays the total number of prescriptions that were 


filled for an NDC for the specified quarter. This field is 
informational only and is not used in calculating the rebate 
amount. 


6 Number 


Period Covered The period that is covered in this report (i.e. the original invoice 
quarter whose records were replaced during this invoice cycle). 


5 Number 


Period Totals The period totals for the units reimbursed, rebate claimed, scripts, 
and provider reimbursement 


14 Number 


Rebate Amount Per Unit The rebate amount per unit reported to CMS by the manufacturer 11 Number 
State Code The appropriate state abbreviation to indicate which Oklahoma 


Health Coverage Program is billing the labeler 
2 Character 


Total Provider 
Reimbursement 


The total Oklahoma Health Coverage Programs dollars paid for 
an NDC, including dispensing fees, but excluding co-payment 
amounts and TPL by OHCA for the specified quarter. 


11 Number 


Total Rate Changes The number of rate changes for all invoice periods 6 Number 
Total Rebate Amount 
Claimed 


This field is the product of the 'Rebate Amount Per Unit' field 
times the 'Total Units Reimbursed' field. This figure represents 
the total rebate amount claimed for an NDC by OHCA for the 
specified quarter. If there is not a record on the quarterly rate tape 
for an NDC that has had utilization, it will report as a zero in this 
field. 


11 Number 


Total Units Reimbursed This field displays the total number of converted units 
reimbursed to providers by OHCA for an NDC for the specified 
quarter. If there is a discrepancy between CMS unit of measure 
and OHCA paid claims unit of measure, the units will be 
replaced by the units from the conversion table. 


13 Number 
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Drug Rebate Utilization Invoice - Addendum 
 


 


Associated Programs 


Program Description 
drbt0246 Invoice Process 
sed Unix command stream editor 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
lp UNIX Print Command 


Report  : RBT-2001A-Q                                  OKLAHOMA MMIS                                            Run Date: 03/14/2002 
Process : RBTJQ245                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      07:53 
Location: RBT2001Q                         DRUG REBATE ADDENDUM FOR RATE CHANGES                                    Page:          6 
                                             (FOR INFORMATIONAL PURPOSES ONLY) 
                                                  INVOICE QUARTER:  3/2001 
 
LABELER NAME: ELI LILLY AND COMPANY                    LABELER CODE: 00002                  STATE CODE: OK 
 
PERIOD        NDC          DRUG      REBATE AMOUNT    CMS      NEW TOTAL UNITS     TOTAL REBATE     NUMBER OF    TOTAL PROVIDER 
COVERED      NUMBER        NAME         PER UNIT      UNIT       REIMBURSED       AMOUNT CLAIMED     SCRIPTS     REIMBURSEMENT 
 
1/1998   00002-0351-02  DARVOCET-       $20.000000    TAB      11,111,111.111    $222,222,222.22     123,516    $333,333,333.93 
1/1998   00002-0353-02  DARVON-N        $20.000000    TAB      11,111,111.115    $222,222,222.30     123,517    $333,333,333.94 
 
PERIOD TOTALS:                                                 22,222,222.226    $444,444,444.52     247,033    $666,666,667.87 
 
 
                                        TOTAL RATE CHANGES:       2 
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RBT-2002-Q -- Drug Rebate Invoice Summary 
This report provides an overview of invoice information for all manufacturers invoiced by Medicaid for a specific quarter. 


Technical Name 
RBT-2002-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Invoice Number Uniquely identifies a specific labeler and quarter 10 Number 
Labeler Code The unique five digit code that identifies each drug 


manufacturer's labeler number. This number represents 
the first five digits of the National Drug Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug 
Rebate address file provided by CMS 


34 Character 


Net Manufacturer Totals Provides the invoice cycle totals (by labeler) for the 
following fields: Total Units Billed, Total Rebate 
Amount Claimed, Total Interest Amount Claimed, 
Total Scripts, and Total Reimbursement. 


14 Number 


Total Interest Amount Claimed The total interest amount claimed for that quarter 11 Number 
Total Number of Labelers Invoiced The total number of labelers invoiced for that quarter 4 Number 
Total Rebate Amount Claimed The total rebate amount claimed for this NDC by 


OHCA 
11 Number 


Total Reimbursement The total reimbursement amount for that quarter 11 Number 
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Field Description Length Data Type 
Total Scripts The total number of scripts for that quarter 6 Number 
Total Units Billed The total units billed for that quarter 13 Number 
Totals Provides the invoice cycle totals (by quarter) for the 


following fields: Total Units Billed, Total Rebate 
Amount Claimed, Total Interest Amount Claimed, 
Total Scripts, and Total Reimbursement. 


15 Number 


Quarter The quarter of the invoice cycle in question 1 Number 
Year The year of the invoice cycle in question 4 Number 
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Drug Rebate Invoice Summary Report Layout 
REPORT: RBT-2002-Q                                              OKLAHOMA MMIS                                               RUN DATE: 05/02/2002 
PROCESS: RBTJQ250                                    MEDICAID MANAGEMENT INFORMATION SYSTEM                                 TIME: 17:34:09 
LOCATION: RBT2002Q                                      DRUG REBATE INVOICE SUMMARY REPORT                                  PAGE:    1 
                                                          INVOICE CYCLE QUARTER: 3/2001  
 
 INVOICE   LABELER     LABELER                              TOTAL UNITS      TOTAL REBATE    TOTAL INTEREST     TOTAL           TOTAL 
 NUMBER     CODE        NAME                                  BILLED        AMOUNT CLAIMED   AMOUNT CLAIMED    SCRIPTS      REIMBURSEMENT 
 
0000220013  00002  ELI LILLY AND COMPANY                    783,393.886       $770,321.61            $0.00      23,666      $4,104,548.84 
0000220013  00002  ADJ. QTR: 20012  UTILIZATION              -2,964.000        $-3,187.57            $0.00         -87        $-26,619.18 
0000220013  00002  ADJ. QTR: 20012  RATE                          0.000         $7,394.65            $0.00           0              $0.00 
0000220013  00002  ADJ. QTR: 20011  UTILIZATION                -100.000          $-124.70            $0.00           0              $0.00 
0000220013  00002  ADJ. QTR: 20011  RATE                          0.000        $12,019.69            $0.00           0              $0.00 
0000220013  00002  ADJ. QTR: 20004  RATE                          0.000         $8,469.53            $0.00           0              $0.00 
0000220013  00002  ADJ. QTR: 20003  UTILIZATION                 -30.000           $-12.14            $0.00          -1           $-251.52 
0000220013  00002  ADJ. QTR: 20003  RATE                          0.000         $5,036.43            $0.00           0              $0.00 
0000220013  00002  ADJ. QTR: 20002  UTILIZATION                 -30.000            $-7.88            $0.00          -1           $-350.83 
0000220013  00002  ADJ. QTR: 20002  RATE                          0.000         $3,761.50            $0.00           0              $0.00 
0000220013  00002  ADJ. QTR: 20001  RATE                          0.000         $5,382.19            $0.00           0              $0.00 
0000220013  00002  ADJ. QTR: 19994  RATE                          0.000         $4,170.00            $0.00           0              $0.00 
 
            00002  Net Manufacturer Totals:                 780,269.886       $813,223.31            $0.00      23,577      $4,077,327.31  
 
 
 
  REPORT: RBT-2002-Q                                              OKLAHOMA MMIS                                               RUN DATE: 
05/02/2002 
 PROCESS: RBTJQ250                                    MEDICAID MANAGEMENT INFORMATION SYSTEM                                      TIME: 17:34:09 
LOCATION: RBT2002Q                                      DRUG REBATE INVOICE SUMMARY REPORT                                        PAGE:    2 
                                                          INVOICE CYCLE QUARTER: 3/2001  
 
 INVOICE   LABELER     LABELER                              TOTAL UNITS      TOTAL REBATE    TOTAL INTEREST     TOTAL           TOTAL 
 NUMBER     CODE        NAME                                  BILLED        AMOUNT CLAIMED   AMOUNT CLAIMED    SCRIPTS      REIMBURSEMENT 
 
0000320013  00003  ER SQUIBB AND SONS,L.L.C.              1,022,219.493       $179,211.80            $0.00      12,343        $435,482.69 
0000320013  00003  ADJ. QTR: 20012  UTILIZATION             -34,387.875       $-68,292.00            $0.00         -21           $-823.09 
0000320013  00003  ADJ. QTR: 20012  RATE                          0.000             $0.48            $0.00           0              $0.00 
0000320013  00003  ADJ. QTR: 20011  UTILIZATION             -36,104.375       $-67,076.21            $0.00           0              $0.00 
0000320013  00003  ADJ. QTR: 20011  RATE                          0.000         $9,436.45            $0.00           0              $0.00 
0000320013  00003  ADJ. QTR: 20004  UTILIZATION              -2,121.000        $-5,201.05            $0.00          -2           $-630.19 
0000320013  00003  ADJ. QTR: 20003  UTILIZATION                -190.000            $-0.16            $0.00          -1             $-5.71 
0000320013  00003  ADJ. QTR: 19944  RATE                          0.000             $0.06            $0.00           0              $0.00 
 
            00003  Net Manufacturer Totals:                 949,416.243        $48,079.37            $0.00      12,319        $434,023.70  
 
 
 
                                        TOTAL NUMBER OF LABELERS INVOICED FOR 3/2001:        2 
 
 
                                                               ** End of Report ** 
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REPORT: RBT-2002-Q                                              OKLAHOMA MMIS                                               RUN DATE: 05/02/2002 
PROCESS: RBTJQ250                                    MEDICAID MANAGEMENT INFORMATION SYSTEM                                 TIME: 17:34:09 
LOCATION: RBT2002Q                                      DRUG REBATE INVOICE SUMMARY REPORT                                  PAGE:   33 
                                                          INVOICE CYCLE QUARTER: 3/2001   
 
                                                   TOTALS FOR ALL QUARTERS AND ALL MANUFACTURERS            
 
 QUARTER   YEAR                     TOTAL UNITS         TOTAL REBATE       TOTAL INTEREST        TOTAL             TOTAL  
                                      BILLED           AMOUNT CLAIMED      AMOUNT CLAIMED       SCRIPTS        REIMBURSEMENT 
 
    3      2001                  11,349,890.346         $4,561,684.08              $0.00        240,222       $19,127,777.72 
    2      2001                           0.000                 $0.00              $1.00              0                $0.00 
    1      2001                     -68,360.000            $94,044.60              $0.00           -621          $-96,690.20 
    4      2000                        -379.000             $6,135.65              $0.00             -4             $-584.89 
    3      2000                      -1,141.000            $-5,946.33              $0.00             -3             $-112.38 
    2      2000                        -110.000               $525.38              $0.00             -1             $-314.22 
    1      2000                         -38.000               $-11.61              $0.00              0               $-6.12 
    4      1999                         -58.933               $-23.16              $0.00              0              $-11.41 
    3      1999                      -6,072.000           $-25,800.67              $0.00              0             $-253.96 
    2      1999                         -96.000              $-100.39              $0.00              0                $0.00 
    1      1999                        -153.246              $-105.53              $0.00              0                $0.00 
    4      1998                         -81.876                $44.79              $4.91              0              $-65.08 
    3      1998                         -19.728                $26.33              $4.12              0                $0.00 
    2      1998                           0.000                 $8.60              $0.00              0                $0.00 
    1      1998                           0.000                $29.65            $224.61              0                $0.00 
    4      1997                           0.000            $-3,352.58          $4,867.38              0                $0.00 
    3      1997                           0.000            $-3,040.02              $0.00              0                $0.00 
    2      1997                           0.000                $-0.04              $0.00              0                $0.00 
    1      1997                           0.000                $-0.32              $0.00              0                $0.00 
    4      1996                           0.000                $-0.01          $1,936.25              0                $0.00 
    3      1996                           0.000                $21.09          $2,460.68              0                $0.00 
    2      1996                           0.000               $145.06          $1,840.84              0                $0.00 
    1      1996                           0.000               $116.51          $1,581.78              0                $0.00 
     
 
         Totals:                 11,273,380.563         $4,624,401.08         $12,921.57        239,593       $19,029,739.46  
 
 


                                                               ** End of Report ** 
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Associated Programs 


Program Description 
drin2002 Invoice Summary Reports 
lp UNIX Print Command 
rcp Remote file copy 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-2003-Q -- Drug Rebate Labeler Invoice Summary 
An invoice summary report sent to the labelers every quarter. Labelers will use this report to specify how their payment is to 
be applied. 


Technical Name 
RBT-2003-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Interest Amount Paid The total amount that the labeler will apply toward interest for the 


quarter. This field is left blank for the labeler to fill in. 
0 Number 


Invoice Number Uniquely identifies a specific labeler and quarter 10 Number 
Manufacturer Name The manufacturer labeler name as reported on the Drug Rebate 


address file provided by HCFA 
39 Character 


Quarter Every quarter in which an adjustment was made, since the last 
cycle 


5 Number 


Rebate Amount Paid The total amount that the labeler will apply toward rebates for the 
quarter. This field is left blank for the labeler to fill in. 


0 Number 


Total A sum of the following fields: 'Rebate Amount Paid', 'Interest 
Amount Paid', and 'Total Amount Paid'. This field is left blank for 
the labeler to fill in. 


0 Number 


Total Amount Paid The total amount that the labeler will apply toward the quarter. This 
field is left blank for the labeler to fill in. 


0 Number 
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Drug Rebate Labeler Invoice Summary Report Layout 
 
  RBT-2003-Q                              OKLAHOMA HEALTH CARE AUTHORITY                         PAGE:    1 
                                      MEDICAID MANAGEMENT INFORMATION SYSTEM                     CREATION DATE:  05/02/2002 
 
                                               MEDICAID REBATE PROGRAM                                                   
                                           MANUFACTURER REMITTANCE SUMMARY                        
 
 INVOICE NUMBER:          0000220013  
 MANUFACTURER NAME:       ELI LILLY AND COMPANY                    
 
       ____________________________________________________________________________________________________ 
       |     QUARTER     |       REBATE AMOUNT      |      INTEREST AMOUNT      |      TOTAL AMOUNT       | 
       |                 |           PAID           |           PAID            |          PAID           | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |     3/2001      |                          |                           |                         | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |     2/2001      |                          |                           |                         | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |     1/2001      |                          |                           |                         | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |     4/2000      |                          |                           |                         | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |     3/2000      |                          |                           |                         | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |     2/2000      |                          |                           |                         | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |     1/2000      |                          |                           |                         | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |     4/1999      |                          |                           |                         | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |                 |                          |                           |                         | 
       |_________________|__________________________|___________________________|_________________________| 
       |                 |                          |                           |                         | 
       |                 |                          |                           |                         | 
       |     Total       |                          |                           |                         | 


 
 
                   ** PLEASE REMIT THIS AMOUNT TO:   OKLAHOMA HEALTH CARE AUTHORITY 
                                                     ATTN: FINANCE DIVISION 
                                                     P.O. BOX 18299 
                                                     OKLAHOMA CITY, OK 73154-0299 
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Associated Programs 


Program Description 
lp UNIX Print Command 
drin2002 Invoice Summary Reports 
rcp Remote file copy 
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RBT-2004-Q -- Drug Rebate CMS Unit Discrepancy 
This report identifies NDCs on the quarterly rate tape with a unit of measure on the drug database, First Data Bank(FDB). 
Each quarter the report is forwarded to FDB and CMS to facilitate closure of discrepancies and further reduce the volume of 
disputes. 


Technical Name 
RBT-2004-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CMS Unit Represents the smallest unit of measure for each drug. The 


rebate amount reflects the type of unit of measurement. If there 
is not a record on the quarterly rate tape for an NDC that has 
had utilization it will report as 'XXX' in this field as well. 


3 Character 


CMS Drug Name The drug description found on the CMS database provided to all 
Oklahoma Health Coverage Programs. If there is not a record 
on the quarterly rate tape for an NDC that has had utilization, it 
will report as 'Not Found'. 


10 Character 


FDB Drug Description Description of the drug provided by First Data Bank 30 Character 
FDB Unit/Drug Form Code Drug form code that indicates the basic unit of measure for 


performing price calculations 
2 Character 


Invoice Quarter This field displays the date in Q/CCYY format where Q 
indicates the quarter. Valid values for the quarter are 1-4. 


5 Number 


NDC The unique National Drug Code (NDC) that identifies each 11 Number 
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Field Description Length Data Type 
drug. This field will comprise the 5-digit labeler code, the 4-
digit product code, and the 2-digit package size code. 


Number of NDC Unit Discrepancies The total number of NDC unit discrepancies 4 Number 
Rebate Amount Per Unit The rebate amount per unit reported to CMS by the labeler and 


provided to each state. This amount will appear as zero when 
the NDC amount is reported on the CMS quarterly rate tape. If 
there is not a record on the quarterly rate tape for an NDC that 
has had utilization, it will report as a zero in this field. 


11 Number 


 


Drug Rebate CMS Unit Discrepancy Report Layout 
 
 
   REPORT: RBT-2004-Q                                  OKLAHOMA MMIS                                   RUN DATE: 04/10/2002 
  PROCESS: RBTJQ250                      DRUG REBATE CMS UNIT DISCREPANCY REPORT                           TIME: 17:22:51 
 LOCATION: RBT2004Q                               INVOICE QUARTER: 1/2001                                  PAGE:    1 
 
 
 
               NDC             CMS DRUG      REBATE AMOUNT             FDB DRUG               FDB UNIT           CMS 
              NUMBER             NAME           PER UNIT              DESCRIPTION           DRUG FORM CODE       UNIT 
 
           00006-0077-44      FOSAMAX ON        $1.818300         FOSAMAX 35MG TABLET            GM              TAB 
           00006-3628-35      COSOPT 0.5        $1.058200         COSOPT EYE DROPS               EA              ML 
 
 
                                     NUMBER OF NDC UNIT DISCREPANCIES:       2 
 
 
                                                    ** End of Report ** 
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Associated Programs 


Program Description 
lp UNIX Print Command 
rcp Remote file copy 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
invoice Drug Rebate Invoice Cycle Reporting 
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RBT-2005-Q -- Drug Rebate Amount greater than Reimbursement Amount 
This report identifies NDCs with a manufacturer rebate amount claimed amount greater than the total amount reimbursed to 
the provider. This report enables OHCA to produce pharmacy billing guidelines for provider educational purposes to be 
administered with both provider bulletins and/or workshops. This report creates a supplement to a bulletin that outlines the 
most common erroneously billed products by NDC, with a method of correction. 


Technical Name 
RBT-2005-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Data Type Length 
CMS Unit    Represents the smallest unit of measure for each drug. The rebate amount 


reflects the type of unit of measurement. If there is not a record on the 
quarterly rate tape for an NDC that has had utilization, it will report as 
'XXX' in this field as well.    


Character  3    


Drug Name    The drug description found on the CMS database provided to all Oklahoma 
Health Coverage Programs. If there is not a record on the quarterly rate tape 
for an NDC that has had utilization, it will report as 'Not Found'.    


Character  10    


NDC Number    The unique National Drug Code (NDC) that identifies each drug. This field 
will comprise the 5-digit labeler code, the 4-digit product code, and the 2-
digit package size code.    


Number    11    


Number of Scripts    The total number of prescriptions that were filled for an NDC. This field is 
informational only and is not used in calculating the rebate amount.    


Number    6    
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Field Description Data Type Length 
Rebate Amount Per Unit    The rebate amount per unit calculated by CMS and provided to OHCA. 


This amount will appear as zero when the NDC amount is not in the CMS 
database or when the amount on file is zero.    


Number    11    


Total NDC Amount    The accumulated total of NDCs for units reimbursed, amount claimed, 
number of scripts, and provider reimbursement.    


Number    14    


Total Number of NDCs w/ 
Invoice Amount > 
Reimbursement Amount  


The total number of NDCs with an invoice amount greater than the 
reimbursement amount    


Number    4    


Total Provider 
Reimbursement    


The total Oklahoma Health Coverage Programs dollars paid, including 
dispensing fees, for an NDC by OHCA for the specified quarter.    


Number    11    


Total Rebate Amount 
Claimed    


The product of the Rebate Amount Per Unit times the Total Units 
Reimbursed. This figure represents the total rebate amount claimed for this 
NDC by OHCA.    


Number    11    


Total Units Reimbursed    The total number of units reimbursed by OHCA for an NDC for a specified 
quarter    


Number    13    


Drug Rebate Amount greater than Reimbursement Amount Report Layout 
  REPORT: RBT-2005-Q                                   OKLAHOMA MMIS                                   RUN DATE: 04/10/2002 
 PROCESS: RBTJQ250                      DRUG REBATE AMOUNT > REIMBURSEMENT AMOUNT                          TIME: 17:22:51 
LOCATION: RBT2005Q                                INVOICE QUARTER: 1/2001                                  PAGE:    1 
 
 
 
    NDC           DRUG       REBATE AMOUNT     CMS        TOTAL UNITS       TOTAL REBATE     NUMBER OF        TOTAL PROV 
  NUMBER          NAME         PER UNIT        UNIT       REIMBURSED       AMOUNT CLAIMED     SCRIPTS        REIMBURSEMENT 
 
00009-5190-01  DETROL LA        $0.234300      CAP        123,456.789          $28,925.93           0                $0.00 
00085-1368-01  PEG-INTRON      $29.675900      EA         123,456.789       $3,663,691.32           0        $1,234,567.89 
 
 
TOTAL NDC AMOUNT:                                         246,913.578       $3,692,617.25           0        $1,234,567.89 
 
                       TOTAL NUMBER OF NDCs W/ INVOICE AMOUNT > REIMBURSEMENT AMOUNT:       2 
 
 
                                                    ** End of Report ** 
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Associated Programs 


Program Description 
lp UNIX Print Command 
rcp Remote file copy 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
invoice Drug Rebate Invoice Cycle Reporting 







Drug Rebate Procedures Manual Section 13: Drug Rebate Reports  


Library Reference Number: OKDR/OHCA 13-29 
Revision Date: September 2002 
Version: 1.0 


RBT-2006-Q -- Drug Rebate Invoice $50 or Less 
This report identifies all manufacturers with invoice amounts of $50 or less. As a result of the $50 invoice threshold stated, 
these invoices will be mailed to the manufacturer for information purposes and as a good faith effort to collect the rebate 
dollars. 


Technical Name 
RBT-2006-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Labeler Code The unique five digit code that identifies each drug 


manufacturer. This number represents the first five digits of the 
National Drug Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug Rebate 
address file provided by CMS 


39 Character 


Number of Labelers  
Invoiced for $0 


The total number of labelers invoiced for $0 3 Number 


Number of Labelers  
Invoiced for $50 or Less 


The total number of labelers invoiced for $50 or less, but not for 
$0 


3 Number 


Rebate Amount Claimed The product of the Rebate Amount Per Unit times the Total 
Units Reimbursed. This figure represents the total rebate 
amount claimed for this NDC by OHCA. 


11 Number 


Total Rebate Amount Claimed The sum of the Rebate Amount Claimed field 12 Number 
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Drug Rebate Invoice $50 or Less Report Layout 


 
 REPORT:  RBT-2006-Q                                   OKLAHOMA MMIS                                   RUN DATE: 04/10/2002 
 PROCESS: RBTJQ250                            DRUG REBATE INVOICE $50 OR LESS                              TIME: 13:19:59 
 LOCATION: RBT2006Q                               INVOICE QUARTER: 1/2001                                  PAGE:    1 
 
 
 
                         LABELER                                LABELER                              REBATE 
                          CODE                                   NAME                            AMOUNT CLAIMED 
 
                          00033                SYNTEX LABORATORIES, INC.                                $17.92 
                          00038                STUART PHARMACEUTICALS                                    $0.00 
                          00043                NOVARTIS CONSUMER HEALTH, INC.                            $0.91 
                          00076                STAR PHARMACEUTICALS INC.                                $16.81 
 
                                                           TOTAL REBATE AMOUNT CLAIMED                  $35.64 
 
 
                                      NUMBER OF LABELERS INVOICED FOR $50.00 or LESS:                        3 
 
                                                 NUMBER OF LABELERS INVOICED FOR $ 0:                        1 


 


Associated Programs 


Program Description 
drin2006 Drug Rebate Invoices $50 or Less 
lp UNIX Print Command 
rcp Remote file copy 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-2007-Q -- Drug Rebate CMS Rate Per Unit Discrepancy 
This report identifies RPU discrepancies. The report is used to research and resolve RPU discrepancies with CMS and 
manufacturers. The report compares the RPU records stored in the rebate database to the RPU records supplied on the rate 
tape. 


Technical Name 
RBT-2007-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CMS Rebate Amount Per Unit The most current rebate amount per unit calculated by 


CMS and provided to OHCA. This amount will appear as 
zero in cases where the NDC amount is not on CMS's 
database. 


11 Number 


Drug Name The drug description found on the CMS database 
provided to all Oklahoma Health Coverage Programs. If 
there is not a record on the quarterly rate tape for an NDC 
that has had utilization, it will report as 'Not Found'. 


10 Character 


Invoice Quarter This field displays the date in Q/CCYY format where Q 
indicates the quarter. Valid values for the quarter are 1-4. 


5 Number 


NDC The unique National Drug Code (NDC) that identifies 
each drug. This field will comprise the 5-digit labeler 
code, the 4-digit product code, and the 2-digit package 
size code. 


11 Number 
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Field Description Length Data Type 
Number of Discrepancies The total number of PPA discrepancies on this report 8 Number 
Oklahoma Rebate Amount Per Unit The rebate amount per unit calculated by the 


manufacturer and provided to OHCA. This amount will 
appear as zero in cases where the NDC amount on file is 
zero. 


11 Number 


Quarter The invoiced quarter and year of the prior period 
adjustment 


5 Number 


Rebate Amount Difference The difference between the rebate amount as originally 
calculated and the calculation after the adjustment 


11 Number 


Total Rebate Amount  
Claimed Difference 


The sum of all of the Rebate Amount Claimed Difference 
fields for each invoice 


11 Number 
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Drug Rebate CMS Rate Per Unit Discrepancy Report Layout 
 
Report  : RBT-2007Q                                   OKLAHOMA MMIS                                          Run Date:4/06/2002 
Process : RBTJQ400                       MEDICAID MANAGEMENT INFORMATION SYSTEM                              Run Time:    10:39 
Location: RBT2007                       DRUG REBATE CMS RATE PER UNIT DISCREPANCY                                Page:        1 
                                                 INVOICE QUARTER:  3/2001 
 
 
 
     QUARTER      NDC                 DRUG              CMS REBATE          OKLAHOMA REBATE        REBATE AMOUNT 
                                      NAME            AMOUNT PER UNIT       AMOUNT PER UNIT        DIFFERENCE 
 
 
     4/2000       00052-0472-60       CALDEROL (           $0.337800             $0.337813                $-0.01 
     4/2000       00054-1701-07       TORECAN AM           $0.957600             $0.957573                 $0.00 
     4/2000       00054-2601-21       MARINOL 2.           $1.442100             $1.442066                 $0.07 
     1/2001       00009-0004-06       MIRAPEX .2           $0.133200             $0.140000                $-1.22 
     1/2001       00009-0015-01       Cortisone            $0.085300             $0.080000                 $5.64 
     1/2001       00048-1040-03       SYNTHROID            $0.024300             $0.034300              $-608.86 
     1/2001       00052-0261-06       DESOGEN (D           $0.673800             $0.710000              $-168.26 
     1/2001       00052-0269-06       JENEST-28            $0.178500             $0.250000                $-6.01 
     1/2001       00052-0472-60       CALDEROL (           $0.334400             $0.380000               $-31.19 
     1/2001       00054-1701-07       TORECAN AM           $1.171600             $1.228000                $-0.68 
     1/2001       00054-2601-21       MARINOL 2.           $1.439100             $1.338000               $141.24 
     1/2001       00054-2603-21       MARINOL CA           $5.656700             $3.900000             $2,160.74 
 
 
                                                        TOTAL REBATE AMOUNT CLAIMED DIFFERENCE:        $1,491.46 
 
 
                                                        NUMBER OF DISCREPANCIES:        12 


Associated Programs 


Program Description 
drbt0400 CMS Rate Discrepancy Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-2011-Q -- Drug Rebate Invoice Summary Activity 
This report provides summary-level invoice data. This report is essential for performing quality control measures to justify that 
the invoice data is accurate and consistent with previous quarterly invoice data. 


Technical Name 
RBT-2011-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Number of Labelers Invoiced The number of labelers invoiced for that quarter 9 Number 
Number of Labelers Invoiced with  
Electronic Media 


The number of labelers invoiced with electronic 
media 


9 Number 


Number of Labelers with Invoice $50 or Less The number of labelers invoiced with amounts less 
than $50.00 


9 Number 


Number of Labelers with Invoice = $0 The number of labelers invoiced with $0.00 
amounts 


9 Number 


Number of NDCs Invoiced The number of NDCs invoiced for that quarter 9 Number 
Number of PHS and IHS Claims The number of PHS and IHS claims submitted 9 Number 
Number of Scripts Invoiced The number of scripts invoiced for that quarter 9 Number 
PHS and IHS Providers Total number of PHS and IHS providers for the 


quarter and year invoiced 
9 Number 


Quarter/Year Year and quarter that the invoices were mailed 5 Number 
Total Rebate Amount Claimed This figure represents the total rebate amount 12 Number 
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Field Description Length Data Type 
claimed for this quarter by OHCA 


 


Drug Rebate Invoice Summary Activity Report Layout 


 
REPORT:  RBT-2011-Q                                        OKLAHOMA MMIS                                  RUN DATE: 4/10/2002 
PROCESS: RBTJQ250                               DRUG REBATE INVOICE ACTIVITY REPORT                       TIME:      13:20:00 
LOCATION: RBT2011Q                                     INVOICE QUARTER: 1/2001                            PAGE:             1 
 
 
                                            QUARTER/YEAR                                           1/2001 
                                            NUMBER OF LABELERS INVOICED                                50 
                                            NUMBER OF LABELERS WITH INVOICE = $0                        2 
                                            NUMBER OF LABELERS WITH INVOICE $50 or LESS                 4 
                                            NUMBER OF SCRIPTS INVOICED                          1,954,767 
                                            NUMBER OF NDCs INVOICED                                 7,681 
                                            TOTAL REBATE AMOUNT CLAIMED                    $31,447,912.84 
                                            PHS AND IHS PROVIDERS                                      14 
                                            NUMBER OF PHS AND IHS CLAIMS                               21 
                                            NUMBER OF LABELERS INVOICED WITH ELECTRONIC DATA            2 
 
 
 
                                                         ** End of Report ** 


Associated Programs 


Program Description 
drin2011 Drug Rebate Invoice Summary Activity 
lp UNIX Print Command 
rcp Remote file copy 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-2012-Q -- Drug Rebate CMS DESI 
This report is used to compile information for the quarterly bulletin used to notify providers of noncovered drug-effectiveness 
source identifier (DESI) items. The report is also used to update the drug reference file of noncovered DESI services. DESI 
drugs are identified on the report with a classification of "5" and "6." EDS will work to confirm that DESI updates are made to 
the drug reference file. 


Technical Name 
RBT-2012-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
DESI End Date (Additions) The DESI end date for additions is a default date of 


2299/12/31 
10 Date (CCYY/MM/DD)


DESI End Date (Deletions) The DESI end effective date is the last day of the next 
calendar quarter that begins after receipt of the tape (CMS 
Release 26 & 41). Example: 4/95 rate tape received in 2/96 - 
DESI end date effective 3/31/96. 


10 Date (CCYY/MM/DD)


DESI Indicator A DESI drug is any drug that lacks substantial evidence of 
effectiveness. Only drugs whose values have changed to 
either 5 or 6 since the last CMS Quarterly Rate Tape are 
reported. DESI classification 5 and 6 are services not 
covered by Oklahoma Health Coverage Programs. 


1 Character 
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Field Description Length Data Type 
DESI Start Date (Additions) The DESI start effective date is the first day of the next 


calendar quarter that begins after receipt of the tape (HCFA 
Release 26 & 41). Example: 4/95 rate tape received in 2/96 
- DESI start date effective 4/1/96. 


10 Date (CCYY/MM/DD)


DESI Start Date (Deletions) The DESI start effective date is the date that is on the State 
DESI Maintenance table 


10 Date (CCYY/MM/DD)


Drug Description The drug description found on the Oklahoma MMIS 
database provided by FDB. If there is not a record, the 
Oklahoma MMIS tables reports as 'Not Found'. 


30 Character 


NDC The unique National Drug Code (NDC) that identifies each 
drug. This field will comprise the 5-digit labeler code, the 
4-digit product code, and the 2-digit package size code. 


11 Number 


Number of DESI Additions The total number of DESI drugs in 'addition' status during 
the reporting period 


5 Number 


Number of DESI Deletions The total number of DESI drugs in 'deletion' status during 
the reporting period 


5 Number 
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Drug Rebate CMS DESI Report Layout 
 
 
REPORT: RBT-2012-Q OKLAHOMA MMIS RUN DATE: MM/DD/CCYY 


PROCESS: RBTJQ215 DRUG REBATE CMS DESI REPORT RUN TIME: HH:MM:SS 


LOCATION: RBT2012Q INVOICE QUARTER:  Q/CCYY PAGE: 1 


     


ADDITIONS 
     


NDC  
NUMBER 


DRUG 
DESCRIPTION 


DESI  
INDICATOR 


DESI START 
DATE 


DESI END  
DATE 


99999-9999-99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X  CCYY/MM/DD  CCYY/MM/DD 
99999-9999-99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X  CCYY/MM/DD  CCYY/MM/DD 
99999-9999-99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X  CCYY/MM/DD  CCYY/MM/DD 
99999-9999-99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X  CCYY/MM/DD  CCYY/MM/DD 


 
 
REPORT: RBT-2012-Q OKLAHOMA MMIS RUN DATE: MM/DD/CCYY 


PROCESS: RBTJQ215 DRUG REBATE CMS DESI REPORT RUN TIME: HH:MM:SS 


LOCATION: RBT2012Q INVOICE QUARTER:  Q/CCYY PAGE: 2 


 
DELETIONS 


     
NDC  


NUMBER 
DRUG 


DESCRIPTION 
DESI  


INDICATOR 
DESI START 


DATE 
DESI END  
DATE 


99999-9999-99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X  CCYY/MM/DD  CCYY/MM/DD 
99999-9999-99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X  CCYY/MM/DD  CCYY/MM/DD 
99999-9999-99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X  CCYY/MM/DD  CCYY/MM/DD 
99999-9999-99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X  CCYY/MM/DD  CCYY/MM/DD 
99999-9999-99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX X  CCYY/MM/DD  CCYY/MM/DD 


   
   
   


NUMBER OF DESI ADDITIONS 99,999  
NUMBER OF DESI DELETIONS 99,999 


  
 
 


                                                                  ** End of Report ** 
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Associated Programs 


Program Description 
rbt2012q Drug Rebate HCFA DESI Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 







Section 13: Drug Rebate Reports Drug Rebate Procedures Manual 


13-40 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 


RBT-2013-Q -- Drug Rebate Utilization Exception 
This report monitors NDCs that have claim utilization with no corresponding record on the quarterly rate tape. This report will 
enable OHCA to produce pharmacy-billing guidelines for provider educational purposes to be administered with both provider 
bulletins and/or workshops. 


Technical Name 
RBT-2013-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type
Drug Name The drug description found on the CMS database provided to all 


Oklahoma Health Coverage Programs. If there is not a record on the 
quarterly rate tape for an NDC that has had utilization, it will report as 
'Not Found'. 


10 Character 


Grand Totals Summarizes the quantity and total provider reimbursement totals for 
the reporting quarter 


13 Number 


Invoice Quarter This field displays the date in Q/CCYY format where Q indicates the 
quarter. Valid values for the quarter are 1-4. 


5 Number 


NDC This field displays the unique National Drug Code (NDC) that 
identifies each drug. This field is comprised of the 5-digit labeler code, 
the 4-digit product code and the 2-digit package size code. Items that 
are classified as a vaccine, nutritional or supply are not included on this 
report. 


11 Number 
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Field Description Length Data Type
NDCs with Claim Utilization 
and No Rebate Data 
Reported on Rate Tape 


This field displays the total number NDCs on the Utilization report 
with 'Not Found' as the description for the report 


4 Number 


Qty This field displays the total number of units reimbursed to providers by 
OHCA for an NDC for the specified quarter 


13 Number 


Total Prov Reimbursement The total Oklahoma Health Coverage Programs dollars paid for an 
NDC, including dispensing fees, but excluding copayment amounts and 
TPL by OHCA for the specified quarter 


11 Number 


Drug Rebate Utilization Exception Report Layout 
 
REPORT: RBT-2013-Q                                      Oklahoma MMIS                                      RUN DATE: 04/10/2002 
PROCESS: RBTJQ250                                    UTILIZATION EXCEPTION                                      TIME: 17:22:51 
LOCATION: RBT2013Q                                   INVOICE QUARTER: 1/2001                                     PAGE:    1 
 
 
                           NDC            DRUG  NAME                 QTY                   TOTAL PROV 
                                                                                          REIMBURSEMENT 
 
                      00025-0341-06       NOT FOUND                 100.000                      $55.01   
                      00172-4194-60       NOT FOUND             123,456.789               $1,234,567.89   
 
 
                     GRAND TOTALS:                              123,556.789               $1,234,622.90   
 
                     NDCS WITH CLAIM UTILIZATION AND NO REBATE DATA REPORTED ON RATE TAPE:            2 
 
 
                                                       ** End of Report ** 
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Associated Programs 


Program Description 
lp UNIX Print Command 
rcp Remote file copy 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
invoice Drug Rebate Invoice Cycle Reporting 
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RBT-2014-Q -- Drug Rebate Address Update 
This report identifies discrepancies to the address update process that need to be resolved with CMS, or the manufacturer. 


Technical Name 
RBT-2014-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Effective Date The date a labeler begins participation in the Drug Rebate 


Program 
10 Date 


(CCYY/MM/DD) 
Labeler Code The unique five-digit code that identifies each drug 


manufacturer. This number represents the first five digits of the 
National Drug Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug Rebate 
address file provided by CMS 


30 Character 


Message Updates or changes made to the Drug Rebate Address 
Maintenance window from the CMS Address tape 


50 Character 


Termination Date The date a labeler terminates participation in the Drug Rebate 
Program 


10 Date 
(CCYY/MM/DD) 


Total Number of 
Address Information 
Updated 


The total number of addresses updated 6 Number 
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Field Description Length Data Type 
Total Number of 
Effective Date Changes 
(Verify Effective Date) 


The total number of effective date changes 6 Number 


Total Number of 
Effective Date Changes 
(Verify Termination 
Date) 


The total number of effective date changes 6 Number 


Total Number of 
Labeler Name Changes 


The total number of labeler name changes 6 Number 


Total Number of New 
Labelers Added 


The total number of new labelers added 6 Number 







Drug Rebate Procedures Manual Section 13: Drug Rebate Reports  


Library Reference Number: OKDR/OHCA 13-45 
Revision Date: September 2002 
Version: 1.0 


Drug Rebate Address Update Report Layout 
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Associated Programs 


Program Description 
jck.869 HCFA SENDS DRUG REBATE ADDRESS 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-2015-R -- Drug Rebate Participation by Labeler Code 
This report is used as an attachment to pharmacy provider bulletins. The report provides the labeler code, the labeler name, and 
the participation effective and end dates in the drug rebate program. 


Technical Name 
RBT-2015-R 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Labeler Code The unique five-digit code that identifies each drug 


manufacturer's labeler number. This number represents the 
first five digits of the National Drug Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug 
Rebate address file provided by CMS 


30 Character 


Rebate Effective Date The date a labeler begins participation in the Drug Rebate 
Program 


10 Date (CCYY/MM/DD)


Rebate Termination Date The date a labeler terminates participation in the Drug Rebate 
Program 


10 Date (CCYY/MM/DD)
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Drug Rebate Participation by Labeler Code Report Layout 
 
 
REPORT: RBT-2015-R OKLAHOMA MMIS RUN DATE: MM/DD/CCYY 


PROCESS: RBTJR330 DRUG REBATE PARTICIPATION RUN TIME: 99:99:99 


LOCATION: RBT2015R BY LABELER CODE PAGE: 99,999 


 
 


LABELER 
 CODE 


             LABELER NAME 
                  


   REBATE 
EFFECTIVE DATE 


     REBATE 
TERMINATION DATE 


 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
 99999 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   CCYY/MM/DD    CCYY/MM/DD 
    


 
                         ** END OF REPORT ** 


 


Associated Programs 


Program Description 


rbt2015r Drug Rebate Add/Terminate Report 


lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-3000-M -- Drug Rebate Accounts Receivable - By Labeler 
This report monitors the age of the invoice, the associated collection activities, and outstanding balances. It is used to control 
and ensure that all efforts are being made to collect outstanding funds for the drug rebate program. The report details collection 
activity by labeler code and period for each invoice for the reporting period. It reports collection activities; adjustments such as 
rate changes, dispute resolution, and utilization; write-offs; interest amounts and outstanding balances. 


Technical Name 
RBT-3000-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Rebate Adjustments This amount represents the  rebate adjustments to-date, to be added to 


or subtracted from the original invoice amount as a result of a rebate 
amount per unit change, resolved dispute or utilization adjustment that 
increases or decrease an outstanding or credit balance for the specified 
quarter. 


11 Number 


Rebates Written-Off The total dollar amount of rebates that will not be collected that has 
been written off 


8 Number 


Rebates Collected This amount represents the total dollars of rebates collected to-date, 
through the end of the reporting period, applied to respective invoice 
periods. 


11 Number 
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Field Description Length Data Type 
Current Rebate Amount Due The rebate amount that is still outstanding for the invoice period.  It 


is the sum of Original Amount Invoiced - Rebates Collected + 
Rebate Adjustments - Rebates Written Off. 


11 Number 


Ending Balance The sum of Current Rebate Amount Due + Interest Due 11 Number 
Grand Totals Summarizes all the subtotals for collection activity for each labeler 12 Number 
Interest Billed The net interest amount billed to-date for each invoice period 8 Number 
Interest Collected The total dollars of interest collected to-date, through the end of the 


reporting period, applied to respective invoice periods. 
8 Number 


Interest Due The interest amount that is still outstanding for the invoice 8 Number 
Interest Written-Off The interest amount that has been written-off 8 Number 
Invoice Period The year and quarter of the invoice. This field displays the date in 


Q/CCYY format where Q indicates the quarter. Valid values for the 
quarter are 1-4. 


5 Number 


Labeler The unique five digit code that identifies each drug manufacturer's 
labeler number. This number represents the first five digits of the 
National Drug Code (NDC). 


5 Character 


Original Amount  
Invoiced  


This field represents the original invoice billed amount. 11 Number 


Sub-totals Summarizes the collection activity totals for each labeler 11 Number 
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Drug Rebate Accounts Receivable - By Labeler Report Layout 
Report  : RBT-3000-M                                   OKLAHOMA MMIS                                            Run Date: 04/26/2002 
Process : RBTJM300                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:19 
Location: RBT3000M                     DRUG REBATE ACCOUNTS RECEIVABLE - BY LABELER                                 Page:         59 
                                                   REPORT AS OF 03/31/2002 
    
                                                     FOR LABELER:  00049 
    
             ORIGINAL                                   
INVOICE       AMOUNT        REBATES       REBATE       REBATES   CURRENT REBATE  INTEREST  INTEREST    INTEREST    INTEREST      ENDING 
 PERIOD      INVOICED      COLLECTED    ADJUSTMENTS   WRITTEN-OFF   AMOUNT DUE    BILLED   COLLECTED   WRITTEN-OFF    DUE        BALANCE  
  1/1991       $4,952.60       $4,989.14        $-49.45      $-0.02         $-85.97       $0.00       $0.00       $0.00       $0.00         $-85.97 
 2/1991       $7,315.47       $5,653.79       $-119.61      $-0.02       $1,542.09     $718.55       $0.00       $0.00     $718.55       $2,260.64 
 3/1991      $12,553.13      $10,198.04       $-474.50      $-0.04       $1,880.63   $1,162.07     $207.55       $0.00     $954.52       $2,835.15 
 4/1991       $9,452.32       $9,388.79       $-276.71       $0.02        $-213.20     $124.18     $124.18       $0.00       $0.00        $-213.20 
 1/1992      $14,477.51      $14,618.91       $-461.13       $0.00        $-602.53     $377.04     $377.04       $0.00       $0.00        $-602.53 
 2/1992      $15,631.91      $18,079.17      $2,353.19       $0.00         $-94.07     $247.74     $247.74       $0.00       $0.00         $-94.07 
 3/1992      $13,936.40      $18,288.48      $4,671.79       $0.04         $319.67       $0.00       $0.00       $0.00       $0.00         $319.67 
 4/1992      $19,121.55      $25,939.10     $11,212.11      $-0.01       $4,394.57       $0.00       $0.00       $0.00       $0.00       $4,394.57 
 1/1993      $41,181.68      $40,799.69       $-784.71      $-0.03        $-402.69   $1,491.37   $1,175.99       $0.00     $315.38         $-87.31 
 2/1993      $38,806.80      $42,077.17       $-363.03       $0.01      $-3,633.41       $0.00       $0.00       $0.00       $0.00      $-3,633.41 
 3/1993      $41,303.57      $41,264.52       $-199.52      $-0.01        $-160.46       $0.00       $0.00       $0.00       $0.00        $-160.46 
 4/1993      $48,336.45      $48,248.14       $-302.92       $0.00        $-214.61       $0.00       $0.00       $0.00       $0.00        $-214.61 
 1/1994      $54,879.58      $55,978.58       $-321.36       $0.00      $-1,420.36   $1,145.02   $1,145.02       $0.00       $0.00      $-1,420.36 
 2/1994      $60,838.81      $62,838.80       $-456.13      $-0.03      $-2,456.09   $2,137.13   $2,137.13       $0.00       $0.00      $-2,456.09 
 3/1994      $50,980.08      $71,299.82      $3,328.70      $-0.01     $-16,991.03       $0.00       $0.00       $0.00       $0.00     $-16,991.03 
 4/1994      $58,006.13      $91,847.35     $11,847.13       $0.00     $-21,994.09       $0.00       $0.00       $0.00       $0.00     $-21,994.09 
 1/1995      $71,700.31     $118,545.31       $-339.70      $-0.02     $-47,184.68       $0.00       $0.00       $0.00       $0.00     $-47,184.68 
 2/1995      $77,881.15          $40.76        $186.58       $0.02      $78,026.95  $23,612.06      $81.41       $0.00  $23,530.65     $101,557.60 
 3/1995      $86,243.57      $85,322.07       $-726.49       $0.00         $195.01       $0.00       $0.00       $0.00       $0.00         $195.01 
 4/1995      $76,892.11      $74,821.05     $-1,747.24      $-0.02         $323.84       $0.00       $0.00       $0.00       $0.00         $323.84 
 1/1996      $81,856.73      $83,133.67      $1,831.51      $-0.01         $554.58       $0.00       $0.00       $0.00       $0.00         $554.58 
 2/1996     $203,786.60      $88,841.05   $-112,926.36       $0.03       $2,019.16     $250.93       $0.00       $0.00     $250.93       $2,270.09 
 3/1996      $95,291.15      $90,414.80     $-3,697.06      $-0.03       $1,179.32       $1.06       $0.00       $0.00       $1.06       $1,180.38 
 4/1996     $100,828.03      $92,429.56     $-6,738.34       $0.03       $1,660.10      $95.20       $0.00       $0.00      $95.20       $1,755.30 
 1/1997      $95,468.15      $96,135.36        $101.47       $0.00        $-565.74       $0.00       $0.00       $0.00       $0.00        $-565.74 
 2/1997      $97,299.35     $101,442.89      $1,486.26      $-0.01      $-2,657.27       $0.00       $0.00       $0.00       $0.00      $-2,657.27 
 3/1997     $148,297.46     $114,675.77    $-28,664.96      $-0.01       $4,956.74     $773.44     $184.13       $0.00     $589.31       $5,546.05 
 4/1997     $128,041.73     $118,224.17     $-8,630.94       $0.02       $1,186.60      $51.79      $51.79       $0.00       $0.00       $1,186.60 
 1/1998     $119,386.33     $117,878.30     $-8,849.89       $0.00      $-7,341.86       $0.00       $0.00       $0.00       $0.00      $-7,341.86 
 2/1998     $144,383.63     $136,419.77    $-14,898.09       $0.00      $-6,934.23       $0.00       $0.00       $0.00       $0.00      $-6,934.23 
 3/1998     $132,505.82     $145,408.95      $6,197.84       $0.01      $-6,705.30       $0.00       $0.00       $0.00       $0.00      $-6,705.30 
 4/1998     $136,305.60     $145,677.54      $2,301.05       $0.01      $-7,070.90       $0.00       $0.00       $0.00       $0.00      $-7,070.90 
 1/1999     $116,837.68     $168,356.37       $-430.83       $0.01     $-51,949.53       $0.00       $0.00       $0.00       $0.00     $-51,949.53 
 2/1999     $151,097.59     $160,855.27      $2,164.50       $0.00      $-7,593.18       $0.00       $0.00       $0.00       $0.00      $-7,593.18 
 3/1999           $0.00     $159,460.24    $152,691.99       $0.00      $-6,768.25       $0.00       $0.00       $0.00       $0.00      $-6,768.25 
 4/1999           $0.00     $139,173.65    $140,611.85       $0.01       $1,438.19       $0.00       $0.00       $0.00       $0.00       $1,438.19 
 1/2000     $151,547.65     $160,807.88      $3,020.85       $0.00      $-6,239.38       $0.00       $0.00       $0.00       $0.00      $-6,239.38 
 2/2000     $141,930.82     $150,108.07      $2,078.80       $0.04      $-6,098.49       $0.00       $0.00       $0.00       $0.00      $-6,098.49 
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3/2000     $170,452.11     $181,317.34      $2,183.73      $-0.05      $-8,681.45       $0.00       $0.00       $0.00       $0.00      $-8,681.45 
 4/2000     $156,079.99     $163,849.36      $2,895.34       $0.02      $-4,874.05       $0.00       $0.00       $0.00       $0.00      $-4,874.05 
 1/2001     $167,351.82     $174,153.06        $264.46      $-0.01      $-6,536.77       $0.00       $0.00       $0.00       $0.00      $-6,536.77 
 2/2001     $168,127.40     $172,695.62       $-542.32       $0.04      $-5,110.58       $0.00       $0.00       $0.00       $0.00      $-5,110.58 
 3/2001     $201,812.86           $0.00          $0.00       $0.00     $201,812.86       $0.00       $0.00       $0.00       $0.00     $201,812.86 
 
  SUB-    $3,713,179.63   $3,801,697.37    $159,427.86      $-0.02      $70,910.14  $32,187.58   $5,731.98       $0.00  $26,455.60      $97,365.74 
 TOTALS 
 
 
 GRAND  $140,396,814.19                $-37,342,926.21               $5,961,638.65             $232,622.59             $365,920.51 
 TOTALS                  $97,134,801.81                $-42,552.48                 $598,543.10                   $0.00               $6,327,559.16 
 
 
 
                                                     ** END OF REPORT **     


Associated Programs 


Program Description 
drbt0300 Drug Rebate Accounts Receivable 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
drbt0300 Drug Rebate Accounts Receivable 
lp UNIX Print Command 
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RBT-3001-M -- Drug Rebate Accounts Receivable - By Period 
This report monitors the age of the invoice, the associated collection activities, and outstanding balances. It is used to control 
and ensure that all efforts are being made to collect outstanding funds for the drug rebate program. The report details collection 
activity by period / labeler code for each invoice for the reporting period. It reports collection activities; adjustments such as 
rate changes, dispute resolution, and utilization; write-offs; interest amounts, and outstanding balances. 


Technical Name 
RBT-3001-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Rebate Adjustments This amount represents the  rebate adjustments to-date, to be 


added to or subtracted from the original invoice amount as a 
result of a rebate amount per unit change, resolved dispute or 
utilization adjustment that increases or decrease an outstanding 
or credit balance for the specified quarter. 


11 Number 


Rebates Written-Off The total dollar amount of rebates that will not be collected that 
has been written off 


8 Number 


Rebates Collected This amount represents the total dollars of rebates collected to-
date, through the end of the reporting period, applied to 
respective invoice periods. 


11 Number 


Current Rebate Amount Due The rebate amount that is still outstanding for the invoice 
period.  It is the sum of Original Amount Invoiced - Rebates 
Collected + Rebate Adjustments - Rebates Written Off. 


11 Number 







Section 13: Drug Rebate Reports Drug Rebate Procedures Manual 


13-54 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 


Field Description Length Data Type 
Ending Balance The sum of Current Rebate Amount Due + Interest Due 11 Number 
Grand Totals Summarizes all the subtotals for collection activity for each 


invoice period 
12 Number 


Interest Billed The interest amount billed for the invoice 8 Number 
Interest Collected The total dollar amount of interest applied to the drug rebate 


quarterly invoice during the reporting period 
8 Number 


Interest Due The interest amount that is still outstanding for the invoice 8 Number 
Interest Written-Off The interest amount that has been written-off 8 Number 
Invoice Period The year and quarter of the invoice. This field displays the date 


in Q/CCYY format where Q indicates the quarter. Valid values 
for the quarter are 1-4. 


5 Number 


Labeler Code The unique five digit code that identifies each drug 
manufacturer's labeler number. This number represents the first 
five digits of the National Drug Code (NDC). 


5 Character 


Original Amount 
Invoiced  


This field represents the original invoice billed amount. 11 Number 


Sub-totals Summarizes the collection activity totals for each invoice period 11 Number 
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Drug Rebate Accounts Receivable - By Period Report Layout 


Report  : RBT-3001-M                                        OKLAHOMA MMIS                                            Run Date: 04/26/2002 
Process : RBTJM300                             MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      
10:19 
Location: RBT3001M                       DRUG REBATE ACCOUNTS RECEIVABLE - BY INVOICE PERIOD                             Page:         
43 
                                                       REPORT AS OF 03/31/2002 
    
                                                      INVOICE PERIOD :  3/2001 
    
              ORIGINAL 
LABELER        AMOUNT          REBATES       REBATE        REBATES   CURRENT REBATE   INTEREST   INTEREST     
INTEREST     INTEREST      ENDING 
 CODE         INVOICED        COLLECTED    ADJUSTMENTS   WRITTEN-OFF   AMOUNT DUE      BILLED    COLLECTED   
WRITTEN-OFF     DUE         BALANCE 
    
 00002      $770,321.61           $0.00          $0.00       $0.00     $770,321.61       $0.00       $0.00       $0.00       $0.00     $770,321.61 
 00003      $179,211.80           $0.00          $0.00       $0.00     $179,211.80       $0.00       $0.00       $0.00       $0.00     $179,211.80 
 00004      $203,707.68     $198,141.55          $0.00       $0.00       $5,566.13       $0.00       $0.00       $0.00       $0.00       $5,566.13 
 00005       $18,411.73           $0.00          $0.00       $0.00      $18,411.73       $0.00       $0.00       $0.00       $0.00      $18,411.73 
 00006      $656,841.29           $0.00          $0.00       $0.00     $656,841.29       $0.00       $0.00       $0.00       $0.00     $656,841.29 
 00007       $58,719.24           $0.00          $0.00       $0.00      $58,719.24       $0.00       $0.00       $0.00       $0.00      $58,719.24 
 00008      $218,138.31           $0.00          $0.00       $0.00     $218,138.31       $0.00       $0.00       $0.00       $0.00     $218,138.31 
 00009      $105,320.16           $0.00          $0.00       $0.00     $105,320.16       $0.00       $0.00       $0.00       $0.00     $105,320.16 
 00013       $39,944.87           $0.00          $0.00       $0.00      $39,944.87       $0.00       $0.00       $0.00       $0.00      $39,944.87 
 00015      $164,597.48           $0.00          $0.00       $0.00     $164,597.48       $0.00       $0.00       $0.00       $0.00     $164,597.48 
 00023       $45,252.30           $0.00          $0.00       $0.00      $45,252.30       $0.00       $0.00       $0.00       $0.00      $45,252.30 
 00024       $14,978.06           $0.00          $0.00       $0.00      $14,978.06       $0.00       $0.00       $0.00       $0.00      $14,978.06 
 00025      $203,184.41           $0.00          $0.00       $0.00     $203,184.41       $0.00       $0.00       $0.00       $0.00     $203,184.41 
 00026      $238,094.63           $0.00          $0.00       $0.00     $238,094.63       $0.00       $0.00       $0.00       $0.00     $238,094.63 
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 00028       $13,409.60           $0.00          $0.00       $0.00      $13,409.60       $0.00       $0.00       $0.00       $0.00      $13,409.60 
 00029      $686,376.78           $0.00          $0.00       $0.00     $686,376.78       $0.00       $0.00       $0.00       $0.00     $686,376.78 
 00031        $4,558.87           $0.00          $0.00       $0.00       $4,558.87       $0.00       $0.00       $0.00       $0.00       $4,558.87 
 00032       $34,360.52           $0.00          $0.00       $0.00      $34,360.52       $0.00       $0.00       $0.00       $0.00      $34,360.52 
 00034            $0.00           $0.00          $0.00       $0.00           $0.00       $0.00       $0.00       $0.00       $0.00           $0.00 
 00037       $20,840.99           $0.00          $0.00       $0.00      $20,840.99       $0.00       $0.00       $0.00       $0.00      $20,840.99 
 00039       $25,131.95           $0.00          $0.00       $0.00      $25,131.95       $0.00       $0.00       $0.00       $0.00      $25,131.95 
 00044       $39,048.83           $0.00          $0.00       $0.00      $39,048.83       $0.00       $0.00       $0.00       $0.00      $39,048.83 
 00045      $334,996.56           $0.00          $0.00       $0.00     $334,996.56       $0.00       $0.00       $0.00       $0.00     $334,996.56 
 00046      $274,988.36           $0.00          $0.00       $0.00     $274,988.36       $0.00       $0.00       $0.00       $0.00     $274,988.36 
 00047          $326.41           $0.00          $0.00       $0.00         $326.41       $0.00       $0.00       $0.00       $0.00         $326.41 
 00048        $9,108.78           $0.00          $0.00       $0.00       $9,108.78       $0.00       $0.00       $0.00       $0.00       $9,108.78 
 00049      $201,812.86           $0.00          $0.00       $0.00     $201,812.86       $0.00       $0.00       $0.00       $0.00     $201,812.86 
 
 
 
  SUB-    $4,561,684.08     $198,141.55          $0.00       $0.00   $4,363,542.53       $0.00       $0.00       $0.00       $0.00   
$4,363,542.53 
 TOTALS 
 
 
 
 GRAND  $140,396,814.19                $-37,342,926.21               $5,961,638.65             $232,622.59             $365,920.51 
 TOTALS                  $97,134,801.81                $-42,552.48                 $598,543.10                   $0.00               $6,327,559.16 
 
 
 
                                                        ** END OF REPORT **     
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Associated Programs 


Program Description 
drbt0301 Drug Rebate Accounts Receivable 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-3002-D -- Drug Rebate Cash Exception 
This report measures compliance of applying drug rebate payments to an invoice within 24 hours of receipt. Therefore, the 
report helps prioritize workload. The report itemizes drug rebate cash control numbers (CCNs) that have not been fully applied 
to an invoice manufacturer and invoice period by the age of the CCN. 


Technical Name 
RBT-3002-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Age This field represents the age of the CCN. Indicates the number of days that have 


elapsed from the Julian date of the CCN and the time the report is generated. 
3 Number 


Amount Applied This field represents the dollar amount that has been applied to the labeler 
invoice(s). This amount represents all or a portion of the check amount applied to 
the labeler invoice(s). 


11 Number 


Balance to Apply This field represents the accumulated amount from the check and/or CCN that needs 
to be applied, to the labeler invoice (Balance to Apply = Check amount - Amount 
Applied) 


11 Number 


CCN This field represents the unique number assigned to track cash receipts in the system 11 Number 
Check Amount This field displays the amount of the check that is being processed as a cash receipt 11 Number 
Grand Totals The total dollar amount of the Check Amount, Amount Applied, and the Balance To 


Apply. The average of the Age field is the total number of days divided by the 
number of outstanding CCN's. 


11 Number 
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Drug Rebate Cash Exception Report Layout 
 
 
REPORT: RBT-3002-D OKLAHOMA MMIS RUN DATE: MM/DD/CCY


Y 
PROCESS: RBTJD100 DRUG REBATE CASH EXCEPTION  RUN TIME: HH:MM:SS 


LOCATION: RBT3002D REPORTING DATE: MM/DD/CCYY PAGE: 99,999 


 
CCN CHECK AMOUNT AMOUNT APPLIED BALANCE TO 


APPLY 
AGE 


CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
CCYYJJJBBBSSS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 


     
     


GRAND TOTALS $999,999,999.99 $999,999,999.99 $999,999,999.99 999 
 


 
* * End of Report * * 


Associated Programs 


Program Description 
rbt3002d Drug Rebate Cash Exception Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-3003-M - Drug Rebate Labeler Credit Due 
This report monitors drug rebate credits. The report displays NDC details and CCNs in which the payment is greater than the 
current invoice amount. The report itemizes the drug rebate CCN that can be reapplied to other outstanding invoice balances. 


Technical Name 
RBT-3003-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CCN This field represents the unique number assigned to track cash receipts in the 


system 
11 Number 


Credit Due The credit balance due for each specific NDC and invoice period. The amount 
represents the difference between the current total rebate amount claimed and 
rebate amount paid for each NDC. (Credit Due = Current Rebate Amount 
Claimed - Rebate Amount Paid). 


8 Number 


Grand Total The outstanding amount of credit due per all labeler codes listed on the report. 
The accumulated total of the Credit Due field for all labelers. 


9 Number 


Invoice Number This field displays the first five digits of the invoice number that represents 
the labeler code, and the last 5 digits that represent the year and quarter 


10 Number 


Labeler Code The unique five-digit code that identifies each drug manufacturer. This 
number represents the first five digits of the National Drug Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug Rebate address file 
provided by HCFA 


30 Character 
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Field Description Length Data Type 
NDC This field displays the unique National Drug Code (NDC) that identifies each 


drug. This field will comprise the 5-digit labeler code, the 4-digit product 
code, and the 2-digit package size code. If an NDC has multiple 
overpayments, it will display each NDC associated with the CCN. 


11 Number 


Subtotal The outstanding amount of credit due per labeler code. The accumulated 
subtotal of the Credit Due field for each labeler. 


9 Number 
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Drug Rebate Labeler Credit Due Report Layout 
 
 
REPORT: RBT-3003-M OKLAHOMA MMIS RUN DATE: MM/DD/CCY


Y 
PROCESS: RBTJD100 DRUG REBATE CASH EXCEPTION  RUN TIME: HH:MM:SS 


LOCATION: RBT3002D REPORTING DATE: MM/DD/CCYY PAGE: 99,999 


 
 


CCN INVOICE NUMBER NDC NUMBER CREDIT DUE  
  
Labeler Name XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
Labeler Code 99999 
     
     
99999999999 99999-QCCYY 99999-9999-99 $999,999.99  
99999999999 99999-QCCYY 99999-9999-99 $999,999.99  
99999999999 99999-QCCYY 99999-9999-99 $999,999.99  
99999999999 99999-QCCYY 99999-9999-99 $999,999.99  
     
SUBTOTAL   $9,999,999.99  
     
     
     
Labeler Name XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    
Labeler Code 99999    
     
     
99999999999 99999-QCCYY 99999-9999-99 $999,999.99  
99999999999 99999-QCCYY 99999-9999-99 $999,999.99  
     
SUBTOTAL   $9,999,999.99  
     
     
GRAND TOTAL   $9,999,999.99  
     
     


 
* * End of Report * * 


 
* * No Data this Run * * 
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Associated Programs 


Program Description 
rbt3003m Drug Labeler Credit Due Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-3004-D -- Invoice Disposition Exception Report 
This report measures compliance in posting drug rebate dollars to the invoice detail within three days. The report helps 
prioritize workloads. The report itemizes drug rebate CCNs that have been applied to labeler invoice but not fully 
dispositioned to the NDC detail by the age of the CCN. 


Technical Name 
RBT-3004-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Age This field represents the age of the CCN. Indicates the number of 


days that have elapsed from the Julian date of the CCN and the 
time the report was generated. 


3 Number 


Amount Applied This field represents the dollar amount that has been applied to the 
labeler invoice(s). This amount represents all or a portion of the 
check amount applied to the labeler invoice(s). 


11 Number 


Amount Disposition to Date The amount that has been dispositioned to the invoice detail to 
date 


11 Number 


Balance to Disposition This field represents the accumulated amount that has been 
applied from the checks/CCN but needs to be dispositioned to the 
invoice detail. (Balance to Disposition = Amount Applied - 
Amount Disposition to Date). 


11 Number 


CCN This field represents the unique number assigned to track cash 
receipts in the system 


11 Number 
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Field Description Length Data Type 
Grand Totals The total dollar amount of the Amount Applied, Amount 


Disposition to Date, and the Balance to Disposition fields. The 
average of the AGE field is the total number of days divided by 
the number of outstanding CCNs. 


11 Number 


Invoice Number This field displays the first five digits of the invoice number that 
represents the labeler code, and the last 5 digits that represent the 
year and quarter. 


10 Number 


 


Invoice Disposition Exception Report Layout 
 
 
REPORT: RBT-3004-D OKLAHOMA MMIS DATE: MM/DD/CCYY 


PROCESS: RBTJD200 DRUG REBATE INVOICE TIME: HH:MM:SS 


LOCATION: RBT3004D DISPOSITION EXCEPTION PAGE: 99,999 


    Reporting Date: MM/DD/CCYY     
 


     CCN  INVOICE #     AMOUNT  
    APPLIED 


AMOUNT DISPOSITION 
     TO DATE 


BALANCE TO DISPOSITION AGE 


CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
CCYYJJJBBBSSS 99999-CCYYQ $999,999,999.99  $999,999,999.99   $999,999,999.99 999 
      
      
GRAND TOTALS  $999,999,999.99  $999,999,999.99   $999,999,999.99  


 
 
                                                     * * End of Report * * 
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Associated Programs 


Program Description 
rbt3004d Drug Rebate Invoice Disposition Exception Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-3500-M -- Drug Rebate Payments Received 
This report lists the drug rebate payments received within the specified time period. 


Technical Name 
RBT-3500-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Amount The dollar amount on the check 10 Number 
Cash Control Number The cash control number for the receipt 11 Character 
Check Date The date on the check 10 Date (MM/DD/CCYY)
Check Number The check number 9 Character 
Postmark Date The postmark date on the envelope in which the 


check came 
10 Date (MM/DD/CCYY)


Deposit Date The date the check was deposited by OHCA Finance 0 Date (MM/DD/CCYY)
Remitter The name of the remitter of the payment 40 Character 
Reporting Period The from and through dates for this report 10 Date (MM/DD/CCYY)
Total for this Period The total dollar amount received for this period 12 Number 
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Drug Rebate Payments Received Report Layout 
Report  : RBT-3500-M                                 OKLAHOMA MMIS                                         Run Date: 04/11/2002 
Process : RBTJM350                      MEDICAID MANAGEMENT INFORMATION SYSTEM                             Run Time:      13:04 
Location: RBT3500M                           DRUG REBATE PAYMENTS RECEIVED                                     Page:          1 
                                      REPORTING PERIOD: 03/01/2002 - 03/31/2002 
 
 
 
      REMITTER                             DEPOSIT     CASH CONTROL     CHECK         CHECK         POSTMARK           AMOUNT 
                                            DATE          NUMBER        NUMBER        DATE            DATE 
 
 
 AB GENERICS                               03/01/2002    3843016        6666666      02/25/2002    03/01/2002           $100.00 
 3 M                                       03/04/2002    3843017        132          03/01/2002    03/01/2002            $10.00 
 AVENTIS PHARMACEUTICALS                   03/04/2002    3843018        8218732      0             03/02/2002         $1,000.00 
 ABLE LABORATOROES                         03/08/2002    3843019        123656       01/01/2001    01/02/2001       $500,000.00 
 CLAY PARK LABS                            03/08/2002    3843020        555888888    01/01/2001    12/25/2000       $250,000.00 
 MYLAN LABS                                03/08/2002    3843021        23560        01/01/2001    0                $312,342.87 
 INTEGRITY PHARMACEUTICALS                 03/08/2002    3843022        98989898     03/02/2002    03/08/2002         $5,000.00 
 JEROME STEVENS PHARMACEUTICALS            03/27/2002    3843034        987898       03/24/2002    03/25/2002        $63,600.00 
 ABBOTT LABS                               03/27/2002    3843035        9898789      03/20/2002    03/22/2002     $1,227,000.00 
 
 
                                                                                         TOTAL FOR THIS PERIOD:   $2,359,052.87 
 
 
                                                   ** END OF REPORT ** 


Associated Programs 


Program Description 
drbt0350 Drug Rebate Payments Received Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-3600-Q -- Drug Rebate Receipts by Quarter 
This report lists the drug rebate receipts by invoice quarter to which they were applied. 


Technical Name 
RBT-3600-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Interest Amount applied to interest 13 Number 
Quarter Invoice Quarter to which payment was applied 5 Number 
Rebate Amount applied to rebates 13 Number 
Total Sum of the rebate and interest fields 13 Number 
Total Deposited Total amount deposited for drug rebate during the 


reporting period, regardless of whether it was  
dispositioned to invoice quarters. 


13 Number 


Total for this Period Sum of the 3 amount columns 13 Number 
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Drug Rebate Receipts by Quarter Report Layout 
 
Report  : RBT-3600-Q                                   OKLAHOMA MMIS                                       Run Date: 04/16/2002 
Process : RBTJQ360                        MEDICAID MANAGEMENT INFORMATION SYSTEM                           Run Time:      11:46 
Location: RBT3600Q                            DRUG REBATE RECEIPTS BY QUARTER                                  Page:          1 
                                        REPORTING PERIOD: 01/01/2003 - 03/31/2003 
 
 
 
                              QUARTER                REBATE              INTEREST         TOTAL 
 
 
                              4/2000               $149,890.00             $2.22       $149,892.22 
                              1/2001             $1,442,043.89             $0.00     $1,442,043.89 
 
 
                        TOTAL FOR THIS PERIOD:   $1,591,933.89             $2.22     $1,591,936.11 
 
 
                        TOTAL DEPOSITED:                                             $2,359,155.17 
 
 
                                                     ** END OF REPORT ** 


 


Associated Programs 


Program Description 
drbt0360 Drug Rebate Receipts by Quarter Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-4000-M -- Drug Rebate Dispute Summary by Invoice Period 
This report provides a comprehensive summary of dispute information for each invoice period. If an invoiced period has no 
activity it will not be listed on the report. 


Technical Name 
RBT-4000-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Amount of Resolved Disputes The total dollar amount of closed dispute details 


(CDE_STATUS = 1) for the specific invoice period. This 
field can be positive or negative. (Balance = New Rebate 
Claimed - Paid - Write-off). 


12 Number 


Dispute Amount The sum of the amount for all open dispute details 
(CDE_STATUS = 0) for the specified invoice period. This 
field can be positive or negative. 


12 Number 


Invoice Period The year and quarter of the invoice. This field displays the 
date in Q/CCYY format where Q indicates the quarter. 
Valid values for the quarter are 1-4. 


5 Number 


Labelers with Outstanding Disputes The total number of labelers with at least one open dispute 
detail (CDE_STATUS = 0) for the specific invoice period. 


8 Number 


Labelers with Resolved Disputes The total number of labelers with a closed status for all 
dispute details (CDE_STATUS = 1) for the specified 
invoice period. 


8 Number 
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Field Description Length Data Type 
NDCs in Outstanding Disputes The total number of NDCs with open dispute details 


(CDE_STATUS = 0) for the specified invoice period. 
8 Number 


NDCs in Resolved Disputes The total number of NDCs with closed dispute details 
(CDE_STATUS = 1) for the specified invoice period. 


8 Number 


Totals The sum of each field on the report. 13 Number 
 


Drug Rebate Dispute Summary by Invoice Period Report Layout 
 
 


REPORT RBT-4000-M OKLAHOMA MMIS DATE: MM/DD/CCYY 


PROCESS   DRUG REBATE DISPUTE SUMMARY REPORT TIME: HH:MM:SS 


LOCATION   REPORTING PERIOD: MM/DD/CCYY - MM/DD/CCYY PAGE: 99,999 


 
CURRENT QUARTER 
 


INVOICE 
PERIOD 


MBER OF LABELERS WITH    
UTSTANDING DISPUTES 


NUMBER OF NDCS 
IN DISPUTES 


AMOUNT OUTSTANDING DISPUTES 
 


UMBER OF LABELERS WITH 
RESOLVED DISPUTES 


F NDCS OF RESOLVED DISPUTES OF  
DISPUTES 


Q/CCYY 99,999,999 99,999,999 $9,999,999,999.99 99,999,999 99,999,999 9,999.99 
 
PRIOR QUARTER 
 


INVOICE 
PERIOD 


F LABELERS WITH OUTSTANDING 
DISPUTES 


NUMBER OF NDCS 
IN DISPUTES 


AMOUNT OUTSTANDING DISPUTES 
 


UMBER OF LABELERS WITH 
RESOLVED DISPUTES 


NDCS OF RESOLVED DISPUTES OF  
DISPUTES 


Q/CCYY 99,999,999 99,999,999 $9,999,999,999.99 99,999,999 99,999,999 9,999.99 
 
 
AGED QUARTERS 
 


INVOICE 
PERIOD 


F LABELERS WITH OUTSTANDING 
DISPUTES 


NUMBER OF NDCS 
IN DISPUTES 


AMOUNT OUTSTANDING DISPUTES 
 


UMBER OF LABELERS WITH 
RESOLVED DISPUTES 


NDCS OF RESOLVED DISPUTES OF  
DISPUTES 


/1994 - Q/CCYY 99,999,999 99,999,999 $9,999,999,999.99 99,999,999 99,999,999 9,999.99 
/1991 - 4/1993 99,999,999 99,999,999 $9,999,999,999.99 99,999,999 99,999,999 9,999.99 


     


999,999,999 999,999,999 $99,999,999,999.99  999,999,999 999,999,999 99,999.99 
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Associated Programs 


Program Description 
rbt4000m Drug Rebate Dispute Summary Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 







Section 13: Drug Rebate Reports Drug Rebate Procedures Manual 


13-74 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 


RBT-4001-M -- Drug Rebate Amounts Billed and Adjusted and Collected 
This report monitors drug rebate invoice amounts, adjustments, write-offs, and collection activities by invoice period. The 
report is used to compile data for the HCFA-64 report. 


Technical Name 
RBT-4001-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type
Adjustment Amount This amount represents a change in the dollar amount from the original 


invoice amount as a result of a rebate amount per unit change, resolved 
dispute and utilization adjustment that increases or decreases an 
outstanding or credit balance for the specified invoice period. 
(Adjusted Amount = Original Rebate Amount Claimed - Current 
Rebate Amount Claimed.) 


10 Number 


Collected  This amount represents the total dollar amount disposition to the 
specified invoice period 


10 Number 


Total Summarizes the subtotals for all activity totals for all invoice periods 12 Number 
Invoice Period The year and quarter of the invoice. This field displays the date in 


Q/CCYY format where Q indicates the quarter. Valid values for the 
quarter are 1-4. 


5 Number 


Original Amount Billed This field represents the Rebate Amount Claimed of the original 
invoice for the specified invoice period 


10 Number 


YearToDate) Summarizes the activity totals for each invoice period within a year 11 Number 
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Field Description Length Data Type
Rebates  
Receivable 


Uncollected = Original Invoice - Write-offs + or - Adjustments - 
Collected. This amount includes open disputes (CDE_STATUS = 0). 


10 Number 


Write-Off  The total dollar amount that will not be collected that has been written 
off 


10 Number 


Drug Rebate Amounts Billed and Adjusted and Collected Report Layout 
 


Report  : RBT-4001-M                                   OKLAHOMA MMIS                                      Run Date: 04/29/2002 
Process : RBTJM401                        MEDICAID MANAGEMENT INFORMATION SYSTEM                          Run Time:      11:12 
Location: RBT4001M                         DRUG REBATE QUARTERLY REBATE AMOUNTS                               Page:         11 
                                              BILLED, ADJUSTED, AND COLLECTED 
    
                                                   REPORT AS OF 03/31/2002 
    
    
INVOICE PERIOD      ORIGINAL AMOUNT            WRITE-OFF          ADJUSTMENT AMOUNT           COLLECTED          REBATES RECEIVABLE 
                         BILLED 
    
    1/2001            $4,206,188.20                $-0.10               $36,724.32         $4,079,361.04              $163,551.58 
    2/2001            $3,759,715.40                 $0.01              $364,088.82         $3,985,850.19              $137,954.02 
    3/2001            $4,561,684.08                 $0.00                    $0.00           $198,141.55            $4,363,542.53 
    4/2001            $4,000,000.00                 $0.00                    $0.00         $1,000,000.00            $3,000,000.00 
 
 
 YEAR TO DATE        $16,527,587.68                $-0.09              $400,813.14         $9,263,352.78            $7,665,048.13 
 
 
    TOTAL           $144,396,814.19           $-42,552.48          $-37,342,926.21        $98,134,801.81            $8,961,638.65 
 
                                                     ** END OF REPORT **     
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Associated Programs 


Program Description 
drbt0401 Drug Rebate Amounts Billed, Adjusted and Collected Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-5000-R -- Drug Rebate Resolution Statement 
This report notifies the manufacturer that the dispute for an invoice period has been closed. The report will provide the 
manufacturer with NDC detail data of the research and the dispute determination reached by OHCA for the specific invoice 
period. 


Technical Name 
RBT-5000-R 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Balance Due From Labeler This field represents the total re-calculated amount due from the 


labeler after subtracting any previous payment (Balance Due from 
Labeler = Balance of Units Due * Current Rebate Amount 
Claimed). This field can be either positive or negative. 


11 Number 


Balance Due The total amount of money owed by the labeler for the invoice 
period in question. 


11 Number 


Balance of Units Due This field represents the number of units due from the labeler for 
a specific NDC. (Balance of Units Due = Oklahoma New 
Adjusted Units - Units Paid by Labeler). This field can be either 
positive or negative. 


10 Number 


Credit Due Labeler The total amount of money owed to the labeler for the invoice 
period in question. 


11 Number 


Current Rebate Amount 
Claimed 


The current rebate amount due from the manufacturer for the 
specified invoiced period. (Current Rebate Amount Claimed =  


11 Number 







Section 13: Drug Rebate Reports Drug Rebate Procedures Manual 


13-78 Library Reference Number: OKDR/OHCA 
Revision Date: September 2002 


Version: 1.0 


Field Description Length Data Type 
Current Rebate Amount Per 
Unit 


The current rebate amount per unit reported to CMS by the labeler 
and provided to each state. This amount appears as zero when the 
NDC amount is reported as zero on the CMS quarterly rate tape. 


11 Number 


Description Provides the labeler with an explanation of the reason or 
resolution code for the closed NDCs for the specified invoice 
period 


100 Character 


Invoice Period The year and quarter of the invoice. This field displays the date in 
Q/CCYY format where Q indicates the quarter. Valid values for 
the quarter are 1-4. 


5 Number 


Labeler Code The unique five digit code that identifies each drug manufacturer. 
This number represents the first five digits of the National Drug 
Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug Rebate 
address file provided by CMS 


39 Character 


NDC The unique National Drug Code (NDC) that identifies each drug. 
This field will comprise the 4-digit product code, and the 2-digit 
package size code. 


6 Number 


Number of NDCs Resolved The number of NDCs closed for the specified invoice period 4 Number 
Oklahoma New Adjusted 
Units 


The Oklahoma Adjusted Units are the new total number of units 
after Oklahoma has resolved (closed) the disputed NDC for a 
specified invoice period 


13 Number 


Please Remit to the Following 
Address 


This is a literal field used only if the balance due is a positive 
amount owed by the labeler 


37 Character 


Reason Codes Displays all of the reason codes referenced in the report 1 Character 
Rebate Amount Paid by 
Labeler 


This total dollar amount paid by the labeler and dispositioned to 
the invoice detail, for the disputed NDC for the specified invoice 
period 


11 Number 


Reso Code This field displays the resolution code(s) for the specified closed 
dispute 


3 Character 
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Field Description Length Data Type 
Resolution Codes Displays all of the resolution codes referenced in the report 


 
1 Character 


Rsn Code This field displays the dispute reason code(s) for the specified 
closed dispute 


3 Character 


State Code The appropriate state abbreviation to indicate which Oklahoma 
Health Coverage Program is billing the labeler 


2 Character 


Subtotals This amount represents the total amount due for the following 
fields: Total Units Reimbursed to Provider, Current Rebate 
Amount Claimed, Units Paid by Labeler, Rebate Amount Paid by 
Labeler, Oklahoma New Adjusted Units, Balance of Units Due, 
and Balance Due from Labeler. 


14 Number 


Total Units Reimbursed to 
Provider 


This field displays the total number of units reimbursed to 
providers by OHCA for an NDC for the specified quarter. This 
field is populated with the number of units on the invoice detail 
when the dispute is opened each time. 


13 Number 


Units Paid by Labeler The total number of units for which payment has been made by 
the labeler 


13 Number 
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Drug Rebate Resolution Statement Report Layout 


         Report  : RBT-5000-R                                   OKLAHOMA MMIS                                            Run Date: 05/01/2002 
         Process : RBTJW300                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      13:11 
         Location: RBT5000R                           DRUG REBATE RESOLUTION STATEMENT                                       Page:          1 
                                                           INVOICE PERIOD: 3/2001                                                         
 
 
  LABELER CODE  00085        LABELER NAME  SCHERING                                   INVOICE PERIOD  1/1991       STATE CODE  OK  
 
  NDC       CURRENT         TOTAL UNITS  CURRENT REBATE         UNITS PAID    REBATE AMOUNT       OKLAHOMA      BALANCE OF      BALANCE   RSN   RESO 
           REBATE AMT       REIMBURSED   AMOUNT CLAIMED         BY LABELER       PAID BY        NEW ADJUSTED    UNITS DUE       DUE FROM  CDE   CODE 
            PER UNIT        TO PROVIDER                                          LABELER           UNITS                        LABELER  
 
0011-05      1.000000           100.000         $100.00             98.000          $98.00            90.000        -8.000        $-8.00 R,N,V  8,7,6 
  
  SUB TOTALS                    100.000                             98.000                            90.000                      $-8.00 
                                                $100.00                             $98.00                          -8.000            
  
  
                                                    NUMBER OF NDCS RESOLVED:           1                                             
  
                                                    CREDIT DUE LABELER:           $-8.00                                             
  
  
  
   REASON      DESCRIPTION                                                                                                           
    CODE                                                                                                                             
     N         Discontinued/Terminated NDC for which the shelf life expired more than a year ago                                     
     R         Utilization/quantity is inconsistent with pharmacy reimbursement                                                      
     V         No record of sales in State (Attach data source)                                                                      
  
 RESOLUTION    DESCRIPTION                                                                                                           
    CODE                                                                                                                             
     6         The 'Total Units Reimbursed' for this NDC have been adjusted by Oklahoma. Remit balance due                           
     7         Labelers unit of measure is different from the Oklahoma pharmacy reimbursement unit of measure                        
     8         Other                                                                                                                 


Associated Programs 


Program Description 
rbt5000r Drug Rebate Resolution Statement 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-5001-R -- Drug Rebate Claim Detail 
This report is a vital tool for analyzing pharmacy claim information when a manufacturer disputes an NDC for a specific 
invoice period. The report lists all claims associated with a specific NDC for an invoice period. It assists the Drug Rebate staff 
with identification of billing discrepancies by providers. Common discrepancies include provider/data entry errors and the 
wrong unit of measure that is used to validate and resolve drug rebate disputes. 


Technical Name 
RBT-5001-R 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Charged Amount The charged amount submitted for the drug dispensed for a specific 


Transaction Control Number 
9 Number 


Date Dispensed The date the drug was dispensed for a specific TCN 10 Date (MM/DD/CCYY)
Drug Description The drug description found on the drug reference tables as provided 


by First Data Bank 
30 Character 


Drug Form Unit of measure as reported by FDB. This indicates the basic drug 
measurement for performing reimbursement calculations. 


2 Character 


EAC Rate Estimated Acquisition Cost for the NDC on a specific TCN 8 Number 
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Field Description Length Data Type 
Est OK Paid Units Paid amount minus dispensing fee plus the co-payment amount 


divided by the EAC (if priced at EAC) or by MAC (if priced at 
MAC). If no MAC rate is available, pharmacy detail will display 
$9,999.00000 amount. If there is a MAC rate, both the EAC and 
MAC rate will display on pharmacy claim detail. In this case use the 
lowest amount of EAC or MAC per unit to calculate. 


9 Number 


MAC Rate The lower of the FMAC (Federal) or SMAC (State) unit price used 
to price  the NDC on a specific TCN, if applicable 


8 Number 


Invoice Quarter The year and quarter of the invoice. This field displays the date in 
Q/CCYY format where Q indicates the quarter. Valid values for the 
quarter are 1-4. 


5 Number 


Labeler Code The unique five digit code that identifies each drug manufacturer. 
This number represents the first five digits of the National Drug 
Code (NDC). 


5 Character 


Labeler Name The manufacturer labeler name as reported on the Drug Rebate 
address file provided by HCFA 


30 Character 


NDC Number The unique National Drug Code (NDC) that identifies each drug. 
This field will comprise the 5-digit labeler code, the 4-digit product 
code, and the 2-digit package size code. 


11 Number 


Number of Claims The number of details reported for a specific NDC and invoice 
period. This number should only count claims with a quantity greater 
than 0. 


10 Number 


Paid Amount The amount Oklahoma Health Coverage Programs reimbursed to the 
provider for a specific TCN. This amount represents the amount after 
co-pay or TPL has been deducted and the dispensing fee has been 
added. 


8 Number 


Pkg Desc Drug product container type as reported by First Data Bank 10 Character 
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Field Description Length Data Type 
Pkg Sze The package size in metric quantity used to derive a unit price as 


reported by FDB. It is the usual labeled quantity dispensed by the 
pharmacist, such as 100 tablets, 100 capsules, 20 ml vial, etc. 


11 Character 


Prof. Fee The dispensing fee paid to the provider by Oklahoma Health 
Coverage Programs for a specific TCN 


4 Number 


Provider Number Oklahoma Health Coverage Programs provider identification number 10 Character 
Quantity The quantity of the product dispensed for a specific TCN 11 Number 
RID Oklahoma Health Coverage Programs recipient identification 


number 
12 Number 


Rgn Code/TCN Transaction control number for the mother claim or daughter claim. 
The region code is the first two digits of the TCN and specifies the 
type of claim. 


13 Number 


Strength This represents the description of the drug potency in metric units. 
Displays drug strength and drug strength volume as reported by 
FDB. 


30 Character 


Totals Sum of the following columns: Quantity, Charged Amount, 
Professional Fee, and Estimated Paid Units 


11 Number 
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Drug Rebate Claim Detail Report Layout 
  


   REPORT: RBT-5001-R OKLAHOMA MMIS             DATE: MM/DD/CCYY 


PROCESS: RBT5001W DRUG REBATE CLAIM DETAIL TIME: HH:MM:SS 


LOCATION: RBTJW610   PAGE: 99,999 


     


LABELER 
CODE: 


99999 LABELER NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX INVOICE QUARTER: Q/CCYY 


      
NDC: 99999-9999-99 DRUG DESC XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX STRENGTH: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 


      
PKG DESC: XXXXXXXXXX PKG SZE: XXXXXXX9999 DRUG FORM: XX 


           
           


   RGN CODE/ 
     TCN  
 


PROVIDER 
 NUMBER 


     RID   DATE  
DISPENSED 


    QUANTITY     CHARGED 
    AMOUNT 


    PROF  
    FEE 


      PAID 
      AMOUNT 


   EAC 
   RATE 


   MAC 
   RATE 


     EST OK  
      PAID 
      UNITS 


9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
9999999999999 999999999x 999999999999 MM/DD/CCYY  99,999,999.999   9,999,999.99     99.99     999,999.99 999.99999 $999.99999     99,999.99 
           
Totals:    999,999,999.999  999,999,999.99 99,999.99 999,999,999.99   99,999,999.99 
           
           
    Number of Claims: 9,999,999,999      
           


 
                                                                              **END OF REPORT** 
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Associated Programs 


Program Description 
rbt5001r Drug Rebate Claim Detail Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-5002-R -- Drug Rebate Claim Utilization for Labeler 
This report serves as a vital tool for the manufacturer to analyze pharmacy claim information for a specific NDC and invoice 
period. Manufacturers use the report to identify billing discrepancies and to resolve disputes. It lists all claims associated with 
a specific NDC for an invoice period. 


Technical Name 
RBT-5002-R 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Charged Amount The charged amount submitted for the drug dispensed for a specific 


Transaction Control Number 
9 Number 


Date Dispensed The date the drug was dispensed for a specific TCN 10 Date (MM/DD/CCYY)
Drug Description The drug description found on the drug reference tables as provided 


by First Data Bank 
30 Character 


Drug Form Unit of measure as reported by FDB. This indicates the basic drug 
measurement for performing reimbursement calculations. 


2 Character 


Invoice Quarter The year and quarter of the invoice. The year and quarter of the 
invoice. This field displays the date in Q/CCYY format where Q 
indicates the quarter. Valid values for the quarter are 1-4. 


5 Number 


Labeler Code The unique five-digit code that identifies each drug manufacturer. 
This number represents the first five digits of the National Drug Code 
(NDC). 


5 Character 
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Field Description Length Data Type 
Labeler Name The manufacturer labeler name as reported on the Drug Rebate 


address file provided by HCFA 
30 Character 


NDC Number The unique National Drug Code (NDC) that identifies each drug. 
This field will comprise the 5-digit labeler code, the 4-digit product 
code, and the 2-digit package size code. 


11 Number 


Number of Claims The number of details reported for a specific NDC and invoice 
period. This number should only count claims with a quantity greater 
than 0. 


10 Number 


Paid Amount The amount Oklahoma Health Coverage Programs reimbursed to the 
provider for a specific TCN. This amount represents the amount after 
co-pay or TPL has been deducted and the dispensing fee has been 
added. 


8 Number 


Pkg Desc Drug product container type as reported by First Data Bank 10 Character 
Pkg Sze The package size in metric quantity used to derive a unit price as 


reported by FDB. It is the usual labeled quantity dispensed by the 
pharmacist, such as 100 tablets, 100 capsules, 20 ml vial, etc. 


11 Character 


Prof. Fee The dispensing fee paid to the provider by Oklahoma Health 
Coverage Programs for a specific TCN 


4 Number 


Provider Number Oklahoma Health Coverage Programs provider identification number 10 Number 
Quantity The quantity of the product dispensed for a specific TCN 11 Number 
Rgn Code/TCN Transaction control number for the mother claim or daughter claim. 


The region code is the first two digits of the TCN and specifies the 
type of claim. 


12 Number 


Strength This represents the description of the drug potency in metric units. 
Displays drug strength and strength volume as reported by FDB. 


30 Character 


Totals Sum of the following columns: Quantity, Charged Amount, 
Professional Fee, and Paid Amount. 


11 Number 
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Drug Rebate Claim Utilization for Labeler Report Layout  
 
 
REPORT: RBT-5002-R OKLAHOMA MMIS DATE: MM/DD/CCYY 


PROCESS: RBT5002W DRUG REBATE CLAIM UTILIZATION FOR LABELER TIME: HH:MM:SS 


LOCATION: RBTJW610   PAGE: 99,999  
     


LABELER CODE: 99999 LABELER 
NAME: 


XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX INVOICE 
QUARTER: 


Q/CCYY 


      


NDC: 99999-9999-99 DRUG DESC XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX STRENGTH: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 


      


PKG DESC: XXXXXXXXXX PKG SZE: XXXXXXX9999 DRUG FORM: XX 


 
  RGN CODE/ 
     TCN  
 


 PROVIDER 
  NUMBER 


  DATE  
DISPENSED 


   QUANTITY     CHARGED 
     AMOUNT 


    PROF  
    FEE 


       PAID 
      AMOUNT 


9999999999999 999999999x MM/DD/CCYY 99,999,999.999   9,999,999.99     99.99     999,999.99 
9999999999999 999999999x MM/DD/CCYY 99,999,999.999   9,999,999.99     99.99     999,999.99 
9999999999999 999999999x MM/DD/CCYY 99,999,999.999   9,999,999.99     99.99     999,999.99 
9999999999999 999999999x MM/DD/CCYY 99,999,999.999   9,999,999.99     99.99     999,999.99 
9999999999999 999999999x MM/DD/CCYY 99,999,999.999   9,999,999.99     99.99     999,999.99 
9999999999999 999999999x MM/DD/CCYY 99,999,999.999   9,999,999.99     99.99     999,999.99 
9999999999999 999999999x MM/DD/CCYY 99,999,999.999   9,999,999.99     99.99     999,999.99 
9999999999999 999999999x MM/DD/CCYY 99,999,999.999   9,999,999.99     99.99     999,999.99 
9999999999999 999999999x MM/DD/CCYY 99,999,999.999   9,999,999.99     99.99     999,999.99 
       
Totals:   99,999,999.999  999,999,999.99 99,999.99 999,999,999.99 
       
       
  Number of Claims: 9,999,999,999    
       


 
 
      **END OF REPORT** 
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Associated Programs 


Program Description 
rbt5002r Drug Rebate Claim Utilization for Labeler Report 
lp UNIX Print Command 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-9001-M -- Drug Rebate Outstanding Balance Letter and Summary Rpt 
The cover letter and report provides a summary of outstanding balances per manufacturer per invoice period, as well as an 
accumulated total for all invoice periods. The cover letter and summary report are sent to labelers in an effort to collect 
outstanding balances that have more that 68 days. A copy of the cover letter and summary report will be sent as notification to 
CMS in the event of repeated delinquency. 


Technical Name 
RBT-9001-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Rebate Adjustments This amount represents the adjusted dollar amount from the original 


invoice amount as a result of a rebate amount per unit change, 
resolved dispute or utilization adjustment that increases or decrease 
an outstanding or credit balance for the specified quarter. 


11 Number 


Rebates Written Off The total dollar amount that will not be collected that has been 
written off 


8 Number 


Rebates 
Collected 


This amount represents the total dollars of rebates collected to-date, 
through the end of the reporting period, applied to respective invoice 
periods. 


11 Number 


Current Rebate Amount Due The rebate amount that is still outstanding for the invoice 11 Number 
Ending Balance   The sum of Current Rebate Amount Due + Interest Due 11 Number 
Interest Billed The interest amount billed for the invoice 8 Number 
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Field Description Length Data Type 
Interest Collected The total dollar amount of interest applied to the drug rebate 


quarterly invoice during the reporting period 
8 Number 


Interest Due The interest amount that is still outstanding for the invoice 8 Number 
Interest Written-Off The interest amount that has been written-off 8 Number 
Invoice Period The year and quarter of the invoice. This field displays the date in 


Q/CCYY format where Q indicates the quarter. Valid values for the 
quarter are 1-4. 


5 Number 


Labeler Code The unique five digit code that identifies each drug manufacturer. 
This number represents the first five digits of the National Drug 
Code (NDC). 


5 Character 


Original Amount  
Invoiced  


This field represents the original invoice billed amount. 11 Number 


Totals Summarizes the collection activity totals for each labeler. 11 Number 
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 Drug Rebate Outstanding Balance Letter and Summary Report Layout 
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Associated Programs 


Program Description 
drbt9001 Late Payment Notification Letter 
sed Unix command stream editor 
lp UNIX Print Command 
sed Unix command stream editor 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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RBT-1 -- Drug Rebate Late Payment Reminder Letter 
This letter is sent out 38 days after the mailing date of the most recent quarter's invoicing cycle to all labelers who have an 
outstanding balance on that quarter's invoice. 
 


Technical Name 
RBT-1 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
No field descriptions identified 
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July 3, 2001 
 
50580 
BARBARA DYMOND 
JOHNSON & JOHNSON HEALTH CARE 
US RT 202 SOUTH 
P.O. BOX 300 
RARITAN, NJ  008869-0602 
 
Dear Labeler:  


 
Oklahoma Medicaid has not received a drug rebate payment from labeler 50580 for 4Q2000. 
According to CMS, OBRA 1990 requires manufacturers to remit payment to the state with 30 
days of the invoice; interest began to accrue as required by Section V of the rebate agreement.  
 
In order to avoid further action, please forward your check immediately. Checks should be made 
payable to the Oklahoma Health Care Authority, and mailed to the address below: 
 


Oklahoma Health Care Authority 
Attn: Finance Division, Revenue Processing 


P.O. Box 18299 
Oklahoma City, OK 73154-0299 


 
Rebate amounts are calculated based on a rebate amount per unit reported to CMS by your 
company. It is the responsibility of the manufacturer to calculate and use the correct unit rebate 
amount, the corrected unit rebate amount (URA) for each NDC and indicated changes to the 
State with the invoice payment.  In addition, whenever a URA change is made by a labeler, the 
corrected pricing information, on which the change is based, must be reported to CMS. 
 
If your payment has already been submitted, please disregard this notice and accept our 
thanks. Any questions concerning this matter, please contact the Drug Rebate unit at 405-522-
7327. 


 
Sincerely, 
 
 
Nancy Nesser, D. Ph 
Pharmacy Director                                   
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Associated Programs 


Program Description 
No associated Programs found 
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RBT-3 -- Drug Rebate Late Payment Notification Letter 
This letter is sent out 68 days after the mailing date of the most recent quarter's invoicing cyle to all labelers who have an 
outstanding balance due to the drug rebate program. 
 


Technical Name 
RBT-3 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
No field descriptions identified 
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00002 
ELI LILLY AND COMPANY 
RICHARD L. BROWN 
CORPORATE CENTER 
DROP CODE 4045 
INDIANAPOLIS, IN 46285-0000 
 
Dear Labeler: 
 
Attached for your review is a summary of the outstanding balance for each invoice period. Oklahoma 
Drug Rebate has accumulated a total outstanding balance due of $221,289.11 for the labeler code on the 
attached statement. OBRA 1990 requires that manufacturers remit payment to the State within 30 days 
after receipt of each quarterly rebate invoice. Section V states that interest will begin to accrue 38 days 
after the postmark date of each invoice. Interest is applied to disputed or unpaid amounts and late rebate 
payments but not to prior period adjustments of rebate amounts. It is the manufacturer’s responsibility to 
calculate interest and remit the interest due along with the late rebate payment.  
 
In accordance with CMS's dispute resolution process, a manufacturer may dispute items up to 38 days 
after receipt of the rebate invoice. Phase I of this dispute process includes resolution attempts between 
the State and manufacturer. Phase II begins if no agreement has been reached in Phase I. No later than 
one year from the 240th day of receiving the manufacturer’s dispute, a hearing will be scheduled. If no 
agreement is reached before the hearing through Mediation Review or Arbitration, the State will make 
available its State hearing mechanisms as defined in the statute and state law. 
 
The attached summary includes, in bold, invoices listed for which payment is over 68 days late. In order 
to avoid further action and to prevent assessment of additional interest, your check should be forwarded 
immediately to the address below: 


 
Oklahoma Health Care Authority 


Attn: Finance Division, Revenue Processing 
P.O. Box 18299  


 Oklahoma City, OK 73154-0299 
 
If payment has been made, please disregard this notice. Your compliance with the Medicaid program is 
appreciated. Should you have any question, please do not hesitate to contact this office at 405-522-7327 
to speak with your assigned Drug Rebate analyst. 
 
Sincerely, 
 
Nancy Nesser, D.Ph 
Pharmacy Director 
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Associated Programs 


Program Description 
No associated Programs found 
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RBT-INV-F -- Drug Rebate Federal Invoice Cover Letter 
This letter accompanies every Federal Drug Rebate Invoice that is sent out as part of the Drug Rebate program. 
 


Technical Name 
RBT-INV-F 


Distribution 


Destination    Copies   Media   Days of Week    
Drug Manufacturers     1     Paper    56 days past end of quarter  


Field Descriptions 


Field Description Data 
Type Length 


Labeler Address 1    This is the labeler address 1 in the address block.    Char    39    
Labeler Address 2    This is the labeler address 2 in the address block.    Char    39    
Labeler Address 3    This is the labeler address 3 in the address block.    Char    39    
Labeler City, State, Zip   This is the labeler city, state, zip in the address block.    Char    39    
Labeler Name    This is the labeler name in the address block.    Char    39    
Labeler Number    This is the labeler number in the address block.    Char    5    
Letter Date    This is the date printed on the top left of the letter.    Char    18    


Quarter    This is the quarter (in YYYY-QQ format) that is printed in the body of the 
letter.    Char    6    
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OMB Form No. 0938-0582 


Dear Drug Labeler: 
 


Enclosed is the Oklahoma Medicaid Federal Drug Rebate Invoice for Quarter, submitted on behalf of the Oklahoma Health Care Authority.  On your remittance, 
please include the invoice number, and return a completed copy of the Manufacturer’s Summary, together with your check made payable to: 


Oklahoma Health Care Authority 
Attn:  Finance Division, Drug Rebate 
P.O. Box 18299 
Oklahoma City, OK  73154-0299 


 


Enclosed is one or more of the Federal invoice reports described below: 
RBT-2000-Q  Drug Rebate Original Invoice (Current quarter only) 
RBT-2001-Q  Drug Rebate Utilization Invoice (Prior period replacement invoice for unit changes) 
RBT-2001A-Q  Drug Rebate Addendum for Rate Changes (Prior period replacement invoice for RAPU changes) 
RBT-2002-Q  Drug Rebate Invoice Summary (Plus/Minus labeler totals by period) 
RBT-2003-Q  Federal Manufacturer Remittance Summary (Please complete and return with remittance)  


 


If you are remitting State Supplemental rebates, in addition to Federal rebates, separate Supplemental cover letter and invoice reports are enclosed.  Please prepare two 
sets of ROSI and/or PQAS forms, one for Federal rebates and one for State Supplemental rebates. 
 


Upon receipt of the invoice(s), please review the invoice(s), and attempt an immediate resolution of any data discrepancies.  Within 38 days after the postmark of the 
State’s invoice, please pay rebates for all undisputed units, and notify the State of any utilization data you wish to dispute.  Disputes must be NDC specific and reason 
specific. 


 


Please direct all questions to Tom Simonson, Manager, Medicaid Drug Rebate Program,  
at (405) 522-7327, faxed to (405) 530-3236, or emailed to Tom.Simonson@okhca.org.   
Thank you for your cooperation. 


 


Sincerely, 


 
Nancy Nesser, D. Ph, J.D.                                                                                             


Pharmacy Director     


00002 
ELI LILLY AND COMPANY 
ROBERT DINKEL 
LILLY CORPORATE CENTER 
INDIANAPOLIS, IN 46285-0000 







Section 13: Drug Rebate Reports Drug Rebate Procedures Manual 


13-102 Library Reference Number: OKDR/OHCA 
Revision Date: September 2007 


Version: 3.1 


Associated Programs 


Program Description 
No associated Programs found 
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RBT-INV-S -- Drug Rebate Supplemental Invoice Cover Letter 
This letter accompanies every Supplemental Drug Rebate Invoice that is sent out as part of the Drug Rebate program. 
 


Technical Name 
RBT-INV-S 


Distribution 


Destination    Copies   Media   Days of Week    
Drug Manufacturers     1     Paper    56 days past end of quarter  


Field Descriptions 


Field Description Data 
Type Length 


Labeler Address 1    This is the labeler address 1 in the address block.    Char    39    
Labeler Address 2    This is the labeler address 2 in the address block.    Char    39    
Labeler Address 3    This is the labeler address 3 in the address block.    Char    39    
Labeler City, State, Zip 
   This is the labeler city, state, zip in the address block.    Char    39    


Labeler Name    This is the labeler name in the address block.    Char    39    
Labeler Number    This is the labeler number in the address block.    Char    5    
Letter Date    This is the date printed on the top left of the letter.    Char    18    


Quarter    This is the quarter (in YYYY-QQ format) that is printed in the body of the letter. 
   Char    6    
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Associated Programs 


Program Description 
No associated Programs found 
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OMB Form No. 0938-0582 


Dear Drug Labeler: 
 


Enclosed is the Oklahoma Medicaid State Supplemental Drug Rebate Invoice for Quarter, submitted on behalf of the Oklahoma Health Care Authority.  On your 
remittance, please include the invoice number, and return a completed copy of the Manufacturer’s Summary, together with your check made payable to: 


Oklahoma Health Care Authority 
Attn:  Finance Division, Drug Rebate 
P.O. Box 18299 
Oklahoma City, OK  73154-0299 


 


Enclosed is one or more of the State Supplemental invoice reports described below: 
RBT-2100-Q  Supplemental Rebate Original Invoice (Current quarter only) 
RBT-2101-Q  Supplemental Rebate Utilization Invoice (Prior period replacement invoice for unit changes) 
RBT-2101A-Q  Supplemental Rebate Addendum for Rate Changes (Prior period replacement invoice for RAPU changes) 
RBT-2102-Q  Supplemental Rebate Invoice Summary (Plus/Minus labeler totals by period) 
RBT-2103-Q  Supplemental Manufacturer Remittance Summary (Please complete and return with remittance)  


 


If you are remitting State Supplemental rebates, in addition to Federal rebates, separate Federal cover letter and invoice reports are enclosed.  Please prepare two sets of ROSI 
and/or PQAS forms, one for Federal rebates and one for State Supplemental rebates. 
 


Thank you for your willingness to participate in Oklahoma’s supplemental rebate program.  Through your efforts, you are helping to reduce the cost of providing pharmaceutical 
products to Medicaid members, and thereby allowing more members to be served. 
 


Please direct all questions to Tom Simonson, Manager, Medicaid Drug Rebate Program,  
at (405) 522-7327, faxed to (405) 530-3236, or email to Tom.Simonson@okhca.org.  
 


Sincerely, 


 
Nancy Nesser, D. Ph, J.D.                                                                                             
Pharmacy Director       


 


 
00003 
BRISTOL-MYERS SQUIBB 
LYNN LEWIS 
777 SCUDDERS MILL ROAD 
PLAINSBORO, NJ 08536-0000 
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Section 14: Drug Rebate Training 


Overview 


Drug Rebate Main Menu  


This is the main menu for the Drug Rebate subsystem.  It is accessed 
from the Main Menu by clicking the Reference button, then the Drug 
Rebate button. 


Drug Rebate Claim Detail Request  


This window is accessed through the Reference Drug Rebate Menu 
window. The Drug Rebate claim detail request system is used to order 
copies of claim detail of a specific NDC and quarter. The claim detail 
is used in the dispute process to identify claims that appear incorrect. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the Claim Detail 
button.  


Drug Rebate Invoice Detail Inquiry  


The Drug Rebate Invoice Detail Inquiry window will allow the user to 
view the most current invoice detail information at an National Drug 
Code (NDC) level for a specific invoice period.  The user has the 
ability to search for an invoice by entering labeler code and quarter.  
Once a valid invoice is displayed, the user will have the option to view 
historical detailed invoice activity such as payment information, 
adjustment information, invoice comments, and dispute information.   
This window is for inquiry only. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the Invoice Detail 
Inquiry button.  


Drug Rebate CCN Inquiry 


The Drug Rebate CCN Inquiry window allows the user to view all 
payment dispositions made to an invoice detail.  Multiple checks can 
be applied to an invoice. The window will display the Cash Control 
Number (CCN), check amount, postmark date of the check, dollars 
applied to the invoice, amount dispositioned, and the payment reason 
code.  If no data appears in the window, payments have not been 
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dispositioned for this invoice detail.  This window is for inquiry only. 
This window can be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, the Invoice Detail Inquiry 
button, and then the Payment CCNs button.  


Drug Rebate Adjustment Inquiry  


The Drug Rebate Adjustment Inquiry window will allow the user to 
view the detailed adjustment activity for an invoice detail.  The 
possible adjustments types are rebate amount per unit, provider 
utilization, and dispute resolutions.  When an invoice detail is 
modified by one of these three activities, the 'before picture' is 
captured on this window. This window is for inquiry only and no 
updates can be made. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button,  the Invoice Detail Inquiry 
button, and then the Adjustments button.                            


Drug Rebate Invoice Comments                                                                         


The Drug Rebate Invoice Comments window is used by the analyst to 
enter comments relating to a specific invoice.  All notes pertaining to 
verbal or written correspondence for a specific labeler and invoice 
period are entered in this window. 


The window can be accessed from the Main Menu in several ways: 


1. by clicking the Reference button, the Drug Rebate button, the 
Invoice Detail Inquiry button, and the Comments button. 


2. by clicking the Reference button, the Drug Rebate button, the 
Invoice Payment button, the Invoice Detail Disposition button, and 
the Comments button. 


3. by clicking the Reference button, the Drug Rebate button, the 
Invoice Payment button, the Invoice Detail Disposition button, the 
Dispute button, and the Comments button. 


4. by clicking the Reference button, the Drug Rebate button, the 
Labeler Dispute Select button, the Dispute Detail Resolution button, 
and the Comment button. 
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Drug Rebate Invoice Payment Application                                                              


The Drug Rebate Payment Application window will allow the user to 
inquire on payment information by Cash Control Number (CCN) or 
enter new payment information. The window allows the user to 
associate specific payment amounts on a check to the appropriate Drug 
Rebate invoice.  A check may be associated to multiple invoices. The 
window displays the check amount, postmark date, check date,  and 
the amount dispositioned to the check.  If the user enters labeler code 
or invoice period incorrectly,  the information can be deleted (if the 
payment application has no dollars dispositioned to the invoice 
application). The window will be accessed from the Main Menu by 
clicking the Reference button, the Drug Rebate button, and then the 
Invoice Payment button.                                        


Drug Rebate Payment Application Maintenance                                                          


The Drug Rebate Payment Application Maintenance window allows 
the user to add or change payment applications.  The system does not 
allow the user to change an application once it is posted to Financial.  
An application should be posted to Financial once all dollars have 
been posted to the NDC level.  This window connects the invoice with 
the check payment. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button,  the Invoice Payment 
button, and the Select button.                                             


Drug Rebate Invoice Detail Disposition                                                               


The Drug Rebate Invoice Detail Disposition window allows the user to 
associate specific payment amounts for an invoice to the appropriate 
invoice line item.  Invoice payment amounts can be associated to 
multiple line items.  The user must enter in the dollar amount for all 
disputed line items before selecting the Disposition Remainder button.  
Also any rebate amount per unit where NDC payments differ from the 
invoice will have to be entered.  An edit will be in place to verify that 
dispositioned amounts balance to total check amount. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, the Invoice Payment button, 
and then the Invoice Detail Disposition button.                     
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Drug Rebate Interest Maintenance                                                                     


This window is used to enter and monitor interest payments. It 
displays the current interest billed amount for the invoice that is 
displayed in the Drug Rebate Invoice Detail Disposition window, and 
the interest amount applied from a particular payment. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, the Invoice Payment button, 
the Invoice Detail Disposition button, and then the Interest button. 


Drug Rebate Invoice Detail Disposition Maintenance                                                   


The Drug Rebate Invoice Detail Disposition Maintenance allows the 
user to add or modify a payment disposition for a given Cash Control 
Number (CCN).  The window displays all payments made and the 
rebate amount claimed for the invoice detail in the first box. The first 
box is automatically populated.  The second box allows the user to 
input information.  The payment entered cannot be greater than the 
application amount in the Drug Rebate Invoice Payment Application 
window.  Once the payment is entered, a reason code needs to be 
selected to describe the entry. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button,  the Invoice Payment 
button, Invoice Detail Disposition button, and the Select button.          


Drug Labeler Address Inquiry                                                                         


The Drug Labeler Inquiry window is used to view drug labeler 
information including contact address information and participation 
status in the Drug Rebate program.  To view a labeler's information, 
the user must enter the labeler code into the next labeler field and click 
the Inquire button. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the Labeler Address 
Inquiry button.                                                     
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Drug Labeler Selection                                                                               


The Drug Labeler Selection window is used to view a list of drug 
labelers that meet the entered search criteria.  The user can search by 
labeler code or by labeler name.  One or more characters can be 
entered to search for name. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, the Labeler Address Inquiry 
button, and selecting 'List' from the Options menu.                 


Drug Labeler Address Maintenance                                                                     


The Drug Labeler Address Maintenance window is used to add new 
drug labelers or to maintain current addresses for drug labelers.  The 
window will display the manufacturer's name, address, and contact 
information.  It will contain the following four rebate contact 
addresses for the drug labeler:  Legal, Invoice, Technical, and 
ROSI/PQAS.  The invoice type will indicate the type(s) of media 
(paper/diskette/FTP) on which the labeler will receive the quarterly 
invoice.   


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, the Labeler Address Inquiry 
button, and selecting new from the Options menu drop-down.      


Drug Labeler Status List Update                                                                      


The Drug Labeler Status List Update window is used to view and 
maintain the effective and end dates for a drug labeler's participation in 
the Drug Rebate program.  The labeler code and name are populated 
from the Drug Labeler Inquiry window.  The information in this 
window will come from the CMS tape, and users will also be able to 
manually enter data. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the Labeler Address 
Inquiry button.                                                     
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Drug Rebate Labeler Invoice Inquiry                                                                  


The Drug Rebate Labeler Invoice Inquiry window will allow the user 
to retrieve invoices for a labeler.  The user can enter the labeler code 
or labeler name.  The 'invoice period' is optional.  This window will 
allow the user to easily see total dollars paid, written off, and disputed.  
The window also displays the total rebate amount balance due. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the Labeler Invoice 
Inquiry button.                                                         


Drug Rebate Labeler Dispute Selection                                                                


The Labeler Dispute Selection window is used for inquiry of a labeler 
with disputes and for entering invoices for which there are disputed 
details that have not been identified on the Invoice Payment 
Application window.  This window will allow the user to search by 
labeler code, name, or invoice period.  If no labeler code or invoice 
period is specified, all invoices with details in dispute will be 
displayed. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and Labeler Dispute Select 
button.                                                              


Drug Rebate Dispute Header Maintenance                                                               


The Dispute Header Maintenance window will allow the user to 
create, change, or delete invoice dispute information.  A dispute 
header can automatically be created from the Invoice Detail 
Disposition Maintenance window by using a reason code of '06' 
(Disputed NDC), but the analyst assigned field will be populated with 
'XXX'. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, the Labeler Dispute 
Selection button, and the Select button.                                    
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Drug Rebate Dispute Detail Resolution                                                                


This window allows users to enter or inquire on dispute detail 
information.  The user may enter dispute information when a payment 
is received.  If the labeler identifies disputes through written 
correspondence or pays $0 on all or a portion of details, the user will 
key the dispute information into this window.  This window will 
search on disputed line item/NDC disputes based upon the search 
criteria . The window can be accessed from the Main Menu in three 
ways: 


1. Click the Reference button, the Drug Rebate button, the Labeler 
Dispute Selection button, and the Dispute Detail Resolution button. 


2. Click the Reference button, the Drug Rebate button, the Invoice 
Detail Inquiry button, and the Dispute button. 


3. Click the Reference button, the Drug Rebate button, the Invoice 
Payment button, the Invoice Detail Disposition button, and the 
Dispute button.  


Drug Rebate NDC Invoice Inquiry                                                                      


This window is accessed through the Drug Rebate main menu by 
clicking NDC Invoice Inquiry button. OHCA can use the Drug Rebate 
NDC Invoice Inquiry window to view the historical transaction of a 
rebate NDC.  The window displays all of the original invoice, PPA, 
and dispute resolution transactions. It is useful when doing a 
comparative analysis of several different quarters. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the NDC Invoice 
Inquiry button.                                                             


Drug Rebate Late Payment Notice                                                                      


The Late Payment Notice Tracking window is used to inquire on late 
payment letters that have been sent to labelers for past due payments.  
A letter is sent to labelers to remind them that a Drug Rebate payment 
for a quarterly Drug Rebate invoice has not been received by OHCA.  
This window will identify the date a late payment letter was sent to the 
labeler, the invoice age, and the balance due. 
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The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the Notice Tracking 
button.                                                                 


Drug Rebate PHS-IHS History                                                                          


This window is used to view the Public Health Service  and Indian 
Health Service entities which are excluded from the Drug Rebate 
invoice process. The window displays the Medicaid provider number, 
provider name, entity type, invoice period, and number of claims 
extracted.  The window has inquiry ability to find a specific provider 
number and also allows the user to add a new provider number.  The 
window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the PHS/IHS 
Maintenance button.                                                              


PHS-IHS Provider Maintenance                                                                         


This window is used to inquire about, add, or maintain the Public 
Health Service and Indian Health Service entities which are excluded 
from the Drug Rebate invoice process. The window displays the 
Medicaid Provider Number, Provider Name, and Entity Type. The 
window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, the PHS/IHS Maintenance 
button, and then the Select button.                                                                               


PHS-IHS Provider Date Maintenance                                                                    


The PHS Provider Date Maintenance window is used to view, add, and 
maintain the PHS provider exclusion date entries. The window 
displays the start date segment and the end date segment.  The window 
will be accessed from the Main Menu by clicking the Reference 
button, the Drug Rebate button, the PHS/IHS Maintenance button, the 
Select button, and then the Dates button.                             


Postmark Date                                                                                        


The Postmark Date Maintenance window is used to enter the invoice 
postmarks to keep track of the invoice period, postmark date, and run 
date. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the Postmark Dates 
button.                                                                  
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Drug Rebate Application Posting                                                                      


The Drug Rebate Post Application window is used to track 
information that has been keyed into the Drug Rebate Invoice Payment 
Application window.<p>The window will be accessed from the Main 
Menu by clicking the Reference button, the Drug Rebate button, and 
the Post Applications button.               


Drug Rebate PPA Maintenance                                                                          


This window will allow the user to retrieve or modify a rate or a 
utilization amount to an invoice detail/National Drug Code.  The 
window will be used when a labeler identifies a rebate amount per unit 
change or a utilization change for a specific NDC in an invoice 
quarter.  The user must key in the NDC and the invoice quarter.  This 
search will retrieve the most current rebate amount per unit and 
utilization amount for the invoice detail.  The user will then have the 
ability to change the current rebate amount per unit and/or the 
utilization amount.  


This window can be accessed from two places.  The first method from 
the Main Menu is by clicking the Reference button, the Drug Rebate 
button, and the PPA Maintenance button.  The other method from the 
Main Menu is by clicking the Reference button, the Drug Rebate 
button, the Invoice Payment button, the Invoice Detail Disposition 
button, and the PPA button.                                          


Drug Rebate T-Bill Rate                                                                              


The Drug Rebate T-Bill Rate window is used to inquire, update, or add 
the 90-day Treasury bill auction rates on a weekly basis.  These rates 
are identified through CMS releases. The T-bill rates are used by the 
Drug Rebate unit to assess interest.  


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the T-bill button.         


Drug Rebate Invoice Write-Off                                                                        


This window allows the user to write-off amounts for a single detail or 
for all details with outstanding balances on an entire invoice.  A write-
off is most commonly a result of the $50 invoice tolerance level.  The 
user will search on the labeler code or invoice period and has the 
option to display the following: all invoice details that may require a 
write-off, invoice details that have been previously written-off, or 
interest information.  In addition, this window will allow the user to 
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correct a write-off on the detail and to accept a payment for an amount 
previously written-off.  This window allows the user to select multiple 
lines to be processed and assign a write-off reason code.  


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and then the Write-off's 
button.                                                                


Drug Rebate Interest Calculator                                                                      


This window will be used to calculate interest on an outstanding 
invoice balance. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and the Interest Calculator 
button.                                                             


Drug Rebate Unit Conversion                                                                          


This window will be used to view and maintain conversion 
information to be used in the invoicing process. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, and then the Unit 
Conversion button.                                                            


Drug Rebate Claim Detail                                                                             


This window will be used to view all claims related to an NDC for a 
specific invoice cycle or that were paid in a specified quarter. 


The window will be accessed from the Main Menu by clicking the 
Reference button, the Drug Rebate button, either the Invoice Detail 
Inquiry or the NDC Invoice Inquiry button, and then the Related 
Claims button.                                                                                 
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Detailed Training Guide 
I.   How to access the Drug Rebate main menu 


II.   How to view invoices 


III.  How to view related claims history 


IV.   How to view invoice payment history 


V.   How to view invoice adjustment history 


VI.   How to view/maintain/insert labeler information 


VII.   How to request claim detail information for a specific NDC/quarter 


VIII.    How to enter new or modify existing t-bill rates 


IX.    How to enter new or modify existing postmark dates 


X.    How to set up unit conversion for future invoice cycles 


XI.    How to calculate interest on a balance due 


XII.    How to view/maintain/insert Public Health Service (PHS) and/or Indian 
Health Service (IHS) provider information 


XIII.    How to process payments 


XIV.    How to create a prior period adjustment for an NDC 


XV.    How to view/maintain dispute information 


XVI.    How to perform write-offs 


XVII.    How to view late payment notifications 


XVIII.  How to post processed checks back to Financial 
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I. How to access the Drug Rebate Main Menu 


From the Application's Main Menu: 


1. Click the Reference button. 


2. Click the Drug Rebate button. 


II. How to view invoices 


Invoices can be viewed on the Invoice Detail Inquiry window.  There 
are three different ways to access this window from the Drug Rebate 
main menu. 


1. Click the Invoice Detail Inquiry button 


2. Enter the invoice number (labeler code + invoice quarter) for the 
invoice that you would like to view. 


3. Click the Inquire button. 


 


1. Click the Labeler Invoice Inqury button. 


2. Enter the labeler code and/or the invoice quarter for which you would 
like to search. 


3. Click the Search button. 


Note: Searching for a labeler and no associated quarter will bring back 
a row for each invoice sent to that particular labeler. 


Searching for a quarter and no associated labeler will bring back a row 
for each labeler invoiced in that particular quarter. 


4. Double-click the row containing the invoice that you would like to 
view, or highlight the row and click the Select button. 


 


1. Click the NDC Invoice Inquiry button. 


2. Enter the NDC (the invoice quarter is optional) for which you 
would like to search. 


3. Click the Search button. 


Note: Searching for an NDC and no associated quarter will bring back 
a row for each invoice containing that particular NDC. 
 


Method 1: 


Method 2: 


Method 3: 
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4. Double-click the row containing the invoice that you would like to 
view, or highlight the row and click the Select button. 


III. How to view related claims history 


There are two windows from which related claims history (Claim 
Level Detail window) can be viewed. 


Window 1: Invoice Detail Inquiry window 


1. From the Drug Rebate main menu, click the Invoice Detail Inquiry 
button. 


2. Enter the invoice number (labeler code + invoice quarter) for the 
invoice containing the NDC/quarter for which you would like to 
view related claims history. 


3. Click the Inquire button. 


4. Highlight the NDC for which you would like to see related claims 
history. 


5. Click the Related Claims button. 


Window 2: NDC Detail Inquiry window 


1. From the Drug Rebate main menu, click the NDC Detail Inquiry 
button. 


2. Enter the NDC (the invoice quarter is optional) for which you 
would like to view related claims history. 


3. Click the Search button. 


4. Highlight the NDC for which you would like to see related claims 
history. 


5. Click the Related Claims button. 


Regardless of which window you access the Claim Level Detail 
window from, it will automatically populate with all claims related to 
the NDC/quarter that was selected.   To view the claims originally paid 
in a particular quarter for an NDC, do the following from the Claim 
Level Detail window: 


1. Enter the original quarter paid for which you would like to view 
claims 


2. Delete the invoice cycle field 


3. Click the Search button 
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For more detailed information for a claim on the Claim Level Detail 
window, highlight the proper row and click the Claim button. 


For more detailed information for a provider on the Claim Level Detail 
window, highlight the proper row and click the Provider button. 


For more detailed information for an NDC on the Claim Level Detail 
window, highlight the proper row and click the NDC button. 


IV. How to view invoice payment history 


1. From the Drug Rebate main menu, click the Invoice Detail Inquiry 
button. 


2. Enter the invoice number (labeler code + invoice quarter) for the 
invoice for which you would like to view payment history. 


3. Click the Inquire button. 


If you would like to see payment history for the entire invoice, click 
the Invoice CCNs button. 


If you would like to see payment history for a particular NDC: 


1. Highlight the NDC for which you would like to see payment 
history. 


2. Click the Payment CCNs button. 
 


V. How to view invoice adjustment history 


1. From the Drug Rebate main menu, click the Invoice Detail Inquiry 
button. 


2. Enter the invoice number (labeler code + invoice quarter) for the 
invoice containing the NDC/quarter for which you would like to 
view adjustment history. 


3. Click the Inquire button. 


4. Highlight the NDC for which you would like to see adjustment 
history. 


5. Click the Adjustments button. 







Drug Rebate Procedures Manual Section 14: Drug Rebate Training 


Library Reference Number: OKDR/OHCA 14-15 
Revision Date: September 2002 
Version: 1.0 


VI. How to view/maintain/insert labeler information 


There are a couple of ways to access/insert labeler information. 
 
Method 1 - View: 


1. From the Drug Rebate main menu, click the Labeler Address 
Inquiry button. 


2. Select List from the Option drop-down menu. 


3. Enter at least a portion of the labeler code and/or at least a portion 
of the labeler name for which you are searching. 


4. Click the Search button. 


Note: The search will return a row for each labeler who name begins 
with the character(s) specified in the labeler name field.  The row 
containing the labeler code specified in the search will be highlighted.  
If no labeler code is specified, the first row containing a match of the 
characters in the labeler name specified in the search will be 
highlighted.  If a portion of the labeler code is specified, the row 
whose labeler code is next in the list of rows returned will be 
highlighted.  This makes it possible to retrieve rows, but still get the 
'No Match Found' error.  The error message will be returned whenever 
the labeler code is used as part of the search, unless an exact match for 
that labeler code is found. 


5. Double-click the row containing the labeler for which you would 
like to view information or highlight the proper row and click the 
Select button. 


 
Method 1 - Maintain: 


After completing the steps listed in the 'Method 1 - View' section 
above, the following steps are necessary to modify labeler address 
information: 


1. Double-click inside the box containing address information or 
select Address from the Options drop-down menu. 


2. Make any necessary changes. 


3. Click the Save button. 
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Method 1 - Insert: 


1. From the Drug Rebate main menu, click the Labeler Address 
Inquiry button. 


2. Select List from the Option drop-down menu. 


3. Click the New button 


4. Insert the labeler information 


5. Click the Save button. 
 
Method 2 - View: 


1. From the Drug Rebate main menu, click the Labeler Address 
Inquiry button. 


2. Enter the labeler code for which you would like to see the 
associated information. 


3. Click the Inquire button. 
 
Method 2 - Insert: 


1. From the Drug Rebate main menu, click the Labeler Address 
Inquiry button. 


2. Select New from the Options drop-down menu. 


3. Insert the labeler information 


4. Click the Save button. 
 
Update/Add Labeler Participation Segments: 


A labeler's first participation date range can be added on the Drug 
Labeler Effective Date window, which is only opened the first time 
information is entered for a particular labeler.  To add a participation 
date segment for a labeler at any other time, do the following: 
 


1. Complete the steps listed in either the 'Method 1 - View' or 'Method 
2 - View' sections above. 


2. Double-click inside the box containing participation date 
information or select Status from the Options drop-down menu. 


3. Verify the end date of the most recent participation segment, if it 
exists. 


4. Click the New button. 


5. Enter the new participation begin date. 


6. Click the Save button. 
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Note: The participation end date will default to 22991231.  This date 
can be modified if necessary. 
 


VII. How to request claim detail information for a specific NDC/quarter 


Claim detail requests are made from the Drug Rebate Claim Detail 
Request window.  In order to make a claim detail request, do the 
following from the Drug Rebate main menu: 
 


1. Click the Claim Detail button. 


2. Click the New button. 


3. Enter the NDC and quarter for which you would like to request 
claim detail information. 


4. Click the Save button. 


Note: Once a claim detail request has been saved, it cannot be 
modified.  In can be deleted, however.  To delete a claim detail 
request, simply highlight the row containing the request that you 
would like to delete and click the Delete button. 


Each night, two claim detail reports (RBT-5001-R and RBT-5002-R) 
will be generated for each of the requests in this window.  After the 
reports have been generated, the information in the window will be 
deleted. 
 


VIII.  How to enter new or modify existing t-bill rates 


To add a new t-bill rate, do the following from the Drug Rebate main 
menu: 
 


1. Click the T-Bill Rate button. 


2. Click the New button. 


3. Enter the Effective Date and the T-Bill Rate. 


4. Click the Save button. 


To modify an existing t-bill rate or effective date, perform the 
following steps: 


1. Click in the field that you would like to change. 


2. Make the necessary change. 
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3. Click the Save button. 


To delete an existing t-bill rate or effective date, simply highlight the 
row to be deleted and select Delete from the File drop-down menu.  


IX.  How to enter new or modify existing postmark dates   


To enter a new postmark date or modify and existing postmark date, 
do the following from the Drug Rebate main menu: 


1. Click the Postmark Dates button 


2. Click in the Mail Date field that you would like to edit (focus 
defaults to the first row on window opening) 


3. Enter the Mail Date 


4. Click the Save button 


X.  How to set up unit conversion for future invoice cycles 


To set up a unit conversion, do the following from the Drug Rebate 
main menu: 


1. Click the Unit Conversion button 


2. Enter the NDC for which you would like to set up a unit conversion 


3. Click the New button 


4. Enter the Begin Quarter.  This the first quarter in which the 
conversion will take place. 


Note: The Begin Quarter must be greater than the last invoice cycle 
run. 


5. Enter the End Quarter.  This is the last quarter in which the 
conversion will take place. 


6. Enter the unit being converted from 


7. Enter the unit being converted to 


8. Enter the ratio being converted from 


9. Enter the ratio being converted to 


10. Click the Save button 


In order to delete a unit conversion, simply highlight the row to be 
deleted and click the Delete button. 


Note: If a unit conversion has already been included in part of an 
invoice cycle, it cannot be deleted. 
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One more note: Once a unit conversion has been saved, the only field 
that be changed is the End Quarter (unless you delete the entire row). 
 


XI.  How to calculate interest on a balance due 


To calculate the interest due on an outstanding balance, do the 
following from the Drug Rebate main menu: 


1. Click the Interest Calculator button 


2. Enter the Begin Date of the interest calculation 


Note: The Begin Date must be greater than 1/7/1991, as this is the date 
of the earliest t-bill rate that we have on record. 


3. Enter the End Date of the interest calculation 


Note:  If the End Date exceeds the date of the most recent t-bill rate on 
record, the user will be warned but the calculation will be allowed to 
take place. 


4. Enter the Principal Amount on which interest is to be calculated 


5. Click the Calculate button 


XII.  How to view/maintain/insert Public Health Service (PHS) and/or Indian 
Health Service (IHS) provider information 


To view PHS/IHS provider claims that have been excluded from Drug 
Rebate invoice processing, simply click the PHS/IHS Maintenance 
button on the Drug Rebate main menu. 


To view a complete list of PHS/IHS providers on file, do the following 
from the Drug Rebate main menu: 


1. Click the PHS/IHS Maintenance button (opens the PHS/IHS 
History window) 


2. Click the Select button (opens the PHS/IHS Provider Maintenance 
window) 


To view participation segments for an individual provider from the 
PHS/IHS Provider Maintenance window, double-click the row 
containing the provider whose participation segments you would like 
to view or highlight the row and click the Dates button. 


To search for a particular provider in the PHS/IHS Provider 
Maintenance window: 
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1. Enter the provider number and service location code in the Next 
Provider ID field 


2. Click the Inquire button 


A new PHS/IHS provider can be added by either clicking the New 
button on the PHS/IHS History window or by clicking the New button 
on the PHS/IHS Provider Maintenance window, then doing the 
following: 


1. Enter the Provider ID and service location code (the provider name 
will populate automatically) 


2. Select the Entity Type from the drop-down 


3. Click the Save button 


Note: Each time PHS/IHS provider information is saved, the PHS/IHS 
Provider Date Maintenance window be open automatically. 


4. Enter the Start Date and End Date segments 


5. Click the Save button 


Note: New participation segments can be added from the PHS/IHS 
Provider Date Maintenance window by doing the following: 


1. Click the New button 


2. Enter the Start Date and End Date segments 


3. Click the Save button 


XIII.  How to process payments 


To process payments, do the following from the Drug Rebate main 
menu: 


1. Click the Invoice Payment button (the Drug Rebate Invoice 
Payment Application window will open) 


2. Enter the CCN of the payment to be processed. 


3. Click the Search button 


If the CCN has not yet been assigned to a labeler/quarter, perform the 
following steps: 


4. Enter the Postmark Date of the payment 
 
Note: The Postmark Date will not be saved until the CCN is applied to 
at least one labeler/quarter 
 
Creating Labeler/Quarter Segments: 
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5. Click the new button (the Drug Rebate Payment Application 
Maintenance window will open) 


6. Enter the Labeler Code for whom payment is to be applied 


7. Enter the Invoice Quarter for which payment is to be applied 


8. Enter the dollar amount to be applied to this quarter 


9. Click the Save button or push Enter 


Repeat steps 5-9 until all applicable labeler/quarter segments have 
been applied. 


Note: Corrections to the labeler/quarter segments (amount field only) 
can be made by double-clicking the proper row or by highlighting the 
row and clicking the Select button.  Once money from a segment has 
been applied to the NDC level, however, the amount cannot be 
changed to a value that is lower than the dispositioned amount. 


Any labeler/quarter segment can be deleted as long as none of its 
money has been applied to the NDC level.  To delete a labeler/quarter 
segment, do the following from the Drug Rebate Invoice Payment 
Application window: 


1. Highlight the row to be deleted 


2. Select Delete from the File drop-down menu 


Dispositioning to the NDC Detail Level: 


To access the NDC level of the quarter specified in the labeler/quarter 
segment, perform the following steps: 


1. Highlight the proper labeler/quarter segment 


2. Click the Invoice Detail Disposition button 


Important Note: The Invoice Detail Disposition button will be disabled 
for all rows that contain a positive applied amount until all rows that 
contain a negative applied amount have been fully dispositioned to the 
NDC level.  The Total Amount Applied must also be less than or equal 
to the check amount for the positive labeler/quarter segments to be 
enabled.  For this reason, all negative labeler/quarter segments must be 
worked before the positive segments. 


Once you have accessed the NDC detail level, you have two options 
for dispositioning the money.  The recommended method is as 
follows: 


1. Process all prior period adjustments, if applicable. 
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 There are three ways to process prior period adjustments, but 
this section will only include the two that fall within this area.  
The third way will be covered in a later section. 


 
Method 1: 


1. Highlight the row containing the NDC to be adjusted 


2. Click the PPA button 


3. Enter the new rate and/or new units 


4. Click the Post Adjustment button 


5. Click the Exit button 


6. Repeat steps 1-5 for all NDCs to be adjusted 
 
Method 2: 


1. Highlight the row containing the NDC to be adjusted 


2. Click the PPA button 


3. Enter the new rate and/or new units 


4. Click the Post Adjustment button 


5. Enter the next NDC to be adjusted and click the Search button 


6. Repeat steps 3-5 for all NDCs to be adjusted 


Before or after (it doesn’t matter which) posting the adjustment, 
payment for the NDC should be recorded by doing the following: 


1. Double-click the row containing the NDC in question or highlight 
the row and click the Select button 


2. Enter the payment amount 


3. Select the proper payment reason code.  


4. Select the prior period adjustment code(s) related to this NDC. 


Note: Up to three adjustment codes can be selected, but each code must 
be selected from a different drop-down. 


5. Click the Save button 


6. Click the Exit button 
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2. Process all disputes 


There are two ways to process disputes, but this section will only 
include the one that falls within this area.  The second way will be 
covered in a later section. 


 
Method 1: 


1. Double-click the row containing the NDC being disputed or 
highlight the row and click the Select button. 


2. Enter the payment amount. 


3. Select '6' from the Payment Reason drop-down. 


4. Enter any prior period adjustment (not dispute) codes related to 
this NDC. 


5. Click the Save button. 


6. Click the Dispute button. 


7. Highlight the row containing current NDC being processed. 


8. Enter the Total Units Paid. 


9. Enter the dispute Reason Code(s).   


10. Note: Up to three codes can be entered without spaces.  To see a 
list of all dispute codes, double click in the Reason Code field. 


11. Click the Save button. 


12. Click the Exit button. 


13. Repeat steps 1-11 for all NDCs in dispute. 


3. Process all payment errors 


On occasion, a labeler may submit faulty payment information.  For 
instance, they might submit a form that display the rebate amount to be 
$10 for an NDC when the actual rebate amount on the invoice was 
$11.  In these cases, the user should do the following from the Drug 
Rebate Invoice Detail Disposition window: 


1. Double-click the row containing the NDC being disputed or 
highlight the row and click the Select button. 


2. Enter the payment amount. 


3. Select '7' from the Payment Reason drop-down. 


4. Enter any prior period adjustment codes related to this NDC. 
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5. Click the Save button. 


6. Repeat steps 1-6 for all NDCs with payment errors. 
 


4. Click the Disposition Remainder button.   


As long as the amount to disposition equals the sum of the rebate 
amounts due for all NDCs in the invoice (except NDCs with payment 
errors, NDCs in dispute, and NDCs whose balances been partially or 
completely written-off), the proper payment will be applied to each 
NDC automatically. 


The other method for applying payment to the NDC level is to process 
each NDC individually.  This method does not require the user the 
process prior period adjustments, disputes, and payment errors first.  
To apply payment to an individual NDC, do the following from the 
Drug Rebate Invoice Detail Disposition window: 
 


1. Double-click the row containing the NDC being disputed or 
highlight the row and click the Select button. 


2. Enter the payment amount. 


3. Select the proper payment reason code.   


4. Select any prior period adjustment (not dispute) codes related to this 
NDC. 


5. Click the Save button. 


6. Click the Exit button. 


7. Process prior period adjustments for the NDC, if necessary. 


8. Process any dispute for the NDC, if necessary. 


9. Repeat steps 1-8 for every NDC in the invoice. 
 


To apply an interest payment to the labeler/quarter level, do the 
following from the Drug Rebate Invoice Detail Disposition window: 


1. Click the Interest button 


2. Enter the Interest Amount applied from this particular CCN 


3. Click the Save button  
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To modify the interest amount billed for a particular invoice, do the 
following from the Drug Rebate Invoice Detail Disposition window: 


1. Click the Interest button. 


2. Enter the Interest Billed amount for this particular invoice. 


3. Click the Save button. 


XIV.  How to create a prior period adjustment for an NDC 


Two methods for processing prior period adjustments for an NDC or 
group of NDCs are mentioned in Section XIII above.  The third 
method is as follows: 


1. From the Drug Rebate main menu, click the PPA Change button. 


2. Enter the NDC and quarter for which the adjustment needs to be 
made. 


3. Enter the new rate and/or new units. 


4. Click the Post Adjustment button. 


5. Enter the next NDC/quarter to be adjusted and click the Search 
button. 


6. Repeat steps 3-5 for all NDCs to be adjusted. 


XV.  How to view/maintain dispute information 


One method for processing disputes is mentioned in Section XIII 
above.  The other method is as follows: 


1. From the Drug Rebate main menu, click the Labeler Dispute Select 
button. 


2. Click the New button. 


3. Enter the Labeler Code involved in the dispute. 


4. Enter the Invoice Period of the dispute. 


5. Enter the date on which the dispute was received. 


6. Enter the initials of the analyst assigned to resolving the dispute 
(XXX is the default). 


7. Click the Save button. 


8. Highlight the newly created row and click the Dispute Detail 
Resolution button. 


9. Click the New button. 
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10. Enter the NDC being disputed . 


11. Enter the Total Units Paid. 


12. Enter the dispute Reason Code(s).   


Note: Up to three codes can be entered without spaces.  To see a list of 
all dispute codes, double click in the Reason Code field. 


13. Click the Save button. 


14. Repeat steps 9-13 for all NDCs in dispute. 
 
 
To view or update previously created dispute information, do the 
following from the Drug Rebate main menu: 
1) Click the Labeler Dispute Select button 
2) Highlight the row containing the labeler/quarter for which you 
would like to view dispute information 
3) Click the Dispute Detail Resolution button 
4) Make the necessary modifications 
5) Click the Save button 
 
To close an outstanding dispute, do the following from the Drug 
Rebate main menu: 
1) Click the Labeler Dispute Select button 
2) Highlight the row containing the labeler/quarter for which you 
would like to view dispute information 
3) Click the Dispute Detail Resolution button 
4) Enter the Oklahoma Adjusted Units (the final determination of units 
owed) 
5) Enter one to three resolution codes for the dispute 
Note: To see a list of all resolution codes, double-click in the 
Resolution Code field. 
6) Change the dispute status to Closed 
7) Click the Save button 
 
Once all disputes for a particular invoice have been closed, the user 
should click the Batch Print button.  This will cause a Dispute Detail 
Resolution Report (RBT-5000-R) for that invoice to be printed that 
night. 
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XVI.  How to perform write-offs 
 
To perform a write-off of an NDC balance, do the following from the 
Drug Rebate main menu: 
 
1) Click the Write-Off's button 
2) Enter the labeler code for whom you want to write-off an NDC 
balance 
3) Enter the invoice period for which you want to write-off and NDC 
balance 
4) Click the Search button or push Enter 
5) Highlight the row containing the NDC whose balance you would 
like to write-off. 
6) Select a write-off reason from the drop down 
7) Click the Write-Off button 
 
To write-off all NDC balances for a particular labeler/quarter, do the 
following from the Drug Rebate Invoice Write-Off window: 
1) Make sure that the 'Outstanding Details' radio button is checked. 
2) Click the 'All' radio button 
3) Click the Write-Off button 
 
To reverse an NDC balance that was previously written-off, do the 
following from the Drug Rebate Invoice Write-Off window: 
1) Click the 'Written Off Details' radio button 
2) Highlight the row containing the NDC whose written-off balance 
you would like to reverse. 
3) Click the Reverse button 
 
To write off interest for a particular labeler quarter, do the following 
from the Drug Rebate Invoice Write-Off window: 
1) Click the 'Interest Details' radio button 
2) Enter the Interest Write-off amount 
3) Select the write-off reason from the drop down 
4) Click the Write-Off button 
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XVII.  How to view late payment notifications 
 
To view late payment notifications, do the following from the Drug 
Rebate main menu: 
 
1) Click the Notice Tracking button 
2) Enter the labeler code for whom you want to see any late payment 
notifications 
3) Enter the invoice quarter for which you want to see any late 
payment notifications (optional) 
Note: If the invoice quarter is not specified, the search will return all 
late payment notifications for this labeler. 
4) Click the Search button 


XVIII.  How to post processed checks back to Financial 
 
To post processed checks back to Financial, do the following from the 
Drug Rebate main menu: 
 
1) Click the Post Applications button 
2) Click the check box next to each CCN to be posted back to 
Financial 
(Click the Select All button if you would like to post all listed CCNs 
back to Financial) 
3) Click the Post button 
 
Note: Only CCNs that have been fully dispositioned can be posted 
back to Financial.  Once posted back to Financial, the CCN will no 
longer appear on this window. 
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Glossary 


This glossary defines the universal terms of the OHCA as presented in the Request 
for Proposals (RFP).   


AB Aid to the Blind 


ABD Aged, Blind and Disabled; references the SSA eligibility programs for these 
populations. 


(Microsoft or MS) 
Access 


PC-based database management system and application development language, 
made by Microsoft, that assists with the transfer of data into reports, invoices, and 
so forth. 


Ad Hoc Report A report produced for a particular purpose and not intended to become a permanent 
reporting requirement. Claim detail reporting in support of SURS is a part of 
normal SURS operations and is not included as an ad hoc report. 


ADA  American Dental Association 


Adjudicated Claim  A claim that has reached final disposition such that it is either to be paid or denied. 


Adjustment  A transaction that changes any information on a claim that has been adjudicated. 


AFDC  Aid to Families with Dependent Children 


AHCPR  Agency for Health Care Policy Research 


Allowed Amount  The amount payable or covered by the Oklahoma Medicaid Program. 


ALOS  Ambulatory Length of Stay 


ANSI  American National Standards Institute, an accepted standards-setting body for the 
computer industry. 


APD  Advance Planning Document – a document utilized to request enhanced federal 
financial participation. 


API  Application program interface 


AR  Accounts Receivable 


ASC Ambulatory surgical center 


ASCII American Standard Code for Information Interchange 


AVR(S)  Automated voice response eligibility verification (system) 


AWP  Average wholesale price 


BENDEX  Beneficiary data exchange system; a file containing data from HCFA regarding 
persons receiving benefits from the Social Security Administration. 


Bill  As refers to a bill for medical services, the submitted claim document, or EMC 
record; may contain one or more services performed. 
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Business Days  Official hours of operation based on a five (5)-day workweek, excluding Saturdays, 
Sundays, and official State of Oklahoma holidays. 


Buy-In  A procedure whereby the State pays a monthly premium to the Federal government 
on behalf of eligible medical assistance clients to enroll them in the Medicare  
Part B program. 


Capitated Service  Any Medicaid-covered service for which the contractor receives capitation 
payment. 


Capitation  A contractual arrangement through which a health plan or other entity agrees to 
provide specified health care services to enrollees for a specified prospective 
payment per member, per month. 


Capitation Claim  The monthly claim created by the MMIS which represents a specified prospective 
payment per member, per month for contracted health care services through a 
health plan or other entity. The payment is made to the health plan or other entity. 


Capitation Rate  The amount paid per member, per month for services provided at risk. 


CASE  Computer-aided software engineering 


Case Management  A health care method in which medical, social, and other services for a recipient 
are coordinated by one (1) entity. 


Case Manager  An individual who coordinates, monitors, and ensures that appropriate and timely 
care is provider to the recipient. 


CASS  USPS form #3553 


CD-ROM  Compact disk – read only memory 


Certification  Refers to the process utilized by HCFA to determine that an MMIS meets 
minimum requirements to be eligible for federal financial participation. 


CFR  Code of Federal Regulations 


CICS  Customer Information Control System, a communication manager software used 
for on-line applications in an IBM mainframe environment. 


Claim  A provider’s request for reimbursement for health care service delivery, the 
definition for vendor reimbursement purposes is included in the body of the ITB. 


Clean Claim  A claim which can be adjudicated without obtaining additional information from 
the provider of service or a third party; clean claims do not include claims from a 
provider that is under investigation for potential fraud and/or abuse or claims that 
routinely suspend even if due to billing errors by the provider. 


CLIA  Clinical Laboratory Improvement Act of 1988; a federally mandated set of 
certification criteria and a data collection and monitoring system to ensure proper 
certification of clinical laboratories. 


COBOL II  Common Object Business-Oriented Language, a programming language 
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Contract  Referring to the written, signed agreements resulting from the RFP, for the 
implementation and operation of an MMIS and Contractor services for the State of 
Oklahoma, unless context clearly requires otherwise. 


Contract 
Amendment  


Any written alteration in the specifications, delivery point, rate of delivery, contract 
period, price, quantity, or other contract provisions of any existing contract, 
whether accomplished by unilateral action in accordance with a contract provision, 
or by mutual action of the parties to the contract; it shall include bilateral actions, 
such as change orders, administrative changes, notices of termination, and notices 
of the exercise of a contract option.  


Contractor  Bidder with whom the State has successfully executed a contract under this RFP. 
Fiscal Agent may refer to contractor within this document. 


Cost Avoidance  The payment methodology of avoiding part or all of Medicaid's payment when a 
third party resource is available to pay a claim. 


CPAS  Claims Processing Assessment System, an automated claims database used by the 
State for contractor quality control reviews. 


CPHA  Committee on Professional and Hospital Activities, which submits update tapes to 
the states for ICD-9-CM. 


CPT-4  Common Procedure Terminology, 4th Revision 


CPU  Claims Processing Unit 


DSMD  Data Systems Management Division 


Days  A twenty-four (24) hour period between midnight and midnight; regardless of 
whether or not it occurs on a weekend or holiday; it is a calendar day unless 
otherwise specified. 


DBMS  An integrated (object-oriented or relational) comprehensive database management 
system, including all data and all internal and linked databases. 


DDI  Design, development, and implementation 


DDSD  Developmental Disability Services Division 


DEA  Drug Enforcement Agency 


DEERS/CHAMPUS  Defense Enrollment Eligibility Reporting System/Civilian Health and Medical Plan 
of the Uniformed Services. 


DHS  State of Oklahoma Department of Human Services 


Deliverable  A product of a task milestone or MMIS requirement 


Denied Claim  A claim for which no payment is made because the claim is for noncovered 
services, is for an ineligible client, was performed by an ineligible provider, is a 
duplicate of a previously paid claim, or does not otherwise meet OCHA payment 
standards. 


DESI  Drug-effectiveness source identifier 
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DHHS  U.S. Department of Health and Human Services 


DHS  Oklahoma Department of Human Services 


DIS  Detailed Implementation Schedule 


DME  Durable Medical Equipment 


DMERC  Medicare durable medical equipment crossover file 


DRS  Oklahoma Department of Rehabilitation Services 


DSS  Decision Support System 


DTL  Detail 


DUR  Drug Utilization Review 


DUR Board  The State’s Drug Utilization Review Board, composed of physicians, pharmacists, 
and others experienced in drug therapy problems; the Board makes 
recommendations to the Oklahoma Medicaid Agency on DUR policies and 
procedures. 


EAC  Estimated acquisition cost for drugs 


EPSDT  Early and periodic screening, diagnosis, and treatment for medical, dental, vision, 
and hearing services. 


ECM  Electronic claims management 


ECS  Electronic claims submittal 


EDI  Electronic data interchange 


EFT  Electronic funds transfer 


EIS  Executive Information System 


Eligibility Files  The VSAM files which contain Medicaid recipient eligibility data. The Master 
Eligibility File (PS/2) is currently maintained by DHS on the State of Oklahoma 
mainframe and the files are transferred to the fiscal agent. The fiscal agent 
currently loads this file to create the Recipient Eligibility File for use in processing 
claims. 


EMC  Electronic media claims 


Encounter  A record of a medically related service (or visit) rendered to a Medicaid recipient 
who is enrolled in a participating health plan during the date of service; it includes 
(but is not limited to) all services for which the health plan incurred any financial 
responsibility. 


Encounter Data 
Claim  


A claim submitted by a coordinated care provider for the actual provider of service 
to plan enrollee. These claims go through full adjudication to determine payment, if 
any, which would have been made if the recipient had not been under the plan. 
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Enhanced Funding  Refers to the “enhanced” federal financial participation rates available for a state’s 
certified MMIS; 75% for operations and 90% for development. 


Enrollee  A person who has enrolled in a managed care health plan 


EOB  Explanation of Benefits 


EOMB  Explanation of Medical Benefits 


EOP  Explanation of Payments 


EVS  Electronic Verification System for verifying eligibility 


FACCT  Foundation for Accountability Conquest 2.0. 


FAF  Foundation for Accountability Fact 


Fee-for-Service  A method of health care reimbursement based upon payment for specific services 
on a client’s behalf. 


FEIN  Federal Employee Identification Number 


FFP  Federal Financial Participation; a percent of State expenditures to be reimbursed to 
the State by the Federal government for medical services and for administrative 
costs of the Medicaid program. 


FFS  Fee-For-Service 


FIPS  Federal Information Processing Standards 


FIPS PUB  Federal Information Processing Standards Publication 


Financial Cycle  The processing of claims from adjudication to payment. A financial cycle includes 
the updating of financial history and the preparation of provider payments and 
remittance advices. Actual release of payments is not considered part of the 
financial cycle. 


First Data Bank  A private firm supplying drug prices and other information to the Oklahoma 
MMIS. 


Fiscal Year 
(Federal)  


October 1 - September 30 


Fiscal Year (State)  July 1 - June 30 


FQHC  Federally Qualified Health center 


FY  Fiscal year 


GIS  Geographic Information System software package (for example, GEOACCESS). A 
software package that allows geographical information to be displayed using maps. 


GUI  Graphical User Interface. A graphical user interface is a "point and click" interface 
to a program, composed of menus, dialog windows, push-buttons, and so forth. 


HCBS  Home and Community Based Services, 
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HCFA  Health Care Financing Administration, responsible for the national administration 
of the Medicaid and Medicare programs. 


HCFA-1500  HCFA-approved claim form used to bill professional services. 


HCPCS  HCFA Common Procedure Coding System; a uniform health care procedural 
coding system approved for use by HCFA, describing the physician and non-
physician services covered by the Medicaid and Medicare programs and used 
primarily to report reimbursable services provided to patients. 


HHS  Health and Human Services. Refers to the U.S. Department of Health and Human 
Services. 


HDR  Header 


HEDIS  Health Plan Employer Data and Information Sheet 


HIPAA  Health Information Portability and Accountability Act – in general usage in this 
document the reference is to the Administrative Simplification provisions of this 
act.  


HMOs  Health Maintenance Organizations 


ICD-9-CM  International Classification of Diseases, 9th Revision, Clinical Modification. 


ICF  Intermediate Care Facility 


ICF-MR  Intermediate Care Facilities for the Mentally Retarded; services are covered for 
those who are mentally retarded or who have related conditions. 


ITF  Integrated Test Facility; allows the State and contractor to monitor the accuracy of 
the MMIS and to test proposed changes to the system by processing test claims and 
other transactions through the system without affecting normal operations. 


JAD Joint Application Design 


JCL  Job Control Language 


JCAHO  Joint Commission for the Accreditation of Healthcare Organizations 


Key Date  A specified date which, if not met, may jeopardize the operations start date. 


LAN  Local Area Network 


Lock-In  A recipient who has been identified as abusing the Medicaid program may be 
restricted, or "locked- in," to a specified physician and/or pharmacy. The recipient's 
eligibility record will indicate that the recipient is restricted. Only claims from the 
specified providers shall be paid, except as otherwise authorized by Medicaid. 


LTC  Long-Term Care, used to describe institutional-based services such as nursing 
facility and ICF/MR facility care.  


MAC  Medical Advisory Committee. Also refers to the state and federal Maximum 
Allowed Charge for drugs, depending upon context. 
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Managed Care  A comprehensive approach to the provision of health care that combines clinical 
services and administrative procedures with an integrated, coordinated system to 
provide timely access to cost-effective primary care and other medically necessary 
services. 


MCE  Managed Care Entity 


MARS  Management and Administrative Reporting System of the MMIS 


MCDATA  HCFA-proposed managed care universal data element 


Manual Check  A check issued by the state which is not generated by the system during a financial 
cycle. 


Medicaid  A federal/state medical assistance program authorized by Title XIX of the Social 
Security; it provides medical benefits for low-income persons and is jointly 
administered by the Federal and State governments. 


Medicare Buy-In  A procedure whereby the State pays a monthly premium to the Social Security 
Administration on behalf of eligible medical assistance clients to enroll them in the 
Medicare Part B program. 


MEQC  Medicaid Eligibility Quality Control 


MH  Mental Health 


Milestone  Completion of a task or a set of many tasks 


MMIS  Oklahoma’s federally-certified Medicaid Management Information System. 


MR  Mentally Retarded 


MSIS  Medicaid Statistical Information System (electronic 2082) 


MTS  Medicare Transaction System 


Must  Indicates a mandatory requirement or condition to be met; see "shall" and "will". 


NCPDP  National Council for Prescription Drug Programs (current standard is 3.2.C). 


NDC  National Drug Code; a generally accepted system for the identification of 
prescription and non-prescription drugs available in the U.S. 


NPI  National Provider Identification 


NDM  Network Data Mover 


NF  Nursing Facility; a long-term care facility licensed under State law and certified by 
Medicare to provide skilled and intermediate levels of care. 
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Normative Data  Data which has been compiled, often on a national level, to allow comparison with 
local data on the same subject. In health care, comparing providers' clinical 
performance has become increasingly important as competition has intensified and 
clinical outcomes are scrutinized more carefully. Severity-adjusted Weights and 
Normative Data are essential ingredients in these comparisons, because they allow 
managed care stakeholders to adjust for differences in casemix and severity.  


By utilizing standard weights and normative data appropriate for comparing 
differences in inpatient charges, lengths of stay, mortality, and so forth, local 
outcomes can be compared to nationally representative data for millions of 
services. 


Objection  An unwillingness to accept or acknowledge a mandatory requirement. 


OBDC  Open Database Connectivity 


OBRA  Omnibus Budget Reconciliation Act 


OFMQ  Oklahoma Foundation for Medical Quality 


OHCA  Oklahoma Health Care Authority, the Designated Single State Agency for 
administration of the Oklahoma Title XIX Medicaid Program. 


OIG  Office of the Inspector General 


OKMMIS  The State of Oklahoma fiscal agent operated Medicaid Management Information 
System. 


On-Line  Use of a computer workstation with visual display to immediately access computer 
files. 


ORYX  Name of the JCAHO hospital utilization database. 


OSCAR File  Online Survey Certification And Reporting; CLIA file and updates from HCFA 


OSI  Open Systems Interconnection 


Outcomes Data  In health care, Outcomes Data is that data which represents the results of medical 
treatment. Collection of initial information, for instance, documenting length, 
width, depth, volume, base, and location wound data, along with dressing type and 
changes for the treatment of the wound along with the diagnosis, age, and other 
health conditions collected during the patient's initial visit are necessary. The 
outcome of the treatment, for instance, degree of healing, time to heal, and so forth, 
must also be collected. Data analysis can be performed by the drawing of 
conclusions based on consistent data collection over time.  


Data such as frequencies for diagnosis, time to heal, type of procedure, average 
age, and so forth, can be developed. From this data benchmarks and best practices 
can be developed. 


PA  Prior Authorization 


PASARR  Pre-Admission Screening and Resident Review 


Pass-through 
Expenses  


Those expenses of a Contractor which are to be reimbursed at cost by Medicaid. 
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Patient Liability  Monthly income of a recipient in a long-term care or inpatient setting for more than 
thirty (30) days which must be applied to cost of care before Medicaid payment is 
made. 


PETI  Post Eligibility Treatment of Income 


PCCM  Primary Care Case Management 


PCP  Primary Care Provider 


PHP  Prepaid Health Plan 


PF  Program Function keys 


PMF  Provider Master File 


PMMIS  Pre-paid Medicaid Management Information System; refers to the system used to 
capture and process data related to the Oklahoma managed care program. 


POS  Point-Of-Service (also place of service on claims) 


PQAS  Prior Quarter Adjustment Statement 


Prime Contractor  The vendor with whom the State will contract for the services outlined in this ITB. 


PRO  Peer Review Organization 


Processed  Refund The correction of claim history performed in accordance with the 
instructions attached to a provider refund check. 


Pro-DUR  Prospective Drug Utilization Review 


Program Code  A series of codes reflecting the various programs in which the recipient is active for 
the particular eligibility period; the client may be assigned more than one program 
code at a time. 


Proposer  The corporation, partnership, or joint venture (including any and all subcontractors 
proposed thereby) that submits a timely, complete, and correctly formatted 
technical and business proposal in response to this RFP. 


Protest  A complaint about a governmental action or decision brought by a prospective 
bidder to the appropriate administrative section with the intention of achieving a 
remedial result. 


PS/2  The eligibility system operated by the Oklahoma Department of Human Services; it 
is used to determine eligibility for AFDC, Medicaid, Food Stamps, and so forth. 
This system interfaces with the OKMMIS in order to provide information about 
client eligibility. 


QA  Quality Assurance 


QARI  Quality Assurance Reporting Initiative 


QC  Quality Control 


QISM  Quality Improvement System for Managed Care 
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QMBs  Qualified Medicare Beneficiaries; Medicare Part A beneficiaries whose income is 
under one hundred percent (100%) of the poverty level but whose income or assets 
are too high to qualify for other regular Medicaid benefits. 


QWDI  Qualified Working Disabled Individual 


RA  Remittance Advice 


RDBMS  Relational Data Base Management System 


RDD  Requirements Definition Document 


RDT  Requirements Definition Task 


Refund  A repayment made by a provider, usually needed because of an error in billing, 
receipt of a late insurance payment, or a duplicate payment which resulted in an 
overpayment by Medicaid for services rendered. 


Returned Claim A claim which is returned to the provider prior to entry into the system due to lack 
of clean claim data or a claim which is returned after deletion. 


REVS  Recipient Eligibility Verification System, under the MMIS/Fiscal agent contract, 
the REVS consists of a voice response system accessed by a touch-tone telephone 
and an electronic communication system that can be accessed by a PC with a 
modem or point-of-sale device with a plastic swipe ID card. 


RFP  Request for Proposals 


RHC  Rural Health Clinic 


ROSI  Reconciliation of State Invoices 


RSD  Requirement Specifications Document 


Shadow Claims  Encounter claims equivalent to a regular claim  


Shall Indicates a mandatory requirement or condition to be met; see "must" and "will". 


SDX  State Data Exchange System; the Social Security Administration’s method of 
transferring SSI entitlement information to the State. 


SLIMB  Specified Low-Income Medicare Beneficiary; Medicare Part A beneficiaries under 
one hundred twenty percent (120%) of the Federal poverty level who have income 
or assets that are too high to qualify for regular Medicaid benefits. 


SNF  Skilled Nursing Facility; an institution (nursing facility) licensed under State law 
and certified by Medicare to provide skilled nursing and rehabilitative services. 


SoonerCare  The managed health care program through which the State of Oklahoma serves 
various populations, including the AFDC, Title XXI, and the ABD client 
populations. 


Spenddown  A periodic, usually six- (6-) month, “deductible” amount that must be incurred by 
medically needy recipients in order to reduce their income to Medicaid eligibility 
levels through payments to providers. 
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SQL  Structured Query Language for the definition, organization, and retrieval of data in 
a database management system (DBMS), including the tools for transaction, 
management, data integrity, and data administration. 


SSA  Social Security Administration of the Federal government 


SSI  Supplemental Security Income 


State Plan  The State Plan for Medical Assistance of the State of Oklahoma as approved by 
HHS for federal financial participation under Title XIX of the Social Security Act, 
as amended. 


State  The State of Oklahoma; refers to policies, decisions, procedures, receipt of data, 
and the like that are defined by Oklahoma State agencies. 


SUL  State Upper Limit 


Subcontractor  Any and all corporations, partnerships, agents, and/or individuals retained by the 
contractor (with prior written approval from the State) to perform services under 
this ITB, regardless of the amount, duration, or scope of the services provided and 
regardless of whether identified in the contractor’s proposal in response to this ITB 
or subsequently retained during the contract term. 


SURS  Surveillance and Utilization Review Subsystem; a federally- mandated MMIS 
subsystem that builds a statistical base for health care delivery and utilization 
pattern profiles for both providers and recipients and generates a listing of potential 
abusers for review by the Oklahoma Medicaid Agency. 


TAD  Turnaround Billing Document, usually refers to the LTC reimbursement document. 


TCN  Transaction Control Number used to uniquely identify the MMIS health care 
claims. 


Time Slice  The set of software and data files provided to the Contractor for system testing. The 
time slice shall include MMIS source and object modules, JCL, copy members, 
run-time input parameters, production files listed below, and a copy of actual claim 
input data, all created at the initial step of a full adjudication/financial cycle. 
Immediately prior to the running of a financial cycle, all files accessed in the 
complete adjudication and payment of a claim will be copied to tape by the current 
Contractor. These files/data and the MMIS software provided should allow 
Contractor to duplicate the actual production run for the same cycle. 


Title IV-E  The title of the Social Security Act which is an entitlement program whereby there 
is Federal financial participation in the costs of foster care maintenance and 
adoption assistance payments. 


Title XIX  Of the Social Security Act enacted Medicaid in 1965; synonymous with Medicaid. 


Title XVIII  Of the Social Security Act (Medicare). 


Title XXI  Of the Social Security Act. Establish the child health care programs for the 
uninsured. 


TPL  Third-Party Liability; also refers to the TPL subsystem of the MMIS. 


TPR  Third-Party Resource 
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TQM  Total Quality Management 


Turnover  Refers to the period of time for the transition from the current vendor to a 
replacement vendor either at the fulfillment of the contract or in the event of 
contract termination during the term of the contract. 


UB-92  Standard claim form used to bill hospital inpatient, outpatient, nursing facility, and 
other State-defined services. 


UPIN  Universal Provider Identification Number 


USPS  United States Postal Service 


Utilization Review  A review performed to determine the quality, quantity, appropriateness, and cost of 
care and services provided and to compare the findings against established norms. 


VAN’s  Value Added Networks 


WAC  Wholesale Average Cost 


WAN  Wide Area Network 


WIC  Women, Infants, and Children’s program 


Will  Indicates a mandatory requirement or condition to be met; see "must" and "shall". 


Working  Days Official hours of operation based on a five (5)-day workweek, excluding 
Saturdays, Sundays, and official state holidays. 


Workshops  General statewide training sessions conducted by Contractor to educate providers 
regarding proper billing procedures. 


YTD  Year-to-date 
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Section 1 : Introduction to EDI 
 
Electronic Data Interchange (EDI) is the electronic exchange of 
business documents in a structured paperless format. The EDI process 
permits computer-to-computer exchange of formatted business 
transactions between business partners and makes it possible for 
organizations to generate, receive, and process large volumes of 
information, swiftly, with limited human intervention. EDI is a 
beneficial strategy to improve customer service, improve operational 
effectiveness and save taxpayer dollars.  


How EDI Works – An Overview 
EDI involves reformatting a standard computer data file, as produced 
by an organization’s business application systems, into a structured 
EDI format. This format must comply with specific industry standards. 
A specialized software program called an EDI translator performs the 
transformation process from the system data file into the EDI format. 
Once the file has been put into a structured format, it is transmitted by 
one of several communication methods directly to the intended 
receiver or to a third party network. The EDI translator receives the 
documents, which are still in EDI format, and translates them into a 
standard computer data file. This data file can then be formatted into a 
report and printed out, or sent directly into a company's computer 
application for processing.  


Benefits of EDI 
EDI offers speed and accuracy far superior to a paper claim.  This will 
result in faster payments to the provider.  With the elimination of 
paper, money is saved on forms and office supplies.  Furthermore, the 
risk of lost claims and human error is minimized.  EDI has the 
potential to reduce cost associated with: labor, printing, postage, 
document management and document storage.   
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Section 2 :Medicaid EDI Processing at 
EDS 


 
The Oklahoma Health Care Authority (OHCA) has adopted 
transaction standards defined by the Accredited Standards Committee 
(ASC) for Data Interchange Standards Association (DISA) X12N 
Standard mandated by the Healthcare Insurance Portability and 
Accountability Act of 1996 (HIPAA) and the National Council for 
Prescription Drug Programs (NCPDP) standards for Pharmacy 
Providers. This section will provide a general description and 
processing overview of the Oklahoma MMIS EDI transactions 
organized by function. 
 


Data Flow Diagrams 
The following diagrams represent the data processing flow that occurs 
with the batch, interactive and NCPDP transactions respectively. The 
Interactive diagram shows only the 276/277 transactions; however, it 
is representative of the 270/271 and 278/278 transaction sets as well. 
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Eligibility Benefits Inquiry Process Overview 
(270/271) 


 
1. Eligibility inquiries are submitted to the EDI application in 


X12 270 Health Care Eligibility Benefit Inquiry format.  
2. The EDI application responds to the submitter by sending an 


ASC X12 997 Functional Acknowledgment to verify that the 
data has been received, and to notify the submitter of X12 
errors that may have occurred during the translation process.  


3. For X12 transactions, which pass the compliance check, the 
EDI application translates the X12 input into the XML file 
required for internal processing. 


4. After the EDI application processes the request, a response is 
generated in XML format.  


5. The XML file is processed by the 271 outbound translation 
map, which generates the X12 271 Health Care Eligibility 
Benefit Response. 


6. The X12 data file is checked for compliance in the 271 
outbound compliance map. 


7. The 271 transaction is either returned to the submitter or 
available for the submitter to download via the Web or RAS. 


270 Health Care Eligibility Benefit Inquiry Transaction 
The 270 Transaction is used to transmit Health Care Eligibility Benefit 
Inquiries from health care providers, clearinghouses and other health 
care adjudication processors.  The 270 Transaction can be used to 
make an inquiry about the type of insurance plan, type of service 
performed, where the service is performed, where the inquiry is 
initiated, and/or where the inquiry is sent.  


271 Health Care Eligibility Benefit Response Transaction 
The 271 Transaction is used to respond to Health Care Eligibility 
Benefits Inquiries as the appropriate response mechanism.  There are 
several levels that allow for rejection of incomplete or erroneously 
formatted inquiry transactions, which are described within the 
implementation guide.  This transaction will provide the minimal 
required benefit information regarding the benefit program for which 
the recipient is eligible. 
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Prior Authorization Process Overview (278 
Request & Response, P3 and P4) 


 
1. A Prior Authorization is submitted to the EDI application in 


X12 278 Prior Authorization Request format or in the NCPDP 
Standard format. 


2. For X12 transactions, the EDI application responds to the 
submitter by sending an ASC X12 997 Functional 
Acknowledgment to verify that the data has been received, and 
to notify the submitter of X12 errors that may have occurred 
during the translation process. For NCPDP transactions a Prior 
Authorization response is sent. 


3. For X12 transactions, which pass the compliance check, the 
EDI application translates the X12 input into the XML file 
required for internal processing.  NCPDP transactions are 
translated to XML for internal processing, without a 
compliance check. 


4. After the application processes the request, a response is 
generated in the XML file layout.  


5. For X12 transactions the XML file is processed by the 278 
outbound translation map, which generates the X12 278 Prior 
Authorization Response. 


6. The X12 data file is checked for compliance in the 278 
outbound compliance map. 


7. The 278 transaction response is either returned to the submitter 
or available for the submitter to download via the Web or RAS.   
The NCPDP response is returned via the persistent data 
connection. 


278 Prior Authorization Request Transaction 
The 278 Transaction is used to obtain Prior Authorization for health 
care services. Health care providers, billing agents or clearinghouses, 
submit this transaction for processing. 


278 Prior Authorization Response Transaction 
The 278 Transaction is used to respond to Health Care Prior 
Authorization Requests. It is returned to the submitter, which can be a 
health care provider, billing agent or clearinghouse. 







EDI and Claim Capture Procedures Manual  Section 2:Medicaid EDI processing at EDS 


2-12 Library Reference Number: OKEDI 
Revision Date: October 2002 


Version: 1.0 


 


NCPDP P3 Prior Authorization Inquiry Transaction  
The NCPDP P3 transaction is used to obtain a Prior Authorization 
Inquiry for prescription drugs. Pharmacy providers will submit this 
transaction for processing. 


NCPDP P4 Prior Authorization Response Transaction  
The NCPDP P4 transaction is used to respond to Pharmacy Prior 
Authorization Inquiries for prescription drugs. This transaction is 
returned to the submitter, which is the pharmacy provider. 


Claims Process Overview (837 or NCPDP B1) 
 


1. Claims are submitted to the EDI application for adjudication in 
one of three ASC X12 837 standard formats or in NCPDP 
standard format.  These formats include: 


 837 Health Care Claim-Institutional 
 837 Health Care Claim-Professional 
 837 Health Care Claim-Dental 
 NCPDP B1  - Pharmacy billing 


2. For X12 Transactions, the EDI application responds to the 
claim submitter by sending an ASC X12 997 Functional 
Acknowledgment to verify that the claim data has been 
received, and to notify the submitter of X12 errors that may 
have occurred during the translation process.  For NCPDP 
Transactions a billing response is sent to the submitter via the 
persisted data connection. 


3. For X12 transactions, which pass the compliance check to 
insure adherence to X12 standards, the EDI application 
translates the X12 input into the XML file required for internal 
processing.  NCPDP transactions are translated to XML for 
internal processing without a compliance check. 


4. After the transactions have been processed, the EDI application 
may upload an ASC X12 277 Unsolicited Health Care Claim 
Status (Pended Claims Listing) transaction to the claims 
submitter if key data elements are found to be missing or 
invalid within specific claims, or errors are found within the 
adjudication process, which causes the claim to suspend. 


5. EDS runs the adjudication process for the claim data and 
uploads an ASC X12 835 Health Care Claim Payment/Advice 
to the Web site for download by the authorized receiver. The 
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ASC X12 835 contains the claim payment information and the 
results of the claim adjudication process. The actual claim 
payment is handled separately from the ASC X12 835. 


837 Health Care Claim: Institutional Transaction 
The 837 Institutional Transaction will support the submission of 
institutional claims and institutional encounters, and Coordination of 
Benefits for Medicare Part A.  This transaction is the electronic 
correspondent to the paper UB-92 claim form; therefore, any claim 
types or encounter data submitted on the UB-92 form correlate to the 
837 Institutional, if data is submitted electronically. 
Although required segments in the incoming transaction may not be 
used during claims processing, these data elements must be returned in 
other transactions such as the Unsolicited Claims Status (277 
Transaction) and the Remittance Advice (835 Transaction). 


837 Healthcare Claim: Professional Transaction 
The 837 Professional Transaction will support the submission of 
professional claims, professional encounters, and Coordination of 
Benefits for Medicare Part B. The 837 Professional Transaction is the 
electronic correspondent to the paper HCFA-1500 claim form; 
therefore, any claim types or encounter data submitted on the HCFA-
1500 form correlate to the 837 Professional, if data is submitted 
electronically. 
Although required segments in the incoming transaction may not be 
used during claims processing, these data elements must be returned in 
other transactions such as the Unsolicited Claims Status (277 
Transaction) and the Remittance Advice (835 Transaction). 


837 Health Care Claim: Dental Transaction 
The 837 Dental Transaction will support the submission of dental 
claims and dental encounters.  The 837 Dental Transaction is the 
electronic correspondent to the paper ADA-2000 claim form; 
therefore, any claim types or encounter data submitted on the ADA-
2000 form correlate to the 837 Dental, if data is submitted 
electronically. 
Although required segments in the incoming transaction may not be 
used during claims processing, these data elements must be returned in 
other transactions such as the Unsolicited Claims Status (277 
Transaction) and the Remittance Advice (835 Transaction). 
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835 Health Care Claim Payment/Advice Transaction  
The 835 Transaction can be used to make a payment, send an 
Explanation of Benefits (EOB) remittance advice, or make a payment 
and send an EOB remittance advice only from a health insurer to a 
health care provider either directly or via a financial institution. 
The EDI application returns this transaction after the claims sent in the 
ASC X12 837 Health Care Claim transactions are processed by EDS 
Oklahoma Title XIX claim adjudication. The 835 Transaction does not 
accommodate notification of a claim status of 
pending/suspended/under review. The 835 Transaction will only be 
available from the WEB in a downloadable file to transmit adjudicated 
claim or encounter information to OHCA Providers and contracted 
Health Plans, if they choose to receive a remittance advice in an 
electronic format. 


277 Health Care Claim Status Notification Transaction 
The 277 Health Care Payer Unsolicited Claim Status Transaction will 
be used to notify a provider, recipient, or authorized agent regarding 
the status of a health care claim or encounter or to request additional 
information from the provider regarding a health care claim or 
encounter. This transaction is not intended to replace the Health Care 
Claim Payment/Advice Transaction (835) and therefore, will not be 
used for account payment posting. The notification may be at a 
summary or service line detail level. The notification may be solicited 
or unsolicited.  
EDS returns this transaction when an ASC X12 837 Health Care 
Claim is rejected due to errors detected in the claim pre-processing. 
This rejected claim is not sent to the EDS Oklahoma MMIS claim 
adjudication processing. 
The errors listed in this ASC X12 277 transaction must be corrected 
and the claim re-submitted.  


997 Functional Acknowledgment Transaction 
The 997 Transaction can be used to define the control structures for a 
set of acknowledgments to indicate the results of the syntactical 
analysis of the electronically encoded documents. The 997, Functional 
Acknowledgment, will be sent by the EDI application to its submitters 
upon receipt of inbound documents. Functional Acknowledgments are 
essential to the success of EDI. They are transmitted back to the sender 
of a document to inform them that the document has been received. 
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NCPDP B1 Pharmacy Billing Transaction  
The NCPDP B1 transaction is used to submit pharmacy claims for 
billing. Pharmacy providers or their authorized billing agents will 
submit this transaction for processing and payment. 


Claims Inquiry Process Overview (276/277) 
 
1.  A claim inquiry is submitted to the EDI application in X12 276 
Health Care Claim Status Inquiry format. 
2. The EDI application responds to the claim submitter by sending an 
ASC X12 997 Functional Acknowledgment to verify that the inquiry 
data has been received, and to notify the submitter of X12 errors that 
may have occurred during the translation process. 3. Assuming the 
transactions pass the compliance check, the EDI application translates 
the X12 input into the XML file required for internal processing. 
4. After the EDI application has processed the transaction, a response 
is generated in XML format. 
5. The XML file is processed by the 277 outbound translation map, 
which creates the X12 277 Health Care Claim Status Response. 
6. The X12 data file is checked for compliance in the 277 outbound 
compliance map. 
7. Assuming the file passes compliance, the 277 X12 file is either 
returned directly to the submitted or available for the submitter 
download via the web or RAS. 


276 Health Care Claim Status Inquiry Transaction 
The 276 Transaction is used to transmit Health Care Claim Status 
Inquires from a health care provider, clearinghouses and other health 
care claims adjudication processors.  The 276 Transaction can be used 
to make an inquiry about a claim or claims for specific Oklahoma 
Medicaid recipients.  The 276 Health Care Claim Status will be 
available for both batch and Real-Time processing. 


277 Health Care Claim Status Notification Transaction 
The 277 Transaction is used to transmit Health Care Claim Status 
Responses to the 276 Claims Status Inquiry transactions.  The 
response is sent to health care providers, clearinghouses and other 
health care claims adjudication processors that initiate 276 requests.  
The 277 transaction has the capability of focusing on one claim or a 
batch of claims. 







EDI and Claim Capture Procedures Manual  Section 2:Medicaid EDI processing at EDS 


2-16 Library Reference Number: OKEDI 
Revision Date: October 2002 


Version: 1.0 


Managed Care Organization Process Overview 
(820 & 834) 


 820 Premium Payment for Insurance Products Process 
1. Daily interactive eligibility files from DHS (PS2) and First 


Health are submitted to the MMIS application. 
2. The files enter the application and the client eligibility 


information is stored within the MMIS internal tables. 
3. The client benefit information is communicated and stored in 


the MMIS tables to determine appropriate capitation payments 
for each MCO covered client. 


4. The application generates a monthly capitation file in a 
standard flat file format. 


5. The CAP information flat files are run through the Sybase 
Translator tool and converted into an X12 820 HIPAA 
compliant transaction.  


6. The 820 Transaction is run through the Sybase HIPAA 
compliance map to ensure the data is in a true 820 HIPAA 
compliant format. 


7. Assuming the file passes compliance, the 820 X12 transaction 
is placed on a secure website for the MCO to download via the 
Web or RAS. 


820 Premium Payment for Insurance Products Transaction 
The 820 Transaction is used to transmit premium payment 
information.  The 820 Transaction can be used to make a payment, 
send remittance information, or make a payment and send remittance 
information.  This transaction is generated by the Oklahoma MMIS 
and will be distributed to: Managed care plans that participate in the 
SoonerCare Plus program; and Primary care providers/case managers 
who request electronic capitation reports and participate in the 
SoonerCare Choice program. The Capitation Payment will be 
combined with the last financial cycle of the month, and will 
accompany the 835 Transaction.  This transaction will be utilized for 
the Premium Payment Remittance Information (PPRI). 


834 Benefit Enrollment and Maintenance Process 
1. Daily interactive eligibility files from DHS (PS2) and First Health 
are submitted to the MMIS application. 
2. The files enter the application and the client eligibility information 
is stored within the MMIS internal tables. 
3. The MMIS application generates daily and monthly eligibility 
rosters in a standard flat file format. The flat file rosters are then run 
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through the Sybase Translation tool and converted into an X12 834 
HIPAA compliant transaction. 
4. The 834 Transaction is run through the Sybase HIPAA compliance 
map to ensure the data is in a true 834 HIPAA compliant format. 
5. Assuming the file passes compliance, the 834 X12 transaction is 
placed on a secure website for the MCO to download via the web or 
RAS. 


834 Benefit Enrollment and Maintenance Transaction 
The 834 transaction can be used to transfer enrollment information 
from the sponsor of the insurance coverage, benefits, or policy to a 
payer.  The intent is the initial enrollment and subsequent maintenance 
of individuals who are enrolled in insurance products. This transaction 
specifically addresses the enrollment and maintenance of health care 
products only.  This transaction is generated by the Oklahoma MMIS 
and will be distributed to: Managed care plans that participate in the 
SoonerCare Plus program; and Primary care providers/case managers 
who request electronic rosters and participate in the SoonerCare 
Choice program. All managed care plans that participate in the 
SoonerCare Plus program will need to accept the 834 Transaction as 
the electronic roster for enrollment into the plan. The 834 Transaction 
will be made available by WEB access only.  If other media is 
required, the Managed Care Organization/PCPCM must contact 
OHCA to make other arrangements. 
 
(Note: Reference Section 5 and 6 for information on X12 
Implementation Guides, NCPDP standards, telecommunication 
methods, and the EDS translation application software) 
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Section 3 :Enrollment Process 


Becoming a Submitter 
 


EDS has prepared these guidelines to assist providers and billing 
entities in their efforts to establish an EDI Submitter relationship 
with the Oklahoma MMIS account. 


EDI Application Form 
 


The EDI application form is used to establish newly enrolled 
Submitters in the Electronic Data Interchange process, or make 
changes to an existing Submitter’s EDI profile.  When a new 
Submitter enrolls in a Medicaid program with OHCA, they will 
receive the EDI Application Form and Instructions.  The Submitter 
must fill out the EDI application form in accordance with the 
attached instructions and submit the application form to the EDI 
Department via fax or mail.  If a current Submitter wishes to make 
changes to an existing EDI profile, such as submit or receive more 
transactions electronically the application form is also used.  For 
changing an existing EDI profile, the Submitter would simply fill 
out the sections that they would like to change and submit the 
application form to the EDI Department.   
The EDI application form and its instructions are available to 
Submitters in New Provider Information packets or via the internet 
at www.ohca.state.ok.us.   
The application form is also located for internal use at: 


 \\Accountshare\EDI\Operational Processes\EDI 
Application.doc 


 Appendix 3.1 
 


Submitter Requirements 


EDI Hardware/Software Selection 
The Submitter needs to determine which modifications and 
additions to their technical infrastructure will be needed to perform 
and support EDI functions. (If the organization is currently EDI-
enabled, this step may already be completed). Assuming that the 
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current platform is adequate to meet the new processing 
requirements, the primary focus for evaluation and selection will 
be for an EDI translator and for telecommunications hardware and 
software. 
An EDI translation software package converts data from a 
proprietary application system format to a standard EDI format and 
transmits it to the Submitter after adding all of the standard 
enveloping and delimiter protocols. EDI translation software also 
converts standard EDI messages received from Submitters into a 
file that can be used to update in-house application systems. 
There are a number of commercially available translator packages 
on the market. Submitters need to evaluate and select the translator 
that will meet their needs. 
Note: EDS cannot endorse any vendor product due to our 
affiliation with the State of Oklahoma. 


Data Transport 
EDS can support several types of data transport depending upon 
the submitter’s need.  EDS has the ability to submit and receive 
data via multiple media types including:  Internet, Remote Access 
Server (RAS), CD-ROM, Tape and diskette.   
 
Internet transmission:  Submitter data transmitted via the Internet 
secure site can be transmitted one of two ways, Direct Data Entry 
or batch transactions upload and download via Trade Files.  Direct 
Data entry allows providers to submit individual information one 
at a time to EDS.  DDE also allows providers to submit data in a 
non-HIPAA compliant format since EDS reformats the data after it 
has been submitted.  A FTP (File Transfer Protocol) is available 
via the secure website through a specific option.  Once the specific 
option has been chosen, the submitter has the ability to Upload 
batch submissions and requests, or Download batch responses and 
data files.   
 
Remote Access Server (RAS) transmission:  Health Care data 
may also be transmitted through analog dial up connections using 
the Remote Access Server.  The RAS enables providers to utilize 
all options of the Internet secure site without the use of an Internet 
Service Provider.  Submitter data transmitted via the RAS can be 
transmitted the same as the Internet secure site through Direct Data 
Entry or batch transactions upload and download.   
 
CD-ROM, Tape and Diskette transmission:  Submitter data can 
also be submitted to EDS through hard media options of CD-
ROM, Tape and/or Diskette.  Acceptable media file types are listed 
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on the EDI application from.  Once the data file is received by 
EDS, the file is uploaded into the MMIS application and prepared 
for processing.  Once EDS has uploaded the file into the MMIS 
application, the initial hard media will be sent back to the original 
submitter.  The response files and other data files intended for the 
original submitter to receive will only be available for download 
via the Internet secure site or RAS unless otherwise specified by 
the submitter.   


Translator Mapping and Coding 
A Submitter needs to match their application requirements with the 
specific transaction set requirements from EDS and modify their 
translator maps to process this information. EDS provides the 
Oklahoma specific X12 segment layouts that are needed to 
complete the mapping process in this guide (companion 
documents). 


Application Development 
The Submitter will need to modify their business application 
systems and test their accuracy to ensure that the systems will 
effectively process all of the required data from transactions 
received and also provide the data that will ultimately be 
transmitted in an EDI format. 


Production and Maintenance  
The OHCA will give Submitters a 30-day notice prior to any 
changes being made to any of the EDI transaction sets. Updates 
may or may not involve software changes. EDI update notification 
will be sent to the designated Submitter representatives at the 
specified locations. EDS requires notification if there is a change 
in the Submitter information or location to which EDI updates are 
sent. 
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Trading Partner Maintenance Window 
 


The Trading Partner Maintenance Window allows the EDI team to 
add or modify the EDI status of individual submitters. 


 


 
 


There are two basic windows to choose from on the screen above, 
the first of which is the “Search TP” window: 
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The second option is the “Create Billing Agent” window: 
 


 
 
 


The Create Billing Agent window allows the user to create a new 
Submitter by entering the required fields and specifying which 
electronic transactions that Submitter will be submitting and 
receiving.  Saving the new file will result in a letter being 
automatically generated and mailed to the Submitter with their new 
TP ID number and PIN information. 
 
The Search TP window allows the user to find a previously entered 
TP and make changes when appropriate.
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Electronic Billing Services Submittal Agreement 
 


The Electronic Billing Services Submittal Agreement must be 
completed by all outside Third Party Administrative parties such 
clearinghouses and software vendors that will be participating in 
the Oklahoma Medicaid Program on behalf of an Oklahoma 
Medicaid contracted provider entity. 
The Billing Services Agreement is located for internal use at: 


 \\Account Share\EDI\Operational 
Processes\BillingServiceAgree-Final.doc 


 Appendix 3.2 


Telecommunications Agreement 
 


The Telecommunications Agreement must be completed by all 
Value Added Networks (VANs) utilizing an encrypted dedicated 
line with direct access to EDS.  The VANs must be participating in 
the Oklahoma Medicaid Program on behalf of an Oklahoma 
Medicaid contracted provider entity.  The telecommunications 
agreement is not fully executed until signed by all three parties 
(VAN, EDS, and OHCA). 
The telecommunications Agreement is located for internal use at: 


 \\Account Share\EDI\Operational Processes\Copy of 
TELECOMMUNICATIONS AGREEMENT.doc 


 Appendix 3.3 
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Testing and Authorization Process 
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The first step in authorization testing is the completion of an EDI 
application form. 
Within five business days of receipt of the completed application 
form, the EDI staff will enable the system to allow the applicant to 
begin the testing process (for details see Section 7 Internal 
Procedures).  After the information has been entered into the TP 
Window, the EDI staff will also contact the entity listed on the 
application form to explain the testing process and determine how 
the entity will receive the appropriate testing materials. All EDI 
information including test scenarios should be available on the 
OHCA website: www.ohca.state.ok.us 
 
Authorization testing will be completed in two stages.  The 
applicant will be required to create X12 data (based on the test 
scenarios) and submit to EDS through the electronic media 
indicated on the EDI Application Form.  Transactions that are 
outbound from EDS will contain de-identified information for 
testing purposes. 
 
Once EDS has received the test scenario transactions, the system 
will test the data for compliance with current OHCA standards.  
The testing results will be relayed to the Submitter by EDI staff.  
The EDI staff will be monitoring the testing process and will be 
available for technical support.  When necessary, EDI staff will 
contact those who fail compliance to work with the Submitter and 
resolve the non-compliant portion.   Once the test scenario has 
successfully passed authorization testing, the EDI staff will change 
the Submitter’s status to “Pending” and advise the Submitter to 
send a real data test case for compliance testing.  Upon successful 
completion of the second stage of testing a letter of authorization 
will be issued. 
 
This letter of authorization will be sent to the applicant indicating 
which transactions have been authorized. Though every transaction 
type tested may not be authorized simultaneously, the Submitter 
may begin submitting production data for each transaction that has 
been authorized. For example, an 837 – Professional transaction 
type may be authorized, while the 276 Claim Inquiry transaction 
type may continue to fail HIPAA compliance.  


Note:   If any non-authorized transactions are submitted as 
production data, the file will be rejected and a 997 will 
be generated. 


Once all requested transactions have been authorized, the EDI staff 
will continue to monitor transmissions and be available for EDI 
related issues that may arise. 
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Priority will be given to Submitters that have received certification 
from ClarEDI or other certification service.  (The Submitter must 
provide written proof of certification.) 
Test Scenarios and the testing packet are available at: 


 \\Account Share\EDI\Operational Processes\Test Case 
Scenarios\Test_scenarios-AuthorizationTesting.doc 


 \\Account Share\EDI\Operational Processes\Test Case 
Scenarios\EDI Authorization Test Packet.doc 


 Appendix 3.4 


PIN Letters  
 


HIPAA Privacy standards require that all information made 
available to the Submitter community be as secure as possible.  
Due to this standard, Submitters will be granted PIN numbers to 
access Submitter or client specific data/information via electronic 
media.  There will be 2 separate numbers granted, one for the 
Automated Voice Response (AVR) system and one for secure 
website (Medicaid on the Web).   
 
Upon enrolling with an Oklahoma MMIS program the provider 
team will send a PIN letter to the Submitter.  Only the Submitter 
who’s name appears on the letter can use the PIN # to grant access 
to additional office staff.  This precaution will help ensure only 
those who truly need access to the Submitter’s account are given 
that access by the Submitter who the PIN belongs to. 
 
If the submitter is not an Oklahoma Title XIX provider, the 
Submitter ID begins with a “5”, then the Oklahoma MMIS will 
generate a letter that only provides a secure website (Medicaid on 
the Web) PIN. 
 
Examples of the PIN letters are available at: 


 Appendix 3.5.1 – Internet  
 Appendix 3.5.2 – AVRS 
 Appendix 3.5.3 – Non-Provider Letter  
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Authorization Letter  
 


The purpose of the Authorization Letter is to inform the testing 
submitter/receiver that they have been authorized to begin 
transmitting live production data to EDS.  A single authorization 
letter will be generated upon successful completion of the 
transaction testing process and will grant authorization for each 
transaction as they pass testing.  An authorization letter may 
authorize more than one transaction set. 
An example of the Authorization letter is available at: 


 Appendix 3.6 
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Section 4 :EDI Submission Scenarios 
 
This section defines the different types of submitter / receivers that 
could potentially interact with Oklahoma MMIS.  These scenarios are 
organized first by Submitter Type, then by Transaction Type (in/out), 
and last by Media Type.  The submitter of an inbound transaction to 
the MMIS is the entity identified in the ISA segment of the ASC X12 
transaction or the Sender ID field of the NCPDP Batch transaction 
Header Record.  The receiver of the Inbound Transactions is the 
Oklahoma MMIS Submitter/Receiver number, 731476619.    
 
The receiver of outbound batch transactions from the MMIS will be 
the Provider or their authorized agent.  The exceptions to this rule are 
crossover, third party and MCO transactions.   
 
The receiver of interactive transactions will be the entity that sent the 
transaction.  The return path of these transactions is determined by a 
persistent data connection with the sender and is not dependent upon 
sender/receiver information in the X12 transaction set or NCPDP 
transaction set.   
 
For X12 transactions the submitter of the transaction is generally the 
party that initially created the transaction.  The ISA segment may have 
one submitter ID and the GS could have another and the NM segment 
could yet identify a third entity.  We will only use the ISA segment 
identifier.  For interactive NCPDP transactions, there is not a separate 
submitter field.  The submitter is determined by the persistent data 
connection.  
 
The submitter of Outbound transactions is the Oklahoma MMIS 
Submitter/Receiver number, 731476619.     
 
Interactive transactions are always exceptions.  For interactive, we 
maintain a persistent connection to the submitter and the response is 
returned to the submitter, regardless of what is in any of the submitter 
ID fields.   
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Submitter Type – Individual Provider  (Batch 
Only) 


Individual Provider is defined as an individual provider who submits 
data to the MMIS on their own behalf except for a Managed Care 
Organization (MCO), a retail Pharmacy, a Hospital, or a Provider 
Group.  
 
For all of these transactions the Provider ID field and the Submitter ID 
field from the ISA segment should be the same.  For all X12 
transactions the submitter ID field would be used to compare to the 
Trading Partner Database to see which transactions the submitter was 
authorized to submit.   
 
The receiver of the transactions would be the ID in the submitter ID 
field of the ISA segment, with the exception of the unsolicited 277’s 
and 835’s which would go to the authorized pay to provider ID.  
 
The receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 
 


Table 4-1:  Individual Provider Batch Processing 


Transactions Media Submitter ID Receiver ID 
In 837 Tape, CD, Disk, Web Batch As submitted in 


ISA segment 
731476619 


Out 835 Web Batch 731476619 Pay To Provider ID 
In 270 Tape, CD, Disk, Web Batch As submitted in 


ISA segment 
731476619 


Out 271 Web Batch 731476619 Submitter ID from 
ISA  


In 276 Tape, CD, Disk, Web Batch As submitted in 
ISA segment 


731476619 


Out 277 Web Batch 731476619 As submitted in ISA 
segment 


Out 277 unsolicited Web Batch 731476619 Pay To Provider ID 
In 278 Tape, CD, Disk, Web Batch As submitted in 


ISA segment 
731476619 


Out 278 Web Batch 731476619 Provider ID  
In NCPDP Tape, CD, Disk, Web Batch Provider ID Oklahoma BIN 


Number - 010579 
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Transactions Media Submitter ID Receiver ID 
Out NCPDP Web Batch Oklahoma BIN 


Number - 010579 
Provider ID  


Out 997 Web Batch 731476619 Provider ID  


Submitter Type – Individual Provider  
(Interactive Only) 


 
Individual Provider is defined as an individual provider who submits 
data to the MMIS on their own behalf except for MCO, a retail 
Pharmacy, a Hospital, or a Provider Group.  
 
Responses to Real-time Interactive transactions are always returned to 
the submitter regardless of the contents of the ISA Submitter ID field 
or the Billing Provider ID fields.  For interactive transaction we 
maintain a persistent connection with the submitter until a response is 
provided.  If the transaction results in a subsequent unsolicited 
transaction (277, 835), that response would go to the Pay To Provider 
ID. 
 
Interactive transactions from individual providers would primarily 
occur over the Web DDE screens.  Larger providers may have a 
dedicated circuit to submit X12 transactions interactively.   
 
For all of these transactions the Provider ID field and the Submitter ID 
field from the ISA segment would be the same.  For all X12 
transactions, the submitter ID field would be used to compare to the 
Trading Partner Database to see which transactions the submitter was 
authorized to submit.   
 
The Receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 
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Table 4-2:  Individual Provider Interactive Processing 


Transactions Media Submitter ID Receiver ID 
In 837 Web DDE As submitted in 


ISA segment 
731476619 


Out 835 Web Batch 731476619 Pay To Provider ID 
In 270 Web DDE, Dedicated Circuit As submitted in 


ISA segment 
731476619 


Out 271 Web DDE, Dedicated Circuit 731476619 Submitter ID from 
incoming ISA 
Segment of the 270, 
Would be routed 
over dedicated 
circuit to submitter 


In 276 Web DDE, Dedicated Circuit As submitted in 
ISA segment 


731476619 


Out 277 Web DDE, Dedicated Circuit 731476619 Submitter ID from 
incoming ISA 
Segment of the 277, 
Would be routed 
over dedicated 
circuit to submitter 


Out 277 unsolicited Web Batch 731476619 Pay To Provider ID
In 278 Web DDE, Dedicated Circuit As submitted in 


ISA segment 
731476619 


Out 278 Web DDE, Dedicated Circuit 731476619 Submitter ID from 
incoming ISA 
Segment of the 278, 
Would be routed 
over dedicated 
circuit to submitter 


In NCPDP Dedicated Circuit N/A Oklahoma BIN 
Number - 010579 


Out NCPDP Dedicated Circuit 731476619 N/A 
Out 997 Web Batch 731476619 Submitter ID from 


incoming ISA 
Segment of the 
incoming 
transaction 
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Submitter Type – Billing Agent  (Batch) 
A Billing Agent is defined as an entity that performs the administrative 
processes for a provider.  They are responsible for gathering the 
information from a provider and formulating the data into the 
appropriate transaction format for submission to the MMIS.  In some 
instances, the Billing Agent may be a contracted provider who submits 
data on behalf of another contracted provider. 


Table 4-3:  Billing Agent Batch Submission 


Transactions Media Submitter ID Receiver ID 
In 837 Tape, CD, Disk, Web Batch, Web 


DDE 
Billing Agent’s 
Submitter ID 


731476619 


Out 835 Web Batch 731476619 Pay To Provider 
ID 


In 270 Tape, CD, Disk, Web Batch, Web 
DDE 


Billing Agent’s 
Submitter ID 


731476619 


Out 271 Web Batch, Web DDE 731476619 Submitter ID from 
incoming ISA 
Segment of the 
270 


In 276 Tape, CD, Disk, Web Batch, Web 
DDE 


Billing Agent’s 
Submitter ID 


731476619 


Out 277 (Claim 
Status) 


Web Batch, Web DDE 731476619 Submitter ID from 
incoming ISA 
Segment of the 
276 


Out 277 
unsolicited 


Web Batch 731476619 Pay To Provider 
ID 


In 278 Web DDE  Billing Agent’s 
Submitter ID 


731476619 


Out 278 Web DDE 731476619 Submitter ID from 
ISA Segment of 
the incoming 278 


In NCPDP Tape, CD, Disk, Web Batch Billing Agent’s 
Submitter ID 


Oklahoma BIN 
Number - 010579


Out NCPDP Web Batch Oklahoma BIN 
Number - 010579 


Pay To Provider 
ID 


Out 997 Web Batch 731476619 Submitter ID from 
ISA Segment of 
the incoming 
transaction 
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For all of these transactions the Provider ID field and the Submitter ID 
field would not be the same.  The Submitter ID field would be the 
Billing Agents assigned ID.  For X12 transactions, the Submitter ID 
field would be used to compare to the Trading Partner Database to see 
which transactions the submitter was authorized to submit.  The 
receiver for the outbound transactions would be determined by the 
transaction as noted in Table 3 above. This would not have to be the 
same as the submitter ID.   
The Receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 


Submitter Type – Billing Agent  (Interactive) 
A Billing Agent is defined as an entity that performs the administrative 
processes for a provider.  They are responsible for gathering the 
information from a provider and formulating the data into the 
appropriate transaction format for submission to the MMIS.  In some 
instances, the Billing Agent may be a contracted provider who submits 
data on behalf of another contracted provider. 
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Table 4-4:  Billing Agent Interactive Processing 


Transactions Media Submitter ID Receiver ID
In 837 Dedicated Circuit, Web DDE Billing Agent’s 


Submitter ID 
731476619 


Out 835 Web Batch 731476619 Pay To 
Provider ID 


In 270 Dedicated Circuit, Web DDE Billing Agent’s 
Submitter ID 


731476619 


Out 271 Dedicated Circuit, Web DDE 731476619 Submitter ID 
from incoming 
ISA Segment of 
the 270 


In 276 Dedicated Circuit, Web DDE Billing Agent’s 
Submitter ID 


731476619 


Out 277 Dedicated Circuit, Web DDE 731476619 Submitter ID 
from incoming 
ISA Segment of 
the 276 


Out 277 unsolicited Web Batch 731476619 Pay To 
Provider ID 


In 278 Dedicated Circuit, Web DDE Billing Agent’s 
Submitter ID 


731476619 


Out 278 Dedicated Circuit, Web DDE 731476619 Submitter ID 
from ISA 
Segment of the 
incoming 278 


In NCPDP Dedicated Circuit Billing Agent’s 
Submitter ID 


Oklahoma BIN 
Number - 
010579 


Out NCPDP Dedicated Circuit 731476619 Pay To 
Provider ID 


Out 997 Web Batch 731476619 Submitter ID 
from ISA 
Segment of the 
incoming 
transaction 


 
 


For all of these transactions the Provider ID field and the Submitter ID 
field would not be the same.  The Submitter ID field would be the 
Billing Agents assigned ID.  For X12 transactions, the Submitter ID 
field would be used to compare to the Trading Partner Database to see 
which transactions the submitter was authorized to submit.   
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Interactive transactions are always returned to the submitter regardless 
of the contents of the ISA Submitter ID field or the Billing Provider ID 
fields.  For interactive transactions we maintain a persistent connection 
with the submitter until a response is provided.  If the transaction 
results in a subsequent unsolicited transaction (277, 835), that response 
would go to the Pay To Provider ID. 
 
The Receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 


Submitter Type - Clearinghouse (Batch) 
Clearinghouse is defined as an entity that takes transactions, or data 
files, from another entity (either a provider, Clearinghouse, or billing 
agent) and reformats the transactions into the format expected by the 
MMIS.   
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Table 4-5:  Clearinghouse Batch Submission  


Transactions Media Submitter ID Receiver ID 
In 837 b Batch Clearinghouse’s 


Submitter ID 
731476619 


Out 835 Web Batch 731476619 Pay To Provider 
ID 


In 270 Tape, CD, Disk, Web Batch Clearinghouse’s 
Submitter ID 


731476619 


Out 271 Web Batch 731476619 Submitter ID 
from incoming 
ISA Segment of 
the 270 


In 276 Tape, CD, Disk, Web Batch Clearinghouse’s 
Submitter ID 


731476619 


Out 277 Web Batch 731476619 Submitter ID 
from incoming 
ISA Segment of 
the 276 


Out 277 unsolicited Web Batch 731476619 Pay To Provider 
ID 


In 278 Tape, CD, Disk, Web Batch Clearinghouse’s 
Submitter ID 


731476619 


Out 278 Web Batch 731476619 Submitter ID 
from ISA 
Segment of the 
incoming 278 


In NCPDP Tape, CD, Disk, Web Batch Clearinghouse’s 
Submitter ID 


Oklahoma BIN 
Number - 
010579 


Out NCPDP Web Batch Oklahoma BIN 
Number - 010579 


Assigned 
Provider ID 


Out 997 Web Batch 731476619 Submitter ID 
from ISA 
Segment of the 
incoming 
transaction 


 
For all of these transactions the Provider ID field and the Submitter ID 
field would not be the same.  The Submitter ID field would be the 
Clearinghouse assigned ID.  For X12 transactions, the Submitter ID 
field would be used to compare to the Trading Partner Database to see 
which transactions the submitter was authorized to submit.  For 
solicited transactions, the receiver of the outbound transactions would 
be the Clearinghouse.  This would be the same as the inbound 
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submitter ID.  For unsolicited transactions, the receiver would be the 
Pay To Provider ID.  
 
The Receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 


Submitter Type - Clearinghouse (Interactive) 
Clearinghouse is defined as an entity that takes transactions, or data 
files, from another entity (either a provider, Clearinghouse, or billing 
agent) and reformats the transactions into the format expected by the 
MMIS.   


Table 4-6:  Clearinghouse Interactive 


Transactions Media Submitter ID Receiver ID
In 837 Web DDE, Dedicated Circuit Clearinghouse’s 


Submitter ID 
731476619 


Out 835 Web Batch 731476619 Pay To 
Provider ID 


In 270 Web DDE, Dedicated Circuit Clearinghouse’s 
Submitter ID 


731476619 


Out 271 Web DDE, Dedicated Circuit 731476619 Submitter ID 
from incoming 
ISA Segment 
of the 270, 
would be 
routed over 
dedicated 
circuit to 
submitter 


In 276 Web DDE, Dedicated Circuit Clearinghouse’s 
Submitter ID 


731476619 


Out 277 Web DDE, Dedicated Circuit 731476619 Submitter ID 
from incoming 
ISA Segment 
of the 276, 
would be 
routed over 
dedicated 
circuit to 
submitter 


Out 277 unsolicited Web Batch 731476619 Pay To 
Provider ID 
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Transactions Media Submitter ID Receiver ID
In 278 Web DDE, Dedicated Circuit Clearinghouse’s 


Submitter ID 
731476619 


Out 278 Web DDE, Dedicated Circuit 731476619 Submitter ID 
from ISA 
Segment of the 
incoming 278, 
would be 
routed over 
dedicated 
circuit to 
submitter 


In NCPDP Dedicated Circuit Clearinghouse’s 
Submitter ID 


Oklahoma BIN 
Number - 
010579 


Out NCPDP Dedicated Circuit Oklahoma BIN 
Number - 
010579 


Would be 
routed over 
dedicated 
circuit to 
submitter 


Out 997 Web Batch 731476619 Submitter ID 
from ISA 
Segment of the 
incoming 
transaction 


 
Interactive transactions are always returned to the submitter regardless 
of the contents of the ISA Submitter ID field or the Billing Provider ID 
fields.  For interactive transactions we maintain a persistent connection 
with the submitter until a response is provided.  If the transaction 
results in a subsequent unsolicited transaction (277, 835), that response 
would go to the Pay To Provider ID. 
 
For all of these transactions the Provider ID field and the Submitter ID 
field would not be the same.  The Submitter ID field would be the 
Clearinghouse assigned ID.  For X12 transactions, the Submitter ID 
field would be used to compare to the Trading Partner Database to see 
which transactions the submitter was authorized to submit.  For 
solicited transactions, the receiver for the outbound transactions would 
be the actual submitter of the inbound transaction.  The Receiver ID 
would be the same as the inbound submitter ID.  For unsolicited 
transactions, the receiver would be the Pay To Provider ID.  
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The Receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 
 


Submitter Type – Value Added Network (VAN) 
(Batch) 


A VAN is defined as an entity that takes X12 transactions and routes 
the transactions to the MMIS.  A VAN could function in different 
capacities for different entities; for example, the VAN could provide 
service as a telecommunications vendor for some entities, a 
Clearinghouse for another, and / or a Billing Agent for others. For 
MMIS processing purposes, a VAN is defined as a 
telecommunications vendor only. 
 


Table 4-7:  VAN Batch Submission 


Transactions Media Submitter ID Receiver ID
In 837 Direct connect FTP As submitted 731476619 
Out 835 Web Batch 731476619 Pay To 


Provider ID 
In 270 Direct connect FTP As submitted 731476619 
Out 271 Web Batch 731476619 Submitter ID 


from incoming 
ISA Segment of 
the 270 


In 276 Direct connect FTP As submitted 731476619 
Out 277 (Claim 
Status) 


Web Batch 731476619 Submitter ID 
from incoming 
ISA Segment of 
the 276 


Out 277 unsolicited Web Batch 731476619 Pay To 
Provider ID 


In 278 Direct connect FTP As submitted 731476619 
Out 278 Web Batch 731476619 Submitter ID 


from incoming 
ISA Segment of 
the 278 


In NCPDP Direct connect FTP As submitted Oklahoma BIN 
Number - 
010579 
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Transactions Media Submitter ID Receiver ID
Out NCPDP Web Batch Oklahoma BIN 


Number - 
010579 


Would be 
routed over 
dedicated 
circuit back to 
submitter 


Out 997 Web Batch 731476619 Submitter ID 
from X12 ISA 
segment of the 
incoming 
transaction 


  
 
For all of these transactions the Provider ID field and the Submitter ID 
field should be the same because a true VAN does not modify the data; 
however, it may be a Billing Agent submitter number who is using the 
VAN for telecommunications purposes.  For X12 transactions, the 
Submitter ID field would be used to compare to the Trading Partner 
Database to see which transactions the submitter was authorized to 
submit.  Because the VAN is not reformatting data, each provider must 
test and be authorized for each of the ASC X12 transactions that they 
will be submitting through the VAN connection. 
 
The receiver for the outbound transactions would be the entity 
designated by the Provider to receive that particular transaction.  This 
would not have to be the same as the submitter ID.   
 
The Receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 
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Submitter Type – VAN (Interactive) 
A VAN is defined as an entity that takes X12 transactions and routes 
the transactions to the MMIS.  A VAN could function in different 
capacities for different entities; for example, the VAN could provide 
service as a telecommunications vendor for some entities, a 
Clearinghouse for another, and / or a Billing Agent for others. For 
MMIS processing purposes, a VAN is defined as a 
telecommunications vendor only. 
 


Table 4-8:  VAN Interactive Submission 


Transactions Media Submitter ID Receiver ID
In 837 Direct connect FTP As submitted 731476619 
Out 835 Web Batch 731476619 Pay To 


Provider ID 
In 270 Direct connect FTP As submitted 731476619 
Out 271 Web Batch 731476619 Submitter ID 


from incoming 
ISA Segment of 
the 270 


In 276 Direct connect FTP As submitted 731476619 
Out 277 Web Batch 731476619 Submitter ID 


from incoming 
ISA Segment of 
the 276 


Out 277 unsolicited Web Batch 731476619 Pay To 
Provider ID 


In 278 Direct connect FTP As submitted 731476619 
Out 278 Web Batch 731476619 Submitter ID 


from incoming 
ISA Segment of 
the 278 


In NCPDP Direct connect FTP As submitted Oklahoma BIN 
Number - 
010579 


Out NCPDP Web Batch Oklahoma BIN 
Number - 
010579 


Would be 
routed over 
dedicated 
circuit back to 
the submitter- 
Assigned 
submitter ID 
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Transactions Media Submitter ID Receiver ID
Out 997 Web Batch 731476619 Submitter ID 


from X12 ISA 
segment of the 
incoming 
transaction 


 
Interactive transactions are always returned to the submitter regardless 
of the contents of the ISA Submitter ID field or the Billing Provider ID 
fields.  For interactive transactions we maintain a persistent connection 
with the submitter until a response is provided.  If the transaction 
results in a subsequent unsolicited transaction (277, 835), that response 
would go to the Pay To Provider ID. 
 
For all of these transactions the Provider ID field and the Submitter ID 
field should be the same because a true VAN does not modify the data; 
however, it may be a Billing Agent submitter number who is using the 
VAN for telecommunications purposes.  For X12 transactions, the 
Submitter ID field would be used to compare to the Trading Partner 
Database to see which transactions the submitter was authorized to 
submit.  Because the VAN is not reformatting data, each 
provider/submitter must test and be authorized for each of the ASC 
X12 transactions that they will be submitting through the VAN 
connection. 
 
The Receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 
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Submitter Type – Medicare Carriers and Fiscal 
Intermediaries  


Medicare is defined as the entities that process the Part A and Part B 
claims for Medicare, and submits crossover claims data to Medicaid. 
  


Table 4-9:  Medicare Processing  


Transactions Media Submitter ID Receiver ID
In 837 Tape ??? 731476619 
Out 835 Web Batch 731476619 Pay To 


Provider 
Out 277 unsolicited Web Batch 731476619 Pay To 


Provider 
Out 997 Web Batch 731476619 ??? Not 


required by 
Medicare 


 
For Medicare Crossover Data, the submitter would be the Assigned 
Submitter ID, which would be different than the Provider ID.  The 
receiver of the unsolicited transactions (277, 835) would be the Pay To 
Provider.  
 
The Receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 
 


Submitter Type –Managed Care Organization 
(MCO) 


An MCO is defined as any of the Health Maintenance Organizations 
under the Soonercare program. These organizations provide for both 
capitated and non-captitated services. The organization would be 
submitting on their own behalf, and have the same functionalities of an 
individual provider category, in addition to the receipt of the 
Enrollment rosters (834) and Capitation Remittance Advice (820) 
transactions. 
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Table 4-10:  Managed Care Organization Processing 


Transactions Media Submitter ID Receiver ID
In 837 Web Batch MCO’s 


Submitter ID 
731476619 


Out 835 Web Batch 731476619 MCO’s 
Submitter ID 


Out 277 unsolicited Web Batch 731476619 MCO’s 
Submitter ID 


Out 820 Web Batch 731476619 MCO’s 
Submitter ID 


Out 834 Web Batch 731476619 MCO’s 
Submitter ID 


Out 997 Web Batch 731476619 MCO’s 
Submitter ID 


 
The Submitter ID for the inbound transactions to the MMIS would be 
the ID assigned to the MCO. For the MMIS generated outbound 
transactions the MCO submitter ID would be in the Receiver ID field.   
 
The Receiver for the inbound transactions and the Submitter for the 
outbound transactions would be the Trading Partner ID assigned to 
EDS/OHCA (731476619). 


Relationship Between Submitter, Receiver, and 
Provider 


  
There are three separate agreements involving providers, submitters, 
OHCA and EDS.  These are: 


 Telecommunications Agreement – which outlines the 
relationship between OHCA, a dedicated connect (persistent 
connection) VAN, and EDS.  It also defines the processing 
standards as well as the billing and payment expectations. 


 Electronic Billing Service Submittal Agreement – which 
delineates the responsibilities of OHCA, EDS and the 
Electronic Billing Services Contractor in accessing and 
transporting MMIS data for OHCA in its operation of the 
Medicaid Program. 


 Provider Enrollment Contract – Which defines the 
agreement to submit transactions to EDS for processing.  These 
transactions can be electronic but they do not have to be. It also 
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maintains the Privacy and Security statements for the 
confidentiality of the data, as well as other State Policies. 


 
The transactions for which each submitter is authorized to submit / 
receive either test or production is maintained in the Trading Partner 
Database in the Trading Partner Maintenance Window.  OHCA does 
not have a business need to check this relationship in the submission 
process. 
 
When the submitter is a VAN, OHCA does not have a business need to 
track what Provider is submitting through which VAN.  In addition, 
OHCA does not have a business need to know what provider will be 
received on a Crossover transaction; however, the provider must be an 
enrolled Medicaid provider to receive payment or remittance advice.  
Additionally, since Medicare is the submitter of the transaction, the 
Medicare agent must test and authorize each of the transactions to be 
submitted. 
 
When a VAN acts as a Billing Agent or Clearinghouse the VAN 
submitter ID would be in the Submitter ID for these transactions.  So, 
on the same port we could receive transactions with individual 
Provider ID as the Submitter ID and transactions with the Billing 
Agent or Clearinghouse Submitter ID as the Submitter ID. 
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Section 5 : Technical Specifications  
 
Many functions of the EDI team will require research and knowledge 
of specific technical specifications for individual features and 
components.  This section details the information necessary to 
complete this technical research.  Included in this section are 
Transaction requirements and components, Telecommunication 
methods, and the integration of the selected EDI translation tool. 


Companion Documents and Implementation 
Guides 


 
The HIPAA Implementation Guides were created by the Washington 
Publishing Company to assist the providers and payers within the 
Healthcare Industry to understand and convert to the HIPAA mandated 
X12 data format.  Since the Implementation Guides are not payer 
specific and allow multiple values for each data element,  OHCA 
developed companion documents to clarify some of the elements. 
The Implementation Guides will be available via: 
Hard Copy at Desk 


 \\Accountshare\HIPAA\Implementation Guides 
 OHCA Website:  www.ohca.state.ok.us 


NCPDP Payer Sheets 
 


Oklahoma Medicaid will be utilizing the NCPDP 5.1 standard for all 
interactive Pharmacy claim submissions.  However, the 5.1 standard 
does not indicate specific data values for each element.  Therefore, the 
EDS NCPDP Payer Sheets have been created to assist retail 
pharmacies to program their electronic claims software to bill 
specifically under the guidelines of Oklahoma Medicaid.   
For the NCPDP Payer Sheets please reference: 
Hard Copy at Desk 


 \\Accountshare\EDI\NCPDP\Payer Sheets 
 OHCA Website:  www.ohca.state.ok.us 
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X12 Message Components 
 
A complete ANSI ASC X12 EDI electronic exchange between trading 
partners occurs in basic units called messages, or transaction sets. A 
transaction set may represent a single business document (e.g. a 
purchase order or an invoice) or a single transaction set that may 
contain multiple occurrences of a business document, as in the case of 
health care claims. (A Health Care Claim transaction set (837) may 
include many claims for the same provider). 
Over time the business community has developed a series of 
standardized transaction formats to cover a wide range of business 
communication needs. Each transaction set has been defined with an 
extensive set of data elements required for a unique business 
document, with specified formats and sequences for each data element. 
Combinations of related data elements are built up into segments, or 
logically related groups of data. 
All of the related segments for a transaction are then grouped together, 
and are preceded by a transaction header and followed by a transaction 
trailer record. If the transaction contains more than one transaction 
(many purchase orders sent to one vendor) several transaction groups 
would be preceded by another type of record, referred to as a 
functional group header, and would be followed by a function group 
trailer. Functional groups are included in interchanges, which envelops 
the entire transmission and includes all of the data sent to one trading 
partner. Here’s a brief description of each of these terms: 


 


Data Element - Data elements are the smallest unit of information in 
an EDI message and represent a single unit of information. (e.g., unit 
price, item description). 
A data element definition will describe: 


1. The type of data (numeric, alphanumeric, date, time). 
2. The minimum and maximum length allowed. 
3. Code or conditional values that must be observed with the 


particular type of data. 
 
Data Segments – Data segments consist of strings of related data 
elements in a specific order. For example, an address segment may 
consist of city, state and zip code data elements. Each segment is 
preceded by a unique two to three character Segment ID, which 
identifies the nature of the data included in the segment. Each data 
element is separated one from another by a special character called a 
data element delimiter. The end of a segment is punctuated by another 
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special character called a segment terminator. A city/state/zip address 
segment might look like this: 
N4*Oklahoma City*OK*73105~ 
N4 is the segment identifier that tells the translation software that the 
segment contains city/state/zip information. The special character ‘*’ 
separates each of the unique data elements, and the special character 
‘~’ designates the end of the segment. (The special characters used as 
separators are called “delimiters”). A segment definition for a specific 
transaction set will identify: 


1. All mandatory data elements. 
2. Any optional or conditional data elements. 
3. The required sequence of data elements within the segment. 
4. The maximum number of occurrences of the segment. 


 
Transaction Sets – A transaction set, consists of logically related data 
segments in a specific order. Transaction sets are bound by mandatory 
header and trailer segments. (The Segment ID for the Transaction Set 
Header is ‘ST” and the Segment ID for the Transaction Set Trailer is 
‘SE’). For each transaction set, complete documentation is available to 
specifically define the information is required. A transaction set 
definition set will identify: 


1. The segments to be used in the message. 
2. The required sequence of the segments. 
3. Which segments are mandatory and which are optional. 
4. The number of times a segment may be repeated. 


 
Functional Groups – A functional group is a group of similar 
transaction sets. Functional groups are also bound by special header 
and trailer segments. (The Segment ID for the Functional Group 
Header is ‘GS” and the Segment ID for the Functional Group Trailer is 
‘GE’). 
 
Interchanges – An interchange is a complete EDI message from one 
trading partner to another, that can include multiple functional groups 
and transaction sets. Interchanges are enveloped within interchange 
control segments which specify, among other things, the sender and 
receiver of the interchange identified by their respective electronic 
addresses. (The Segment ID for the Interchange Control Header is 
‘ISA” and the Segment ID for the Interchange Control Trailer is 
‘IEA’). 
 
The entire transmission can be viewed as a group of envelopes, with 
each transaction set enclosed in a transaction set envelop, all of the 
transaction sets of the same type enclosed in a functional group 
“envelop”, and all functional groups enclosed within an interchange 
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“envelop” that contains all of the electronic address information 
needed to reach the trading partner. 


Telecommunications 


EDS Interactive Electronic Data Interchange Specifications  
 
This section details the communication specifications for accessing the 
Oklahoma MMIS Point of Service (POS) Network.  This network will 
initially be used to support on-line, real time transactions for: 


 NCPDP 
 ASC X12N 


 
The OK MMIS POS Network will support leased line service only.  
Dial-up traffic over “800” or other telephone service will not be 
supported by connections to this network. 
 
All leased line connections must terminate at the EDS OK MMIS Data 
Center.  The Transmission Control Protocol/Internet Protocol (TCP/IP) 
will be the standard networking protocol supporting all connections.   
 
TCP/IP provides a common transport environment between disparate 
computer systems, a common set of tools and utilities (for terminal 
access, file transfer, electronic mail, and network management) and a 
standard mechanism for interprocess communication.    
 
Leased lines will be discussed on a case-by-case basis with the 
requestor as to the cost of implementing a leased line, line speeds, 
connection procedures, and invoicing. 
 
The purpose is to provide technical interface specifications for the OK 
MMIS Electronic Data Interchange (EDI) Trading Partners.  These 
specs will include the information needed to write the software 
components that will enable interactive transaction processing.  This 
document will focus on the technical interface requirements needed to 
connect, send and receive data interactively in a program-to-program 
environment with the OK MMIS.  It will not discuss in any detail the 
X12N Health Care transaction sets. 
 
The OK MMIS interprocess communication will use the client server 
model.  These terms refer to the two processes that will be 
communicating with each other.   One of the two processes, the client, 
connects to the other process, the server, typically to make a request 


PURPOSE 


CLIENT SERVER 
MODEL 







Section 5:Technical Specifications  EDI and Claim Capture Procedures Manual 


5-5 Library Reference Number: OKEDI 
Revision Date: October 2002 


Version: 1.0 


for information.  In our configuration, the server will refer to the OK 
MMIS system, and the client refers to the external EDI trading 
partners. 
 
The system call for establishing a connection are somewhat different 
for the client and the server, but both involve the basic construct of a 
socket.  A socket is one end of the interprocess communication 
channel. The two processes each establish their own socket. 
 
The steps involved in establishing a socket on the client side are as 
follows: 


1. Create a socket with the socket() system call 
2. Connect the socket to the address of the server using the 


connect() system call 
3. Send and receive data using the read() and write() system calls 


 
The steps involved in establishing a socket on the server side are as 
follows: 


1. Create a socket with the socket() system call 
2. Bind the socket to an address using the bind() system call.  An 


address consists of a port number on the host machine 
3. Listen for connections with the listen() system call 
4. Accept a connection with the accept() system call.  This call 


typically blocks until a client connects with the server 
5. Send and receive data using the read() and write() system calls 


 
 
When a socket is created, the program has to specify the address 
domain and the socket type.  Two processes can communicate with 
each other only if their sockets are of the same type and in the same 
domain.  We will use the Internet domain and stream socket types.   
 
The address of a socket in the Internet domain consists of the Internet 
address of the host machine (often referred to as its IP address).  In 
addition, each socket needs a port number on that host.  Port numbers 
are 16 bit unsigned integers.  Authorized EDI trading partners will 
receive their own unique port numbers from EDS. 
 
Stream sockets treat communications as a continuous stream of 
characters.  Stream sockets use Transmission Control Protocol (TCP), 
which is a reliable, stream-oriented protocol. 
 
 
An interactive transaction will consist of a request from client to server 
and a response from server to client.  Both the request from the client 


INTERNET 


ADDRESS DOMAIN 


AND STREAM 
SOCKET TYPE 


OK POS MMIS 


INTERACTIVE 
TRANSACTION 
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and the response from the server will consist of a header portion and 
the body (the actual data). 
 
Message Header  


The purpose of the header is to let the receiver know the size of the 
body.  We will use the standard HTTP/1.1 header for our processing 
format. 
 
 Header =  start-line 


(message-header CRLF) 
CRLF 
[ body ] 


 
 Start-line = Request-Line | Response-Line 
 
HTTP header fields follow the same generic formats.  Each header 
field consists of a name followed by a colon (“:”) and the field value.  
Field names are case sensitive.  The Content-Length header field is the 
only field that will apply to the application.  This field will be used to 
identify the length of either the request or response transaction data.  
Both the client and server processes will use the value of this field to 
ensure the correct number of bytes is received   
 
Request 


The request message from a client to a server includes, within the first 
line of the message, the method to be applied to the resource, the 
identifier of the resource, and the protocol version in use. 
 


Request =  Request-Line 
(message-header CRLF) 
CRLF 
[ body] 


 
 Request-Line = Method Request-URI HTTP-Version 
CRLF 
 
The Method token indicated the method to be performed on the 
resource identified by the Request-URI.  We will always use the 
“POST” method. 
 
The request-URI is a Uniform Resource Identifier and identifies the 
resource upon which to apply the request.  We will use 
“OKMMISPOS” as the request-URI. 
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Following shows the format of an OK MMIS POS interactive request: 
 
POST /OKMMISPOS HTTP/1.1<CR><LF> 
Content-Length: 10<CR><LF> 
<CR><LF> 
Input Data 
 
 
Response 


After receiving, interpreting and processing a request message, the OK 
MMIS POS server responds with a response message.  This response 
consists of a HTTP header and the body (response data).  
 
 Response =  Response-Line 


(message-header CRLF) 
CRLF 
[ body] 


 
 Response-Line = HTTP-Version Status-Code Reason-
Phrase 
 
The first line of a response message is the status-line, consisting of the 
protocol version followed by a numeric status code and its associated 
textual phrase.  The Status-Code element is a 3-digit integer result 
code of the attempt to understand and satisfy the request.  The Reason-
Phrase is intended to give a short textual description of the status-code.   
 
The only Status-Code that will apply to our implementation is ‘200’.  
The status code of ‘200’ means ‘OK’.  Any error messages or 
processing errors will be communicated in the actual body of the 
response. 
 
 
The following example shows the format of an OK POS MMIS 
response message: 
 
HTTP/1.1 200 OK<CR><LF> 
Content-Length: 13<CR><LF> 
<CR><LF> 
Response Data 
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Error Response 
 


Status-
Code 


Reason-
Phrase 


Meaning Appropriate 
Action 


400 Bad Request Request was 
unrecognizable, 
it was not 
appropriate for 
this port, or the 
ECRTP mapper 
software is 
incorrectly 
configured. 
 


Correct the 
transaction or 
connect to the 
proper port for the 
transaction type or 
contact EDS help 
desk to correct the 
ECRTP mapper 
configuration. 


501 Not 
Implemented 


The service to 
process the 
request is 
configured 
incorrectly. 
 


Contact EDS help 
desk. 


503 Service 
Unavailable 


The service 
could not 
process the 
request.  An 
example would 
be that the 
database is 
unavailable. 
 


Contact EDS help 
desk. 


510 Max 
Connections 


The client has 
already reached 
the maximum 
number of 
allowable 
connections on 
this port. 


Contact EDS help 
desk to boost the 
number of 
allowable 
connections or 
correct the client 
configuration so 
that it does not 
exceed the 
allowable number 
of connections. 


 
All transactions sent by the client will result in a response.  For any 
reason the client not receive a response or an unexpected disconnect, 
the connection should be re-established and the transaction resent. 
 
As described above, a TCP/IP socket connection must be established 
before an interactive POS transaction can be processed.  We strongly 


PERSISTENT 
CONNECTIONS 
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recommend establishing persistent connections.  Persistent 
connections will allow the client to establish a connection once, and 
then send and receive transactions until the connection is closed.   
 
Persistent TCP/IP socket connections have a number of advantages: 


 By opening and closing fewer TCP connections, CPU time is 
saved in routers and hosts (clients, servers, proxies, gateways, 
tunnels, or caches) and memory used for TCP protocol control 
blocks can be saved in hosts 


 Network congestion is reduced by reducing the number of 
packets caused by TCP opens, and by allowing TCP sufficient 
time to determine the congested state of the network 


 Latency on subsequent requests is reduced since there is no 
time spent in TCP’s connection opening handshake 


 
EDI trading partners with a high volume of transactions will be able to 
establish and run multiple clients in parallel.  Running multiple clients 
in parallel will enable multiple requests to be processed concurrently.     
 
We will establish on a case-by-case basis with the requestor the 
maximum number of concurrent connections that will be allowed on a 
port.  This will ensure that our EDI trading partners will be able to 
receive the server resources required to process their transaction 
volumes.  
 
EDI trading partners will send a specific transaction type over a 
specified port.  For example, trading partner "A" may send ASC X12 
270 (eligibility benefit inquiry) transactions over port 12345 but 
should not send NCPDP transactions over that same port.  The 
corresponding response, in this case an ASC X12 271 (eligibility 
benefit response), will be sent over the same connection. 


Sybase Product Integration  
The X12 compliance check and translation is done with the aid of a 
Sybase product called EDI Server.  EDI server is a suite of 
applications of which each plays a part in the EDI world.  This section 
describes each application and how the EDI team uses them, as well as 
the data flow, naming standards, archive standards, and the software 
upgrade procedures. 


EC Map (Translation) 
ECMap is a GUI application that enables the user to do “drag-and-
drop” mapping allowing “non-technical” employees to easily develop 
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translation maps.  EDS Oklahoma Medicaid utilizes ECMap to create 
the translation maps for all transactions. 


HIPAA Accelerator (compliance check) 
The HIPAA Accelerator is an enhancement to ECMap.  The HIPAA 
Accelerator uses the ECMap product to test a given piece of data for 
“HIPAA Compliance”.  HIPAA compliance in this case refers to a 
strict adherence to the X12 Implementation Guides.  To do this, the 
Accelerator (map) reads in all the X12 data in a given transaction, 
assigns the data to memory variables, and proceeds to run a series of 
rules and commands that test the syntax of the X12 data.  It does more 
than check for the presence of required fields; HCFA requires that it 
validate syntax such as alphanumeric, field length, valid qualifiers, and 
mandatory loops and segments, as well as appropriate segments within 
a given loop.  The HIPAA Accelerator consists of three components 
— HIPAA compliant X12 standards, HIPAA compliance maps for 
each X12 transaction, and a suite of test data. They are baseline 
compliance maps to which specific rules can be added. The rules 
further narrow down the implementation guides to allow for business 
logic and flow. This is ideal for validating member numbers, provider 
numbers and dates of birth versus dates of service. The compliance 
maps are open so you can add, change and even delete compliance 
checking rules to accommodate your specific needs. If changes are 
made to the HIPAA implementation guide, Sybase will modify its 
HIPAA Accelerator compliance maps to reflect those changes. 


EC Gateway 
EC Gateway provides facilities for job control production scripting 
and event driven scheduling, permitting lights-out operations.  
Additional services include mailbox management, trading partner 
administration, logging, archiving, data communications, and 
reporting.  EDS Oklahoma Medicaid uses EC Gateway to manage the 
trading partners and run the ECTRP.  The ECRTP calls the appropriate 
maps and routes the data and scripts to the appropriate backend 
application for processing as needed. 







Section 5:Technical Specifications  EDI and Claim Capture Procedures Manual 


5-11 Library Reference Number: OKEDI 
Revision Date: October 2002 


Version: 1.0 


Data Flow  
 
The X12 transactions as they are submitted will go through several 
steps before and after being imported into the MMIS system.  Once the 
file is received, it will be renamed and moved by an automated UNIX 
script.  It will be screened by the compliance map and then translated 
by another map into an XML format.  After the MMIS has adjudicated 
or otherwise processed the data, a response is created and goes through 
a reverse process.  The diagram below shows the path an X12 
transaction might take as it moves through the system.  Please see the 
legend and the note below. 
 


 


A note about inbound and outbound maps 
 
The term inbound and outbound does not actually define the direction 
the transaction is moving in relation to EDS.  Rather, those terms more 
precisely refer to which side of the map the X12 formatted data is 
coming from, the in or the out.  If the map’s function is to receive X12 
data, it’s an inbound map.  If the map’s function is to generate X12 
data from some other format, it’s an outbound map.  In summary, the 
usage of the word “inbound” and “outbound” are only in reference to 
the X12 data. 
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Map Naming Conventions 
 
This section describes the nomenclature or naming standard used to 
label each map used by EDI. 
 
Translation maps:  The naming standard for the translation maps is as 
follows  


 
X = Translation Transaction Type Month and year of 
release 


 


X_837P_0502 
 
HIPAA Accelerator (Compliance Map):  The naming standard for the 
compliance map has been established by Sybase.  It is as follows 
 


HIPAA Transaction Type X12 version Sybase version 


 


HIPAA_837P_4010_50 
 
Memory Variables:  We are using memory variables within the maps 
to identify them within the system.  The version control number, or 
VCTL, is stored in a fixed memory variable called “VCTL Version 
Information”.  The variable is a 100 byte Alphanumeric Left-
justified field.  The fixed value is “%W% %G% %Q%”. 
 
There is another way to track the version of the maps, and that is the 
Model Office version release, a memory variable called “Model 
Office”.  It is a 19 byte Alphanumeric Left-justified field.  The value 
consists of the environment, the release number, and the version within 
that release if more than one exists.  


Sybase Memory Variable Procedures for Model Office 
releases 


 
Each Map shall have a memory variable that will be maintained and 
leveraged for Model Office version control.  This document outlines 
the standard for the Model Office Variable properties and contents. 
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‘Model Office’ Memory Variable Properties 


 
Each map should have a defined Memory Variable Named ‘Model 
Office’ as shown below: 
 


 
 


1. Field Type is Alpha Numeric 
2. Field Length is a length of 19 


 


 
 


 Field Justification is ‘L’ for Left 
 Fixed String indicator is checked indicating that the 


content of the Memory Variable is a fixed string value.  
In this example, the value is entered as ‘MO23v02’.  
The standard for this value is defined in the next 
section. 







EDI and Claim Capture Procedures Manual  Section 5:Technical Specifications 


5-14 Library Reference Number: OKEDI 
Revision Date: October 2002 


Version: 1.0 


Standard for Model Office fixed string value 


 
Note:  This memory variable needs to be updated for each version that 
will be promoted to Model Office.  This value does not need to be 
updated for incremental versions created for back-up purposes 
between releases. 


 
Please use the following standard when updating the Model Office 
Memory Variable:  MOXXvYY  
Where… 


 ‘MO’ is a hard coded abbreviation for Model Office 
 ‘XX’ equates to the Model Office (MO) Release to 


which the new version of the map will be promoted.  
E.G.  ‘24’ for Model Office Release #23.  Please refer 
to the Testing page of the workbook to determine the 
correct Model Office Release Number. 


 ‘v’ is hard coded for ‘version’ 
 ‘YY’ is the incremental Map version for that release 


(values 01-99).  Use ‘01’ for the first and increment by 
one for each additional version of the map released to 
the same Model Office Release.   


 
Examples: 
MO23v01 – Model Office Release 23, Map version 1 
MO23v02 – Model Office Release 23, Map version 2 
MO24v01 – Model Office Release 24, Map version 1  
MO25v01 – Model Office Release 25, Map version 1 
 
Note:  The 'Model Office' variable value will also be utilized in the 
name of our map archive files.  Please refer to the Map Archive 
Standards documentation for further details. 


Sybase Map Version Release Procedures 
 
The first step in releasing a new version of a map is to archive the 
map.  Please follow the procedure below exactly.  After archiving, the 
.Zip file can be promoted to the appropriate environment by the 
assigned EDI System Engineer. 
 
How to Create a Map Archive File 


1. Create a local directory reserved for the purpose of creating 
Map archives 


(d:\Zipup… for zipping up/copying a map). 
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2.  Copy the (selected) map using ECMap’s ‘Copy Map’ function 
 
Close down all “work” windows within the ECMap development tool. 
 
Select Utilities…then select Copy Map…and you will get the Copy 
Map Window.   
 
To copy a map…Select the option (This Map to Directory) 


 
 
Select the Directory to Copy the Map To…you can type it in or use the 
Browse option. 
Note:  Ensure the directory you are copying to is empty. 
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Select Run…you will get a confirmation window 
 


 
 
 
 
Select Yes…you will see files transfer and you will receive a message. 
 


 
 
Next, it is critical that you check the folder where you copied the map 
to and that it contains 12 files.  Occasionally not all 12 files are copied 
possibly due to window(s) being open in ECMap.   
 
Note:  If you do not get all twelve (12) files, see if you have any open 
windows.  Close the windows, delete all the files in your “Zipup” 
folder and try again.  If you didn’t have any open windows the best 
option is to close the application (ECMap), delete the files and begin 
again. 


 
The following is an example of the contents of Zip file when the copy 
is complete: 
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3.  Zip up the Map files using WinZip as above. 
 
Create a zip file utilizing the WinZip utility. 
 
Use the following archive naming conventions for Model Office 
Versions: 
 
<Map Name>_<MO Variable String>_<MMDDYY>.zip 
 


E.G.  837DO_0502_MO24v01_091302.zip 
 
Where... 


 'Map Name' is the name of your .map file (less the .map 
extension).  E.G. 837DO_0502, etc. 


 'MO Variable String' corresponds with the contents of 
the map's ‘Model Office’ (MO) Memory Variable.  
E.G.  MO24v01, etc.   Please refer to the Model Office 
Memory Variable Standard documentation for details. 


 'MMDDYY' is the date, in MMDDYY format, that you 
expect your map to be released to Model Office.  Note 
that since we often release off-schedule, this may or 
may not correspond to an official MO Release Date. 


 
For non-Model Office Versions, use a name that helps you 
recognize/determine the archive contents. 
 
After you have zipped up the map, move a copy of the .zip file to the 
Account Share folder that has been created for your given map. 
 







EDI and Claim Capture Procedures Manual  Section 5:Technical Specifications 


5-18 Library Reference Number: OKEDI 
Revision Date: October 2002 


Version: 1.0 


To help distinguish between interim back-up copies and versions ready 
for release to Model Office, move the latter to a ‘Model Office’ sub-
folder. 


 
The Account Share folder for X12 maps will have a dual propose. 


 A backup storage place for the map(s) you are currently 
working on. 


 A place to store versions of your maps as they are 
promoted. 


Sybase Software Update Process 
 
When new versions of Sybase maps are released and received by EDS, 
the following procedures will be followed: 


 


 The software will be loaded on to the desktop of one or several 
of the EDI Representatives’ machines.  The software will 
undergo unit testing to ensure that it is functional with no 
notable defects.  


 Once the software has successfully passed unit testing, the 
software will be promoted to ITF for integration testing. 


 After successfully passing ITF integration testing, the assigned 
EDI Rep. will seek management review.  Once a member of 
management has signed off on the new process, the “green 
light” will be given to move the new software into the 
Production environment. 


 The EDI team will notify the EDI SE that the software is 
“Ready for Production” and where it may be located on the 
Network share drive. 


.
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Section 6 : Medicaid on the Web and 
Remote Access Server (RAS) Procedures 


Introduction 
 
The Internet / Web / RAS accessibility will enable all to have access to 
patient and provider specific information through a browser based 
system.  Any Medicaid provider can access the Web/ RAS with their 
Provider ID and PIN #.  Once the provider has established their 
account, they can create new clerks and grant access to anyone in their 
specific office they feel need access to their account.  The Web/RAS is 
available 24 hours a day, 7 days a week except for scheduled 
maintenance. 


Web Functionality 
 
In order for a provider to access and use all the new options on the 
new secure website, they must first access OHCA’s main website at 
www.ohca.state.ok.us .  By entering through the OHCA website, we 
can ensure the provider community has the opportunity to view any 
other pertinent information the Oklahoma Health Care Authority has 
put out on their website for them to see.   
 
To access the secure site from OHCA’s main website, the provider 
must click on “Provider” at the top menu selection and then choose 
“Provider Services” from the drop down menu.  This will take them to 
the secure site for sign-in verification.   Further detailed information 
on accessing the Web and all of its features can be found at: 


 Appendix 6.1:  Accessing the Web 
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Data Submission 
 


Providers will have access to two ways of submitting data using the 
website, direct data entry and batch file upload.   


Direct Data Entry 
 
Providers, who do not have X12 compliant Practice Management 
software or access to a clearinghouse or VAN, still have the ability to 
submit claims electronically.  Direct Data Entry enables the provider 
to submit individual information electronically to OHCA/EDS without 
the constraints of having to submit the data in HIPAA compliant 
formats.  Direct Data Entry (DDE) pages have been established on the 
OHCA secure website for all submission types (i.e. claims, eligibility 
verification, prior authorizations and claim status inquiries).   
 
These pages contain separate box/fields for which the data must be 
populated.  As with the paper forms, not all boxes/fields are required 
depending upon the situation.  However, if a provider attempts to 
submit data via the Direct Data Entry page and has not populated all 
required fields, the system will prompt a pop-up box stating which 
required fields have not been populated.  This mechanism eliminates 
all guesswork for the provider attempting to submit the data.  
Informational data submitted using the Direct Data Entry option can 
only be submitted one transaction at a time. 


Batch Upload 
 
Batch upload is an Internet data submission option that is available to 
providers who wish to submit large batches of data all at once.  To use 
the Batch Upload option, providers must use HIPAA compliant 
software or Clearinghouse/VANs that can submit claim data in HIPAA 
compliant formats.  Once the provider has ensured the batch claim data 
has been converted into the corresponding HIPAA compliant format, 
they then have the ability to upload an entire batch file/transaction into 
the OKMMIS using the claim batch upload functionality on the 
website.   
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Remote Access Server (RAS) 
 
Health Care Data may also be transmitted through analog dial up 
connections using the RAS or Remote Access Server.  The 
functionality of the RAS will enable providers to utilize all options of 
OHCA’s secure website without the use of an Internet service 
provider.  All that is required to log on using the RAS is an analog 
phone line, a modem and Internet Explorer 5.0 (or higher).  
Instructions for connecting and accessing the Remote Access Server 
can be found at: 


 Appendix 6.2: Remote Access Server (RAS) Connectivity  
 Appendix 6.3: Accessing the RAS 
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Section 7 : Internal Procedures 


EDI Help Desk 
 
The purpose of the EDI Help Desk is to aid and facilitate the submitter 
community in transmission and receipt of EDI information with EDS.  
The help desk will provide support to the submitter for general 
questions on submission of transactions, data transmission issues, and 
research for those transactions failing compliance.   
 
The help desk phone number (405-416-6801) will be set up around a 
queue format.  Each   call will come in through the main number and 
then be assigned to the next available representative.   
 
Each representative will have reference materials available to ensure 
that each call is adequately addressed.  These materials include but are 
not limited to EDI Procedures Manual including the FAQ’s, 
Troubleshooting Guide, HIPAA IG Guides, Oklahoma Companion 
Guides for each transaction, and Oklahoma Billing Procedures 
Manual.  It will be each representative’s duty to ensure each call 
receives exceptional customer service through proper phone etiquette, 
upholding a professional yet amiable demeanor and addressing the 
needs indicated in each call.   


Call Tracking 
 
Call Tracking must be established to ensure all issues are resolved and 
followed up appropriately to facilitate proper timely customer service 
to the outside submitter community.  As each phone call enters the 
queue through the EDI Help Desk, the representative responsible for 
each call will provide proper and adequate notes of issues and 
resolutions within the EDI Call Tracking Database.  Only those 
individuals within the EDI team will have access to the EDI Call 
Tracking Database ensuring proper security of sensitive provider and 
client information. 
 
The Call Tracking Database will also enable callers to receive faster 
results to help desk inquires.  Providing a location to store all pertinent 
information / conversations from calls will allow the representatives to 
facilitate timely responses to the callers and keep the caller from 
having to repeat information from a past call. 
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Troubleshooting Guide 
 
An EDI Troubleshooting Guide will be established to assist 
representatives in providing correct and timely resolutions to 
commonly encountered issues regarding data transmission and data 
compliance.  The Troubleshooting Guide will be accessible to all EDI 
representatives for inquiry and updates at all times to ensure new 
issues and resolutions are documented appropriately for future 
reference.  This guide will detail the general process to use to resolve 
problems with receiving or translating incoming or outgoing 
transactions.   


VAN Invoicing 
 
The submitters with a Telecommunications Agreement will be 
receiving a monthly invoice from EDS.  This invoice will be created 
using the EDI-0500 Report that is run on a monthly basis.  The 
information from the report will be used to create a general invoice 
listing the number of each transaction type submitted and received 
during the billing period and the cost per each along with a total 
amount for the billing period.  These will be mailed to the address 
listed for each VAN in their Telecommunications Agreement. 


Trading Partner Maintenance 
 
The Trading Partner Maintenance Window allows the EDI team to add 
or modify the EDI status of individual EDI submitters.   
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There are two basic windows to choose from on the screen above, the 
first of which is the 
 “Search TP” window: 
 


 
 
The second option is the “Create Billing Agent” window: 
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The Create Billing Agent window allows the user to create a new 
trading partner by entering the required fields and specifying which 
electronic transactions that provider will be submitting and receiving.  
Saving the new file will result in a letter being automatically generated 
and mailed to the submitter with their new TP ID number and PIN 
information.   
 
The Search TP window conversely allows the user to find a previously 
entered TP and make changes when appropriate. 
 
When a submitter identifies the transaction(s) they want to submit, an 
agreement is added for that transaction in a ‘test’ status.  After the 
submitter has passed the authorization testing, these screens are used 
to enter an agreement for that transaction with a ‘production’ status. 
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Section 8 : Transaction Reporting 
 
Reports will be generated on a periodic basis to provide the EDI team with pertinent EDI transmission information 
regarding the previous day’s test and production transmissions.   
 
EDI has six general reporting types: 


o Claims submission statistics 
o Interactive activity 
o Interactive Activity by time of day 
o Interactive Transaction Timing 
o Van Invoicing 
o Transaction Errors 


 
The following is a list of the reports with associated layouts and field descriptions.   
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 EDI-0100-(D, W, & M) 
 
Interactive Activity: Reports VAN summary transaction counts, average response time, and percentage of VAN 
transactions to system total transactions.  Also reports summary statistics by VAN. There are daily, weekly and 
monthly versions of these reports. 
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Field Descriptions 


Field Description Data Type Length
Average Response Time 
   


Average response time of transactions where a response was 
received from the host.    


Number (Decimal)    6    


Percent of Total 
Transactions    


Percentage of total system transaction counts sent by the 
VAN where a response was received from the host.    


Number (Decimal)    4    


Reporting Date    Date of the Report    Date (MM/DD/CCYY)  8    
Total Transactions    Total Transactions by VAN where a response was received 


from the host.    
Number    7    


Transaction Type    Transaction Type Description    Character    24    
Transactions Not 
Acknowledged    


Total Transactions where no response was received from the 
host.    


Number    6    


VAN    Name of VAN    Character    16    
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EDI-0110-D 
 
Interactive activity by time of day: Reports VAN summary transaction counts, average response time and 
percentage of VAN transactions to system total transactions by time of day. Report includes VAN Totals and 
detail by VAN. 
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Field Descriptions 


Field Description Data Type Length
Average Response Time 
   


Average response time of transactions where a response was 
received from the host for the time period    


Number (Decimal)    6    


Percent of Total 
Transactions    


Percentage of total system transaction Counts sent by the 
VAN where a response was received from the host    


Number (Decimal)    4    


Reporting Date    Date of the Report    Date (MM/DD/CCYY)  8    
Time Period    Starting time of time period    Number    4    
Total Transactions    Total Transactions for the time period where a response was 


received from the host.    
Number    7    


Transactions Not 
Acknowledged    


Total Transactions where no response was received from the 
host for the time period.    


Number    6    


Transacton Type    Transaction Type Description    Character    24    
VAN    Name of VAN    Character    16    
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EDI-0120-(D, W, & M) 
 
Interactive Transaction Timing:  Reports VAN transaction counts for the day grouped by transaction response 
time including summary of all VANS and details for each VAN.  There are daily, weekly, and monthly versions 
of these reports. 
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Field Descriptions 


Field Description Data Type Length
Average Response Time   Average response time of transactions    Number (Decimal)    6    
Maximum Response Time Maximum response time of transactions    Number (Decimal)    6    
Minimum Response Time  Minimum response time of transactions    Number (Decimal)    6    
Reporting Date    Date of the Report    Date (MM/DD/CCYY)  8    
Response Time    Number of transactions within the indicated response time Number    6    
VAN    Name of VAN    Character    16    
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EDI-0200-(D, W, & M) 
Interactive Activity for WEB DDE:  This reports WEB DDE transaction counts and percentage of total 
transactions, including system totals. There are daily, weekly and monthly versions of these reports. 
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Field Descriptions 


Field Description Data Type Length
Percent of Total 
Transactions    


Percentage of total system transaction counts sent by WEB 
DDE where a response was received from the host.    


Number (Decimal)    4    


Reporting Date    Date span of the report.    Character    16    
Time Period    Starting date of date span.    Date (MM/DD/CCYY)  8    
Total Transactions    Total transaction count by WEB DDE, where a response was 


received from the host.    
Number    6    


Transaction Type    Type of transaction submitted by WEB DDE.    Character    24    
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EDI-0210-D 
 
Interactive Activity for WEB DDE: This reports WEB DDE transaction counts and percentage of total 
transactions, including system totals by time of day.  
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Field Descriptions 


Field Description Data Type Length
Percent of Total 
Transactions    


Percentage of total system transaction counts by WEB DDE 
where a response was received from the host.    


Number (Decimal)    4    


Reporting Date    Date of the report.    Date (MM/DD/CCYY)  8    
Time Period    Starting time of time period.    Number    4    
Total Transactions    Total transaction count for the time period where a response 


was received from the host.    
Number    7    


Transaction Type    Type of transaction submitted by WEB DDE (EVS, Claims, 
PA, etc).    


Character    24    
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EDI-0300-(D, W, & M) 
 


Reports NCPDP transaction counts by VAN, average response time and percentage of VAN transactions to 
system total transactions including system totals.   There are daily, weekly and monthly versions of these 
reports. 


Field Descriptions 


Field Description Data Type Length
Average Response 
Time    


Average response time of NCPDP transactions where a 
response was received from the host.    


Number (Decimal)    6    


Percent of Total 
Transactions    


Percentage of total system NCPDP transaction counts sent by 
the VAN where a response was received from the host.    


Number (Decimal)    4    


Reporting Date    Date of the Report.    Date (MM/DD/CCYY)  8    
Total Transactions    Total NCPDP Transactions by VAN where a response was 


received from the host.    
Number    7    


Transaction Type    Transaction type description.    Character    24    
Transactions Not 
Acknowledged    


Total NCPDP transactions where no response was received 
from the host.    


Number    6    


VAN    Name of VAN    Character    16    
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EDI-0310-D 
 


Reports daily NCPDP transaction counts by VAN, average response time, and percentage of VAN transactions 
to system total transactions by time of day. Report includes VAN Totals, and detail by VAN. 
 


Field Descriptions 


Field Description Data Type Length
Average Response 
Time    


Average response time of transactions where a response was 
received from the host for the time period    


Decimal    6    


Percent of Total 
Transactions    


Percentage of total system NCPDP transaction Counts sent 
by the VAN where a response was received from the host.    


Number (Decimal)    4    


Reporting Date    Date of the Report    Date (MM/DD/CCYY)  8    
Time Period    Starting time of time period    Number    4    
Total Transactions    Total NCPDP Transactions for the time period where a 


response was received from the host.    
Number    7    


Transaction Type    Transaction Type Description  Character    24    
Transactions Not 
Acknowledged    


Total NCPDP Transactions where no response was received 
from the host for the time period.    


Number    6    


VAN    Name of VAN    Character    16    
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Report  : xxxxxxxxxx                                   OKLAHOMA MMIS                                            Run 
Date: MM/DD/CCYY 
Process : xxxxxxxx                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run 
Time:      99:99 
Location: xxxxxxxx                         Int. Activity Time of Day for NCPDP                                      
Page:          9 
----------------------------------------------------------------------------------------------------------------------- 
    Time                Txn Type               Total Txns              Txns not                    Ave Resp                  
Percent 
   Period                                                            Acknowledged                    Time                   
of Total 
----------------------------------------------------------------------------------------------------------------------- 
  
REPORTING DATE: MM/DD/CCYY                                                    
     
ALL VANS 
     
 12:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999                                                                             
     
  1:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999                                                                          
     
  2:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999                                                                             
     
  3:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  4:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
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                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  5:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  6:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  7:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
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Report  : xxxxxxxxxx                                   OKLAHOMA MMIS                                            Run 
Date: MM/DD/CCYY 
Process : xxxxxxxx                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run 
Time:      99:99 
Location: xxxxxxxx                         Int. Activity Time of Day for NCPDP                                      
Page:          9 
----------------------------------------------------------------------------------------------------------------------- 
    Time                Txn Type               Total Txns              Txns not                    Ave Resp                  
Percent 
   Period                                                            Acknowledged                    Time                   
of Total 
----------------------------------------------------------------------------------------------------------------------- 
     
  8:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  9:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
 10:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
 11:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
 12:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
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                TXN FIVE SHORT NAME            9,999,999 
     
  1:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  2:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
  
  3:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  4:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999
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Report  : xxxxxxxxxx                                   OKLAHOMA MMIS                                            Run 
Date: MM/DD/CCYY 
Process : xxxxxxxx                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run 
Time:      99:99 
Location: xxxxxxxx                         Int. Activity Time of Day for NCPDP                                      
Page:          9 
------------------------------------------------------------------------------------------------------------------ 
    Time                Txn Type               Total Txns              Txns not                    Ave Resp                  
Percent 
   Period                                                            Acknowledged                    Time                   
of Total 
------------------------------------------------------------------------------------------------------------------ 
    
  5:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  6:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999     
     
  7:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  8:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  9:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
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                TXN FIVE SHORT NAME            9,999,999 
     
 10:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
 11:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999                                                                               
     
  TOTALS                                       9,999,999              999,999                     SSS.FFF                      
100.0% 
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Report  : xxxxxxxxxx                                   OKLAHOMA MMIS                                            Run 
Date: MM/DD/CCYY 
Process : xxxxxxxx                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run 
Time:      99:99 
Location: xxxxxxxx                         Int. Activity Time of Day for NCPDP                                      
Page:          9 
----------------------------------------------------------------------------------------------------------------------- 
    Time                Txn Type               Total Txns              Txns not                    Ave Resp                  
Percent 
   Period                                                            Acknowledged                    Time                   
of Total 
----------------------------------------------------------------------------------------------------------------------- 
     
VAN ONE                                                                          
     
 12:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999                                                                               
     
  1:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  2:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  3:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  4:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
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                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  5:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  6:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                          
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  7:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
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Report  : xxxxxxxxxx                                   OKLAHOMA MMIS                                            Run 
Date: MM/DD/CCYY 
Process : xxxxxxxx                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run 
Time:      99:99 
Location: xxxxxxxx                         Int. Activity Time of Day for NCPDP                                      
Page:          9 
----------------------------------------------------------------------------------------------------------------------- 
    Time                Txn Type               Total Txns              Txns not                    Ave Resp                  
Percent 
   Period                                                            Acknowledged                    Time                   
of Total 
-----------------------------------------------------------------------------------------------------------------------  
8:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  9:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
 10:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
 11:00AM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
 12:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
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  1:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  2:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  3:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  4:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
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Report  : xxxxxxxxxx                                   OKLAHOMA MMIS                                            Run 
Date: MM/DD/CCYY 
Process : xxxxxxxx                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run 
Time:      99:99 
Location: xxxxxxxx                         Int. Activity Time of Day for NCPDP                                      
Page:          9 
----------------------------------------------------------------------------------------------------------------------- 
    Time                Txn Type               Total Txns              Txns not                    Ave Resp                  
Percent 
   Period                                                            Acknowledged                    Time                   
of Total 
----------------------------------------------------------------------------------------------------------------------- 
     
  5:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  6:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  7:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  8:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  9:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
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                TXN FIVE SHORT NAME            9,999,999 
     
 10:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
 11:00PM                                       9,999,999              999,999                     SSS.FFF                      
99.9% 
                TXN ONE SHORT NAME             9,999,999                                                                              
                TXN TWO SHORT NAME             9,999,999                                                                             
                TXN THREE SHORT NAME           9,999,999                                                                             
                TXN FOUR SHORT NAME            9,999,999                                                                             
                TXN FIVE SHORT NAME            9,999,999 
     
  TOTALS                                       9,999,999              999,999                     SSS.FFF                      
100.0%  
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EDI-0320-(D, W, & M) 
 
Reports NCPDP transaction counts (by VAN) grouped by transaction response time including summary of all 
VANS and details for each VAN. There are daily, weekly, and monthly versions of these reports. 


 


Field Descriptions 


Field Description Data Type Length
Average Response Time   Average response time of transactions    Number (Decimal)    6    
Maximum Response Time 
   


Maximum response time of transactions    Number (Decimal)    6    


Minimum Response Time 
   


Minimum response time of transactions    Number (Decimal)    6    


Reporting Date    Date of the Report    Date (MM/DD/CCYY)  8    
Response Time    Number of transactions within the indicated response time 


   
Number    6    


VAN    Name of VAN    Character    16    
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Report  : xxxxxxxxxx                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : xxxxxxxx                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      99:99 
Location: xxxxxxxx                  Interactive Transaction Timing for NCPDP Daily Report                           Page:          9 
------------------------------------------------------------------------------------------------------------------------------------ 
     
REPORTING DATE: MM/DD/CCYY                                                  
     
All Vans 
 Response Time (sec)                                                                                                             
       <1         1-2         2-3         3-4         4-5          5-6         6-7         7-8         8-9        9-10       >10                       
   9,999,999  9,999,999   9,999,999   9,999,999   9,999,999    9,999,999   9,999,999   9,999,999   9,999,999  9,999,999  9,999,999          
     
 Average Response Time:   SSS.FFF                                                                                                 
 Minimum Response Time:   SSS.FFF 
 Maximun Response Time:   SSS.FFF 
     
VAN ONE                                                                                                                          
 Response Time (sec)                                                                                                             
       <1         1-2         2-3         3-4         4-5          5-6         6-7         7-8         8-9        9-10       >10                       
   9,999,999  9,999,999   9,999,999   9,999,999   9,999,999    9,999,999   9,999,999   9,999,999   9,999,999  9,999,999  9,999,999          
     
 Average Response Time:   SSS.FFF                                                                                                 
 Minimum Response Time:   SSS.FFF 
 Maximun Response Time:   SSS.FFF 
     
VAN TWO                                                                                                                          
 Response Time (sec)                                                                                                             
       <1         1-2         2-3         3-4         4-5          5-6         6-7         7-8         8-9        9-10       >10                       
   9,999,999  9,999,999   9,999,999   9,999,999   9,999,999    9,999,999   9,999,999   9,999,999   9,999,999  9,999,999  9,999,999          
     
 Average Response Time:   SSS.FFF                                                                                                 
 Minimum Response Time:   SSS.FFF 
 Maximun Response Time:   SSS.FFF 
     
VAN THREE                                                                                                                        
 Response Time (sec)                                                                                                             
       <1         1-2         2-3         3-4         4-5          5-6         6-7         7-8         8-9        9-10       >10                       
   9,999,999  9,999,999   9,999,999   9,999,999   9,999,999    9,999,999   9,999,999   9,999,999   9,999,999  9,999,999  9,999,999          
     
 Average Response Time:   SSS.FFF                                                                                                 
 Minimum Response Time:   SSS.FFF 
 Maximun Response Time:   SSS.FFF 
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EDI-0500-M 
VAN Invoicing Report: this report was designed to show activity by VAN for billing purposes. 
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Field Descriptions 


Field Description Data Type Length 
Billable Txn Count    Number of Billable Transactions    Number    9    
Reporting Date    Date Span of the Report    Character    16    
TP id    Trading Partner ID    Character    15    
Txn Type    Transaction Type Description    Character    24    
Van    Van Name    Character    16    
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EDI-0550-D  - Test Data Errors 
Daily EDI Data Error Reports  
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Field Description 


Field Description Data Type Length
Contact Name    Name of the person to contact in reference to issues with file sent by the given 


Trading Partner.    
Character  35    


Contact Phone    Phone number of the person to contact in reference to issues with file sent by 
the given Trading Partner.    


Character  10    


Date / Time    Date and time the file entered the EDI system.    Character  12    
Direction    Inbound or Outbound file.    Character  3    
Error Message    Error message that corresponds to the error number assigned by the translator. 


   
Character  100    


Error Number    Error number assigned by the translator.    Character  5    
Filename    Name of the original file when it came into the system.    Character  255    
ISA No.    Interchange Control Number.    Character  35    
Run ID    ID assigned to the processing of a file by the translator.    Number    19    
Trading Partner ID   ID of the Trading Partner who sent the file.    Character  35    
Trading Partner 
Name    


Name of the Trading Partner who sent the file.    Character  35    


Transaction Type    X12 transaction set.    Character  5    
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EDI-0551D Production Data Errors 
Lists error information based on Trading Partner and ISA control number. Report is used by account 
staff to contact providers concerning data errors. 
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Field Descriptions 


 Field Description Data Type Length
Contact Name    Name of the person to contact in reference to issues with file sent by the given 


Trading Partner.    
Character  35    


Contact Phone    Phone number of the person to contact in reference to issues with file sent by 
the given Trading Partner.    


Character  10    


Date / Time    Date and time the file entered the EDI system.    Character  12    
Direction    Inbound or Outbound file.    Character  3    
Error Message    Error message that corresponds to the error number assigned by the translator. 


   
Character  100    


Error Number    Error number assigned by the translator.    Character  5    
Filename    Name of the original file when it came into the system.    Character  255    
ISA No.    Interchange Control Number    Character  35    
Run ID    ID assigned to the processing of a file by the translator    Number    19    
Trading Partner ID   ID of the Trading Partner who sent the file.    Character  35    
Trading Partner 
Name    


Name of the Trading Partner who sent the file.    Character  35    


Transaction Type    X12 transaction set.    Character  5    
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EDI reports can be found on COLD and for a brief time after 
implementation reports will be available on paper as well.   
 


Physical Files 
Physical files will be kept onsite to ensure appropriate recording and 
retrieval of provider EDI information availability to the EDI 
representatives.  All physical files will be secured and stored within 
locked file cabinets to ensure proper security of sensitive information 
in accordance with HIPAA privacy standards. 
 
In addition, at the beginning and periodically through out the EDI 
system processing the files are backed up.  These backup files can be 
used if needed for problem research and resolution.  
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Section 9 Instructions for EDI 
Application 


 
For questions or assistance in completing the EDI application contact 
the EDI HelpDesk at 405-416-6801. 
 
If you are the person or entity who submits claims directly to OHCA, 
read this section and complete the application.  If a billing vendor 
submits claims for you, make sure your vendor completes and 
forwards this application to EDS.The processing of PAPER claims 
does NOT require the use of this application.  The EDI application is 
required ONLY for the processing of ELECTRONIC transactions 
and electronic eligibility verification.  If paper claims is your sole 
method of claim submission, you do not need this form. 


Section 1 
Check the box that defines your current relationship with EDS.  If you 
have not submitted claims with EDS check the box next to “New EDI 
Submitter”.  If you are currently submitting claims with EDS check the 
“Existing EDS Submitter” box and write your current submitter ID on 
the line provided. 


Section 2 
If you are a billing service or clearinghouse skip sections 2a and 2b 
and complete section 2c.  2a—Identifies the provider’s information 
and a contact person for the provider.  Section 2a is a required section.  
2b—if your payments will be sent to a medical group or a separate 
entity.  2c—Only billing services, clearinghouses, and EDI/software 
vendors need to complete this section.   


Section 3 
Select only one submission method choice per form. This is the 
method by which you intend to deliver your electronic information to 
EDS.  If you intend to utilize various submission methods complete a 
separate form for each submission method. 


Section 4 
Select all of the transaction types you wish to submit utilizing the 
submission method selected in Section 3.  Select any transactions that 
you may be interested in, as well as all transactions you are certain you 
will want to use for claim submission.  For example, if you intend to 
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submit your eligibility verification on CD ROM, be sure you selected 
CD ROM in section 3 and 270 in the section 4.  NOTE:  Upon 
authorization, by selecting the 835 transaction you will receive an 
electronic remittance advice and a paper remittance advice will no 
longer be issued. 


Section 5 
This section contains information on to how to return your completed 
EDI Application to EDS.   
 
All applications must include, name, signature, title, and date of 
completion.     







Section 9:Instructions for EDI Application  EDI and Claim Capture Procedures Manual 


Library Reference Number: OKEDI  9-3 
Revision Date: October 2002 
Version: 1.0 


 


 
Disclaimer:  If you are ONLY submitting paper claims or other paper forms, please disregard this 


application.


1.  Select one of the following:    
 New EDI Submitter                                            Existing EDS Submitter (Change/Add/Delete) 
                                                                                                 Current Submitter ID __________________ 


2.  Complete this section: 
2a) Submitter/Billing Name: ________________________________ Medicaid ID Number: __________________ 
 
Address: ___________________________________________________________________________________ 
      
Contact Person: ________________________________ Contact Telephone: _____________________________ 
 
2b) Receiver/Pay-to Name: ________________________________ Medicaid ID Number: ___________________ 
 
Address: ___________________________________________________________________________________ 
      
Contact Person: ________________________________ Contact Telephone: _____________________________ 
 
2c) EDI/Software Vendor: ______________________________________________________________________ 
 
Address: ___________________________________________________________________________________ 
 
Contact Person: _______________________________ Contact Telephone: ____________________________ 


 Please select one submission method: 
 Dial-up/RAS                                        CD-ROM                                      Tape/Cartridge 
            (Trade Files-Batch)                                                                                              3480 
 Website                                                Diskette (3.5 inch)  3490 
             (Trade Files-Batch)                                  
  


4.  Select ALL electronic transaction types you wish to test using media type selected in section 3: 
 837 Professional  276 Claim Inquiry  270 Eligibility Request         NCPDP 5.1 – Interactive 
 837 Institutional  277 Claim Response  271 Eligibility Response       NCPDP 1.1 – Batch 
 837 Dental                      277 Unsolicited    834 Benefit Enrollment   
 835 Remittance              278 Prior Auth.               820 Capitation Payments  


5.  Complete this form and return it: 
 
By Fax: 
      405-947-3394 
 
By Mail: 
      EDS – EDI Department 
      2401 NW 23rd ST Suite 11 
      Oklahoma City, OK, 73107 
 


For EDS Use Only: 
Date: 
Control Num: 
Sender ID: 
Logon ID: 
Password: 
System Name: 
Testing Start Date: 
Approved for Production: 


 
_________________________________           ___________________________________           ______________ 
Signature                                                               Title                                                    Date 
 
_________________________________ 
Printed Name 
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Section 10 Appendix 3.2 
ELECTRONIC BILLING SERVICE SUBMITTAL 


AGREEMENT 
 
 
 
Based upon the following recitals, the Oklahoma Health Care Authority 
(hereinafter referred to as “OHCA”), the Electronic Data Systems 
Corporation, F.E.I. #752548221, (hereinafter referred to as “EDS”), and 
the_________________________________________________,FE.I.#____
____________________,  
                          (Electronic Billing Service Contractor) 
(hereinafter referred to as “Contractor”), enter into this Agreement. 
 
 
ARTICLE I.  PURPOSE 
 
1.0 The OHCA by law, in its capacity as the Single State Medicaid 


Agency in the State of Oklahoma, must operate an MMIS (Medicaid 
Management Information System). The MMIS system contains 
online information regarding claims adjudication, eligibility 
verification, prior authorization and other information that allows 
Medicaid providers to discern that persons in the community are 
Medicaid eligible.   


 
1.1 EDS is the OHCA fiscal agent.  While OHCA owns data in the MMIS, 


EDS operates the system in which the claims data resides.  
Electronic Billing Service Contractors’ provide a service to Medicaid 
providers whereby they transmit claims and related data to the MMIS 
for processing on behalf of the Medicaid provider, said data being 
owned by the State of Oklahoma who retains all rights thereto.     


  
1.2 Therefore, this Agreement delineates the responsibilities of OHCA, 


EDS, and the Electronic Billing Services Contractor in accessing and 
transporting MMIS data for OHCA in its’ operation of the Medicaid 
Program.   


 
ARTICLE II. PARTIES  
 
2.0 ELECTRONIC DATA SYSTEMS CORPORATION 
 2401 N.W 23rd Street, Suite 11 


Oklahoma City, OK  73107 
 


2.1 OKLAHOMA HEALTH CARE AUTHORITY  
Oklahoma Health Care Authority 


 4545 N. Lincoln Blvd., Suite 124 
 Oklahoma City, Oklahoma   73105   
 
2.2 ELECTRONIC BILLING SERVICE CONTRACTOR 
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Name: 
 _______________________________________________ 
 
 Address:
 _______________________________________________ 
  
  
 _______________________________________________ 
 
  
 _______________________________________________ 
 
  
 _______________________________________________ 
 
ARTICLE III. GENERAL PROVISIONS 
 
3.0 Term of Agreement  


 
The term of this Agreement shall be from the date of execution by 
signature through midnight June 30, 2004.  


 
3.1 Assignment  


 
Contractor shall not sell, transfer, assign or dispose of this Agreement, 
in whole or in part, or any right, title or interest therein, to any other 
party without the express written consent of EDS and OHCA. Such 
consent, if granted, shall not relieve Contractor of its obligations under 
the Agreement. 


 
3.2 Modifications  


 
This Agreement contains the entire agreement of EDS and 
Contractor and supersedes any previous understanding, 
commitment or agreement, oral or written, concerning the subject 
matter hereof, all of which are hereby incorporated. Any change to 
this Agreement will be effective only when set forth in writing and 
identified as a change approved by OHCA and signed by an 
authorized representative of each party. 
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ARTICLE IV. SCOPE OF WORK 
 
4.0 In transmitting transaction and related data to the MMIS on behalf of 


the Medicaid provider, Contractor shall abide by the policies affecting 
Electronic Data Interchange (EDI) submissions and submitters as 
published in the EDI Provider Billing and Procedures Manual.    


 
4.1 Contractor agrees to report to EDS all billing information as directed 


by the Medicaid provider and to not modify that information in any 
way except with the express written consent of that provider.  If 
Contractor is acting as a clearinghouse, the Contractor attest that the 
transactions sent to EDS do not alter the data stated in the original 
claim.   


 
4.2 Contractor agrees to apply all editing criteria listed in the EDI 


Provider Billing and Procedures Manual for the appropriate 
transaction type and to report transactions with errors to the provider 
within 48 hours of transaction processing with the errors explained.   


 
4.3 Contractor agrees to be responsible for all media originating to EDS 


and EDS agrees to return electronic media (CD, diskettes and tapes) 
within 15 business days from the date of receipt.    


 
4.4 Contractor agrees to contact EDS in writing if any of the following 


occur: (1) the Medicaid provider stops using the Contractors’ 
services; (2) if there is a change to the ten (10) character provider 
number assigned by OHCA, and (3) if a new provider is added to the 
practice. 


 
4.5 Authorizations  


 
Contractor hereby certifies that all providers for whom the Contractor 
submit or receive information have valid contracts, contracts are 
current, and enforce all applicable provisions of this Agreement 
between Contractor and those providers. Further, Contractor attests 
to having limited ‘Power of Attorney’ privileges authorizing Contractor 
to make submittals or receive information on behalf of their 
contracted providers.  
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4.6 Certifications  
 
Contractor functions as a billing service and retains appropriate 
credentials as required by the State through-out the term of this 
Agreement. This Agreement recognizes that currently the State has 
little or no requirements specific to billing service entities and 
credentials. However, at the time legislation or regulations are 
enacted the Contractor agrees to full compliance. Failure to maintain 
credentials as required may result in immediate termination of this 
Agreement. 


 


4.7 Electronic Data Interchange Formats 


 
OHCA is under mandates contained in the Code of Federal 
Regulations (“CFR”) to migrate from state specific electronic formats. 
The Health Insurance Portability and Accountability Act of 1996 
(HIPAA) dictates the formats to be used and the timetable that all 
payers and submitters have to meet to implement those changes. 
Contractor handling healthcare transactions must be compliant and 
capable of handling the HIPAA mandated, electronic data 
interchange formats.  Contractor agrees to provide HIPAA formats 
on the timelines mandated by either federal law, published in the 
CFR, or indicated by an OHCA written directive. These standards 
are mandated by OHCA and will be the only standards allowed 
unless otherwise specified in writing. OHCA will implement the 
HIPAA transaction standard formats compliant system on or before 
January 1, 2003. EDS will provide companion documents to 
Contractor to provide Oklahoma MMIS EDI standards.  OHCA 
agrees that it will resolve Local procedure code sets (HCPC level III 
codes) on or before October 16, 2003. 


 
ARTICLE V. CONFIDENTIALITY, PRIVACY, and SECURITY  
 
5.0 EDS and Contractor will meet all laws and regulations pertaining to 


confidentiality, privacy, and security that are applicable to each entity. 
Further, OHCA mandates all Contractors be in full compliance with the 
provision of the HIPAA security regulations upon final rulemaking 
authority.    


 
5.1 EDS and Contractor must report a known breach of confidentiality, 


privacy, or security, as defined under HIPAA, to the OHCA Privacy and 
Security Officer within 48 hours.  Failure to perform may constitute 
immediate termination of this contract.  


 
5.2 Contractor agrees to safeguard all Oklahoma MMIS information, 


whether verbal, written, or otherwise, received from EDS, or acquired 
by Contractor in performance of this Agreement, recognizing all such 
information as privileged communications owned by the State of 
Oklahoma which shall be held confidential and not disclosed or 
divulged without the written consent of EDS, the State of Oklahoma 
and the enrolled recipient, his or her attorney, or his or her responsible 
parent or guardian. All necessary steps shall be taken by Contractor 
to safeguard the confidentiality of such material or information in 
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conformance with Federal and State law. The use or disclosure of 
information concerning recipients shall be limited to purposes directly 
connected with the administration of the State’s Medicaid program.  
This restriction shall also apply to the disclosure of information in 
summary, statistical, or other form which does not identify particular 
individuals.   


 
5.3 Contractor agrees to comply with the provisions of 42 CFR 431, 


Subpart F, the Privacy Act of 1974, P.L. 93-597, as amended, HIPAA 
of 1996, and all other applicable State and Federal laws, and keep 
confidential information concerning recipients and providers, including 
private health information as defined under HIPAA, the business of the 
OHCA, its financial affairs, its relations with its citizens and its 
employees, as well as any other information which may be specifically 
classified as confidential by the OHCA. Contractor shall instruct all its 
employees in writing of this requirement and each employee shall be 
required to sign a document to this effect upon employment and 
annually thereafter.  


 
5.4 Contractor agrees that information cannot be re-marketed, 


summarized, distributed, or sold to any other organization without the 
expressed written approval of OHCA and EDS.  


 
5.5 Contractor and EDS agree to report potential known violations of 21 


Okla. Stat. §1951 et seq., to the Legal Division of OHCA within 48 
hours of knowledge of an unauthorized act.  In general, this criminal 
statute makes it a crime to willfully and without authorization gain 
access to, alter, modify, disrupt, or threaten a computer system.  


 
5.6 The confidentiality provisions of this section do not preclude the 


Contractor from compliance with federal and state reporting laws and 
regulations. Further, these provisions also allow the Contractor to fully 
meet reporting requirements for audit purposes. 


 
ARTICLE VI. AUDIT AND INSPECTION 
 
6.0 The Contractor shall furnish records and information regarding any 


claim for providing such service to OHCA, the Oklahoma Attorney 
General’s Medicaid Fraud Control Unit (MFCU), and the U.S. 
Secretary of the Department of Health and Human Services 
(hereinafter referred to as Secretary) for six years from the date of 
service.  The Contractor shall not destroy or dispose of records, 
which are under audit, review or investigation when the six-year 
limitation is met.  The Contractor shall maintain such records until 
informed in writing by the auditing, reviewing or investigating agency 
that the audit, review or investigation is complete. 


 
6.1 Authorized representatives of OHCA, MFCU, and the Secretary shall 


have the right to make physical inspection of the Contractor or such 
other places where duties under this Agreement are being performed 
to inspect, monitor, or otherwise evaluate (including periodic systems 
testing) the work being performed.  Contractor and all subcontractors 
must provide reasonable access to all facilities and assistance to the 
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State and Federal representatives. All inspections and evaluations 
shall be performed in such a manner as will not unduly delay work. 


6.2 Pursuant to 74 O.S. § 85.41, OHCA and the Oklahoma State Auditor 
and Inspector shall have the right to examine the Contractors’ books, 
records, documents, accounting procedures, practices, or any other 
items relevant to this Contract.   


 
6.3 In accordance with 42 C.F.R. § 455.100 et. seq., the Contractor shall 


furnish ownership information to OHCA via the attached “Disclosure 
of Ownership and Control Interest Statement”. This Agreement shall 
not be effective until OHCA receives the ownership information. 
Ownership information shall also be provided to OHCA within twenty 
(20) days of any change in ownership. Ownership information is 
critical for determining whether a person with an ownership interest 
has been convicted of a program-related crime under Titles V, XVIII, 
XIX, or XX of the Federal Social Security Act, 42 U.S.C. § 301 et 
seq. 


 
6.4 The Contractor shall submit, within thirty-five days of a request by 


OHCA, MFCU, or the Secretary, all documents, as defined by 12 
O.S. § 3234, in its possession, custody, or control concerning the 
ownership of any subcontractor with whom the Contractor has had 
business transactions totaling more than twenty-five thousand dollars 
during the twelve months preceding the date of the request. 


 
ARTICLE VII. OTHER TERMS AND CONDITIONS 
 
7.0 Factoring Prohibition 


 
Contractor is prohibited from factoring as defined by 42 CFR §447.10.  
If payment by direct deposit is to a banking account of the Contractor 
or any person or entity other than the Medicaid provider, then the 
provider shall not pay any percentage fee for services.   
 


ARTICLE VIII. TERMINATION AND/OR REDUCTION IN SCOPE 
 
8.0 This Agreement may be terminated by the following methods, and as 


otherwise specified in this Agreement.   
 
(a) Either party may terminate for cause with a thirty (30) day written 
notice to the other party. 
(b) Either party may terminate without cause with a sixty (60) day 


written notice to the other 
 party.   


 
8.1 In the event funding of the Medicaid Program from the State, Federal 


or other sources is withdrawn, reduced, or limited in any way after 
the effective date of this Agreement and prior to the anticipated 
Agreement expiration date, this Agreement may be terminated 
immediately upon notification to the Contractor by OHCA.   


 
8.2 Termination shall be effective upon receipt of notice sent via certified 


mail. OHCA must prior approve any termination notification issued by 
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EDS to the Contractor.  Termination of this Agreement shall not release 
either party from any obligations set forth herein which shall survive this 
Agreement as noted herein or by their nature would be intended to 
apply after any termination.  


 
ARTICLE IX. AGREEMENT EXECUTION 
 
9.0 Parties agree that agreement is accepted as final and fully executed 


by OHCA upon completion of first successful transactions described 
herein. 


 


9.1 Signatures: 


 


CONTRACTOR      


 
 ________________________________  
 Signed  
 ________________________________  
 Name  
 _________________________________  
 Title  
 _________________________________  
 Date  
 


 EDS 


 
 _________________________________  
 Signed  
 _________________________________  
 Name  
 _________________________________  
 Title  
 _________________________________  
 Date 
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Section 11 Appendix 3.3 
TELECOMMUNICATIONS AGREEMENT 


 
WITNESSETH: 


 
 
Based upon the following recitals, the Oklahoma Health Care Authority 
(hereinafter referred to as “OHCA”), the Electronic Data Systems 
Corporation, F.E.I. #752548221, (hereinafter referred to as “EDS”), and 
the____________________________________________________,FE.I.#_
_______________________,  
                          (Telecommunications Contractor) 
(hereinafter referred to as “Telecommunications Contractor”), enter into this 
Agreement. 
 
ARTICLE I.  PURPOSE  
 
1.0 The OHCA by law, in its capacity as the Single State Medicaid 


Agency in the State of Oklahoma, must operate an MMIS (Medicaid 
Management Information System). The MMIS system contains 
online information regarding claims adjudication, eligibility 
verification, prior authorization and other information that allows 
Medicaid providers to discern that persons in the community are 
Medicaid eligible.   


 
1.1 EDS is the OHCA fiscal agent.  While OHCA owns data in the MMIS, 


EDS operates the system in which the claims and eligibility data flow.  
Telecommunication Contractors provide the pipeline network for the 
transmission of electronic data; thus, are required to transport MMIS 
data to and from EDS and providers of Medicaid services so that 
these providers may discern the eligibility status of persons they 
serve.  Medicaid providers also use the transported data to 
determine claim status as well as prior authorization status.   


  
1.2 Therefore, this Agreement delineates the responsibilities of OHCA, 


EDS, and the Telecommunications Contractor in transporting MMIS 
data for OHCA in its’ operation of the Medicaid Program.   


 
ARTICLE II. PARTIES  
 
2.0 ELECTRONIC DATA SYSTEMS CORPORATION 
 2401 N.W 23rd Street, Suite 11 


Oklahoma City, OK  73107 
 


2.1 OKLAHOMA HEALTH CARE AUTHORITY  
Oklahoma Health Care Authority 


 4545 N. Lincoln Blvd., Suite 124 
 Oklahoma City, Oklahoma   73105   
 
2.2 TELECOMMUNICATION CONTRACTOR 
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Name: 
 _______________________________________________ 
 
 Address:
 _______________________________________________ 
  
  
 _______________________________________________ 
 
  
 _______________________________________________ 
 
  
 _______________________________________________ 
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ARTICLE III. GENERAL PROVISIONS 
 
3.0 Term of Agreement  


 
(a) The term of this Agreement shall be from the Effective Date 


through midnight June 30, 2005.    A new agreement may be 
renewed and executed on an annual basis, at the option of the 
parties and may be subject to altered terms. 


 
(b) This Agreement shall be executed by June 30 of each calendar 


year. Telecommunications Contractor lacking an approved 
agreement on file will be suspended from operations starting at 
2400 hours on June 30 continuing until such time that an 
agreement is executed. 


 
3.1 Assignment  


 
Telecommunications Contractor shall not sell, transfer, assign or 
dispose of this Agreement, in whole or in part, or any right, title or 
interest therein, to any other party without the express written consent 
of EDS and OHCA. Such consent, if granted, shall not relieve 
Telecommunications Contractor of its obligations under the Agreement. 


 
3.2 Modifications  


 
This Agreement contains the entire agreement of the parties and 
supersedes any previous understanding, commitment or agreement, 
oral or written, concerning the subject matter hereof, all of which are 
hereby incorporated. Any change to this Agreement will be effective 
only when set forth in writing and executed by the parties.  


 
ARTICLE IV. SCOPE OF WORK 
 
4.0 System Access  
 


(a) EDS agrees to provide Telecommunications Contractor with 
computer telecommunication access to Oklahoma MMIS 
information and transfer of this information via Telecommunications 
Contractors’ network to and from authorized Medicaid providers, or 
their authorized designee's, computer system for purposes of 
establishing online Medicaid transactions. Telecommunications 
Contractor agrees to transmit Oklahoma MMIS information via its 
network without alteration or retention during the normal 
operational hours of the Oklahoma MMIS systems. Normal 
operational hours are from 0500 to 0100 Sunday – Friday and from 
0500 to 2300 Saturday military time CT. No transactions will be 
processed during scheduled EDS daily maintenance periods from 
0100 to 0500 CT and from 2300-0500 military time CT on 
Saturdays. EDS reserves the right to modify the normal operational 
hours and the scheduled maintenance periods at any time during 
the term of this agreement and will provide written notification of its 
intent to make such changes at least 72 hours prior to the change.  
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(b) Telecommunications Contractor shall execute a contract with all 
Medicaid providers, or their authorized designee, for submitting 
and receiving Oklahoma MMIS data.  Said contract must stipulate 
that providers must utilize software tested and approved by 
Telecommunications Contractor as being in the proper format and 
compatible with the Oklahoma MMIS system. Prior to the 
submission of any transactions to the Oklahoma MMIS production 
system, Telecommunications Contractor agrees to submit test 
transactions to EDS for the purpose of determining that the 
transactions and responses comply with all requirements and 
specifications approved by the State of Oklahoma.  The parties 
agree that EDS will make the sole determination that test data is 
acceptable.  This capability to submit test transactions will be 
maintained by Telecommunications Contractor throughout the term 
of this Agreement. Further, Telecommunications Contractor agrees 
to submit to the Oklahoma MMIS only those individual transaction 
types for which specific approval from EDS has been received. 
Prior to the submission of any additional transaction types to the 
Oklahoma MMIS production system, or as a result of making 
changes to an existing transaction type or system, 
Telecommunications Contractor agrees to submit test transactions 
to EDS for both the additional and any previously approved 
transaction types. Additionally, Telecommunications Contractor 
agrees that the Oklahoma MMIS data transmitted by it will be 
released only to the authorized party requesting information who 
has a signed contract with Telecommunications Contractor.  


 


4.1 SPECIAL PROVISIONS 


 
For period July 1, 2002 through December 31, 2002, the special 
provisions shall apply to this Agreement to account for the 
development phase that concludes in December 2002 and 
operations starting on or before January 1, 2003.  The 
Telecommunications Contractors’ failure to comply with these 
provisions may result in immediate termination this Agreement.  
These special provisions are as follows:  
(a) Line and all associated hardware will be fully operational by 


September 1, 2002;  
(b) All testing must be successful no later than November 1, 2002;  
(c) Upon completion of testing, Telecommunications Contractor 


must maintain line availability until live operations; 
(d) Telecommunications Contractor must have the capability to send 


eligibility verifications to EDS during the month of December 
2002.  


 
4.2 LINE SPEED 


 
Telecommunications Contractor agrees to provide a minimum line 
speed of 56 KBS on a dedicated, secure channel from the 
Telecommunications Contractor data center to the EDS facility. 
Telecommunications Contractor equipment must encrypt all data 
end-to-end and maintain full compatibility with EDS equipment. 
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Telecommunications Contractor is free to choose type of channel 
and ultimate speed above 56 KBS. The Telecommunications 
Contractor must coordinate with EDS any equipment changes to 
ensure the changes will be compatible with the installed equipment 
at the EDS facility. Telecommunications Contractor is responsible for 
all costs including installation costs, equipment, and line charges.  


 


4.3 PROTOCOL STANDARDS 


 
The parties agree that all connections to and from EDS and 
Telecommunications Contractor use only TCP/IP protocol unless 
specifically agreed to in writing by the parties. All lines not meeting 
this standard will be disconnected from OHCA data.  


 


4.4 DATA ACCESS 


 
All eligibility data lookups must access the MMIS system at the EDS 
facility in order to ensure the most current and accurate information 
gets sent to providers requesting eligibility data.  


 
4.5 Language Messages  


 
Telecommunications Contractor agrees to receive EDS 
approval of all messages concerned with the transmission of 
Oklahoma MMIS data issued by Telecommunications 
Contractor to their authorized Medicaid providers, or their 
authorized designee, prior to the transmission of any 
messages. All changes to the language of messages must 
also be submitted to and approved by EDS prior to the 
changes becoming effective. 


 
4.6 Electronic Data Interchange Formats 


 
OHCA is under mandates contained in the Code of Federal 
Regulations (“CFR”) to migrate from state specific electronic formats. 
The Health Insurance Portability and Accountability Act of 1996 
(HIPAA) dictates the formats to be used and the timetable that all 
payors and submitters have to meet to implement those changes.  
Telecommunications Contractor handling healthcare transactions 
must be compliant and capable of handling the HIPAA mandated, 
electronic data interchange formats.  Telecommunications Contractor 
agrees to provide HIPAA formats on the timelines mandated by 
either federal law, published in the CFR, or indicated by an OHCA 
written directive. These standards are mandated by OHCA and will 
be the only standards allowed unless otherwise specified in writing. 
OHCA will implement the HIPAA transaction standard formats 
compliant system effective January 1, 2003. EDS will provide 
companion documents to Telecommunications Contractor to provide 
Oklahoma MMIS EDI standards.  OHCA agrees that it will resolve 
Local procedure code sets (HCPC level III codes) on or before 
October 16, 2003.  
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4.7 Reporting  
 
Telecommunications Contractor agrees to provide 
performance reports for its network and its connection to the 
Oklahoma MMIS as directed by EDS. All reports will contain 
Oklahoma specific data including network response times. 
The detailed record format, file structure, and media will be 
defined by EDS and provided to Telecommunications 
Contractor. 


 
ARTICLE V. CONFIDENTIALITY, PRIVACY, and SECURITY  
 
5.0 EDS and Telecommunications Contractor will meet all laws and 


regulations pertaining to confidentiality, privacy, and security that are 
applicable to each entity. Further, OHCA mandates all 
Telecommunications Contractors be in full compliance with the 
provision of the HIPAA security regulations upon final rulemaking 
authority.  


 
5.1 EDS and Telecommunications Contractor must report a known breach 


of confidentiality, privacy, or security, as defined under HIPAA, to the 
OHCA Privacy and Confidentiality Officer within 48 hours.  Failure to 
perform may constitute immediate termination of contract.  


 
5.2 Telecommunications Contractor agrees to safeguard all Oklahoma 


MMIS information, whether verbal, written, or otherwise, received 
from EDS, or acquired by Telecommunications Contractor in 
performance of this Agreement, recognizing all such information as 
privileged communications owned by the State of Oklahoma which 
shall be held confidential and not disclosed or divulged without the 
written consent of EDS, the State of Oklahoma and the enrolled 
recipient, his or her attorney, or his or her responsible parent or 
guardian. All necessary steps shall be taken by Telecommunications 
Contractor to safeguard the confidentiality of such material or 
information in conformance with Federal and State law. The use or 
disclosure of information concerning recipients shall be limited to 
purposes directly connected with the administration of the State’s 
Medicaid program.  This restriction shall also apply to the disclosure 
of information in summary, statistical, or other form, which does not 
identify particular individuals.   


 
5.3 Telecommunications Contractor agrees to comply with the provisions of 


42 CFR 431, Subpart F, the Privacy Act of 1974, P.L. 93-597, as 
amended, HIPAA of 1996, and all other applicable State and Federal 
laws, and keep confidential information concerning recipients and 
providers, including private health information as defined under HIPAA, 
the business of the OHCA, its financial affairs, its relations with its 
citizens and its employees, as well as any other information which may 
be specifically classified as confidential by the OHCA. 
Telecommunications Contractor shall instruct all it’s employees in 
writing of this requirement and shall be required to sign a document 
to this effect upon employment and annually thereafter.  
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5.4 Telecommunications Contractor agrees that information cannot be re-
marketed, summarized, distributed, or sold to any other organization 
without the expressed written approval of OHCA.  


 
5.5 Telecommunications Contractor and EDS agree to report potential 


known violations of 21 Okla. Stat. §1953 to the Legal Division of OHCA 
within 48 hours of knowledge of an unauthorized act.  In general, this 
criminal statute makes it a crime to willfully and without authorization 
gain access to, alter, modify, disrupt, or threaten a computer system. 


 
ARTICLE VI. AUDIT AND INSPECTION 
 
6.0 The Telecommunications Contractor shall keep such records as are 


necessary to disclose fully the extent of service provided to Medicaid 
recipients and shall furnish records and information regarding any 
claim for providing such service to OHCA, the Oklahoma Attorney 
General’s Medicaid Fraud Control Unit (MFCU), and the U.S. 
Secretary of the Department of Health and Human Services 
(hereinafter referred to as Secretary) for six years from the date of 
service.  The Telecommunications Contractor shall not destroy or 
dispose of records, which are under audit, review or investigation 
when the six-year limitation is met.  The Telecommunications 
Contractor shall maintain such records until informed in writing by the 
auditing, reviewing or investigating agency that the audit, review or 
investigation is complete. 


 
6.1 Authorized representatives of OHCA, MFCU, and the Secretary shall 


have the right to make physical inspection of the 
Telecommunications Contractor or such other places where duties 
under this Agreement are being performed to inspect, monitor, or 
otherwise evaluate (including periodic systems testing) the work 
being performed.  Telecommunications Contractor and all 
subcontractors must provide reasonable access to all facilities and 
assistance to the State and Federal representatives. All inspections 
and evaluations shall be performed in such a manner as will not 
unduly delay work. 


6.2 Pursuant to 74 O.S. § 85.41, OHCA and the Oklahoma State Auditor 
and Inspector shall have the right to examine the 
Telecommunications Contractors’ books, records, documents, 
accounting procedures, practices, or any other items relevant to this 
Contract.   


 
6.3 In accordance with 42 C.F.R. § 455.100 et. seq., the 


Telecommunications Contractor shall furnish ownership information 
to OHCA within 30 days of the execution of this Agreement.  
Additionally, Telecommunications Contractor shall provide ownership 
information to OHCA within twenty (20) days of any change in 
ownership. Ownership information is critical for determining whether 
a person with an ownership interest has been convicted of a 
program-related crime under Titles V, XVIII, XIX, or XX of the federal 
Social Security Act, 42 U.S.C. § 301 et seq.  The 
Telecommunications Contractor shall also provide ownership 
information to OHCA upon its request. 
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6.4 The Telecommunications Contractor shall submit, within thirty-five 


days of a request by OHCA, MFCU, or the Secretary, all documents, 
as defined by 12 O.S. § 3234, in its possession, custody, or control 
concerning the ownership of any subcontractor with whom the 
Telecommunications Contractor has had business transactions 
totaling more than twenty-five thousand dollars during the twelve 
months preceding the date of the request. 


 
ARTICLE VII. LEGAL COMPLIANCE 
 
7.0 Telecommunications Contractor shall comply with the following 
where applicable: 
 (i) the Age Discrimination in Employment Act, 29 U.S.C. § 621 
et seq; 
 (ii) the Rehabilitation Act, 29 U.S.C. § 701 et seq; 
 (iii) the Drug-Free Workplace Act, 41 U.S.C. § 701 et seq; 
 (iv) Title XIX of the Social Security Act (Medicaid), 42 U.S.C. § 
1396 et seq; 
 (v) the Civil Rights Act, 42 U.S.C. § 1971 et seq; 
 (vi) the Age Discrimination Act, 42 U.S.C. § 6101 et seq; 
 (vii) the Americans with Disabilities Act, 42 U.S.C. § 12101 et 
seq; 


(viii) the Oklahoma Worker’s Compensation Act, 85 O.S. § 1 et 
seq; 


(ix) the Fair Labor Standards Act, 29 U.S.C., §201, et seq; 
(x) the Equal Pay Act, Public Law 88-38; 
(xi) the Vietnam Era Veterans Re-adjustment Act of 1974, Public 


Law 93-509; 
(xii) 31 U.S.C. § 1352 and 45 C.F.R. § 93.100 et seq., which (1) 


prohibit use of federal funds paid under this Contract to 
lobby Congress or any federal official to enhance or protect 
the monies paid under this Contract and (2) require 
disclosures to be made if other monies are used for such 
lobbying;  


(xiii) 5 U.S.C. § 3501, 41 C.F.R. § 741.1 et seq. and Presidential 
Executive Orders 1114, 11246 and 11375, which together 
require certain federal contractors and subcontractors to 
institute affirmative action plans to ensure absence of 
discrimination for employment because of race, color, 
religion, sex, or national origin; 


(xiv) 45 C.F.R. §§ 76.105 and 76.110 concerning debarment, 
suspension and other responsibility matters; 


(xv) Telecommunications Contractor agrees to comply with 74 
O.S. § 85.44(B) and (C) and 45 C.F.R. § 74.34 with regard 
to equipment (as defined be U.S. Office of Management and 
Budget Circular A-87) purchased with monies received from 
OHCA pursuant to this Contract; and, 


(xvi) The Federal Privacy Regulations and the Federal Security 
Regulations as contained in 45 C.F.R. Part 142 that are 
applicable to such party as mandated by the Health 
Insurance Portability and Accountability Act of 1996 
(HIPAA). 
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7.1 The explicit inclusion of some statutory and regulatory duties in this 
Agreement shall not exclude other statutory or regulatory duties. 


 
7.2 All questions pertaining to validity, interpretation, and administration 


of this Agreement shall be determined in accordance with the laws of 
the State of Oklahoma, regardless of where any service is performed 
or transmitted. 


 
7.3 The parties agree that venue for civil actions arising from this 


Agreement shall be Oklahoma County, Oklahoma. 
 
7.4 If any portion of this Contract is found to be in violation of State or 


Federal Statutes, that portion shall be stricken from this Contract and 
the remainder of the Contract shall remain in full force and effect. 


 
7.5 Telecommunications Contractor agrees to comply with all State and 


Federal laws, regulations, and policies as they exist or as amended 
that are or may be applicable to this Agreement, including those not 
specifically mentioned herein. 


 
ARTICLE VIII. OTHER TERMS AND CONDITIONS 
 
8.0 Conflict of Interest  


 
Telecommunications Contractor certifies that it is neither a billing 
service nor a collection agent on behalf of Medicaid providers and is 
not affiliated in any way with any organization that is a billing service or 
a collection agent for any Medicaid providers.  


 
8.1 Indemnity  
 


(a) In recognition of the confidentiality of Oklahoma MMIS data and 
information, Telecommunications Contractor agrees to indemnify, 
defend, protect and hold harmless EDS, the State of Oklahoma, 
and any of their employees from any claims for damages, losses or 
expenses to any person or firm resulting from the performance of 
services by Telecommunications Contractor and from any claim for 
damages, losses or expenses to any person or firm resulting from 
willful, erroneous or negligent acts by Telecommunications 
Contractor, its employees and officers, or arising out of the 
disregard of Oklahoma or Federal Medicaid regulations or legal 
statutes, or failure to observe the laws of the State of Oklahoma or 
attendant with the publication, translation, reproduction, delivery, 
performance, use or disposition of any data processed in a manner 
not authorized by this Agreement or by Federal or State of 
Oklahoma regulations or statutes.  


 
(b) Telecommunications Contractor shall be responsible for, and 


agrees to reimburse EDS for any liquidated damages, actual 
damages or charges assessed, incurred or required to be paid by 
EDS to the State of Oklahoma as a result of Telecommunications 
Contractors’ failure or inadequacy in performing any of its services 
or obligations hereunder. In such event, EDS shall have the right to 
discontinue Telecommunications Contractors’ access to the 
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Oklahoma MMIS and will provide written explanation of the 
circumstances and conditions prompting such action. This 
provision shall survive termination or expiration of this Agreement. 


 
8.2 Reduction in Scope 


 
It is understood and agreed by the parties that OHCA may reduce 
the scope of the prime contract with EDS for any reason whatsoever. 
In the event OHCA exercises this right, the scope of this Agreement 
shall be reduced to be consistent with the scope of work stated in the 
EDS prime contract. 


 
8.3 Right to Suspend Operations  


 
If, at any time during the Agreement, the OHCA determines that the 
best interest of OHCA would be served by temporarily suspending all 
processing operations, or any part thereof, or payments to providers, 
such suspension shall be communicated by EDS providing 
Telecommunications Contractor with a written notice to that effect. 
Telecommunications Contractor shall, immediately upon receipt of 
such notice, cease all processing operations for the period specified 
in such notice.  


 
8.4 Waiver  


 
It is agreed that no delay or omission by either party to exercise any 
right or power shall impair any such right or power or be construed to 
be a waiver thereof. A waiver by either party of any responsibility, 
condition or agreement to be performed by the other party, or any 
breach thereof, shall not be construed as a waiver of any succeeding 
breach thereof, or of any responsibility, condition, or agreement herein. 
No change, waiver or discharge hereof shall be valid unless in writing 
and signed by an authorized representative of the party against which 
such change, waiver or discharge is sought. 
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8.5 Factoring 
 
Telecommunications Contractor shall not charge Medicaid providers a 
percentage of the charges billed, or of the amount collected for 
Medicaid reimbursable services.  Factoring is strictly prohibited under 
42 CFR 447.10(h).  Payments to business agents are regulated by 42 
CFR 447.10(f)(1)(3).  Telecommunications Contractor shall fully comply 
with the CFR regulations stated herein.  Failure to abide by this 
provision shall result in immediate termination of this Agreement. This 
provision shall survive termination or expiration of this Agreement. 


 
ARTICLE IX: CHARGES AND CREDIT PROVISIONS  
 
9.0 Telecommunications Contractor will be charged and agrees to pay 


$0.01 per atomic transaction on all data entering into the Oklahoma 
MMIS.  Telecommunications Contractor will be charged and agrees to 
pay $0.01 per atomic transaction on all data returning from the 
Oklahoma MMIS.  OHCA defines an atomic transaction as the most 
elemental component. For example, a single HIPAA envelope entering 
could contain two 837 professional transaction sets the first with seven 
claim lines the second with five claim lines. OHCA defines this as 
twelve (12) atomic transactions that translate into a $0.12 charge for 
that envelope.  Transactions for which charges apply are as follows: 


 
(a) Health care claim or equivalent encounter transactions as defined 


by 45 CFR § 162.1102 shall count and report atomic transactions 
for each health care claim at the service line level at the rate 
specified in section 9.0. 


 
(b) Eligibility for a health plan transactions as defined by 45 CFR § 


162.1202 shall count and report atomic transactions for each 
inquiry transaction at the patient benefit level at the rate specified in 
section 9.0.  Each corresponding eligibility response transaction 
shall count and report atomic transactions at the patient level 
benefit level at the rate specified in section 9.0. 


 
(c) Referral certification and authorization transactions as defined by 


45 CFR § 162.1302 shall count and report atomic transactions for 
each referral request at the benefit inquiry level at the rate specified 
in section 9.0.  Each corresponding response transaction shall 
count and report atomic transactions at the benefit information level 
at the rate specified in section 9.0.  


 
(d) Health care claim status transactions as defined by 45 CFR § 


162.1402 shall count and report atomic transactions for each 
inquiry transaction at the claim service data level at the rate 
specified in section 9.0.  Each corresponding response transaction 
shall count and report atomic transactions at the claim level status 
information level at the rate specified in section 9.0. 


 
(e) Enrollment and dis-enrollment in a health plan transaction as 


defined by 45 CFR § 162.1502 shall count and report atomic 
transactions for each member entry level at the rate specified in 
section 9.0. 
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(f) Health care payment and remittance advice transaction as defined 


by 45 CFR § 162.1602 shall count and report each claim payment 
information level at the rate specified in section 9.0. 


 
(g) Health care plan premium payment transactions as defined by 45 


CFR § 162.1702 shall count and report atomic transactions for 
Organization summary remittance detail level at the rate specified 
in section 9.0. 


 
9.1 EDS agrees to track and invoice Telecommunications Contractor on a 


monthly basis for all data entering and returning from the Oklahoma 
MMIS. Telecommunications Contractors’ failure to pay EDS within 
forty-five (45) days may constitute cause for immediate termination 
of contract.  


 
9.2 EDS shall receive twenty percent (20%) of all collections for 


overhead and administration.  EDS shall retain the 20% as payment 
and remaining eighty percent (80%) will be issued to OHCA via a 
credit to OHCA on the next monthly operations invoice after 
remittance from Telecommunications Contractor is received. EDS 
shall submit documentation with each monthly operations invoice 
accounting for 100% of collections.  


 
ARTICLE X. TERMINATION AND/OR REDUCTION IN SCOPE 
 
10.0 This Agreement may be terminated by the following methods, and as 


otherwise specified in this Agreement.   
 
(a) Either party may terminate for cause with a thirty (30) day written 
notice to the other party. 
(b) Either party may terminate without cause with a sixty (60) day 


written notice to the other 
 party.   


 
10.1 In the event funding of the Medicaid Program from the State, Federal 


or other sources is withdrawn, reduced, or limited in any way after 
the effective date of this Contract and prior to the anticipated 
Contract expiration date, this Contract may be terminated 
immediately upon notification to the Telecommunications Contractor 
by OHCA.   


 
10.2 Termination shall be effective upon receipt of notice sent via certified 


mail. OHCA must prior approve any termination notification issued by 
EDS to the Telecommunications Contractor.  Termination of this 
Agreement shall not release either party from any obligations set forth 
herein which shall survive this Agreement as noted herein or by their 
nature would be intended to apply after any termination.  
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AGREEMENT EXECUTION: 
 
 
TELECOMMUNICATIONS CONTRACTOR  EDS 
 
 
_________________________________
 ________________
____________________ 
Signed Signed 
_________________________________
 ________________
____________________ 
Name Name 
__________________________________
 ________________
____________________ 
Title Title 
_________________________________
 ________________
____________________ 
Date Date 
 
 
 
 
OHCA 
 
 
_________________________________ 
Signed 
_________________________________ 
Name 
__________________________________ 
Title 
_________________________________ 
Date 
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Section 12 Appendix 3.4 
 


EDI TEST CASE SCENARIOS  
AUTHORIZATION TESTING 


270 
Using the provided test recipient information (from the test recipient 
information sheet) provider 123456789A will submit a 270 eligibility 
verification request for date of service 05/19/2002. 


271 
Provider 123456789A will receive a 271 response with the 
information provided in the 270 transaction, the response provides 
information pertaining to the eligibility request submitted. 


276 
Using the provided test recipient information (from the test recipient 
information sheet), provider 123456789A submits a 276 transaction 
with Information Receiver same as the Service Provider, Claim 
Submitter Trace Number as 1112223334444, Total Claim Charge 
Amount as 224.20, Claim Service Date as 20010710-20010710. 


277 
Provider 123456789A will receive a 277 response with information 
from the 276 transaction, plus Claim Level Status Information (i.e., P1 
(suspended) as the Health Care Claim Status, 20 (accepted for 
processing) as the Category Code, 20020910 as the Status Information 
Effective Date, 224.20 as the Total Claim Charge Amount). 


278RQ 
Using the provided test recipient information (from the test recipient 
information sheet), provider 123456789A submits a 278 prior 
authorization request for D7110 (a single tooth extraction) at a cost of 
$52.74.   
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278RS 
Provider 123456789A will receive a 278 prior authorization response 
from the 278RQ transaction, the response provides information 
pertaining to the prior authorization request submitted.   


820 
The 820 Outbound test scenario will consist of the capitation detail for 
one health plan with two locations.  The test will therefore consist of 
two ISA envelopes with a single GS envelope within each.  There are a 
total of three ST envelopes, one with one member, one with many 
members, and one with just a few.  The ST envelopes will contain 
multiple capitation payments and adjustments both positive and 
negative.  The transaction will be balanced, and have a positive 
payment amount.  The information provided in this case will be de-
identified system information. 


834 
The 834 Outbound test scenario will be broken into two segments the 
first being the daily 834 test and the second being the monthly 834 
test.  The information provided in this case will be de-identified 
system information. 
 
The daily 834 test will consist of 8 details: 


1) Newly enrolled client.  No termination date available.  No PCP 
information available.  No TPL information available. 


2) Terminated client.  Termination date populated.  No PCP 
information available.  No TPL information available. 


3) Currently enrolled client who requires changes to Name, DOB 
and SSN.  Termination date populated.  PCP information 
populated.  No TPL information available. 


4) Currently enrolled client who requires changes to Name, DOB, 
SSN and gender.  Termination date is populated.  PCP 
information populated.  TPL information populated. 


5) Newly enrolled client.  No termination date available.  No PCP 
information available.  No TPL information available. 


6) Terminated client.  Termination date populated.  No PCP 
information available.  No TPL information available. 


7) Terminated client.  Termination date populated.  PCP 
information populated.  No TPL information available. 


8) Newly enrolled client.  No termination date available.  PCP 
information populated.  TPL information populated.   
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Summary: 1 Managed Care Organization     


8 total client records 
  3 new clients 
  3 terminated clients 
  2 clients with changes 
 
The monthly 834 test will contain 13 details.  The first 6 details for 
HMO1 at location A and the remaining details for HMO1 location B.  
The details break out as follows: 


1) Currently enrolled client.  No termination date available.  No 
PCP information available.  No TPL information available. 


2) Currently enrolled client.  Termination date populated.  No 
PCP information available.  No TPL information available. 


3) Currently enrolled client.  Termination date populated.  PCP 
information populated.  No TPL information available. 


4) Currently enrolled client.  Termination date populated.  PCP 
information populated.  TPL information populated. 


5) Currently enrolled client.  No termination date available.  No 
PCP information available.  No TPL information available. 


6) Currently enrolled client.  Termination date populated.  No 
PCP information available.  No TPL information available. 


New Trade Partner (same HMO – different location) 
7) Currently enrolled client.  Termination date populated.  PCP 


information available.  2 TPL sources available. 
8) Currently enrolled client.  No termination date available.  PCP 


information available.  No TPL information available. 
9) Currently enrolled client.  No termination date available.  No 


PCP information available.  No TPL information available. 
10) Currently enrolled client.  Termination date populated.  No 


PCP information available.  TPL information populated. 
11) Currently enrolled client.  Termination date populated.  PCP 


information populated.  No TPL information available. 
12) Currently enrolled client.  Termination date populated.  No 


PCP information available.  No TPL information available. 
13) Currently enrolled client.  No termination date available.  No 


PCP information available.  TPL information populated.  
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Summary: 1 Managed Care Organizations   (2 
Trading Partner ID’s) 


13 total client records 
  All currently enrolled clients 


 Trading Partner #1 = 6 total client records 
  Trading Partner #2 = 7 total client records 


835 
Provider 123456789A will receive an 835 (Electronic Remittance 
Advice).  The provider will get an ACH payment.  The 835 will have 
two paid claims with no details, two paid claim with details, one 
denied claim at the header, one denied claim at the detail level, one 
reversed claim (reversal), and one adjusted claim(correction).  The 
provider will also have one expenditure and one Account Receivable.  
The information provided in this case will be de-identified system 
information. 


837 
Using the provided test recipient information (from the test recipient 
information sheet), provider 123456789A will submit an 837 
transaction.  The specific transaction assigned by the EDI team will be 
dependent on provider specialty.   


01 Submit one X12 transaction consisting of one recipient with 
one severe case of diabetic retinopathy.  Be sure to include 
referring provider (PCP), authorization information if 
applicable, and patient demographics. 


02 Submit one X12 transaction consisting of one recipient for a 
routine physical exam of an established patient.  This claim 
should include labs and one radiology service.  Be sure to 
include lab specific information and patient demographic 
information. 


03 Submit one X12 transaction consisting of a vaginal delivery of 
a newborn with postpartum care.  Be sure to include referring 
provider (PCP), authorization information if applicable, and 
patient demographics. 


04 Submit one X12 transaction consisting of one recipient for the 
evaluation of the left shoulder with an arthrography with 
contrast.  Be sure to include referring provider (PCP), 
authorization information if applicable, and patient 
demographics. 
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05 Submit one X12 transaction consisting of one recipient with an 
ingrown nail that required excision.  Be sure to include 
referring provider (PCP), authorization information if 
applicable, and patient demographics. 


06 Submit one X12 transaction consisting of one recipient who 
required a full set of x-rays, one filling, and one fluoride 
treatment.  This member has secondary insurance coverage.  
Be sure to include referring provider (PCP), secondary 
insurance information, authorization information if applicable, 
and patient demographics. 


07 Submit one X12 transaction consisting of one recipient 
admitted for 23-hour observation due to chest pain.   This 
member has secondary insurance coverage.  Be sure to include 
referring provider (PCP), secondary insurance information, 
authorization information if applicable, and patient 
demographics. 


08 Submit one X12 transaction consisting of one recipient 
admitted for custodial care for ESRD.  Be sure to include 
referring provider (PCP), authorization information if 
applicable, and patient demographics. 


09 Submit one X12 transaction consisting of one recipient and one 
excision and biopsy of a malignant lesion.  Be sure to include 
referring provider (PCP), authorization information if 
applicable, and patient demographics. 


10 Submit one X12 transaction consisting of one recipient 
receiving radiation treatment for an established patient.  Be 
sure to include referring provider (PCP), authorization 
information if applicable, and patient demographics. 


11 Submit one X12 transaction consisting of one recipient 
receiving a well child examination and an audiology exam.  Be 
sure to include referring provider (PCP), authorization 
information if applicable, and patient demographics. 


12 Submit one X12 transaction consisting of one recipient 
receiving an evaluation, and MRI of the brain w/o contrast.  Be 
sure to include referring provider (PCP), authorization 
information if applicable, and patient demographics. 


13 Submit one X12 transaction consisting of one recipient 
receiving an evaluation and a “strep” culture.  Be sure to 
include referring provider (PCP), authorization information if 
applicable, and patient demographics. 


14 Submit one X12 transaction consisting of one recipient and an 
initial evaluation.  Be sure to include referring provider (PCP), 
authorization information if applicable, and patient 
demographics. 
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15 Submit one X12 transaction consisting of one recipient for the 
professional interpretation of x-rays:  bilateral knees a/p.  Be 
sure to include referring provider (PCP), authorization 
information if applicable, and patient demographics. 


16 Submit one X12 transaction consisting of one recipient 
receiving treatment for dialysis.  Be sure to include referring 
provider (PCP), authorization information if applicable, and 
patient demographics. 


17 Submit one X12 transaction consisting of one recipient with a 
diagnosis indicative of endometriosis.  Claim should include a 
cervical biopsy.  Be sure to include referring provider (PCP), 
authorization information if applicable, and patient 
demographics. 


18 Submit one X12 transaction consisting of one recipient 
receiving spinal manipulation.  Be sure to include referring 
provider (PCP), authorization information if applicable, and 
patient demographics. 


19 Submit one NCPDP 5.1 transaction.  You may use real data for 
this process. 


20 Submit one X12 transaction consisting of an EPSDT health 
screening.  Be sure to include referring provider (PCP), 
authorization information if applicable, and patient 
demographics. 
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Section 13 Appendix 3.5.1 
OHCA-2002-23 


OCTOBER 14, 2002 
Provider Name 
Provider Address1 
Provider Address 2 
City, State  Zip 
   
Dear Medicaid Provider: 
  
The Oklahoma Health Care Authority is pleased to introduce the new OHCA Secure Internet Site. The site 
offers you versatility in accessing Medicaid data on claim status, claim payment summary and prior-
authorization inquiry. The secure site also provides a messaging system from OHCA to you. 
  
Your Personal Identification Number (PIN) for Accessing the Oklahoma Medicaid Secure Internet is: 
PIN #: XXXXXXXXX for Provider I.D. #: xx.......xx (only first 2 and last 2 characters of ID shown).  
  
As an approved Medicaid Provider, you have been assigned the Personal Identification Number (PIN) listed 
above for the purpose of accessing the secure website. The site is available at http://www.ohca.state.ok.us under 
the Provider menu. 
  
To begin setting up your provider account, you will need to go to the "First Time Here?" section on the log on 
page, where you will be required to enter your PIN, listed above, along with your full Medicaid Provider ID 
number or either your Federal Employer Identification Number (FEIN) or Social Security Number. The 
instructions included with this letter will guide you through the process of establishing your provider account. 
The "Help" option in the menu bar at the top of the secure site's main page also is available to assist you. 
  
After logging on, you will be prompted to set up your own user name and password, which you will use to 
access the system on return visits. It is recommended that you store your PIN in a safe place, as it may be 
needed to access the system if you lose or forget your user name and/or password. 
  
Please note that this letter and PIN code were issued to you because only you are permitted to create your 
provider account. You may grant access rights to a designated representative from your facility. However, 
anyone other than the individual listed on this letter is prohibited from creating your account. 
  
The relationship between you and OHCA, established by your current Provider Contract, allows you, as a 
provider, to use this secure site. All Medicaid data accessed over the Internet should be treated with the same 
proper control and care as other information received from the agency. As always, we value your contribution to 
the Oklahoma Medicaid program and hope that you find the secure website beneficial to your daily business 
activities. 
  
Mike Fogarty 
/s/ 
Chief Executive Officer 
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Log On Instructions - Please follow these steps to access OHCA's secure Internet site.  
Things to Remember Before Logging On  


 You received a Personal Identification Number (PIN) letter from OHCA because only you are 
authorized to log on to the secure website with your new PIN code.  


 Once logged on, you, as a provider, can designate a representative to access account information. 
These representatives are called clerks.  


 OHCA has issued PIN codes to different provider services within a facility or health care group. 
You must create a separate account for each PIN issued to each provider service.  


 If you have several different accounts but want to designate the same clerk to access information 
from each one, you will have to grant rights to the clerk under each separate PIN.  


 Each page in the secure website has its own set of instructions. If you have any questions or need 
help throughout the site, choose the "Help" tab in the menu bar at the top of the page. 


Instructions for First-Time Log On for Providers  
1. You must first have received the letter with your PIN issued by OHCA before you can begin.  
2. Access the secure website. Go to the "First Time Here?" section on the log on page and enter 


your complete 11- character Provider ID number (i.e., Medicaid number) along with the PIN that 
was issued to you in your letter. Click "Log On."  


3. The "Provider Account Maintenance" page will display.  Create a user name and password.  
4. Type in a unique user name that you will be able to remember such as ABC Hospital, ABC Clinic, 


Dr. ABC, etc. Do the same for your password. Your password must have 6-8 characters, must start 
with a letter of the alphabet, include two numbers and have no special characters. Both the user 
name and password are case sensitive, so type them in each time exactly as they were originated. 
Enter a contact name, e-mail address and phone number in the fields provided.  


5. If you plan to appoint an account representative, or clerk, before leaving this page, see instructions 
below. If not, click "Save." You now may log out of the site and log back in under "Already a 
Member?" using your new user name and password. 


Instructions for Creating a Clerk  
1. To grant account access to another user that has already been established, type in that 


representative's user name in the field provided and click on the "Grant Access to" button. Click 
"Save". The new account designee will appear in the list field in the far left of the page.  


2. To create a new clerk, click on the "Create Clerk" button. Another screen will appear, allowing you 
to enter a user name and password for the new clerk. Click the "Create Clerk" button on the pop-up 
screen and close it by clicking on the X in the upper right-hand corner. Once back to the "Provider 
Account Maintenance" screen, click the "Save" button. The new designated user will appear in the 
list field in the far left of the page.  


3. You may continue the process until you have created each representative for that account.  
4. After you have created and granted rights to clerks, give each one his or her user name and 


password that you assigned. Instruct the clerk to follow directions from the "Help" option in the 
menu bar to log on.  


5. At any time, you may revoke permissions of a clerk that you established by selecting the user 
name in the list menu at the left and then clicking the "Revoke Permissions" button. Click "Save". 
The clerk's user name that you deleted will no longer appear in the list menu at left. 
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Section 14 Appendix 3.5.2 
OHCA 2002-15 
RETAIN THIS IMPORTANT INFORMATION 
Date 
 
Name            
 
Address 
Address 2 
City, ST Zip 
 
Subject:  New Provider ID Number and Telephone Eligibility Verification System 
(EVS/AVR) PIN 


 
Dear Medicaid Provider: 
 
The State of Oklahoma has contracted with Electronic Data Systems (EDS) to be the new fiscal agent for the 
Medicaid Program. During the past two years, EDS and OHCA have been customizing a HCFA (now CMS) 
certified Medicaid Management Information System (MMIS) to meet Oklahoma-specific rules and regulations. 
EDS will take over processing of all Medicaid transactions from the current fiscal agent on December 23, 2002.  
Begin using your new Provider ID on this date. 
 
In order to verify Client Eligibility information by telephone {(800) 767-3949 or (405) 840-0650} in the new 
system, a PIN will be required.  The new telephone Eligibility Verification System (EVS) will recognize speech 
commands {Automated Voice Response (AVR)} as well as touch tone. 
 
Please review your current and new provider information (below) on file with OHCA. Any questions regarding 
this provider information below and on the reverse side should be directed to Provider Contracts at (405) 522-


7117 or (800) 871-9347.  
 
Sincerely, 
 
 
 
Mike Fogarty 
 
Provider File Information 
 
LINCOLN PLAZA    4545 N. LINCOLN BLVD., SUITE 124    OKLAHOMA CITY, OK 73105    (405) 522-7300  


  WWW.OHCA.STATE.OK.US 
An Equal Opportunity Employer 
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Current Provider ID: ########### 
New Provider ID: ########## 
New EVS/AVR PIN:  XXXX 
 
Provider Type: XXXXXXXXXXXXXXXXXXXXXXXXXXXX 
Provider Specialty: XXXXXXXXXXXXXXXXXXXXXXXXX 
Provider Taxonomy (future HIPAA provider specialty classification):  XXXXXXXXXX 
 
 
 
Provider Specialty: XXXXXXXXXXXXXXXXXXXXXXXXX 
Provider Taxonomy (future HIPAA provider specialty classification):  XXXXXXXXXX 
 
Provider Specialty: XXXXXXXXXXXXXXXXXXXXXXXXX 
Provider Taxonomy (future HIPAA provider specialty classification):  XXXXXXXXXX 
 
Program: XXXXXXXXXXXXXXXXXXXXX 
Status: XXXXXXXXXXXX 
Expiration Date: MM/DD/YYYY 
 
Program: XXXXXXXXXXXXXXXXXXXXX 
Status: XXXXXXXXXXXX 
Expiration Date: MM/DD/YYYY 
 
Program: XXXXXXXXXXXXXXXXXXXXX 
Status: XXXXXXXXXXXX 
Expiration Date: MM/DD/YYYY 
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Section 15 Appendix 3.6  
 


[Date] 


 
 
 
[Provider Name] 
[Address] 
[City, State, ZIP+4] 
 
 
To Whom It May Concern: 
 
Congratulations!  You have successfully completed the testing phase and have been approved and 
promoted to “Production Status”; effective immediately you may begin submission of the following 
EDI transaction(s):      . 
 
We are making every effort to ensure that your EDI experience is as smooth as possible, and will be 
working with you to achieve that goal.  If you should encounter difficulties regarding the submission 
of EDI please contact the EDI Department at 405-416-6801. 
For all other questions please contact OHCA at 1-800-522-0114. 
 
Sincerely, 
 
EDS EDI Department 
2401 NW 23rd Street, Suite 11 
Oklahoma City, OK  73107 
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Section 16 Appendix 6.1:  Accessing 
the Web 


 
Access to the secure website is achieved through the public Internet 
using the Microsoft Internet Explorer browser version 5.0 or higher. 
The link to the secure website may be found on the OHCA public 
Internet site under the “Provider/Provider Services” option. The 
OHCA public Internet site can be accessed at: 
http://www.ohca.state.ok.us/ 


 


 
 


This link will take the user to the Log On page for the secure website.   
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Log On Screen 
The Log On screen serves as the access point for all Internet users. 
From this screen, users will begin account initialization and Log On 
regularly once their accounts have been established. This screen is 
outside the secure website and has the standard non-secure menu. 


Account Initialization 
When a user comes to the secure website for the first time, they will be 
required to go through an initialization process. This process will be 
different depending on the security level of the user. 


Level 1 
Level 1 users, (Providers) will be mailed a letter containing the 
provider’s access PIN. This PIN, used in conjunction with the 
provider’s Medicaid ID, Social Security Number or FEIN, will grant 
the provider initial access to the secure website. Only providers with 
an active contract with Medicaid will be mailed a PIN letter. Separate 
PIN letters will be mailed to each location. It is recommended that 
level 1 users initialize their account and immediately create level 2 
users that will be used to operate the Internet application on a daily 
basis. Operating daily under the level 1 user poses certain security 
risks, and should only be used when managing the account. 


Level 1A 
Level 1A users, (Billing Agents) will be given log on credentials by 
the OHCA directly. It is recommended that level 1A users initialize 
their account and immediately create level 2 users that will be used to 
operate the Internet application on a daily basis. Operating daily under 
the level 1A user poses certain security risks, and should only be used 
when managing the account. When the users initialize their account, 
they will be forced to establish a password, contact information and 
self-authentication questions and answers. 


Level 2 
Level 2 users, (Clerks) will be given log on credentials by the Level 1 
or Level 1A user that created them. When the users initialize their 
account, they will be forced to establish a password, contact 
information and self-authentication questions and answers. 


Drug Manufacturers 
Drug manufacturers must request online access. Once they have 
requested access and that request has been approved, a PIN letter will 
be mailed to the requesting company. When the users initialize their 







 


Library Reference Number: OKEDI  16-3 
Revision Date: October 2002 
Version: 1.0 


 


account, they will be forced to establish a password, contact 
information and self-authentication questions and answers. 


Other 
Other users include The Dept. of Human Services, and any other 
agency that intends to access the secure website via the public Internet. 
Internet users of this type will be created by the OHCA Administrator 
and their credentials will be given to them directly. When the users 
initialize their account, they will be forced to establish a password, 
contact information and self-authentication questions and answers. 


Self-Authentication 
If a user forgets their password, they may still gain access to the secure 
website through the self-authentication process. The self-
authentication process will require the user to change their password. 
 


Password Reset 
Users who have forgotten their password, need to provide at least two 
of the following pieces of information: PIN, FEIN/SSN or Medicaid 
Provider ID. Valid data will take the user to the account maintenance 
screen and force them to select a new password and they will then be 
brought into the secure website. 


Website Functions 
The following section describes each of the pages in the Internet 
application and describes their function. 


Mailbox  
The Mailbox screen allows Internet users to receive messages from the 
OHCA directed specifically to certain groups, such as specialties. 
When an Internet user successfully accesses the secure website, they 
will always be taken to the Mailbox screen first. The screen will 
always display any active messages that have not been checked as 
read. Next to each message is a “read” check box. When this is 
selected, the message will no longer appear at log on. However, the 
message will still be available by clicking the Mailbox link from the 
menu. The message will remain in the Mailbox until the message 
expires. The Administrator that sends the message determines the 
message expiration date. Below the massages is “Next” button. 
Selecting this button will take the user to the Main screen. 
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Main 
 
The main screen serves as the users home page acts as the center point 
for as activity the user may take. Several shortcut links also appear on 
the screen. These links mirror the menu options of the same name. 


Download RA’s 
Providers or their agents may download their electronic Remittance 
Advices from the main screen. The file will download as a tab 
delimited text file that is compressed or zipped. The user will need 
compression software to open the file. To start the download process, 
simply click on the desired file to download, indicated by date from 
the most recent. The file will begin downloading automatically. Only 
the ten most recent RA’s will be available for download. 


Request RA 
To request RA’s that are older than the ten most recent use the “submit 
a request” link. This link opens a printable form and instructions for 
mailing a request for older RA’s. The user will need Adobe Acrobat 
Reader to view the form. 


Drug Manufacturer Main  
This Main screen is visible only to users of the Drug Manufacturer 
type. It contains a brief description of the features available to Drug 
Manufacturers, a phone number to call for questions and a hyperlink to 
the download page. 
 


Switch Provider  
The Switch Provider screen is available to clerks and providers only. 
This feature allows the user to select the provider they wish to operate 
as. The Level I must directly grant access to the user through the 
Account Maintenance screen. To switch to a different provider, simply 
click the hyperlink of the desired provider ID. The “Next” button will 
take the user back to the Main screen. 


Client Eligibility  
This screen allows the user to verify the eligibility of a Medicaid 
Recipient. To run a successful query, a valid client ID or the client’s 
Social Security number and Date of Birth are required. This data must 
be combined with the “from” and “to” dates of service. The resulting 
data will appear below the search criteria. Arrow buttons next to the 
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dates of service fields will activate a calendar pop up feature to aid in 
selecting the dates. 


Claims  
The claims menu facilitates the communications of claims data to and 
from the OHCA and the provider community.  


Inquiry 
Users may inquire claims using client ID, patient account number, 
ICN, status, dates of service and warrant dates. A results box from the 
search will appear below the search criteria in the form of a summary 
list. Twenty results will appear at a time with navigation links below 
the box to view the next or previous list of results from the query. 
Each summary result item is hyperlinked to the claim detail page in the 
ICN number and hyperlinked to the Client Eligibility page in the 
Client ID. 


Institutional 
From this screen, user may submit, resubmit, adjust and reverse 
Institutional claims. Claims are sent as HIPAA data content compliant 
.xml format.  The screen includes field edits for data format and 
required fields. Claim adjudication response is immediate and EOB’s 
display real time below the claim form in the claim status box. 


Professional 
From this screen, user may submit, resubmit, adjust and reverse 
Professional claims. Claims are sent as HIPAA data content compliant 
.xml format. The screen includes field edits for data format and 
required fields. Claim adjudication response is immediate and EOB’s 
display real time below the claim form in the claim status box. 


Dental 
From this screen, user may submit, resubmit, adjust and reverse Dental 
claims. Claims are sent as HIPAA data content compliant .xml format. 
The screen includes field edits for data format and required fields. 
Claim adjudication response is immediate and EOB’s display real time 
below the claim form in the claim status box. 


Pharmacy 
From this screen, user may submit, resubmit, adjust and reverse 
Pharmacy claims. Claims are sent as HIPAA data content compliant 
.xml format. The screen includes field edits for data format and 
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required fields. Claim adjudication response is immediate and EOB’s 
display real time below the claim form in the claim status box. 


Pricing  
The claims menu allows users to inquire pricing information for 
procedures and drugs through the Internet. Selecting the Procedure or 
Drug button will change the available options for searching. A 
dropdown menu is available for the user to select the associated 
benefit package and all resulting data will be based on that selection.  
The search results summary will appear in a list below the criteria. 
This summary will be hyper-linked to a detail page. 


Procedure 
The detail page for procedure pricing will display all vital data 
regarding the procedure. A field will only appear if data is present for 
that procedure. Data that is displayed is: 


 Procedure Code 
 Allowed Amount 
 PA Requirement 
 Maximum Units 
 Gender Requirement 
 Attachment Requirement 
 CLIA Requirement 
 Lifetime Limitation 
 Diagnosis Restriction 
 Specialty Restriction 


Drug 
The detail page for drug pricing will display all vital data regarding the 
drug. A field will only appear if data is present for that drug. Data that 
is displayed is: 


 NDC Code 
 EAC 
 MAC 
 PA Requirement 
 Maximum Units 
 Maximum Days Supply 
 Age Restriction 
 Gender Requirement 
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Prior Authorization  
The Prior Authorization windows allow the user to inquire on PA’s 
that have been previously submitted and to submit new PA’s.  


PA Inquiry 


Users may inquire about PA’s using a PA number or a client ID in 
conjunction with an assignment code or NDC. A start date can be 
added to increase the filter. Search results are displayed in a list box of 
twenty results at a time. If more results exist, they may be viewed by 
using the Prev. and Next links below the list box. Selecting a result 
summary line will open the PA detail window. 


PA Submission 


The PA submission screen allows users to submit a PA. This screen is 
almost identicle to the PA Summary page except that it has the 
signature field instead of the Reason Code section. Below the header 
section is a section that may alternate between Line Items and Notes, 
depending on the desired selection. The Line item section contains a 
box for the line summary and a detail box for each line. The detail 
section will change based on the line item that is highlighted. 


PA Summary 


The PA summary screen appears when a user searches a PA using the 
PA Inquiry screen. This screen is almost identicle to the PA Summary 
page except that it has the Reason Code section instead of the 
signature section. Below the header section is a section that may 
alternate between Line Items and Notes, depending on the desired 
selection. The Line item section contains a box for the line summary 
and a detail box for each line. The detail section will change based on 
the line item that is highlighted. 


Trade Files  
Trade Files screens are available to provider to facilitate file transfer 
between the provider community, drug manufacturers and other 
involved agencies and the OHCA. 


File Upload 


The File Upload screen allows the user to select a file from their own 
hard drive and upload it to the OHCA. Users of this feature include 
providers that wish to upload batch file claim or PA submissions and 
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inquiries, and managed care providers that wish to upload PCP 
information. 


File Download 


The File Download screen allows the user to select a file and 
download it to their hard drive. The available files will be listed as 
hyper-linked file names. When the link is clicked, the download 
process will begin. A compressed or “zipped” file will download to the 
user’s hard drive, and a compression software will be required to open 
the file. Users of this feature includes providers that wish to download 
batch file claim or PA submissions and inquiries, drug manufaturers 
who wish to dowload their invoices, and managed care providers that 
wish to download manged care roster information. 


Account Maintenance 


The Account maintenance screen is the first screen that users will see 
when they initialize their accounts. These screens are designed to 
establish the security credentials for themselves and each user granted 
permission by them and allow the users to maintain that data. 


Level I 


After a user access the website for the first time and initializes their 
account, They are brought to this page. Here they will establish their 
user name, password, contact name and phone number. The e-mail 
field is optional. The Security Level, Status and Last Logged On dates 
are maintained by the application and are not updatable by the Level I 
user.  


Adding a clerk is done by click the “Create New Clerk” button. A pop-
up window will open that prompts the user to create the clerk’s user 
name and password. Once these have been selected, click the “Create 
Clerk” button to finish creating the Level II user. 


To grant access to an established provider, type the user’s name into 
the “User Name” field and click the “Grant Access” button. This will 
move the user to the user name list box on the left. These users 
represent all Level IA & Level II users that are granted access to the 
current account. After that, the user must hit “Save.” If “Save” is not 
selected and the user navigates away from the screen, the change will 
not be saved. 


Revoking permission of a Level IA or Level II works much the same 
as granting permission. Select the user from the list box click the 
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“Revoke Permissions” button. This will delete the user from the list, 
however the change is not complete until the “Save” button is selected. 


Level IA 


The Account Maintenance screen for Level IA users operates exactly 
the same as the above Level I in all aspects, except that the Level IA 
user will be forced to establish self-authentication questions and 
answers when the account is initialized. These questions and answers 
may be updated at any time. 


Level II 


The Account Maintenance screen for Level II users operates exactly 
the same as the above Level IA in all aspects, except that the Level II 
user does not have the ability to create, grant access to, or revoke 
permissions of other Level II users. 


Help  
The Help screens for the secure website are dynamic in that the help 
text that displays is unique to the page that the user is viewing. All 
help pages are written and created by the OHCA. Help screens also 
include a button titled, “Ask Tech Support.” This button will open a 
screen that has a text box for explaining a problem. When the user 
clicks “Send” on this screen, the text the user typed and the .xml file 
from the web screen they are viewing is sent to a call support member 
for review.  


Log Off  
When a user selects the “Log Off” button from the main menu, they 
will be taken out of the secure site and given the Log Off screen. This 
screen displays the non-secure menu options. Clicking the “Log Back 
On” button, will take the user to the Log On screen. 
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Section 17 Appendix 6.2:  Remote 
Access Server (RAS) Connectivity 


 
 


 
 
The first step in accessing the RAS is to create a new connection for 
the Oklahoma Medicaid Remote Access Server.  To prompt the 
Network Connection wizard: 
 


1) Click on the Start button on the main toolbar 
2) Drag mouse up to Programs 
3) Drag mouse over to Accessories 
4) Drag mouse over to Communications 
5) Drag mouse over to Network and Dial-up Connections and 


click on it 
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Once you have the Folder 
opened for Network and Dial-up 
Connections, simply click on the 
“Make New Connection” icon.  
This will start the Network 
Connection Wizard. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Once the Network Connection Wizard has started, this box will appear 
and prompt the user through the network creation process.  The first 
step in the setup process is to click “Next”. 
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The Network Connection Type box will be the next screen the user 
will see.  Since all users will be accessing the RAS through a phone 
line (modem or ISDN), the user must click on the “Dial-up to private 
network” option and then click “Next”.   
 


 
 
 
Next, the wizard will show the “Phone Number to Dial” box which 
prompts the user to type in the actual phone number they will be 
utilizing for the new connection.  The phone number to type in this 
box is Area Code:  405, Phone number:  4166859 (Be sure not to 
include any dashes in the phone number).  Then select “United States 
of America (1) for the Country/Region code selection and proceed to 
check the Use dialing rules box.  Then click the “Next” button. 
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The Connection Wizard will then prompt the user to specify if the 
connection will be used only for the user creating the connection or for 
all users who need access to the connection.  EDS encourages all users 
to choose the “For all users” option so that many users will have the 
ability to view data via the RAS as needed.  After clicking on the “For 
all users” option, simply click the “Next” button. 
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The last step in creating the new RAS connection is to assign a name 
the user wishes to use for the connection.  Once the new connection 
name is typed in the specified box, it is recommended that all users 
click on the “Add a shortcut to my desktop” option.  This option will 
allow an icon to be created on the main desktop screen of the 
computer.  This will enable the user to simply click on the icon 
whenever they wish to log on to the RAS.  Once the user clicks on the 
“Finish” button, all the information will be saved and stored on the 
user’s PC to access the Remote Access Server.  
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Section 18 Appendix 6.3:  Accessing 
the RAS 


 
To access the RAS, the user must simply double click on the Icon 
found on their desktop that was created when establishing the RAS 
Connection Setting through the Setup Wizard.  This will launch the 
connection prompt for the RAS.  


 
 
Now that the Connection Box/Prompt is up, the user must type in the 
Username and Password.  All providers accessing the RAS will use the 
same default username and password found below: 
 
   Username:  Provider 
   Password:   eds123 
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After typing in the Username and Password, check the dial-up number 
to ensure that your computer will be dialing the correct number.  The 
RAS dial-up phone number is:  (405) 416-6859 
 
Once the dial-up number is validated, simply click on the “Dial” 
button.  This will prompt the user’s computer to attempt to connect to 
the RAS.   
 


 
 
After the dial-up has been attempted, and username / password 
authentication has completed, the user should see a prompt verifying 
that the connection is established.  A screen shot for an example is 
shown below: 


 
Once connected, the user must simply open their web browser.  Once 
the web browser is opened, the user must type in the OHCA secure site 
address: 
  https://www.ohcaprovider.com 
 
Once the site is found, the user will be taken to the Logon Screen 
shown below: 
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Internet 5.0 (or higher) is the only web browser that will operate with 
the OHCA secure site.  For those users that do not have Internet 
Explorer, a link has been added to this Logon screen where any user 
can download Internet Explorer 5.0. 
 
First time users must enter the Provider ID in the “Log On ID” field, 
and then their OHCA assigned PIN in the “PIN” field.  This will 
enable the user to create a username and password for themselves and 
anyone else in their office that might need access to the secure site.   
 
Once the user’s Username and Password, have been established, the 
user may simply type in their Username and Password to log on to the 
secure site from then on.   
 
The first screen the user will see after logging on will have any 
messages intended for the provider community.  These will be global 
messages from the Oklahoma Health Care Authority and can be as 
specific as to an individual provider or to the provider community as a 
whole.   
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The screen above will be the next screen the user will see after the 
“Messages” screen.  This screen shows all options allowed to the 
provider to utilize within the secure site.  All options seen on this 
screen will be the exact same as what a user would see if accessing the 
site through an Internet service provider.  From here, the user can 
access any option available through the OHCA secure site. 
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Batch Upload / Download Functionality 


 
For users who wish to simply use the RAS to upload batch claims 
submissions and download their Remittance Advice, the secure site 
has an individual option on the toolbar to take users to this screen.  
The user must simply click on the “Trade Files” option on the toolbar 
and then chose the function they wish as shown below: 
 


 
 
If a user wishes to upload a batch, they must simply click on the 
“Upload” feature.  This will take them to the Upload screen. 
 


 
 
From this screen, the user will need to click on the browse button to 
locate the file they wish to upload.  The user then has the ability to 
change the filename they wish the file to be, and then click on the 
drop-down arrow next to the “Transaction Type” box and pick the 
appropriate type that corresponds with their transaction.  Once all 
information is completed, the user will simply click on the “Upload” 
button.
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If the file uploaded successfully, the user will see the screen below 
stating the upload was successful and the Transaction ID assigned to it. 
 


 
 
The Upload functionality is now complete for the user.  This process 
must be repeated for all files that are to be uploaded via the Web/RAS. 
 
If a user wishes to download a file (i.e. 835 Remittance Advice), they 
must simply click on the “Download” feature.  This will take them to 
the Download screen.  All files that have been created for the specific 
user/provider will be found on this screen.   
 


 
 
From here, the user must simply click on the specific filename they 
wish to download. 
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A “File Download” box will appear on the user’s screen which will 
prompt the user to “Open” the file or “Save” it.  It is recommended 
that all users Save their files so they access them more efficiently.   


 
 
Once the user chooses the “Save” option, the “Save As” box will 
appear on their screen prompting them to choose a specific path to 
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save their data file to.  Once the user has determined where the file 
will reside, they must rename the filename and include “.txt” at the end 
of the filename.  This step is needed because the “Save As” feature 
will automatically default all saved files to a zip format.  Once the user 
ensures “.txt” is included in the filename, they must click on the drop-
down arrow next to “Save as type” and choose the “All Files” option.  
This is also to ensure the file does not save as a zip format.  After the 
user validates the Filename and “All Files” option, they simply click 
on the “Save” button.   
 


 
 
Now the file is saved and can be opened or imported as needed for 
each user’s individual needs.  Many users will need to import the file 
into a “conversion program” to convert the X12 file to a human 
readable format. 
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Section 19 EDI Terminology 
 
Accredited Standards Committee X12: The group authorized by the 
American National Standards Institute to develop and maintain the 
EDI Standards used in the United States. [See: ANSI; ANSI ASC-X12; 
American National Standards Institute] 
American National Standards Institute: The national standards body 
for the United States. ANSI, through its accredited standards 
committees, keeps the standards for all applications of technology and 
mechanics for U.S. industry. 
ANSI: Acronym for the American National Standards Institute. 
ANSI ASC-X12: Acronym for the American National Standards 
Institute, Accredited Standards Committee X12. 
Application Software: Software used to perform job functions that are 
specific to the business environment. (e.g. inventory, health claims 
adjudication, etc.) 
ASCII: American Standard Code for Information Interchange 
Authentication: A query method that ensures that both the sender and 
receiver of an electronic message are valid and are authorized to 
transmit and receive the message. 
Authorization Testing: Testing of a submitters ability to exchange data 
in a valid file format for processing by the MMIS. 
 
Certification: The process of being acknowledged by a reviewing 
entity to ensure that transactions sent or received by your entity or 
company follow standardized transaction formats. 
ClarEDI: A nationally recognized certification entity for EDI 
transactions. 
Communications: The means of electronically linking two computers 
to exchange information in EDI. 
Communication Protocol: Establishes the communication parameters 
between two computers. Includes baud rate, type of transmission, and 
parity setting. 
Communication Software: Software necessary to add appropriate 
protocols to the EDI document in preparation for transmission over a 
telecommunications network. 
Companion Documents: A guide of Oklahoma specific information to 
be used in coordination with the Implementation Guides for X12 and 
NCPDP formatting. 
Compliance Checking: A validation check to ensure that a 
transmission contains the minimum mandatory information required 
by the EDI standard being used. 
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Data Dictionary: A listing of all the data elements, and sometimes the 
segments and messages, unique to the EDI Standards that are being 
used. 
Data Element: One or more data items, forming a unit or piece of 
information as defined in the data dictionary of a system of EDI 
Standards, and contained in an EDI message or transaction set. The 
term "data element" is often abbreviated as "DE" followed 
immediately by the data element number (i.e., data element 128 would 
be abbreviated as DE128). 
Data Element, Composite: Two or more related data items separated 
by a delimiter character, grouped together to form a unit or piece of 
information as defined in the data dictionary of an EDI Standard, and 
contained in an EDI message or transaction set. 
Delimiter: A special character used to separate fields of data. The three 
different delimiters used in an EDI file are the segment delimiter, the 
element delimiter, and the sub-element delimiter. 
DISA: Data Interchange Standards Association. This is the trade 
organization that acts as secretariat for ANSI ASC-X12 and the Pan-
American EDIFACT Board in the United States. 
Document: Structured file sent to a trading partner. In ASC X12 usage 
a document is synonymous with a transaction set. 
Download: The process of receiving data from another computer at a 
remote site onto the computer under the control of the operator. 
 
EDI: The standard abbreviation for Electronic Data Interchange. 
Electronic Data Interchange is the computer-to-computer exchange of 
business-related documents in a structured, machine processable 
format Electronic Data Interchange: The computer-to-computer 
transfer of business transaction information using standard, industry 
accepted, message formats. 
EDS: Electronic Data Systems, the company selected by OHCA and 
the State of Oklahoma to manage the Oklahoma Title XIX account 
(Medicaid Services). 
Electronic Mail: The process of sending, receiving, storing, and/or 
forwarding messages in digital form via telecommunication. 
E-Mail: The standard abbreviation for Electronic Mail. 
End-User: Anyone who uses a computer system or its output. 
Envelope: The combination of header, trailer, and sometimes other 
control segments, that define the start and end of an individual EDI 
message. 
 
File: A collection of related records treated as a basic unit of storage in 
a computer system. Files are stored on magnetic storage media such as 
disks or tapes. There are many types of files in a computer's memory. 
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Each program that the computer runs is written in a file that is then 
stored for later execution. Each database that the computer uses to 
store data that will be used by the programs to do their work is a file, 
or in some cases, a series of files that are read by the programs as they 
run. 
File Structure: The format into which a file is arranged by the 
computer, so that the information it contains can be retrieved on 
demand. 
Flat File: A computer file where all the information is run together in 
a single character string. Sometimes referred to as an interface file, 
designed to hold EDI data prior to and following translation or 
transmission to and from a trading partner. 
FTP: File Transfer Protocol. A common way to transfer files between 
computers over the Internet. Anonymous FTP gives users access 
(without and ID or password) to areas on a remote system that contains 
public files. 
Functional Acknowledgment: An EDI message that is sent in response 
to the receipt of an EDI message or packet of messages to notify the 
sender of the original message that it was received. It acknowledges 
only the receipt of the message or message packet, and does not imply 
agreement with, or understanding of, its content. 
Functional Group: A group of like transaction sets. Represents the 
transmission of a group of similar documents. 
 
Gateway: The interconnection between public or private networks that 
allow the transmission of documents in X12 format across multiple 
networks. Also called an interconnect. 
GUI: Graphical User Interface, is the screen or window that a 
computer user will see and use to manipulate database information 
from a web or visual basic application. 
 
Hardware: The physical components of a computer system. (CPU, 
tape drives, disk drives, modem, etc). 
Header: The specific segment that tells the receiving computer where 
an individual EDI message starts. 
HIPAA:  Healthcare Information Portability and Accountability Act of 
1996.   
 
Implementation: The activities involved in converting an idea into a 
working computer system. His includes all activities from analysis to 
hardware installation, integration, and operation. 
Implementation Guide: A publication that identifies and defines the 
EDI messages used in a particular industry or application. The 
document indicates how the information in those messages should be 
presented on a segment by segment, and data element by data element 
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basis, as well as identifying which segments and data elements are 
needed, which ones need not be used, and what code values will be 
expected in the application of that particular message. 
Industry Specific: Useful to only one particular group of companies 
grouped together by a common area of endeavor. In EDI, it refers to 
the ability of an EDI Standard to be used by only one industry. 
Interchange: An electronic exchange between two business partners. 
The interchange is enclosed between an interchange control header 
and an interchange control trailer. It is comparable to an outer 
envelope in paper transmissions.  
ISO: Acronym for the International Standards Organization. An 
international 
organization, working with the United Nations, that maintains the 
standards for all applications of technology and mechanics for global 
industry. 
 
Loop: A group of segments that are collectively repeated in a serial 
fashion up to a specified maximum number of times. 
 
Mailbox: A file storage area within a computer, usually one used by a 
Network Service Provider, where information is placed until it can be 
retrieved by the intended receiver. 
Mapping: The act of determining what pieces of information in the 
company's database should be placed into each data element of an EDI 
message or transaction set, or in reverse, what data elements of an EDI 
message or transaction set should be placed into the company's 
database. 
Message: A block of information in EDI, making up a business 
transaction, or part of a business transaction. In North America, this is 
normally called a transaction set. 
Message Standards: The system of syntax, data elements, segments, 
and messages (transaction sets) with which EDI will be conducted. 
MMIS: Medicaid Management Information System, this is the entire 
computer system that processes transactions for Medicaid services and 
payments. 
Modem: Short form of "Modulator/Demodulator." The electronic 
device on the computer that utilizes a telephone line to allow 
communications. 
 
National Standards Body: The organization in a country that is tasked 
with keeping the standards for all applications of technology and 
mechanics for the industry of that country. 
NCPDP: National Council for Prescription Drug Plans 
Network: An electronic communications system that links computers 
together to allow EDI to take place. 
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Network Service Provider: A company that maintains a network, and 
offers its services and capabilities to others for a fee. 
 
 
OHCA: Oklahoma Health Care Authority 
 
Pilot: The process of testing a part of the final system as a gauge to 
determine the viability of the concept prior to implementing the entire 
system for full production. It takes the concept out of the realm of 
theory, and provides empirical knowledge of what can reasonably be 
expected of the ultimate system when it is fully implemented. 
Pilot Project: A project conducted between two or more EDI trading 
partners to test the viability of a proposed EDI System. 
Platform: The type of computer system being used. 
Protocol: The set of rules that define the way in which information can 
flow within a computer or communication system. A protocol 
comprises: syntax – commands and responses; semantics – the 
structured set of requests and actions permissable by each user; and 
timing – types of events and sequences. 
Provider: Any medical-related organization that does business with the 
state of Oklahoma Title XIX account. 
 
Receiver: The party to whom the EDI message or transaction set is 
transmitted. 
 
Security: A generic term used to describe the methods adopted to 
protect the data from loss, corruption, and unauthorized access and 
retrieval. Methods used include passwords, ID numbers, authorization, 
verification of message/document type/mailbox address, and 
verification of line ID. 
Segment: A part of an EDI message or transaction set, made up of 
strings of related data elements in a specific order separated by 
delimiters. (As an example, an address segment may consist of city, 
state and zip code data elements). 
Segment Directory: A listing of the segments unique to the EDI 
Standard that are being used. 
Sender: The party who transmits EDI messages. 
Software:  The programs residing on disk, tape, or other storage media 
used by the computer to accomplish its tasks. 
Standards: An entity established for use as a rule or basis of 
comparison. In the context of EDI, this refers to the system of message 
standards that are in use between trading partners. 
Standards, Body: A committee, usually made up of representatives of 
the users of a given Standard, and either accepted by industry or 
charged by a government to maintain the Standards in question. 
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Standards, Proprietary: Those systems of EDI messages that are 
developed by the trading partners themselves for a specific application, 
and do not fit in any of the systems of Standards developed by any of 
the accepted Standards Bodies around the world. 
Standards, Public: Those systems of EDI messages that are prepared 
and published by or through the accepted Standards Bodies around the 
world. 
Submitter: Any entity that exchanges data electronically with the 
Oklahoma MMIS 
Syntax: The system for arranging data elements and segments within 
an EDI message or transaction set, as dictated by the Message or 
Transaction Set Standards being used  
 
Third-party: A party other than the sender or receiver, such as a 
Network Service Provider, or a software developer that provides goods 
and services in support of the transmission of information in EDI. 
Trading Partner: See Submitter 
Trailer: The specific segment that identifies the end of an individual 
EDI 
message. 
Transaction Set: A block of information in EDI, making up a business 
transaction, or part of a business transaction. 
Transaction Set Standards: The system of syntax, data elements, 
segments, and 
transaction sets (messages) with which EDI will be conducted. 
Translator: A program used to convert information from flat file to 
EDI format, or from EDI format to flat file. 
 
User: An entity, either an individual or a company, who utilizes a 
computer or system of standards for a specific purpose like EDI. 
User Group: An organization of individuals and/or companies who 
come together to deal with the needs of those who wish to employ a 
technique or technology in a unified manner. User groups are 
discussion organizations. 
 
Value-Added Network: A system where a network leases 
communication lines from a communications common carrier, 
enhances them by adding improvements such as error detection and/or 
faster response time, and then allows others to use this service on those 
lines for a fee. This is often abbreviated as VAN 
VAN: Standard abbreviation for Value-Added Network.


T 


U 


V 
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Section 20 EDI Links 
In addition to the resources available on the website, there are other 
websites that contain helpful information. These links are separated by 
category for easy use.  
 


GE Information Services 


www.support.geis.com/edi/edipindx.html  
 


Government / Associations 


www.hcfa.gov 
 


ANSI X12 Standards 


www.disa.org 
www.ansi.org 
 
NCPDP Standards 


http://www.ncpdp.org/ 
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Section 1:  Introduction 


Overview 


This manual describes the various functions handled by the Oklahoma 
Health Care Authority (OHCA) for eligible individuals under age 21.  
In particular, it is the Early and Periodic Screening, Diagnosis, and 
Treatment (EPSDT) branch of the OHCA, which serves as the State’s 
body of government to perform these functions.  EPSDT identifies, 
and tracks services, referrals, and costs associated with screenings, 
diagnosis, and treatment supplied to the State’s eligible population.  To 
do this EPSDT reports annually to the Centers for Medicare & 
Medicaid Services (CMS), follows the recommendations of medical 
groups which have concern with children’s health care services, sends 
notices for screenings and sends notices for follow-up visits if an 
abnormality is found.  In addition to routine medical, vision, hearing, 
and dental and follow-up services, EPSDT advocates educating its 
eligible recipient base and their case heads to help ensure and promote 
a healthier State population.  Therefore, this manual details the 
operating procedures for the functions performed by EPSDT and is 
designed for use as a desk reference manual and as a training tool for 
new staff. 
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Section 2:  Organization and Staffing 


EPSDT Services Manager 


The EPSDT services manager coordinates service delivery for all 
EPSDT services and Early Intervention (EI) Case Management 
services in all service delivery settings.  Coordinates with internal and 
external stakeholder groups including other agencies such as the 
Oklahoma State Department of Education, the Oklahoma State 
Department of Health, Oklahoma Commission on Children and Youth 
(OCCY), and the Department of Human Services.  This position also 
has the direct responsibility of supervising the EPSDT supervisor and 
the Nurse Case manager and overseeing of the EPSDT unit.   


The principal activities include the following: 


• Coordinates the provision of EPSDT and EI services through 
school-based contracts case management contracts.  Establishes and 
maintains school-based contracts for the provision of services in 
coordination with contracting staff. 


• Coordinates a plan of action for the provision of EPSDT services in 
contractual compliance for both SoonerCare Plus and SoonerCare 
Choice with appropriate managed care staff. 


• Writes EPSDT services contracts in conjunction with the OHCA 
Contracts Unit and has responsibility for contract monitoring for 
School-based contracts, Early Intervention Services and Case 
Management contracts, Children First program, Immunizations, 
EPSDT clinics, and the EPSDT portion of the DHS contract. 


• Works with the State’s External Quality Review Organization 
(EQRO), the Oklahoma Foundation for Medical Quality (OFMQ) in 
conducting federally required focused studies on immunizations and 
EPSDT for managed care. 


• Works with the managed care staff and OFMQ to monitor EPSDT 
services in keeping with state and federal requirements and 
guidelines for both managed care and fee-for-service.  Coordinates 
and submits the Annual EPSDT 416 Report for HCFA. 


• Works with CMS central and regional office staff as the primary 
point of contact for EPSDT and EI services. 


• Works with MMIS staff in testing and maintaining the essential 
EPSDT reporting system for state and federal reporting and 
documentation requirements. 
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• Works with the Department of Human Services (DHS) central 
office and county level staff in planning and implementing 
programs to enhance services to children. 


• Interfaces verbally and in writing with members/families/providers/ 
and other agencies to resolve issues/concerns involving quality and 
service provision. 


• Acts as a resource in answering questions/problem solving for 
OHCA staff and other State personnel. 


• Works with policy staff in planning and updating EPSDT program 
changes to identify areas concerning quality that impact the 
provision of services to children. 


• Represents the Agency on the Interagency Coordinating Council 
(ICC) and the Planning and Coordinating Council for Services to 
Children and Youth.   


• Represents OHCA as needed in multiple public forums involving 
various stakeholder groups, as well as informational seminars and 
training forums. 


Nurse Case Manager I 


The nurse case manager I reviews medical and other nursing and 
provider services related to school based services and other EPSDT 
related services with the following list of people:  public school staff, 
school administrators, school nurses, policy, Medicaid clients, OHCA 
Operations, and HCFA representatives. 


The principal activities include the following: 


• Uses professional nursing to advise EPSDT program staff and other 
agency staff on appropriate medical treatments and procedures. 


• Instructs professional provider staff on appropriate services and 
necessary medical documentation related to EPSDT services. 


• Identifies potential barriers to EPSDT services to the target 
population and develops appropriate interventions to reduce or 
eliminate barriers. 


• Works with the EPSDT staff, the SURS staff, and other OHCA staff 
to make on-site visits to review/assess service provision and 
appropriate documentation.    Provides clinical expertise in all 
EPSDT reviews and audits. 


• Works with Medicaid claims data and providers to determine 
appropriate billing of covered services. . 
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• Interfaces verbally and in writing with members/families/providers 
to resolve issues/concerns. 


• Acts as a medical resource in answering questions/problem solving 
for OHCA staff and other State personnel. 


• Works with internal and external QA processes/personnel to 
monitor program adherence to state and federal guidelines and 
contracts. 


• Works with policy staff in planning and updating program changes 
by identifying areas that impact, and the effect of impact on the 
EPSDT unit and covered services. 


• Provides professional training to EPSDT service providers, 
particularly school nurses. Represents OHCA as needed in multiple 
public forums involving various stakeholder groups, as well as 
informational seminars and training forums. 


EPSDT Services Supervisor 


The EPSDT Services Supervisor, under the direction of the EPSDT 
Services Manager interfaces with public school administrators and 
staff, medical services professionals, State Department of Education 
administrators, State Department of Health administrators, OHCA 
policy division and CMS representatives in coordinating an outreach 
program to provide educational awareness, intervention, and access to 
state provided EPSDT services and programs 


The principal activities include the following: 


• Initiates coordination with program and managed care staff to 
develop goals of the EPSDT outreach program. 


• Identifies potential barriers to EPSDT services to the target 
population and in conjunction with the EPSDT Services Manager 
develops appropriate interventions to reduce or eliminate barriers. 


• Works with SURS staff in assessing service provision and 
appropriate documentation related to EPSDT school-based and 
Early Intervention audit findings. 


• Develops outreach, educational and training materials suitable to 
the goals of the EPSDT program, and the identified needs, and 
interests of target populations. Develops client educational and 
outreach efforts ensuring that outreach materials support program 
goals. 


• Provides group and individual training to school administrators and 
professional service providers regarding contractual obligations and 
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federal and state policy/requirements for providing and billing for 
EPSDT School-based Services, Early Intervention Services, and 
The Children First program. 


• Works with policy staff in updating program changes by identifying 
areas that impact the EPSDT unit and covered services. 


• Works with OHCA Contracts Unit in updating the School-base 
contracts.  Responsible for the processing, tracking, and monitoring 
of school-base contracts. 


• Conducts data analysis of outreach efforts and evaluates feedback 
from on-site education and newly developed educational materials 
and makes recommendations for the program.  Coordinates the 
development of reports for management. 


• Represents OHCA as needed in multiple public forums including 
community meetings, informational seminars, and various training 
forums. 


• Develops quality assurance review materials and coordinates and 
provides on-site quality assurance reviews for School-based and/or 
Early Intervention program for compliance of service provisions 
and appropriate documentation. 


Analyzes and responds to inquiries from EPSDT service providers, 
Medicaid clients, and other vested interest groups regarding the 
EPSDT program.  Makes recommendations for program 
modifications. 


EPSDT Outreach Specialist II 


The EPSDT outreach specialist II, under the supervision of the EPSDT 
program supervisor, interfaces with public school administrators and 
staff, medical services professionals, State Department of Education 
Administrators and State Department of Health administrators, OHCA 
policy division and coordinates the outreach program to provide 
educational awareness, intervention, and access to state provided 
EPSDT services and programs. 


The principal activities include the following: 


• Confers with policy and managed care staff to develop goals of 
EPSDT outreach program. 


• Identifies potential barriers to EPSDT services and recommends 
appropriate interventions. 


• Provides group and individual training to school administrators and 
professional service providers regarding contractual obligations and 
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federal and state policy/requirements for providing and billing for 
EPSDT School-based Services and/or Early Intervention Services. 


• Assists in the development of outreach materials suitable to goals of 
the EPSDT program, needs, and interest of target populations.  
Prepares reports to management on EPSDT outreach efforts. 


• Assist in performing on-site quality assurance reviews for school-
based program and/or Early Intervention program compliance of 
service provision and appropriate documentation. 


• Assists in the development of quality assurance review materials 
and of educational materials and in the production of materials, 
ensuring that outreach materials support program goals. 


• Responds to inquiries from EPSDT service providers, Medicaid 
clients, and other vested interest groups regarding the EPSDT 
program. Confers with supervisor regarding recommendations for 
program modifications. 


• Represents OHCA as needed in multiple public forums. 
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Section 3:  EPSDT Overview  


Overview 


The federally mandated EPSDT program serves as a comprehensive 
child-health program.  It is designed to ensure the availability of, and 
access to, required health care resources, as well as help parents and 
guardians of Medicaid-eligible children use these resources.  The 
system performs the following functions: 


• Periodicity Schedule updating (limited users capability) 


• Online inquiry access to specific recipient’s EPSDT information 


• Reporting 


• Letters sent to recipients  


These functions are accomplished through batch processes and online 
inquiry.  Reports are produced for both OHCA and providers who 
render services to EPSDT recipients.  These reports serve as a means 
to provide an audit trail of activity as well as for informational 
purposes.  In addition, the EPSDT subsystem provides letters to 
recipients to inform them of missed opportunities for screening and or 
treatments. 


EPSDT Tables 


All claim information that has procedure codes that are on the 
T_RE_EPSDT_PROC_XR and T_RE_EPS_IM_PROC_X tables will 
be put on the T_RE_EPS_HIST_EXT table. 


If a letter needs to be sent to a recipient because of a screening due or 
missed a record is written to T_RE_EPSDT_LETTERS.  Once the 
letter has been sent out to the recipient the record is moved to 
T_RE_EPSDT_REC_NOT for reporting and tracking purposes. 


If an abnormality is found during a screening, the information about 
that abnormality is found on the T_RE_EPS_ABNORMAL table.  To 
help identify an abnormality on a claim there are tables that contain the 
different combinations of procedure code, diagnosis code, drug code, 
and modifier.  The tables that contain this information are as follows:  
T_RE_EPS_DRG_TRT_N, T_RE_EPS_MOD_XREF, 
T_RE_EPS_TRMNT_DRG, T_RE_EPS_TRNT_DIAG, 
T_RE_EPS_TRT_DGN_N, and T_RE_EPS_XREF_N. 


EPSDT Procedures Manual 


Library Reference Number: O K E P SD T  3-1 
Revision Date: November 2002 
Version: 1.0 







Some of the tables contain the different periodicity schedules.   These 
tables are as follows:  T_RE_EPSDT_IMMUN, 
T_RE_EPSDT_SCREEN, T_RE_EPSDT_PERIODS, 
T_RE_EPSDT_PR_IM_X, and T_RE_EPSDT_PR_SC_X. 


Common Procedure 


The procedure below, Logging into Oklahoma MMIS, instructs the 
user how to access the EPSDT windows. 


Logging in to Oklahoma MMIS 


Following is the basic procedure for logging into the Oklahoma MMIS 
(you must have a username and password). 


1. Click the Oklahoma Production icon on the desktop, labeled 
Production.  The System Logon window displays. 


Figure 3.1  System Logon Window 


2. Type in your User ID and press Tab. 


3. Type in your Password and press Enter, or click OK on the 
window.  The Oklahoma MMIS Main Menu displays.  
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Figure 3.2  Main Menu Window 


4. On the Main Menu, click Recipient to view the Recipient Search.  
Now click Options and highlight EPSDT to access specific 
EPSDT-related information. 
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Figure 3.3  Recipient Search Window
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Section 4:  Periodicity and Screening Schedule 


Overview 


The guidelines adopted by OHCA are maintained through these 
windows.  The Accelerated Periodicity Schedule Ages 2 though 6, 
Accelerated Periodicity Schedule Ages 7 through 17, and Accelerated 
Periodicity Schedule Ages 18 and Over windows contains the 
Accelerated Screening schedule for each of the specific age groups 
(OHCA has elected not to use the Accelerated Periodicity Schedule 
windows for each age group.)  In addition, the Periodicity and 
Screening Schedule window contains the Supplement to the 
Periodicity Schedule and is used to determine when a client is due for 
immunizations or additional test screenings.  


Updating Periodicity and Screening Schedule 


All information maintained on the EPSDT Screenings windows may 
be updated manually by authorized users only. 


Update Fields on Screening Windows 


The following process is an example of how to update the fields on all 
screening windows. 


1. At the Main Menu, click Recipient to display the Recipient Search 
window.  At the Recipient Search window, click Options, highlight 
EPSDT, highlight Periodicity Schedules, and click Regular 
Screening. 
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Figure 4.1  Recipient Search Window Selection 


2. The Periodicity and Screening Schedule window displays the 
Supplement to the Periodicity Schedule. 


Figure 4.2  Periodicity and Screening Schedule Window 
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3. Highlight the field to modify by double-clicking the mouse. 


4. Type the change.  If a valid value is not entered, then the user is 
prompted with an error message and a listing of valid values that 
can be used. 


5. After the change is made, click Save.  The Oklahoma MMIS 
prompts the user if the save was successful. 


Add a New Line on all Screening Windows 


The following process is an example of how to add a new line on all 
screening windows. 


1. At the Main Menu, click Recipient to display the Recipient Search 
window.  At the Recipient Search window, click on the Options, 
highlight EPSDT, highlight Periodicity Schedules, and click 
Regular Screening. 


Figure 4.3  Recipient Search Window Selection 


2. The Periodicity and Screening Schedule window displays the 
Supplement to the Periodicity Schedule. 
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Figure 4.4  Periodicity and Screening Schedule Window 


3. Click New. 


4. Type the information. 


5. After the change is made, click Save.  The Oklahoma MMIS 
prompts the user if the save was successful. 


Delete an Existing Line on Screening Window 


The following process is an example of how to delete an existing line 
on all screening windows. 
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1. At the Main Menu, click Recipient to display the Recipient Search 
window.  At the Recipient Search window, click Options, highlight 
EPSDT, highlight Periodicity Schedules, and click Regular 
Screening. 


Figure 4.5  Recipient Search Window Selection 


2. The Periodicity and Screening Schedule window displays the 
Supplement to the Periodicity Schedule. 


EPSDT Procedures Manual Section 4: Periodicity and Screening Schedule 


Library Reference Number: O K E P SD T  4-5 
Revision Date: November 2002 
Version: 1.0 







Figure 4.6  Periodicity and Screening Schedule Window 


3. Click on the line to remove. 


4. Click Delete. 


5. The Oklahoma MMIS prompts the user if the delete was successful. 


Periodicity and Screening Schedule Footnotes and Periodicity 
and Screening Schedule Key 


The Periodicity and Screening Schedule Footnotes and Periodicity and 
Screening Schedule Key windows are used as references for the 
footnotes and valid values noted on the Periodicity and Screening 
Schedule and the Supplement to the Periodicity Schedule.  The 
Periodicity and Screening Schedule Footnotes window can be accessed 
from the Footnotes button off of the following windows:  Accelerated 
Periodicity Schedule Ages 2 through 6, Accelerated Periodicity 
Schedule Ages 7 through 17, Accelerated Periodicity Schedule Ages 
18 and Over, EPSDT Vaccine Schedule, Periodicity and Screening 
Key, and Periodicity and Screening Schedule.  The Periodicity and 
Screening Schedule Key window can be accessed from the Footnotes 
button off of the following windows:  Accelerated Periodicity 
Schedule Ages 2 through 6, Accelerated Periodicity Schedule Ages 7 
through 17, Accelerated Periodicity Schedule Ages 18 and Over, 
EPSDT Vaccine Schedule, Periodicity and Screening Footnotes, and 
Periodicity and Screening Schedule. 
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To access these windows, follow these steps:   


1. At the Main Menu, click Recipient to display the Recipient Search 
window.     


2. At the Recipient Search window, click Options, highlight EPSDT, 
highlight Periodicity Schedules, and click Regular Screening.   


3. On the Periodicity and Screening Schedule window, click 
Footnotes for the Periodicity and Screening Footnotes window or 
click Keys for the Periodicity and Screening Key window. 
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Figure 4.7  Example of the Periodicity and Screening 
Footnotes Window 
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 Figure 4.8  Example of the Periodicity and Screening Key Window 
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Section 5:   Abnormality Code Tracking 


Overview 


The combination of procedure code, diagnosis code, and modifier to 
identify an abnormality is maintained through these windows.  The 
EPSDT Abnormality Codes (with Modifiers), EPSDT Abnormality 
Codes (without Modifiers), EPSDT Diagnosis Treatment (with 
Modifiers), EPSDT Diagnosis Treatment (without Modifiers), EPSDT 
Drug Treatment (with Modifiers), and EPSDT Drug Treatment 
(without Modifiers) windows are used to determine when a client has 
an abnormality.  


Updating EPSDT Abnormality Codes 


All information maintained on the EPSDT Abnormality Codes 
windows may be updated manually by authorized users only. 


Update Fields on Abnormality Code Windows 


The following process is an example of how to update the fields on all 
abnormality code windows. 


1. At the Main Menu, click Recipient to display the Recipient Search 
window.  At the Recipient Search window, click Options, highlight 
EPSDT, and click Abnormalities w/o Modifiers. 
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Figure 5.1  Recipient Search Window Selection 


2. The EPSDT Abnormality Codes window displays the procedure 
code and diagnosis code combinations to identify abnormalities on 
the claims. 


Figure 5.2  EPSDT Abnormality Codes Window 


3. Highlight the field to modify by double-clicking the mouse. 


4. Type the change.  If a valid value is not entered, the user is 
prompted with an error message. 
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5. After the change is made, click Save.  The Oklahoma MMIS 
prompts the user if the save was successful. 


Adding a New Line on Abnormality Code Windows 


The following process is an example of how to add a new line on all 
abnormality code windows. 


1. At the Main Menu, click Recipient to display the Recipient Search 
window.  At the Recipient Search window, click Options, highlight 
EPSDT, and click Abnormalities w/o Modifiers. 


Figure 5.3  Recipient Search Window Selection 


2. The EPSDT Abnormality Codes window displays the procedure 
code and diagnosis code combinations to identify abnormalities on 
the claims. 
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Figure 5.4  EPSDT Abnormality Codes Window 


3. Click New. 


4. Type the information. 


5. After the change is made, click Save.  The Oklahoma MMIS 
prompts the user if the save was successful. 


Delete an Existing Line in Abnormality Code Windows 


The following process is an example of how to delete an existing line 
on all abnormality code windows. 


1. At the Main Menu, click Recipient to display the Recipient Search 
window.  At the Recipient Search window, click Options, highlight 
EPSDT, and click Abnormalities w/o Modifiers. 
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Figure 5.5  Recipient Search Window Selection 


2. The EPSDT Abnormality Codes window displays the procedure 
code and diagnosis code combinations to identify abnormalities on 
the claims. 


Figure 5.6  EPSDT Abnormality Codes Window  


3. Click on the line to remove. 


4. Click Delete. 


5. The Oklahoma MMIS prompts the user if the delete was successful. 
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Section 6:  Accessing Information by Client 


Overview 


The Oklahoma MMIS allows users to view information maintained on 
the EPSDT windows through the Recipient ID.  The Recipient EPSDT 
Abnormalities and Recipient EPSDT Screenings windows contain 
claims that meet the following criteria. 


• Recipient is 20 or under 


• Claim is in a paid status 


• Paid date is within the past six months  


• Procedure code is in an EPSDT procedure group 


• Diagnosis code is an EPSDT diagnosis code 


• AT, AN, or AR in 24-J on the HCFA-1500 form (Abnormalities 
window only) 


These windows are updated monthly with an EPSDT process that goes 
through all claims received in the past month and moves to an EPSDT 
table the claims that meet the above criteria.  Some procedure codes in 
EPSDT do not require specific diagnosis codes so for those claims the 
diagnosis code criteria edit is not used. 


Viewing Recipient EPSDT Screenings Window by Recipient ID 


The Recipient EPSDT Screenings window displays the ICN of the 
Claim, Date of Service (DOS), Provider ID, Procedure Code, 
Modifiers, Screen Description, and age of the recipient when the 
screen was done.  If more than one EPSDT procedure code is billed on 
one claim, there will be more than one line with the same ICN. 


The following process is used to view the window:   


1. At the Main Menu, click Recipient to display the Recipient Search 
window.     


2. At the Recipient Search window, enter the RID number of recipient 
or use any of the recipient search criteria to locate the appropriate 
recipient. 


3. After the search has been executed, and the appropriate recipient 
appears in the list section of the window, click Options, highlight 
EPSDT, and click Recip Screenings. 
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Figure 6.1  Recipient Search Window Selection 


 


Figure 6.2  Example of the Recipient EPSDT Screenings 
Window
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Updating the Date Closed Field on the Recipient 
EPSDT Abnormalities Window 


The Recipient EPSDT abnormalities window displays the 
Abnormality, Screen Date, Status, and Date Closed.  Only specific 
authorized users are allowed update capability for this window. 


The following process is followed to update the Date Closed field on 
the window:   


1. At the Main Menu, click Recipient to display the Recipient Search 
window.     


2. At the Recipient Search window, enter the ID number of recipient 
or use any of the recipient search criteria to locate the appropriate 
recipient.     


3. After the search has been executed, and the appropriate recipient 
appears in list section of the window, click Options, highlight 
EPSDT, and click Recip Abnormalities. 


 


Figure 6.3  Recipient Search Window Selection 


4. Click on the Date Closed field and enter the date the abnormality 
was closed.  Then click on the Status field and pick a reason the 
abnormality closed from the drop-down box.  


Figure 6.4  Recipient EPSDT Abnormalities Window 
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Section 7: Accessing Information by Provider ID 


Overview 


The Oklahoma MMIS allows users to view information maintained on 
the EPSDT windows through the provider ID. The EPSDT Provider 
Search window contains claims that meet all of the following criteria. 


• Recipient is 20 or under 


• Claim is in a paid status 


• Paid date is within the past six months 


• Procedure code is in an EPSDT procedure group 


• Diagnosis code is an EPSDT diagnosis code (if applicable) 


This window is updated monthly with an EPSDT process that goes 
through all claims received in the past month and moves to an EPSDT 
table the claims that meet the above criteria.  Some procedure codes in 
EPSDT do not require specific diagnosis codes so for those claims the 
diagnosis code edit criteria is not used. 


Viewing EPSDT Information by Provider ID 


The EPSDT Provider Search displays the ICN of the Claim, RID 
number, Date of Service (DOS), Paid Date, Procedure Code, and 
Modifiers.  If more than one EPSDT Procedure Code is billed on one 
claim there will be more than one line with the same ICN. 


The following process is followed to view the window:   


1. At the Main Menu, click Recipient to display the Recipient Search 
window.   


2. At the Recipient Search window, click Addtl Options, EPSDT 
Provider Search. 
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Figure 7.1  Recipient Search Window Selection 


3. Type in the provider number and click Search. 


 


Figure 7.2  EPSDT Provider Search Window 
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Section 8:  Accessing Notice Information by 
Client ID 


Overview 


The Oklahoma MMIS allows users to view notice information 
maintained through the EPSDT batch process with the Recipient 
EPSDT Notice window though the recipient ID. The Recipient EPSDT 
Notice window contains all notices that were sent to that recipient 
concerning EPSDT screenings missed or abnormalities not treated. 


Viewing EPSDT Notice Information by Recipient ID 


The Recipient EPSDT Notices window displays the notice sent to the 
Recipient, Date Sent to the Recipient, and the Age of the recipient 
when the notice was sent. 


The following process is followed to view the window:   


1. At the Main Menu, click Recipient to display the Recipient Search 
window.   


2. At the Recipient Search window, enter the ID number of recipient 
or use any of the recipient search criteria to locate the appropriate 
recipient.     


3. After the search is executed, and the appropriate recipient appears 
in list section of the window, click Options, EPSDT, and Recip 
Notice. 
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Figure 8.1  Recipient Search Window Selection 


Figure 8.2  Recipient EPSDT Notices Window 
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Section 9: Claim Submission by Providers  


Overview 


The Oklahoma MMIS allows providers to submit claims to help with 
the tracking of referrals and abnormalities in the EPSDT system.  


Reporting Requirements for Treatment and Referral for 
Treatment 


Additional values are used to report information about treatment and 
referral for treatment for conditions identified during the EPSDT 
examination.  These values should be entered in Block 24-J on claim 
form HCFA-1500: 


• YDDental Referral 


• YHHearing Referral 


• YVVision Referral 


• YOOther Referral 


• BlankNo Referral 


• ATAbnormality Treated 


• ANAbnormality Not Treated 


• ARAbnormality Referred 


In instances where more than one value is appropriate, the most 
medically significant should be entered in Block 24-J. 
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Section 10: EPSDT Windows 


EPSDT Diagnosis Treatment (with Modifiers) 
This window is utilized to view the diagnosis codes defined by the State that are used in the treatment of each procedure 
code/modifier combination displayed on the EPSDT Abnormality Codes (with Modifiers) window. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, ABNORMALITIES WITH 
MODIFIERS, TREATMENT DIAG. 
 
Technical Name w_re_eps_diag_treat 
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Field Descriptions 


Field Description Length Data Type Field Type 
Description Long description of the diagnosis code 30 Alphanumeric Field 
Diagnosis Diagnosis code 5 Alphanumeric Field 
Modifier Procedure code modifier 2 Alphanumeric Field 
Procedure Procedure code 5 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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EPSDT Drug Treatment (with Modifiers) 
This window is utilized to view the drug Smart Keys defined by the State that are used in the treatment of each procedure 
code/modifier combination displayed on the EPSDT Abnormality Codes (with Modifiers) window. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, ABNORMALITIES WITH 
MODIFIERS, TREATMENT DRUG. 
 
Technical Name w_re_eps_drug_treat 
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Field Descriptions 


Field Description Length Data Type Field Type 
Modifier Procedure code modifier 2 Alphanumeric Field 
Procedure Procedure code 5 Alphanumeric Field 
Smart Key Drug smart key 24 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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EPSDT Diagnosis Treatment (without Modifiers) 
This window is utilized to view the diagnosis codes defined by the State that are used in the treatment of each procedure code 
displayed on the EPSDT Abnormality Codes (without Modifiers) window. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, ABNORMALITIES W/O 
MODIFIERS, TREATMENT DIAG. 
 
Technical Name w_re_eps_non_mod_diag_treat 
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Field Descriptions 


Field Description Length Data Type Field Type 
Description Detailed description of the diagnosis code 30 Alphanumeric Field 
Diagnosis Diagnosis code 5 Alphanumeric Field 
Procedure Procedure code 5 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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EPSDT Drug Treatment (without Modifiers) 
This window is utilized to view the drug Smart Keys defined by the State that are used in the treatment of each procedure code 
displayed on the EPSDT Abnormality Codes (without Modifiers) window. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, ABNORMALITIES W/O 
MODIFIERS, TREATMENT DRUG. 
 
Technical Name w_re_eps_non_mod_drug_treat 
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Field Descriptions 


Field Description Length Data Type Field Type 
Procedure Procedure code 5 Alphanumeric Field 
Smart Key Drug smart key 24 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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EPSDT Immunization Schedule 
This window is used to view the State established immunization periodicity schedule recommended for Medicaid eligible 
children age 0 through 20. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, PERIODICITY 
SCHEDULES, REGULAR SUPPLEMENT. 
 
Technical Name w_re_epsdt_immunization_periodicity 
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Field Descriptions 


Field Description Length Data Type Field Type 
Vaccine Indicators This field's valid values are to include: X, S, C, -, 3, >, and <  1 Alphanumeric Field 
Vaccine Period 
Columns 


A description of all EPSDT Screening Period Columns with 
valid values as follows: Infancy, Early Childhood, Late 
Childhood, and Adolescence. 


0 Alphanumeric Field 


Vaccine Row A description of all EPSDT screen types (including 
footnotes). 


30 N/A Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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EPSDT Abnormality Codes (with Modifiers) 
The window is used to view the valid procedure code, modifier, and diagnosis code combinations for each tracked 
abnormality. This window also provides the description for the abnormality that appears on various EPSDT reports. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, ABNORMALITIES WITH 
MODIFIERS. 
 
Technical Name w_re_epsdt_mod_xref 
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Field Descriptions 


Field Description Length Data Type Field Type 
Diagnosis Diagnosis code 5 Alphanumeric Field 
Long Description Detailed description of the abnormality 25 Alphanumeric Field 
Modifier Procedure code modifier 2 Alphanumeric Field 
Procedure Procedure code 5 Alphanumeric Field 
Short Description Brief description of the abnormality for reporting 6 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
 


Section 10: EPSDT Windows EPSDT Procedures Manual 


10-12 Library Reference Number: O K E P SD T  
Revision Date: November 2002 


Version: 1.0 







EPSDT Abnormality Codes (without Modifiers) 
The window is used to view the valid procedure codes, for procedures not billed with modifiers, for each tracked abnormality. 
This window also provides the description for the abnormality that appears on various EPSDT report. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, ABNORMALITIES W/O 
MODIFIERS. 
 
Technical Name w_re_epsdt_non_mod_xref 
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Field Descriptions 


Field Description Length Data Type Field Type 
Diagnosis Diagnosis code 5 Alphanumeric Field 
Long Description Detailed description of the abnormality 25 Alphanumeric Field 
Procedure Procedure code 5 Alphanumeric Field 
Short Description Brief description of the abnormality for reporting 6 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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EPSDT Provider Inquiry 
The EPSDT Provider Inquiry Window is used by the State to view EPSDT screening claim history performed for eligible 
members by Provider Number. 
The EPSDT Provider Inquiry window is accessed through the Recipient window by clicking Addtl Option and EPSDT 
Provider Search. 
Technical Name w_re_epsdt_prov 
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Field Descriptions 


Field Description Length Data Type Field Type 
DOS From date of service listed on detail 8 Date (CCYY/MM/DD) Field 
ICN Internal Control Number assigned to claim 13 Character Field 
Modifiers Modifier code billed for procedure 2 Alphanumeric Field 
Paid Date The date the claim was paid 8 Date (CCYY/MM/DD) Field 
Procedure Code EPSDT Procedure code billed on detail 5 Alphanumeric Field 
Provider ID The performing provider on the detail 9 Number Field 
RID Recipient identification number assigned by PS2 12 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
Provider ID 91007 Provider ID must be numeric Enter a numeric Provider ID 
 91024 No Match Found Enter a Provider who has EPSDT Screenings 
 91037 Provider Field is required Enter a valid Provider ID 
 91038 Provider ID must be nine characters Enter a valid Provider ID 
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Recipient EPSDT Notices 
This window is used by the State to view the history of notices sent to EPSDT eligible recipients. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, RECIP ABNORMALITIES 
 
Technical Name w_re_epsdt_recip_notices 
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Field Descriptions 


Field Description Length Data Type Field Type 
Age Age of the EPSDT recipient when notice was sent 11 Number Field 
Date Sent Date EPSDT notices were sent to the recipient 10 Date (CCYYMMDD) Field 
Client Name Recipient name 29 Alphanumeric Field 
Next RID No. Next Recipient Identification number 12 Alphanumeric Field 
Notice EPSDT notices sent to eligible recipients 30 Alphanumeric Field 
RID No. Recipient identification number 12 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Accelerated Periodicity Schedule Ages 18 and Over 
This window is used to view the State established accelerated screening and immunization periodicity schedule recommended 
for Medicaid eligible children ages 18 and over. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, PERIODICITY 
SCHEDULES, ACCELERATED SCHEDULE 18 AND OVER. 
 
Technical Name w_re_epsdt_screen_period_18_over 
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Field Descriptions 


Field Description Length Data Type Field Type
Screening Indicators Field's valid values include: X, S, C, -, 3, 4, >, and < 1 Alphanumeric Field 
Screening Period 
Columns 


A description of all EPSDT Screening Period Columns. The 
valid columns are Initial Visit, 4-8 Weeks after First Visit, 6-12 
Months after Second Visit, 10 Years Intervals Thereafter. 


0 N/A Field 


Screening Row A description of all EPSDT screening types (including footnotes) 
with valid values to include the Urinalysis, Hematocrit, MMR, 
and TB Test. Rows may be added by the user. 


30 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Accelerated Periodicity Schedule Ages 2 through 6 
This window is used to view the State established accelerated screening and immunization periodicity schedule recommended 
for Medicaid eligible children ages 2 through 6. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, PERIODICITY 
SCHEDULES, ACCELERATED SCHEDULE 2 TO 6. 
 
Technical Name w_re_epsdt_screen_period_2_to_6 
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Field Descriptions 


Field Description Length Data Type Field Type 
Screening Indicators Field's valid values include: X, S, C, -, 3, 4, >, and < 1 Alphanumeric Field 
Screening Period 
Columns 


A description of all EPSDT Screening Period Columns. The 
valid columns are Initial Visit, 2 Months After First Dose, 2 
Months After Second Dose, 6-12 Months After Third Dose 
DTP, Age 4-6 Years. 


0 N/A Field 


Screening Row A description of all EPSDT screening types (including 
footnotes) with valid values to include the Urinalysis, 
Hematocrit, MMR. TB Test. Rows may be added by the user.


30 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Accelerated Periodicity Schedule Ages 7 through 17 
This window is used to view the State established accelerated screening and immunization periodicity schedule recommended 
for Medicaid eligible children ages 7 through 17. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, PERIODICITY 
SCHEDULES, ACCELERATED SCHEDULE 7 TO17. 
 
Technical Name w_re_epsdt_screen_period_7_to_17 
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Field Descriptions 


Field Description Length Data Type Field 
Type 


Screening Indicators Field's valid values include: X, S, C, -, 3, 4, >, and < 1 Alphanumeric Field 
Screening Period 
Columns 


A description of all EPSDT Screening Period Columns. The valid 
columns are Initial Visit, 2 Months After First Dose, 6-12 Months 
After Second Dose, Age 11-12 YEARS, 10 YEARS Later. 


0 Alphanumeric Field 


Screening Row A description of all EPSDT screening types (including footnotes) 
with valid values to include the Urinalysis, Hematocrit, MMR, and 
TB Test. Rows may be added by the user. 


30 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Periodicity and Screening Schedule 
The Supplement to the American Academy of Pediatrics Periodicity Schedule is used to determine when a member is due for 
immunizations and additional test screenings. The Supplement to the American Academy of Pediatrics Periodicity Schedule is 
accessed through the Recipient Base window by clicking EPSDT, PERIODICITY SCHEDULES, and REGULAR 
SCREENING. 
Technical Name w_re_epsdt_screening_periodicity 
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Field Descriptions 


Field Description Length Data Type Field Type
Screening Indicators Field's valid values include: X, S, O, -, 3, 4, >, and <. 1 Alphanumeric Field 
Screening Period Columns A description of all EPSDT Screening Period Columns 0 N/A Field 
Screening Row A description of all EPSDT screening types (including 


footnotes) with valid values to include the following: Health 
History Assessment, Height/Weight, Head Circumference, 
Blood Pressure, and Hearing Screening. 


30 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
Screening Indicators 4113 Valid values are X, S, C, -, 3, 4, >, and <. Valid values are X, S, C, -, 3, 4, >, and <. 
Screening Row 4114 EPSDT screening description is missing Please enter EPSDT screening description 
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Recipient EPSDT Screenings 
The EPSDT Screenings Window is used by the state to view screening claim history and immunization claim history 
performed for EPSDT eligible members. 
The EPSDT windows is accessed through the Recipient Base window by clicking “Options”, EPSDT and RECIP 
SCREENINGS. 
Technical Name w_re_epsdt_screenings 
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Field Descriptions 


Field Description Length Data Type Field Type
Age Age of EPSDT member on date of most recent screening 11 Number Field 
DOS Date of SERVICE listed on detail 8 Date (CCYYMMDD) Field 
ICN Internal Control Number assigned to claim 13 Character Field 
Last Dental Most recent date recipient had EPSDT dental screening 8 Date (CCYYMMDD) Field 
Last Hearing Most recent date recipient had EPSDT hearing screening 8 Date (CCYYMMDD) Field 
Last Medical Indicates the last date the recipient was screened for an 


EPSDT physical screening 
8 Date (CCYYMMDD) Field 


Last Vision The date the recipient was seen for an EPSDT vision screen 8 Date (CCYYMMDD) Field 
Modifiers Modifier code billed for procedure 2 Alphanumeric Field 
Name Recipient name 29 Alphanumeric Field 
Next RID No. Next Recipient Identification number 12 Alphanumeric Field 
Procedure Code EPSDT procedure code billed on detail 5 Alphanumeric Field 
Provider ID The performing provider on the detail 9 Number Field 
RID No. Recipient identification number assigned by PS2 12 Alphanumeric Field 
Screen Description Description of screening performed 30 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
Next RID No. 4003 Must be 12 numerics Enter valid Recipient ID 
 4183 Recipient not found on Base File Enter valid Recipient ID 
 4185 Recipient has no EPSDT Screens Enter valid Recipient ID 
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Periodicity and Screening Footnotes 
The Periodicity and Screening Footnotes window is used as a reference for the footnotes noted on the Periodicity and 
Screening Schedule and the Supplement to the American Academy of Pediatrics (AAP) Periodicity Schedule. The Periodicity 
and Screening Footnotes window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, 
PERIODICITY SCHEDULES, REGULAR SCREENING, then scrolling down to the REGULAR SCREENING option. 
Then click FOOTNOTES on the Periodicity and Screening Footnotes Screen. 
 
Technical Name w_re_epsdt_values_info 
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Field Descriptions 


Field Description Length Data Type Field Type 
No field descriptions found for this window 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Periodicity and Screening Key 
The Periodicity and Screening Key window is used as a reference for the valid values noted on the Periodicity and Screening 
Schedule, Supplement to the American Academy of Pediatrics (AAP) Periodicity Schedule, and Accelerated Periodicity 
windows. 
This wind 
ow is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, PERIODICITY SCHEDULES, 
REGULAR SCREENING, then scrolling down to the REGULAR SCREENING option. Then click KEYS on the 
Periodicity and Screening Screen. 
 
Technical Name w_re_epsdt_values_info1 
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Field Descriptions 


Field Description Length Data Type Field Type 
No field descriptions found for this window 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Recipient EPSDT Abnormalities 
This window is used by the State to view the abnormality history for a recipient. It also allows the user to update the status of an 
abnormality when it has been closed. 
 
This window is accessed through the Recipient Base window by clicking OPTIONS, EPSDT, RECIP NOTICES. 
 
Technical Name w_re_recip_abnor 
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Field Descriptions 


Field Description Length Data Type Field Type 
Abnormality Short description of the abnormality 6 Alphanumeric Field 
Date Closed Date the abnormality was closed 8 Date (CCYYMMDD) Field 
Name Recipient name 30 Alphanumeric Field 
Next RID No. Next Recipient Identification number 13 Alphanumeric Field 
RID No. Recipient Medicaid ID number 13 Alphanumeric Field 
Screen Date Date abnormality was identified 8 Date (CCYYMMDD) Field 
Status Status of abnormality 0 Drop Down List Box Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Section 11: EPSDT Reports 


EPS-0004-M -- EPSDT Summary of Notices Sent 
The Summary of EPSDT Notices Sent (EPS-0004-M) report provides a monthly listing of recipients who received an EPSDT letter for 
one or more of the following notification categories: non-participating or re-screening. The report details the recipient's name, ID number, 
address, and date of birth. The number of notifications sent in each notification category and county is totaled at the end of each 
notification section. The total of notifications sent, by notification category for the state, is calculated at the end of the report. Page breaks 
occur after each notification category within each county. Control breaks and page breaks occur at each new county listing. 


Technical Name 
EPS-0004-M 


Distribution 


User Copies Media Week Time 
EPSDT 1 COLD Month End  
EPSDT 1 Paper Month End  


Field Descriptions 


Field Description Length Data Type 
Case Number Member's case number 10 Character 
County This field displays the name of the county where the recipient resides 20 Character 
County Total This field displays the total number of each notification in each category in the 


county 
7 Number 


Date of Birth This field displays the recipient’s date of birth 10 Date (MM/DD/CCYY) 
Notification Sent This field displays the notification sent category. The three categories include 


newly eligible, pregnant women, and re-screening 
14 Character 


Recipient Address This field displays the recipient's address 84 Character 
Recipient ID This field displays the recipient's ID 12 Number 
Recipient Name This field displays the recipient's last name, first name, and middle initial 33 Character 
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Field Description Length Data Type 
State Total This field displays the total number of notifications sent, by category, for the 


state 
13 Number 


EPSDT Summary of Notices Sent Report Layout  
 
REPORT:   EPS-0004-M OKLAHOMA MMIS RUN DATE:  MM/DD/CCYY 
PROCESS:  EPSJM107 MEDICAID MANAGEMENT INFORMATION SYSTEM RUN TIME:  HH:MM 
LOCATION: EPSPM107 EPSDT SUMMARY OF NOTICES SENT REPORT PAGE:  99,999 
  
COUNTY:  XXXXXXXXXXXXXXXXXXXX 
 
NOTIFICATION SENT:  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
            RECIPIENT                          RECIPIENT                    RECIPIENT        DATE OF           CASE 
              NAME                              ADDRESS                       ID             BIRTH           NUMBER  
-------------------------------------------------------------------------------------------------------------------------------
XXXXXXXXXXXXXXX, XXXXXXXXXXXXX X.  XXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX  MM/DD/CCYY    XXXXXXXXXXXX   
XXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXX          
  XXXXXXXXXXXXX, XX 99999 9999          
             
XXXXXXXXXXXXXXX, XXXXXXXXXXXXX X.  XXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXXX  MM/DD/CCYY    XXXXXXXXXXXX   
XXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXX          
  XXXXXXXXXXXXX, XX 99999 9999          
County Total:  999,999 
 
REPORT:   EPS-0004-M OKLAHOMA MMIS RUN DATE:  MM/DD/CCYY 
PROCESS:  EPSJM107 MEDICAID MANAGEMENT INFORMATION SYSTEM RUN TIME:  HH:MM 
LOCATION: EPSPM107 EPSDT SUMMARY OF NOTICES SENT REPORT PAGE:  99,999 
  
COUNTY:  ALL 
 
NOTIFICATION SENT:  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
STATE TOTAL:  999,999 
        * * END OF REPORT * * 


* * NO DATA THIS RUN * * 
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Associated Programs 


Program Description 
epspm107 EPSDT Summary of Notices Sent Report 
lp UNIX Print Command 
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EPS-0005-M -- EPSDT Provider Summary of Notices Sent 
The EPSDT Provider Summary of Notices Sent (EPS-0005-M) report provides a monthly count of the number of notices sent 
to recipients assigned to the Provider for one or more of the following notification categories: Abnormality not Treated or Re-
screening Due. Page breaks occur after each Provider. 


Technical Name 
EPS-0005-M 


Distribution 


User Copies Media Week Time 
Mailed 1 Paper Month End 8:30 AM 
EPSDT 1 COLD Month End 8:30 AM 


Field Descriptions 


Field Description Length Data Type
Abnormality not Treated Notice This field displays the number of abnormality not treated notices sent 


to recipients assigned to this provider 
4 Number 


Provider ID This field displays the recipient's Primary Medical Provider ID, if 
applicable. Only those recipients linked to PCCM or MCO have a 
PMP. If the PMP is a member of a group, the group service location 
phone number reports 


9 Number 


Provider Name This field displays the recipient's Primary Medical Provider, if 
applicable. Only those recipients linked to PCCM or MCO have a 
PMP. If the PMP is a member of a group, the group service location 
phone number reports 


39 Character 


Re-screening Due Notice This field displays the number of re-screening due notices sent to 
recipients assigned to this provider 


4 Number 
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EPSDT Provider Summary of Notices Sent Report Layout  
 


ATTN: EPSDT UNIT 
STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 
4545 NORTH LINCOLN BOULEVARD, SUITE 124 
OKLAHOMA CITY   OK 73105 –3413 
 
 
XXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXX X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXX  XX 99999 –9999 
 
 
MM/DD/CCYY                                                                Provider ID:  999999999 
 
     
Dear Medical Provider: 
 
 
The purpose of this report is to identify recipients receiving a notice for one of the above listed categories and to assist in 
recipient file maintenance.  


  
 Screening Notification  9999 
 Abnormal Conditions not Treated  9999 
 


* NO DATA THIS RUN *  
         * END REPORT* 


Associated Programs 


Program Description 
epspm109 EPSDT Provider Summary of Notices Sent Report 
lp UNIX Print Command 


EPSDT Procedures Manual Section 11: EPSDT Reports 


Library Reference Number: O K E P SD T  11-5 
Revision Date: November 2002 
Version: 1.0 







EPS-0006-M -- EPSDT Abnormality not Treated 
The EPSDT Abnormality not Treated report (EPS-0006-M) provides a monthly listing of recipients who have been identified 
with an abnormality and referred, but not yet treated. The report details the recipient's name, ID number, address, date of birth, 
the case number, the date the notice was sent, and the abnormalities not yet treated totals. The total number of abnormalities 
not treated for each county are listed at the end of each county listing and the total abnormalities not yet treated within the 
State is listed at the end of the report. Control breaks and page breaks occur at each new county listing. 


Technical Name 
EPS-0006-M 


Distribution 


User Copies Media Week Time 
EPSDT 1 Paper Month End 8:30 AM 
EPSDT 1 COLD Month End 8:30 AM 


Field Descriptions 


Field Description Length Data Type 
County This field displays the name of the county where the 


recipient resides 
20 Character 


County Total This field displays the total number of each notification 
in each category in the county 


7 Number 


Date Of Birth This field displays the recipient's date of birth 10 Date (MM/DD/CCYY)
Notification Date The date the abnormality was identified. 10 Character 
Provider ID This field displays the recipient's Provider number 9 Number 
Provider Name This field displays the recipient's Primary Medical 


Provider, if applicable Only those recipients linked to 
PCCM or MCO have a PMP. If the PMP is a member of 
a group, the group service location phone number 
reports. 


39 Character 
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Field Description Length Data Type 
Recipient Address This field displays the recipient's address 84 Character 
Recipient ID This field displays the recipient's identification number 12 Number 
Recipient Name This field displays the recipient's last name, first name, 


and middle initial 
33 Character 


State Total This field displays the total number of notifications sent, 
by category, for the state 


7 Number 


Last Abnormality Screen Date Date of Abnormality Screening. 10 Date (MM/DD/CCYY)
Last Medicaid Screening Date Date of Medicaid Screening. 10 Date (MM/DD/CCYY)
EPSDT Abnormality Description The short description of the type of abnormality 30 Date (MM/DD/CCYY)
NPI National Provider Identifier number. Last digit contains 


a check digit that is used to validate the entire number.   
10 Character 
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EPSDT Abnormality not Treated Report Layout
REPORT: EPS-0006-M OKLAHOMA MMIS RUN DATE:  MM/DD/CCYY 
PROCESS: EPSJM158 MEDICAID MANAGEMENT INFORMATION SYSTEM RUN TIME:  HH:MM 
LOCATION: EPSPM158 EPSDT ABNORMALITY NOT TREATED REPORT PAGE:  99,999 
  
COUNTY:  XXXXXXXXXXXXX 
 
--------------------------------------------------------------------------------------------------------------------------------- 
NPI                         PROVIDER NUMBER               PROVIDER NAME 
 
  RECIPIENT NAME                                 RECIPIENT            LAST ABNORMALITY     LAST MEDICAL       NOTIFICATION 
  DATE OF BIRTH   RECIPIENT ID                    ADDRESS                SCREEN DATE       SCREENING DATE        DATE 
  EPSDT ABNORMALITY DESCRIPTION 
--------------------------------------------------------------------------------------------------------------------------------- 
PROVIDER NPI: 9999999999    PROVIDER NUMBER: 9999999999    PROVIDER NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
XXXXXXXXXXXXXXX, XXXXXXXXXXXXX X.  XXXXXXXXXXXXXXXXXXXXXXXXXXXX MM/DD/CCYY MM/DD/CCYY MM/DD/CCYY 
  MM/DD/CCYY      XXXXXXXXXXXXX  
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  


XXXXXXXXXXXXXXXXXXXXXXXXXXXX       
  XXXXXXXXXXXXX, XX 99999 9999       
          
XXXXXXXXXXXXXXX, XXXXXXXXXXXXX X.  XXXXXXXXXXXXXXXXXXXXXXXXXXXX MM/DD/CCYY MM/DD/CCYY MM/DD/CCYY 
MM/DD/CCYY      XXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 


XXXXXXXXXXXXXXXXXXXXXXXXXXXX       
  XXXXXXXXXXXXX, XX 99999 9999       
          
XXXXXXXXXXXXXXX, XXXXXXXXXXXXX X.  XXXXXXXXXXXXXXXXXXXXXXXXXXXX MM/DD/CCYY MM/DD/CCYY MM/DD/CCYY 
MM/DD/CCYY      XXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 


XXXXXXXXXXXXXXXXXXXXXXXXXXXX       
  XXXXXXXXXXXXX, XX 99999 9999       
 
COUNTY TOTAL:  999,999 
 
REPORT: EPS-0006-M OKLAHOMA MMIS RUN DATE:  MM/DD/CCYY 
PROCESS: EPSJM158 MEDICAID MANAGEMENT INFORMATION SYSTEM RUN TIME:  HH:MM 
LOCATION: EPSPM158 EPSDT ABNORMALITY NOT TREATED REPORT PAGE:  99,999 
 
COUNTY:  ALL 
STATE TOTAL:  999,999 
 


* END OF REPORT * * 


 * * NO DATA THIS RUN * *  
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Associated Programs 


Program Description 
epspm158 EPSDT Abnormality not Treated Report 
lp UNIX Print Command 
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EPS-0007-Q -- Immunization Provider Utilization 
The Immunization Provider Utilization Report (EPS-0007-Q) details the quantity and cost of immunizations administered 
provided to children from birth to 18 years of age. The report is produced quarterly. It lists the number of vaccinations 
administered by a particular provider. Totals per county are listed at the end of the report followed by the statewide totals. Page 
breaks occur at the end of each county. Production reporting captures claims paid in a particular quarter and is specific to the 
quarter being analyzed. EPS-0007-Q is scheduled to run at the end of each quarter after the partition of claims paid for that 
same quarter has been compiled. 


Technical Name 
EPS-0007-Q 


Distribution 


User Copies Media Week Time 
EPSDT 1 COLD Quarter End  
EPSDT 1 Paper Quarter End  


Field Descriptions 


Field Description Length Data Type
#90700 This field displays the number of dosages of DTAP vaccine administered by the provider. 


This data is obtained from paid claims submitted by the provider for the Quarterly 
reported period. 


5 Number 


#90702 This field displays the number of dosages of Td/PED immunizations administered by the 
provider. This data will come from paid claims submitted by the provider for the 
Quarterly report period. 


5 Number 


#90707 This field displays the number of dosages of MMR (Measles, Mumps, Rubella) 
immunizations administered by the provider. This data will come from paid claims 
submitted by the provider for the Quarterly report period. 


5 Number 


#90712 This field displays the number of dosages of OPV(Oral Polio) immunizations 
administered by the provider. This data will come from paid claims submitted by the 


5 Number 
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Field Description Length Data Type
provider for the Quarterly report period. 


#90713 This field displays the number of dosages of IPV (Inactivated Polio) immunizations 
administered by the provider. This data will come from paid claims submitted by the 
provider for the Quarterly report period. 


5 Number 


#90716 This field displays the number of dosages of Varicella (Chicken Pox) immunizations 
administered by the provider. This data will come from paid claims submitted by the 
provider for the Quarterly report period. 


5 Number 


#90718 This field displays the number of dosages of Td/ADULT (Tetanus & Diphtheria) 
immunizations administered by the provider. This data will come from paid claims 
submitted by the provider for the Quarterly report period. 


5 Number 


#90721 This field displays the number dosages of DTAP/Hib immunizations administered by the 
provider. This data is obtained from paid claims submitted by the provider for the 
Quarterly report period. 


5 Number 


#90737 This field displays the number of dosages of Hib immunizations administered by the 
provider. This data is obtained from paid claims submitted by the provider for the 
Quarterly report period 


5 Number 


#90742 This field displays the number of dosages of HBIG (Hepatitis B Immune Globulin) 
immunizations administered by the provider. This data will come from paid claims 
submitted by the provider for the Quarterly report period. 


5 Number 


#90744 This field displays the number of dosages of HBP (Hepatitis B Pediatric) immunizations 
administered by the provider. This data will come from paid claims submitted by the 
provider for the Quarterly report period. 


5 Number 


#90745 This field displays the number of dosages of HepB-Adol (Hepatitis B Adolescent/High 
Risk) immunizations administered by the provider. This data will come from paid claims 
submitted by the provider for the Quarterly report period. 


5 Number 


#90748 Also 
temporary 
procedure 
code: Q0158 


This field displays the number of dosages of Hep B Ped +Hib (Hepatitis B Pediatric and 
Haemophillus Influenza B) immunizations administered by the provider. This data will 
come from paid claims submitted by the provider for the Quarterly report period. 


5 Number 
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Field Description Length Data Type
$90700 This field displays the dollar amount equal to provider’s reimbursement on paid claims 


for administration of DTAP vaccinations submitted by the provider for the Quarterly 
report period. 


7 Number 


$90702 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of Td/PED vaccinations submitted by the provider for the Quarterly 
report period. 


7 Number 


$90707 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of MMR (Measles, Mumps, Rubella) vaccinations submitted by the 
provider for the Quarterly report period. 


7 Number 


$90712 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of OPV vaccinations submitted by the provider for the Quarterly report 
period. 


7 Number 


$90713 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of IPV vaccinations submitted by the provider for the Quarterly report 
period. 


7 Number 


$90716 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of Varicella (Chicken Pox) vaccinations submitted by the provider for 
the Quarterly report period. 


7 Number 


$90718 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of Td/ADULT vaccinations submitted by the provider for the 
Quarterly report period. 


7 Number 


$90721 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of the DTAP/Hib vaccinations submitted by the provider for the 
Quarterly report period. 


7 Number 


$90737 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of Hib vaccinations submitted by the provider for the Quarterly report 
period. 


7 Number 
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Field Description Length Data Type
$90742 This field displays the dollar amount equal to provider’s reimbursement on paid claims 


for administration of HBIG (Hepatitis B Immune Globulin) vaccinations submitted by the 
provider for the Quarterly report period. 


7 Number 


$90744 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of HBP (Hepatitis B Pediatric) vaccinations submitted by the provider 
for the Quarterly report period. 


7 Number 


$90745 This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of HepB-Adol vaccinations submitted by the provider for the Quarterly 
report period. 


7 Number 


$90748 Also 
temporary 
procedure 
code: Q0158 


This field displays the dollar amount equal to provider’s reimbursement on paid claims 
for administration of Hep B Ped + Hib (Hepatitis B Pediatric & Haemophillus Influenza 
B) vaccinations submitted by the provider for the Quarterly report period. 


7 Number 


County The field displays the name of the county. 11 Character 
County 
Totals 


This field displays the total number of VFC Vaccines provided for the administration of 
these vaccines and the total dollar amount reimbursed by county for these vaccines. 


9 Number 


Provider 
Number 


This field displays the provider's Medicaid number. 10 Number 


Provider 
Name 


This field displays the name of the provider as last name, first name and middle initial. 43 Character 


State Totals This field displays the total number of all VFC vaccines administered in every county and 
the total dollar amount reimbursed by the state for VFC vaccines. 


9 Number 
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Immunization Provider Utilization Report Layout  
 


 
REPORT  : EPS-0007-Q OKLAHOMA MMIS RUN DATE:  MM/DD/CCYY 
PROGRAM : EPSJM709 MEDICAID MANAGEMENT INFORMATION SYSTEM RUN TIME:  HH:MM 
LOCATION: EPSPM709 EPSDT IMMUNIZATION PROVIDER UTILIZATION REPORT PAGE:      99,999 
 
COUNTY: XXXXXXXXXXXX 
PROVIDER NAME 
PROVIDER NUMBER 
 


  #90700 #90702 #90737 #90713 #90744 #90716 #90748   


  $90700 $90702 $90737 $90713 $90744 $90716 $90748   


  #90721 #90718 #90712 #90707 #90745 #90742 #Q0158   


 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
999999999 


  


$90721 $90718 $90712 $90707 $90745 $90742 $Q0158    


    9,999   9,999   9,999   9,999   9,999   9,999   9,999   


  $999,999 $999,999 $999,999 $999,999 $999,999 $999,999 $999,999   


    9,999   9,999   9,999   9,999   9,999   9,999   9,999   


 
 


$999,999 $999,999 $999,999 $999,999 $999,999 $999,999 $999,999 
 
 


  


  


REPORT  : EPS-0007-Q OKLAHOMA MMIS RUN DATE:  MM/DD/CCYY 
PROGRAM : EPSJM709 MEDICAID MANAGEMENT INFORMATION SYSTEM RUN TIME:  HH:MM 
LOCATION: EPSPM709 EPSDT IMMUNIZATION PROVIDER UTILIZATION REPORT PAGE:      99,999 
  
TOTALS FOR COUNTY: XXXXXXXXXXXX 
 


  #90700 #90702 #90737 #90713 #90744 #90716 #90748   


  $90700 $90702 $90737 $90713 $90744 $90716 $90748   


  #90721 #90718 #90712 #90707 #90745 #90742 #Q0158   


 


  
$90721 $90718 $90712 $90707 $90745 $90742 $Q0158    


    9,999   9,999   9,999   9,999   9,999   9,999   9,999   


  $999,999 $999,999 $999,999 $999,999 $999,999 $999,999 $999,999   


    9,999   9,999   9,999   9,999   9,999   9,999   9,999   
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$999,999 $999,999 $999,999 $999,999 $999,999 $999,999 $999,999 


 
 


  


  


REPORT  : EPS-0007-Q OKLAHOMA MMIS RUN DATE:  MM/DD/CCYY 
PROGRAM : EPSJM709 MEDICAID MANAGEMENT INFORMATION SYSTEM RUN TIME:  HH:MM 
LOCATION: EPSPM709 EPSDT IMMUNIZATION PROVIDER UTILIZATION REPORT PAGE:      99,999 
  
  
TOTALS FOR STATE 
 


  #90700 #90702 #90737 #90713 #90744 #90716 #90748   


  $90700 $90702 $90737 $90713 $90744 $90716 $90748   


  #90721 #90718 #90712 #90707 #90745 #90742 #Q0158   


 


  
$90721 $90718 $90712 $90707 $90745 $90742 $Q0158    


    9,999   9,999   9,999   9,999   9,999   9,999   9,999   


  $999,999 $999,999 $999,999 $999,999 $999,999 $999,999 $999,999   


    9,999   9,999   9,999   9,999   9,999   9,999   9,999   


 
 
STATE GRAND TOTAL SCREENED: 999,999 
STATE GRAND TOTAL PAYMENT: $999,999.9
                                     
                                     


$999,999  $999,999 $999,999 $999,999 $999,999 $999,999 $999,999   


 
                                                         *** END OF REPORT *** 


 


Associated Programs 


Program Description 
epspq709 EPSDT Immunization Provider Utilization Report 
Lp UNIX Print Command 
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EPS-0011-A -- HCFA-416 Annual EPSDT Participation Report 
The HCFA-416 Annual EPSDT Participation Report (EPS-0011-A) provides basic information on participation in the child 
health programs by Medicaid recipients within the State's jurisdiction. This information is used to assess the effectiveness of 
the State's EPSDT program in terms of the number of children, by age group and basis of Medicaid eligibility, who are: 1) 
provided child health screening services, 2) referred for corrective treatment, and 3) receive dental, hearing, and vision 
assessments. There are fourteen lines on the report that provide data, such as, recipient counts of eligibles, eligibles that 
received screenings, participation ratios, and eligibles referred for corrective treatment. The data includes fee-for-service and 
managed care totals. The recipient's age will report their age as of September 30, during each report period. If a child were 
born after September 30, the child would report in the "Under One Year" age group. The report period will follow the Federal 
Fiscal calendar year. 


Technical Name 
EPS-0011-A 


Distribution 


User Copies Media Week Time 
EPSDT 1 Paper Year End  
EPSDT 1 COLD Year End  


Field Descriptions 


Field Description Length Data Type
Age Groups (Columns 
4, through 10) 


These columns display recipient data by categorically needy, medically needy, 
and a total of both groups for each line of data appearing on the report, based 
on the four age groups of under 1, 1-2 years, 3-5 years, 6-9 years, 10-14 years, 
15-18 years and 19-20 years. 


6 Number 
(Decimal) 


Annualized State 
Periodicity Schedule 
(Line 2c) 


Divide State Periodicity Schedule (2a) by Number Of Years In Age Group 
(2b). This is the number of screenings expected to be received by and 
individual in each age group in one year. 


4 Number 
(Decimal) 


Average Period of 
Eligibility (Line 3b) 


Divide Total Months of Eligibility (3a) by Total Individuals Eligible For 
EPSDT (1). Divide that number by 12. This is the portion of the year 


4 Number 
(Decimal) 
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Field Description Length Data Type
individuals remain eligible for Medicaid. The formula for calculation is: A/B 
12A = Total number of months eligible for all recipients B = Total number of 
recipients 


CN These lines report the data for recipients in the categorically needy basis of the 
eligibility grouping. All eligible recipients age 0 through 20 are included as 
EPSDT eligible in the categorically needy grouping. 


7 Number 


Expected Number of 
Screenings per Eligible 
(Line 4) 


This line reflects the expected number of screenings per child per year. The 
field calculation is Annualized State Periodicity Schedule (2c) times Average 
Period of Eligibility (3b), for each age group and eligibility category. 


4 Number 
(Decimal) 


Expected Number of 
Screenings (Line 5) 


This is the total screenings expected to be provided. Multiply Expected 
Number of Screenings per Eligible (4) times Total Individuals Eligible For 
EPSDT (1). 


7 Number 


MN These lines report the data for recipients in the medically needy basis of the 
eligibility grouping. 


1 Number 


Number of Years in 
Age Group (Line 2b) 


This is a fixed number reflecting the number of years included in each age 
group. 


4 Number 
(Decimal) 


PARTICIPANT RATIO 
(Line 10) 


This ratio indicates the extent to which eligible are receiving screening 
services during the year. Calculate as Total Eligibles Receiving At Least One 
Initial Or Periodic Screening (9) divided by Total Eligibles Who Should 
Receive At Least One Initial Or Periodic Screening (8). 


4 Number 
(Decimal) 


Screening Ratio (Line 
7) 


This ratio represents the extent to which EPSDT eligibles receive the number 
of screening services required by the periodicity schedule. This ratio should 
not be over 100%. Calculate as Total Screens Received (6) divided by 
Expected Number of Screenings (5). 


4 Number 
(Decimal) 


State Periodicity 
Schedule (Line 2a) 


This field displays the state-specific values reflecting the average number of 
annual initial or periodic screening services for individuals in each age group. 


4 Number 
(Decimal) 


Total The lines display totals for both categorically needy and medically needy 
eligibility groupings, for each of the age groups and lines of data appearing on 
the report. 


7 Number 
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Field Description Length Data Type
Total (Column 3) This column displays count totals for the seven recipient age groupings, for 


each line of data appearing on the report. 
7 Number 


(Decimal) 
Total Eligibles Enrolled 
in Managed Care (Line 
13) 


For informational purposes only. This is the number enrolled in some form of 
managed care as of 9/30. These people and their services should be included 
in Lines 1, 6, 8, 11 and 12. 


7 Number 


Total Eligibles 
Receiving Any Dental 
Services (Line 12a) 


This is the unduplicated count of individuals receiving any dental service 
(HCPC codes D0100-D9999). 


7 Number 


Total Eligibles 
Receiving Dental 
Treatment Services 
(Line 12c) 


This is the unduplicated count of individuals receiving dental services (HCPC 
codes D2000-D9999). Note that 12b + 12c does not equal 12a. Also, 
"unduplicated" applies to each line, so a child could be counted once for 12a 
and again for 12b. 


7 Number 


Total Eligibles 
Receiving Preventative 
Dental Services (Line 
12b) 


This is the unduplicated count of individuals receiving preventative dental 
service (HCPC codes D1000-D1999). 


7 Number 


Total Eligibles 
Receiving at Least One 
Initial or Periodic 
Screening (Line 9) 


This is the unduplicated count of individuals, including those enrolled in 
managed care arrangements, who received at least one screen during the year. 
See attachment A for codes. 


7 Number 


Total Eligibles Referred 
for Corrective 
Treatment (Line 11) 


This is the unduplicated count of individuals, including those enrolled in 
managed care arrangements, who, as a result of at least one health problem 
identified during screening, including vision and hearing, were scheduled for 
further services. 


7 Number 


Total Eligibles Who 
Should Receive at Least 
One Initial or Periodic 
Screen (Line 8) 


This is the number of persons who should receive at least one screening. Use 
the following calculation: Use the lesser of 1.0 or Expected Number of 
Screenings per Eligible (4). Multiply this by Total Individuals Eligible For 
EPSDT (1) 


7 Number 


Total Individuals These fields display the total number of recipients, from birth to age 20, 6 Number 
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Field Description Length Data Type
Eligible For 
EPSDT:(Line 1) 


determined to be eligible for Medicaid. This number includes only the 
categorically needy, because Medicaid does not distinguish the medically 
needy. An eligible person is reported only once, although he or she may have 
had more than one period of eligibility during the reporting period. 


Total Months of 
Eligibility (Line 3a) 


The total months of eligibility for the individuals in Total Individuals Eligible 
For EPSDT (1). 


6 Number 


Total Number of 
Screening Blood Lead 
Tests (Line 14) 


The number of blood lead tests, not including those for people diagnosed or 
under treatment for lead poisoning. Count only 0 to 5 years old. Attachment A 
lists the procedure codes that should be included for calculation on this line. 


7 Number 


Total Screens Received 
(Line 6) 


This field displays the combined number of initial and periodic EPSDT 
screening examinations with dates of service within the fiscal year. The 
sources of data include reports from continuing care providers and claims paid 
for such screening services. See Attachment A for the CPT-4 codes included. 


7 Number 
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HCFA-416 Annual EPSDT Participation Report Layout  
 
REPORT: EPS-0011-A                     OKLAHOMA MMIS                                 RUN DATE: MM/DD/CCYY 
PROCESS: EPA41603         MEDICAID MANAGEMENT INFORMATION SYSTEMS                    RUN TIME: HH:MM 
LOCATION: EPS0011C      HCFA-416: ANNUAL EPSDT PARTICIPATION REPORT                  PAGE  99,999 
OKLAHOMA HEALTH CARE AUTHORITY 
State: OKLAHOMA FY: CCYY                                        Age Groups 
                                          Total       <1     1-2*    3-5     6-9   10-14   15-18   19-20 
 1.   Total Individuals           CN     99,999   99,999  99,999  99,999  99,999  99,999  99,999  99,999 
      Eligible for EPSDT:         MN          9        9       9       9       9       9       9       9 
                                  TOTAL  99,999   99,999  99,999  99,999  99,999  99,999  99,999  99,999 
 2a.  State Periodicity 
      Schedule                             9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
 
 2b.  Number of Years 
      in Age Group                         9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
 
 2c.  Annualized State 
      Periodicity Schedule                 9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
                                                                                                                 
 3a.  Total Months                CN    999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      of Eligibility              MN          9        9       9       9       9       9       9       9 
                                  TOTAL 999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
                                                                                                                  
 3b.  Average Period              CN       9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
      of Eligibility              MN       9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
                                  TOTAL    9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
                                                                                                                  
 4.   Expected Number of          CN       9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
      Screenings per              MN       9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
      Eligible                    TOTAL    9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
                                                                                                                 
 5.   Expected Number             CN    999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      of Screenings               MN          9        9       9       9       9       9       9       9 
                                  TOTAL 999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
                                                                                                          
 6.   Total Screens               CN    999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      Received                    MN          9        9       9       9       9       9       9       9 
                                  TOTAL 999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
                                                                                                                  
 7.   Screening Ratio             CN       9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
                                  MN       9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
                                  TOTAL    9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
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 8.   Total Eligibles Who 
      Should Receive at           CN     999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      Least One Initial           MN           9        9       9       9       9       9       9       9 
      or Periodic Screen          TOTAL  999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
 
 9.   Total Eligibles 
      Receiving at Least          CN    999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      One Initial or              MN          9        9       9       9       9       9       9       9 
      Periodic Screen             TOTAL 999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
                                                                                                                 
 10.  PARTICIPANT RATIO           CN       9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
                                  MN       9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
                                  TOTAL    9.99     9.99    9.99    9.99    9.99    9.99    9.99    9.99 
                                                                                                                  
 11.  Total Eligibles             CN     999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      Referred for                MN           9        9       9       9       9       9       9       9 
      Corrective Treatment        TOTAL  999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
                                                                                                                  
 12a. Total Eligibles             CN    999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      Receiving Any Dental        MN          9        9       9       9       9       9       9       9 
      Services                    TOTAL 999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
                                                                                                                  
 12b. Total Eligibles             CN     999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      Receiving Preventive        MN           9        9       9       9       9       9       9       9 
      Dental Services             TOTAL  999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
 
                                                                                                                  
 12c. Total Eligibles             CN     999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      Receiving Dental            MN           9        9       9       9       9       9       9       9 
      Treatment Services          TOTAL  999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
                                                                                                                  
 13.  Total Eligibles Enrolled    CN     999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      in Managed Care             MN           9        9       9       9       9       9       9       9 
                                  TOTAL  999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
                                                                                                                 
 
 14.  Total number of             CN     999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
      Screening Blood             MN           9        9       9       9       9       9       9       9 
      Lead Tests                  TOTAL  999,999  999,999 999,999 999,999 999,999 999,999 999,999 999,999 
                                                                                                                 
 *  Includes 12-month visit 
 Note:  "CN" = Categorically Needy,  "MN" = Medically Needy 
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Attachment A 


 
The data in Attachment A includes the procedure codes and criteria used in the HCFA-416 report as well as the new 
screening procedure codes and criteria for EPSDT in the Oklahoma MMIS system. 
 
Line 6: Total Screens Received 
These include the following paid procedures billed with diagnosis code V20.2 and/or V70.0 and/or V70.3-70.9 as a 
diagnosis on the claim: 


99201-99205 99211-99215   
99381 99391 99431 
99382 99392 99432 
99383 99393   
99384 99394   
99385 99395   


 
Line 11: Total Eligibles Referred for Corrective Treatment 
The following criteria will be used to count eligibles referred for corrective treatment: 
 Procedure code 36415 when billed with the Z5 (sickle cell screen) modifier in conjunction with one of the 


following positive diagnosis codes:  282.60, 282.63, 282.69, 282.62, and 282.61. 
 Procedure code 36415 when billed with the Z6 (iron screen) modifier in conjunction with one of the following 


positive diagnosis codes:  280.9, 280.8, 280.0, and 280.1. 
 Procedure code 86580 or 86585 (tuberculosis test) billed in conjunction with one of the following positive 


diagnosis codes:  010.0, 010.1, 010.8, and 010.9. 
 
Lines 12a, b and c: Dental Assessment Procedures 
Individuals receiving: HCPC Code     
any dental service D0100-D9999 Z0910 Z5151 
preventative dental service D1000-D1999     
treatment dental services D2000-D9999     


Line 13: Total Eligibles Enrolled in Managed Care 
1. The PMP table tells us which enrollees are with an MCO. 
  
Line 14: Total number of Screening Blood Lead Tests 


1.  CPT 83655 except with ICD9 of 984.0-.9, E861.5 or E866.0. 
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Associated Programs 


Program Description 
No associated Programs found 
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EPS-9001-M -- EPSDT Screening Notification Letter 
The EPSDT Screening Notification Letter (EPS-9001-M) is a system-generated letter sent on a monthly basis to EPSDT 
recipients who fall in an age group that encourages a screening be performed. The letter details the need for children to have 
regular check-ups, childhood vaccines, routine vision care, routine hearing, dental care, growth and diet check-ups, lab tests, 
and the recipient's parent or guardian training in health issues. The recipient's address is printed on the back of the letter so that 
it may be folded for mailing in a window envelope. A return address, for the Department of Family and Children Services 
Office in which county where the recipient resides, is also included on the back of the letter to be visible in the window 
envelope. If the letter is undeliverable for any reason, it is returned to the county office listed on the letter. 


Technical Name 
EPS-9001-M 


Distribution 


User Copies Media Week Time 
Mailed 1 Paper Month End 7:00 AM 


Field Descriptions 


Field Description Length Data Type 
Case Number This field displays the Recipient's Case Number 10 Character 
Client ID This field displays the Recipient's ID as Child ID 12 Character 
Client Name This field displays the client’s full name 29 Number 
County Address Human Services Center Office in which county the recipient resides 84 Character 
Case Head Address Name of Parent or Guardian of the Recipient and Address 60 Character 
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 
 
MM/DD/YY 
 
XXXXXXXXXXXXX X XXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXX XX 99999-9999 
 
 
Case Number: 9999999999 
 
Dear Parent or Guardian: 
 
Our records show that your child(ren) are due for an EPSDT appointment.  Please call your Primary Care Provider to 
schedule an appointment right away. 
 
Your child(ren) can receive free health care* from your health plan through the Early and Periodic Screening 
Diagnosis and Treatment (EPSDT)program. This program, supported through SoonerCare and/or Medicaid, is for 
children from birth through age twenty. 
 
Regularly scheduled medical check-ups performed by your child’s Primary Care Provider will help keep your child 
well.  
 
These services are FREE for your child(ren): 
 


        Medical check-ups 
        Childhood vaccines (shots) 
        Routine vision care or necessary follow-up appointments 
        Routine hearing care or necessary follow-up appointments 
        Routine dental care or necessary follow-up appointments 
        Child(ren)’s growth and diet check-ups 
        Laboratory tests  
        Training on health and wellness issues 


You will get a card or letter like this one from time to time in order to let you know it is time again to schedule a visit 
with your Primary Care Provider for your child(ren)’s routine check-up.  Please remember, if you need a ride for 
your child(ren)’s check-ups, look in your member handbook for the number to call for a ride. 


The following child(ren) are due for a screening this next month.  Please contact your Primary Care Provider to set 
up an appointment. 


CLIENT ID:    CLIENT NAME: 
  999999999999    XXXXXXXXXXXXX X XXXXXXXXXXXXXXX 
 
If you have any questions please call the OHCA Customer Service at 1-800-522-0310 or the EPSDT unit at (405) 
522-7188. 
 
*All other Medicaid rules apply. 
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Associated Programs 


Program Description 
epsltrsn epsltrsn 
epspm307a EPSDT Screening Notification Letter 
lp UNIX Print Command 
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EPS-9004-M -- EPSDT Abnormal Conditions not Treated Letter 
The EPSDT Abnormal Conditions not Treated Letter (EPS-9004-M) is a system generated letter sent to EPSDT recipients who 
have abnormal conditions that have not been treated. The letter is produced on a monthly basis. The recipient's address, as well 
as, the return address for the county office who has jurisdiction of this recipient is printed on the back of the letter so that it 
may be folded for mailing in a window envelope. If the letter is undeliverable for any reason, it is returned to the county office 
listed on the letter. 


Technical Name 
EPS-9004-M 


Distribution 


User Copies Media Week Time 
Mailed 1 Paper Month End 7:00 AM 


Field Descriptions 


Field Description Length Data Type
Case Number This field displays the Recipient's Case Number 10 Character 
Client ID This field displays the Recipient's ID as Client ID 12 Character 
Client Name This field displays the Recipient's full name 29 Character 
County Address Human Services Center Office in which county the recipient resides 84 Character 
Case Head Address Name of Parent or Guardian of the Recipient and Address 60 Character 
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STATE OF OKLAHOMA 
OKLAHOMA HEALTH CARE AUTHORITY 
XXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXX XX 99999-9999 
 
XXXXXXXXXXXXX X XXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXX XX 99999-9999 
 
 
Case Number: 9999999999 
 
Dear Parent or Guardian: 


Our records show that your child(ren) needs a follow-up visit with his/her SoonerCare provider.  It is important that 
you call to schedule an appointment for your child(ren)’s follow-up visit.   


This service is FREE for your child(ren) and will help keep your child(ren) staying well. 


Please remember, if you need a ride for your child(ren)’s appointment, look in your member handbook for the 
number to call for a ride. 
The following child(ren) are due for an appointment.  Please contact your SoonerCare Provider to set up an 
appointment. 
 


CHILD’s ID:    CHILD’s NAME: 
999999999999   XXXXXXXXXXXXX X XXXXXXXXXXXXXXX 
 
If you have any questions please call OHCA Customer Service at 1-800-522-0310 or the EPSDT unit at (405) 522-
7188. 
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Associated Programs 


Program Description 
epsltrpw epsltrpw 
lp UNIX Print Command 
epspm307c EPSDT Abnormal Conditions not Treated Letter 
lp UNIX Print Command 
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Glossary 


This glossary defines the universal terms of the OHCA as presented in the Request 
for Proposals (RFP).   


AB Aid to the Blind 


ABD Aged, Blind and Disabled; references the SSA eligibility programs for these 
populations. 


(Microsoft or MS) 
Access 


PC-based database management system and application development language, 
made by Microsoft, that assists with the transfer of data into reports, invoices, and 
so forth. 


Ad Hoc Report A report produced for a particular purpose and not intended to become a permanent 
reporting requirement. Claim detail reporting in support of SURS is a part of 
normal SURS operations and is not included as an ad hoc report. 


ADA  American Dental Association 


Adjudicated Claim  A claim that has reached final disposition such that it is either to be paid or denied. 


Adjustment  A transaction that changes any information on a claim that has been adjudicated. 


AFDC  Aid to Families with Dependent Children 


AHCPR  Agency for Health Care Policy Research 


Allowed Amount  The amount payable or covered by the Oklahoma Medicaid Program. 


ALOS  Ambulatory Length of Stay 


ANSI  American National Standards Institute, an accepted standards-setting body for the 
computer industry. 


APD  Advance Planning Document – a document utilized to request enhanced federal 
financial participation. 


API  Application program interface 


AR  Accounts Receivable 


ASC Ambulatory surgical center 


ASCII American Standard Code for Information Interchange 


AVR(S)  Automated voice response eligibility verification (system) 


AWP  Average wholesale price 


BENDEX  Beneficiary data exchange system; a file containing data from HCFA regarding 
persons receiving benefits from the Social Security Administration. 


Bill  As refers to a bill for medical services, the submitted claim document, or EMC 
record; may contain one or more services performed. 
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Business Days  Official hours of operation based on a five (5)-day workweek, excluding Saturdays, 
Sundays, and official State of Oklahoma holidays. 


Buy-In  A procedure whereby the State pays a monthly premium to the Federal government 
on behalf of eligible medical assistance clients to enroll them in the Medicare  
Part B program. 


Capitated Service  Any Medicaid-covered service for which the contractor receives capitation 
payment. 


Capitation  A contractual arrangement through which a health plan or other entity agrees to 
provide specified health care services to enrollees for a specified prospective 
payment per member, per month. 


Capitation Claim  The monthly claim created by the MMIS which represents a specified prospective 
payment per member, per month for contracted health care services through a 
health plan or other entity. The payment is made to the health plan or other entity. 


Capitation Rate  The amount paid per member, per month for services provided at risk. 


CASE  Computer-aided software engineering 


Case Management  A health care method in which medical, social, and other services for a recipient 
are coordinated by one (1) entity. 


Case Manager  An individual who coordinates, monitors, and ensures that appropriate and timely 
care is provider to the recipient. 


CASS  USPS form #3553 


CD-ROM  Compact disk – read only memory 


Certification  Refers to the process utilized by HCFA to determine that an MMIS meets 
minimum requirements to be eligible for federal financial participation. 


CFR  Code of Federal Regulations 


CICS  Customer Information Control System, a communication manager software used 
for on-line applications in an IBM mainframe environment. 


Claim  A provider’s request for reimbursement for health care service delivery, the 
definition for vendor reimbursement purposes is included in the body of the ITB. 


Clean Claim  A claim which can be adjudicated without obtaining additional information from 
the provider of service or a third party; clean claims do not include claims from a 
provider that is under investigation for potential fraud and/or abuse or claims that 
routinely suspend even if due to billing errors by the provider. 


CLIA  Clinical Laboratory Improvement Act of 1988; a federally mandated set of 
certification criteria and a data collection and monitoring system to ensure proper 
certification of clinical laboratories. 


COBOL II  Common Object Business-Oriented Language, a programming language 
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Contract  Referring to the written, signed agreements resulting from the RFP, for the 
implementation and operation of an MMIS and Contractor services for the State of 
Oklahoma, unless context clearly requires otherwise. 


Contract 
Amendment  


Any written alteration in the specifications, delivery point, rate of delivery, contract 
period, price, quantity, or other contract provisions of any existing contract, 
whether accomplished by unilateral action in accordance with a contract provision, 
or by mutual action of the parties to the contract; it shall include bilateral actions, 
such as change orders, administrative changes, notices of termination, and notices 
of the exercise of a contract option.  


Contractor  Bidder with whom the State has successfully executed a contract under this RFP. 
Fiscal Agent may refer to contractor within this document. 


Cost Avoidance  The payment methodology of avoiding part or all of Medicaid's payment when a 
third party resource is available to pay a claim. 


CPAS  Claims Processing Assessment System, an automated claims database used by the 
State for contractor quality control reviews. 


CPHA  Committee on Professional and Hospital Activities, which submits update tapes to 
the states for ICD-9-CM. 


CPT-4  Common Procedure Terminology, 4th Revision 


CPU  Claims Processing Unit 


DSMD  Data Systems Management Division 


Days  A twenty-four (24) hour period between midnight and midnight; regardless of 
whether or not it occurs on a weekend or holiday; it is a calendar day unless 
otherwise specified. 


DBMS  An integrated (object-oriented or relational) comprehensive database management 
system, including all data and all internal and linked databases. 


DDI  Design, development, and implementation 


DDSD  Developmental Disability Services Division 


DEA  Drug Enforcement Agency 


DEERS/CHAMPUS  Defense Enrollment Eligibility Reporting System/Civilian Health and Medical Plan 
of the Uniformed Services. 


DHS  State of Oklahoma Department of Human Services 


Deliverable  A product of a task milestone or MMIS requirement 


Denied Claim  A claim for which no payment is made because the claim is for noncovered 
services, is for an ineligible client, was performed by an ineligible provider, is a 
duplicate of a previously paid claim, or does not otherwise meet OCHA payment 
standards. 


DESI  Drug-effectiveness source identifier 
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DHHS  U.S. Department of Health and Human Services 


DHS  Oklahoma Department of Human Services 


DIS  Detailed Implementation Schedule 


DME  Durable Medical Equipment 


DMERC  Medicare durable medical equipment crossover file 


DRS  Oklahoma Department of Rehabilitation Services 


DSS  Decision Support System 


DTL  Detail 


DUR  Drug Utilization Review 


DUR Board  The State’s Drug Utilization Review Board, composed of physicians, pharmacists, 
and others experienced in drug therapy problems; the Board makes 
recommendations to the Oklahoma Medicaid Agency on DUR policies and 
procedures. 


EAC  Estimated acquisition cost for drugs 


EPSDT  Early and periodic screening, diagnosis, and treatment for medical, dental, vision, 
and hearing services. 


ECM  Electronic claims management 


ECS  Electronic claims submittal 


EDI  Electronic data interchange 


EFT  Electronic funds transfer 


EIS  Executive Information System 


Eligibility Files  The VSAM files which contain Medicaid recipient eligibility data. The Master 
Eligibility File (PS/2) is currently maintained by DHS on the State of Oklahoma 
mainframe and the files are transferred to the fiscal agent. The fiscal agent 
currently loads this file to create the Recipient Eligibility File for use in processing 
claims. 


EMC  Electronic media claims 


Encounter  A record of a medically related service (or visit) rendered to a Medicaid recipient 
who is enrolled in a participating health plan during the date of service; it includes 
(but is not limited to) all services for which the health plan incurred any financial 
responsibility. 


Encounter Data 
Claim  


A claim submitted by a coordinated care provider for the actual provider of service 
to plan enrollee. These claims go through full adjudication to determine payment, if 
any, which would have been made if the recipient had not been under the plan. 
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Enhanced Funding  Refers to the “enhanced” federal financial participation rates available for a state’s 
certified MMIS; 75% for operations and 90% for development. 


Enrollee  A person who has enrolled in a managed care health plan 


EOB  Explanation of Benefits 


EOMB  Explanation of Medical Benefits 


EOP  Explanation of Payments 


EVS  Electronic Verification System for verifying eligibility 


FACCT  Foundation for Accountability Conquest 2.0. 


FAF  Foundation for Accountability Fact 


Fee-for-Service  A method of health care reimbursement based upon payment for specific services 
on a client’s behalf. 


FEIN  Federal Employee Identification Number 


FFP  Federal Financial Participation; a percent of State expenditures to be reimbursed to 
the State by the Federal government for medical services and for administrative 
costs of the Medicaid program. 


FFS  Fee-For-Service 


FIPS  Federal Information Processing Standards 


FIPS PUB  Federal Information Processing Standards Publication 


Financial Cycle  The processing of claims from adjudication to payment. A financial cycle includes 
the updating of financial history and the preparation of provider payments and 
remittance advices. Actual release of payments is not considered part of the 
financial cycle. 


First Data Bank  A private firm supplying drug prices and other information to the Oklahoma 
MMIS. 


Fiscal Year 
(Federal)  


October 1 - September 30 


Fiscal Year (State)  July 1 - June 30 


FQHC  Federally Qualified Health center 


FY  Fiscal year 


GIS  Geographic Information System software package (for example, GEOACCESS). A 
software package that allows geographical information to be displayed using maps. 


GUI  Graphical User Interface. A graphical user interface is a "point and click" interface 
to a program, composed of menus, dialog windows, push-buttons, and so forth. 


HCBS  Home and Community Based Services, 
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HCFA  Health Care Financing Administration, responsible for the national administration 
of the Medicaid and Medicare programs. 


HCFA-1500  HCFA-approved claim form used to bill professional services. 


HCPCS  HCFA Common Procedure Coding System; a uniform health care procedural 
coding system approved for use by HCFA, describing the physician and non-
physician services covered by the Medicaid and Medicare programs and used 
primarily to report reimbursable services provided to patients. 


HHS  Health and Human Services. Refers to the U.S. Department of Health and Human 
Services. 


HDR  Header 


HEDIS  Health Plan Employer Data and Information Sheet 


HIPAA  Health Information Portability and Accountability Act – in general usage in this 
document the reference is to the Administrative Simplification provisions of this 
act.  


HMOs  Health Maintenance Organizations 


ICD-9-CM  International Classification of Diseases, 9th Revision, Clinical Modification. 


ICF  Intermediate Care Facility 


ICF-MR  Intermediate Care Facilities for the Mentally Retarded; services are covered for 
those who are mentally retarded or who have related conditions. 


ITF  Integrated Test Facility; allows the State and contractor to monitor the accuracy of 
the MMIS and to test proposed changes to the system by processing test claims and 
other transactions through the system without affecting normal operations. 


JAD Joint Application Design 


JCL  Job Control Language 


JCAHO  Joint Commission for the Accreditation of Healthcare Organizations 


Key Date  A specified date which, if not met, may jeopardize the operations start date. 


LAN  Local Area Network 


Lock-In  A recipient who has been identified as abusing the Medicaid program may be 
restricted, or "locked- in," to a specified physician and/or pharmacy. The recipient's 
eligibility record will indicate that the recipient is restricted. Only claims from the 
specified providers shall be paid, except as otherwise authorized by Medicaid. 


LTC  Long-Term Care, used to describe institutional-based services such as nursing 
facility and ICF/MR facility care.  


MAC  Medical Advisory Committee. Also refers to the state and federal Maximum 
Allowed Charge for drugs, depending upon context. 
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Managed Care  A comprehensive approach to the provision of health care that combines clinical 
services and administrative procedures with an integrated, coordinated system to 
provide timely access to cost-effective primary care and other medically necessary 
services. 


MCE  Managed Care Entity 


MARS  Management and Administrative Reporting System of the MMIS 


MCDATA  HCFA-proposed managed care universal data element 


Manual Check  A check issued by the state which is not generated by the system during a financial 
cycle. 


Medicaid  A federal/state medical assistance program authorized by Title XIX of the Social 
Security; it provides medical benefits for low-income persons and is jointly 
administered by the Federal and State governments. 


Medicare Buy-In  A procedure whereby the State pays a monthly premium to the Social Security 
Administration on behalf of eligible medical assistance clients to enroll them in the 
Medicare Part B program. 


MEQC  Medicaid Eligibility Quality Control 


MH  Mental Health 


Milestone  Completion of a task or a set of many tasks 


MMIS  Oklahoma’s federally-certified Medicaid Management Information System. 


MR  Mentally Retarded 


MSIS  Medicaid Statistical Information System (electronic 2082) 


MTS  Medicare Transaction System 


Must  Indicates a mandatory requirement or condition to be met; see "shall" and "will". 


NCPDP  National Council for Prescription Drug Programs (current standard is 3.2.C). 


NDC  National Drug Code; a generally accepted system for the identification of 
prescription and non-prescription drugs available in the U.S. 


NPI  National Provider Identification 


NDM  Network Data Mover 


NF  Nursing Facility; a long-term care facility licensed under State law and certified by 
Medicare to provide skilled and intermediate levels of care. 
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Normative Data  Data which has been compiled, often on a national level, to allow comparison with 
local data on the same subject. In health care, comparing providers' clinical 
performance has become increasingly important as competition has intensified and 
clinical outcomes are scrutinized more carefully. Severity-adjusted Weights and 
Normative Data are essential ingredients in these comparisons, because they allow 
managed care stakeholders to adjust for differences in casemix and severity.  


By utilizing standard weights and normative data appropriate for comparing 
differences in inpatient charges, lengths of stay, mortality, and so forth, local 
outcomes can be compared to nationally representative data for millions of 
services. 


Objection  An unwillingness to accept or acknowledge a mandatory requirement. 


OBDC  Open Database Connectivity 


OBRA  Omnibus Budget Reconciliation Act 


OFMQ  Oklahoma Foundation for Medical Quality 


OHCA  Oklahoma Health Care Authority, the Designated Single State Agency for 
administration of the Oklahoma Title XIX Medicaid Program. 


OIG  Office of the Inspector General 


OKMMIS  The State of Oklahoma fiscal agent operated Medicaid Management Information 
System. 


On-Line  Use of a computer workstation with visual display to immediately access computer 
files. 


ORYX  Name of the JCAHO hospital utilization database. 


OSCAR File  Online Survey Certification And Reporting; CLIA file and updates from HCFA 


OSI  Open Systems Interconnection 


Outcomes Data  In health care, Outcomes Data is that data which represents the results of medical 
treatment. Collection of initial information, for instance, documenting length, 
width, depth, volume, base, and location wound data, along with dressing type and 
changes for the treatment of the wound along with the diagnosis, age, and other 
health conditions collected during the patient's initial visit are necessary. The 
outcome of the treatment, for instance, degree of healing, time to heal, and so forth, 
must also be collected. Data analysis can be performed by the drawing of 
conclusions based on consistent data collection over time.  


Data such as frequencies for diagnosis, time to heal, type of procedure, average 
age, and so forth, can be developed. From this data benchmarks and best practices 
can be developed. 


PA  Prior Authorization 


PASARR  Pre-Admission Screening and Resident Review 


Pass-through 
Expenses  


Those expenses of a Contractor which are to be reimbursed at cost by Medicaid. 
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Patient Liability  Monthly income of a recipient in a long-term care or inpatient setting for more than 
thirty (30) days which must be applied to cost of care before Medicaid payment is 
made. 


PETI  Post Eligibility Treatment of Income 


PCCM  Primary Care Case Management 


PCP  Primary Care Provider 


PHP  Prepaid Health Plan 


PF  Program Function keys 


PMF  Provider Master File 


PMMIS  Pre-paid Medicaid Management Information System; refers to the system used to 
capture and process data related to the Oklahoma managed care program. 


POS  Point-Of-Service (also place of service on claims) 


PQAS  Prior Quarter Adjustment Statement 


Prime Contractor  The vendor with whom the State will contract for the services outlined in this ITB. 


PRO  Peer Review Organization 


Processed  Refund The correction of claim history performed in accordance with the 
instructions attached to a provider refund check. 


Pro-DUR  Prospective Drug Utilization Review 


Program Code  A series of codes reflecting the various programs in which the recipient is active for 
the particular eligibility period; the client may be assigned more than one program 
code at a time. 


Proposer  The corporation, partnership, or joint venture (including any and all subcontractors 
proposed thereby) that submits a timely, complete, and correctly formatted 
technical and business proposal in response to this RFP. 


Protest  A complaint about a governmental action or decision brought by a prospective 
bidder to the appropriate administrative section with the intention of achieving a 
remedial result. 


PS/2  The eligibility system operated by the Oklahoma Department of Human Services; it 
is used to determine eligibility for AFDC, Medicaid, Food Stamps, and so forth. 
This system interfaces with the OKMMIS in order to provide information about 
client eligibility. 


QA  Quality Assurance 


QARI  Quality Assurance Reporting Initiative 


QC  Quality Control 


QISM  Quality Improvement System for Managed Care 
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QMBs  Qualified Medicare Beneficiaries; Medicare Part A beneficiaries whose income is 
under one hundred percent (100%) of the poverty level but whose income or assets 
are too high to qualify for other regular Medicaid benefits. 


QWDI  Qualified Working Disabled Individual 


RA  Remittance Advice 


RDBMS  Relational Data Base Management System 


RDD  Requirements Definition Document 


RDT  Requirements Definition Task 


Refund  A repayment made by a provider, usually needed because of an error in billing, 
receipt of a late insurance payment, or a duplicate payment which resulted in an 
overpayment by Medicaid for services rendered. 


Returned Claim A claim which is returned to the provider prior to entry into the system due to lack 
of clean claim data or a claim which is returned after deletion. 


REVS  Recipient Eligibility Verification System, under the MMIS/Fiscal agent contract, 
the REVS consists of a voice response system accessed by a touch-tone telephone 
and an electronic communication system that can be accessed by a PC with a 
modem or point-of-sale device with a plastic swipe ID card. 


RFP  Request for Proposals 


RHC  Rural Health Clinic 


ROSI  Reconciliation of State Invoices 


RSD  Requirement Specifications Document 


Shadow Claims  Encounter claims equivalent to a regular claim  


Shall Indicates a mandatory requirement or condition to be met; see "must" and "will". 


SDX  State Data Exchange System; the Social Security Administration’s method of 
transferring SSI entitlement information to the State. 


SLIMB  Specified Low-Income Medicare Beneficiary; Medicare Part A beneficiaries under 
one hundred twenty percent (120%) of the Federal poverty level who have income 
or assets that are too high to qualify for regular Medicaid benefits. 


SNF  Skilled Nursing Facility; an institution (nursing facility) licensed under State law 
and certified by Medicare to provide skilled nursing and rehabilitative services. 


SoonerCare  The managed health care program through which the State of Oklahoma serves 
various populations, including the AFDC, Title XXI, and the ABD client 
populations. 


Spenddown  A periodic, usually six- (6-) month, “deductible” amount that must be incurred by 
medically needy recipients in order to reduce their income to Medicaid eligibility 
levels through payments to providers. 
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SQL  Structured Query Language for the definition, organization, and retrieval of data in 
a database management system (DBMS), including the tools for transaction, 
management, data integrity, and data administration. 


SSA  Social Security Administration of the Federal government 


SSI  Supplemental Security Income 


State Plan  The State Plan for Medical Assistance of the State of Oklahoma as approved by 
HHS for federal financial participation under Title XIX of the Social Security Act, 
as amended. 


State  The State of Oklahoma; refers to policies, decisions, procedures, receipt of data, 
and the like that are defined by Oklahoma State agencies. 


SUL  State Upper Limit 


Subcontractor  Any and all corporations, partnerships, agents, and/or individuals retained by the 
contractor (with prior written approval from the State) to perform services under 
this ITB, regardless of the amount, duration, or scope of the services provided and 
regardless of whether identified in the contractor’s proposal in response to this ITB 
or subsequently retained during the contract term. 


SURS  Surveillance and Utilization Review Subsystem; a federally- mandated MMIS 
subsystem that builds a statistical base for health care delivery and utilization 
pattern profiles for both providers and recipients and generates a listing of potential 
abusers for review by the Oklahoma Medicaid Agency. 


TAD  Turnaround Billing Document, usually refers to the LTC reimbursement document. 


TCN  Transaction Control Number used to uniquely identify the MMIS health care 
claims. 


Time Slice  The set of software and data files provided to the Contractor for system testing. The 
time slice shall include MMIS source and object modules, JCL, copy members, 
run-time input parameters, production files listed below, and a copy of actual claim 
input data, all created at the initial step of a full adjudication/financial cycle. 
Immediately prior to the running of a financial cycle, all files accessed in the 
complete adjudication and payment of a claim will be copied to tape by the current 
Contractor. These files/data and the MMIS software provided should allow 
Contractor to duplicate the actual production run for the same cycle. 


Title IV-E  The title of the Social Security Act which is an entitlement program whereby there 
is Federal financial participation in the costs of foster care maintenance and 
adoption assistance payments. 


Title XIX  Of the Social Security Act enacted Medicaid in 1965; synonymous with Medicaid. 


Title XVIII  Of the Social Security Act (Medicare). 


Title XXI  Of the Social Security Act. Establish the child health care programs for the 
uninsured. 


TPL  Third-Party Liability; also refers to the TPL subsystem of the MMIS. 


TPR  Third-Party Resource 
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TQM  Total Quality Management 


Turnover  Refers to the period of time for the transition from the current vendor to a 
replacement vendor either at the fulfillment of the contract or in the event of 
contract termination during the term of the contract. 


UB-92  Standard claim form used to bill hospital inpatient, outpatient, nursing facility, and 
other State-defined services. 


UPIN  Universal Provider Identification Number 


USPS  United States Postal Service 


Utilization Review  A review performed to determine the quality, quantity, appropriateness, and cost of 
care and services provided and to compare the findings against established norms. 


VAN’s  Value Added Networks 


WAC  Wholesale Average Cost 


WAN  Wide Area Network 


WIC  Women, Infants, and Children’s program 


Will  Indicates a mandatory requirement or condition to be met; see "must" and "shall". 


Working  Days Official hours of operation based on a five (5)-day workweek, excluding 
Saturdays, Sundays, and official state holidays. 


Workshops  General statewide training sessions conducted by Contractor to educate providers 
regarding proper billing procedures. 


YTD  Year-to-date 
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Section 1: Introduction 


Overview 


This manual describes the various functions that support the financial 
business functions of the OKMMIS for the Oklahoma Health Care 
Authority (OHCA).  Financial is responsible for Cash Receipts, Cash 
Receipt dispositions, non-claim specific payouts (expenditures), 
Accounts Receivable (AR) setup and collection, Remittance Advices 
(RAs), year-end earnings reporting (1099/W-2), and other financial 
reporting processes.  This manual details the operating procedures for 
the functions performed by the Financial subsystem of the OKMMIS.  
This manual is designed for use as a desk reference manual and can 
also used as a training tool for new staff. 
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Section 2: Organization and Staffing 


Overview 


The organization and staffing requirements to support OHCA’s 
financial business functions consist of the General Accounting 
Director, Comptroller, Accountants, Accounting Clerks, and 
Accounting Specialists.  These positions are responsible for the 
planning and operational tasks that support the Financial business 
function.  Detailed descriptions of the staffing positions are as follows: 


General Accounting Director 


This position, under general direction, plans, organizes, coordinates, 
directs, and supervises the fiscal operations of the Oklahoma Health 
Care Authority.  This includes directing staff activities in maintaining, 
analyzing and reporting financial accounting data, developing 
appropriate accounting systems, establishing necessary financial 
controls, and approving various expenditures and obligations. 


Comptroller 


This position assists in planning, organizing, coordinating, and 
directing the fiscal operations of the Oklahoma Health Care Authority.  
The employee acts as lead worker in assigning and reviewing work of 
subordinates on a day-to-day basis. 


Accountant III 


This employee applies principles of accounting to analyze financial 
information and prepare financial reports under limited supervision 
with high levels of autonomy.  The employee compiles and analyzes 
financial information and prepares transactions and reports related to 
financial business transactions. 


Accountant II 


Under general direction, this position applies principles of accounting 
to analyze financial information and prepare financial reports by 
performing the following duties.  The employee compiles and analyzes 
financial information to prepare entries to accounts such as general 
ledger accounts and documents business transactions. 
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Account Clerk II 


This employee, with limited supervision, performs a variety of 
complex bookkeeping tasks and related clerical work.  The employee 
prepares and maintains accounting records according to prescribed 
procedures and performs specialized accounting tasks having several 
phases of accounting activity. 


Account Clerk I 


Under general direction, provides day-to-day technical support in the 
accounts payable function of the finance unit.  Compares accounts 
payable data with other company records to ascertain completeness 
and validity, assists with data entry into the system. 


DP Applications Development Specialist IV 


This employee maintains high level of familiarity with current 
application systems, hardware, operating systems, data processing 
personnel, and developments in process.  The employee communicates 
agency problems to the application development director in order to 
facilitate problem resolution. 


Pre-Audit Claims Specialist 


This employee analyzes, processes, and reconciles claims prior to 
actual payment.  The employee reviews submitted claims data for 
validity and accuracy, compares documentation forms for technical 
compliance, and corrects missing or incomplete submissions prior to 
actual processing and payment. 
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Section 3: Operating Procedures 


Overview 


This section provides detailed descriptions of procedures that support 
functions such as Accounts Receivables (AR), Payment Inquiry, Lien 
Processing, Payment Holds, Maintenance, 1099s, Cash Receipts, 
Expenditures, RA Banner Pages, and Reports. 


Oklahoma MMIS Logon 


To access the Financial Main Menu, the user must first access the 
OKMMIS through the following Oklahoma MMIS Logon window: 


Figure 3.1  OKMMIS Logon Window 


After entering a valid User ID and Password, the following Main 
Menu appears. 


Oklahoma MMIS Main Menu 


From this menu, users can access the various business function buttons 
that are bright in appearance (users without proper security are denied 
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access to buttons that appear dim).  To access Financial, select the 
Financial on the Main Menu as follows:  


Figure 3.2  OKMMIS Main Menu 


Selecting Financial provides the following Oklahoma Financial Main 
Menu.   
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Figure 3.3  OKMMIS Financial Main Menu 


Accounts Receivables 


Provider accounts receivable are automatically established in the 
OKMMIS when the net reimbursement of an adjustment transaction is 
less than zero.  In addition, accounts receivable can be manually 
established through the accounts receivable entry window.  Manual 
accounts receivable are established for the following reasons: 
 A check advance is issued to a provider.  The accounts receivable 


is established to offset the check advance amount from future 
payments to the provider. 


 A non-claim-specific offset is initiated through Surveillance and 
Utilization Review (SURS). 


 A claim-specific offset is requested by the provider and the claim 
is no longer on active history. 


 A provider agreement with OHCA on regular provider accounts 
receivables or tax assessment reconciliation. 


 A project or State request. 
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Setup and Maintenance 


Access to setup and maintain provider accounts receivables is limited 
to Finance and Adjustment personnel only.  Other OKMMIS users can 
inquire on provider accounts receivable information, but may not 
update any information.  The user ID profile maintains security. 


Manual Accounts Receivable Setup 


Follow these instructions to set up a manual accounts receivable at the 
OKMMIS Main Menu: 


1. Click Financial on the Financial Menu.  


2. Click Accounts Receivable to access the Provider Accounts 
Receivable Setup/Maintenance window. 


3. Click New.  
 Effective DateThe current date, or future date, if marked on 


the AR request form.  If nothing is entered, the default is the set 
up date.  This is the date that the providers claim payment begin 
to be offset to satisfy the accounts receivable. 


 Set Up DateThis field system generates to the date of entry. 
 Interest Accrual DateThe interest date should be the same as 


the set up date unless otherwise directed on form. 
 Provider Number and Service Location 
 Program CodeThe appropriate program code is selected from 


the drop-down list. 
 Reason CodeThe appropriate reason code is selected from the 


drop-down list. 
 Setup AmountThe amount of the accounts receivable 
 Recoupment AmountThis is the dollar amount to be recouped 


from each claims payment cycle.  If there is no set dollar amount, 
then leave blank and type in the recoupment percent. 


 Recoupment PercentThis is the percentage of each weekly 
check write to be recouped from each payment cycle.  The 
recoupment amount and recoupment percent fields are mutually 
exclusive.  If there is no designated recoupment amount or 
recoupment percent, then type 1 (100%) in the recoupment field 


 RID NumberIf the accounts receivable has been identified by 
the provider or other requesting entity and is associated to one 
recipient’s account, Type that recipients ID number in this field, 
otherwise leave blank.  This is most often used when a manual 
accounts receivable is being established because the claim to be 
adjusted is no longer on the history file., 


4. After all information is entered, click Save. 
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5. Click Exit. 


6. Click Comments. 


7. At the Provider Accounts Receivable Setup/Maintenance window, 
type the date of the comments in CCYY/MM/DD format. 


8. Type any necessary comments.  Comments must be entered for all 
manual accounts receivable.  For ARs related to older claims 
include the original claim and the reason it could not be applied as a 
claim-specific transaction.  The name and department of the person 
making the manual entries should be included. 


Provider Accounts Receivable Update 


Updates may be made to existing accounts receivable records by 
authorized users for accounts receivable that have been made either 
manually or systematically set up.  The following fields are the only 
ones that can be updated: 
 Effective Date 
 Recoupment Amount 
 Recoupment Percentage 
 Comment Window 


Follow these steps to update a provider accounts receivable file: 


1. Select Financial at the Main Menu  


2. Select Accounts Receivable at the Financial Menu.   


3. This opens the Provider Accounts Receivable Selection window.  
The following search criteria may be entered in this window to 
locate the provider accounts receivable of interest: 
 Provider number and location code.  This pulls up everything. 
 Reason (optional if looking for certain type of AR) 
 Program 
 Status 


4. Type in one or more of the search criteria data elements. 


5. Click Search.  A list of all accounts receivables matching the 
search criteria is displayed.  


6. To open the Provider Accounts Receivable Setup/Maintenance 
window, highlight the AR to be updated or viewed. 


7. Click AR to be updated or viewed.  The original setup information 
displays for viewing.  


8. To update a field, highlight and make any changes necessary. 


9. Click Save. 


Finance Procedures Manual Section 3: Operating Procedures 


Library Reference Number: OKFIN 3-5 
Revision Date: September 2004 
Version: 1.4 







10. Click Exit. 


Enter Provider Accounts Receivable Manual Disposition Entry 


Dispositions are systematically applied to an accounts receivable as 
the provider’s claim payments are offset.  In some instances, it may be 
required that a manual disposition (increase or decrease) be applied to 
the Accounts Receivable file.  This is done for the following reasons: 
 Conversion 
 Result of Claim Adjustment 
 Manual Setup (SURS) 
 Manual Setup (Fraud) 
 Manual Setup (OFE) 
 Manual Setup (State directed) 
 Manual Setup (Tax Assessments – Monthly) 
 Manual Setup (Unspecified) 
 Manual Setup (TPL Special Project) 
 Manual Setup (Drug Rebate) 
 Manual Setup (SURS interest) 
 Manual Setup (Claims older than 3 years) 
 Manual Setup (Check Advance) 
 Manual Setup (Transfer of Account) 
 Manual Setup (Tax Assessment Rate Increase) 


Enter Provider Accounts Receivable Manual Dispositions (Noncash 
Receipts) 


1. To enter a provider accounts receivable disposition transaction, 
access the Accounts Receivable Setup/Maintenance window as 
explained in the previous subsection for the AR. 


2. Click Disposition.  This accesses the Provider Accounts Receivable 
Disposition History window.  This window displays a list of all 
dispositions applied toward the accounts receivable to date and the 
balance remaining on the accounts receivable.   


3. To access the Accounts Receivable Disposition Maintenance 
window, Click New.  The AR number, setup date, and provider 
number populate from the AR Setup/Maintenance window.  


4. Enter the following data: 
 Disposition DateDate that is system generated to the current 


date. 
 AmountAmount to be dispositioned, either positive or 


negative. 
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5. Select the appropriate reason from the drop-down list. 


6. On the menu bar, select Options and select Comments to provide 
full detail.   


Enter Provider Accounts Receivable Manual Dispositions (Cash Receipts) 


The following steps are taken to apply a cash receipt to an outstanding 
accounts receivable.  Access OKMMIS and at the Main Menu: 


1. Click Financial. 


2. Click Accounts Receivable.  The Accounts Receivable Search 
window displays. 


3. Perform a search to find the A/R record the Cash Receipt is being 
applied to. 


4. Highlight the correct A/R and click Select.  


5. On the Accounts Receivable Setup Maintenance window, click 
Disposition. 


6. Click New on the Accounts Receivable Disposition History 
window. 


7. Key in an amount on the Accounts Receivable Disposition 
Maintenance window that is equal to or less than the balance of the 
Cash Receipt being applied. 


8. Select a Cash related reason code. 


9. Key the Cash Receipt number on the CCN field.  Click Save. 


10. Select the Cash Disposition reason code you would like to use for 
the new Cash Disposition record on the Cash Disposition Reason 
Response Select window.  Click Save. 


11. The Cash Disposition has been auto-generated for you by the 
window.  Take note of the Batch Sequence number assigned on the 
Accounts Receivable Disposition Maintenance window.  This 
information can be used to look up the new Cash Disposition record 
on the Cash windows and verify the information. 


Update Provider Accounts Receivable Disposition Reason Code Table 


The Provider Accounts Receivable Disposition Reason Codes table 
indicates to the user the disposition action that has occurred and the 
source, system or manual.  To add a new accounts receivable 
disposition reason code at the Main Menu, follow these steps: 


1. Click Financial at the Financial Menu.  
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2. Click Accounts Receivable, to access the Provider Accounts 
Receivable Selection window. 


3. Access the Accounts Receivable Disposition History window for 
any receivable and click Options on menu bar and select Reasons 
to access the Accounts Receivable Disposition Reason Maintenance 
window. 


4. Click New.  Type the Reason Code, a brief description of the reason 
code and type of reason and the MAR ind. 


5. Click Save. 


6. Click Exit. 


7. To update, highlight the reason code to be updated and type in the 
new data.   


Note:  Only the description field may be updated. 


Accounts Receivable Recoupment Cap 
 
There is a need in the MMIS for the ability to limit the total amount of 
Accounts Receivable recoupments in one or many weekly Financial 
cycles.  This can be accomplished through the Provider subsystem of 
the Oklahoma MMIS through the following steps: 
 
1. Log on to the Oklahoma MMIS 
2. From the Main Menu, click on Provider 
3. From the Provider Menu, click on Maintenance 
4. On the Provider Search window, type in the Provider ID Number 


in the Provider ID box 
5. Select the service location from the lower portion of the Provider 


Search window 
6. From the Provider Base window, select the service location again 
7. Pick the Options drop down menu, and select the Recoupment Cap 


option 
8. In the Provider Accounts Receivable Recoupment Limit window, 


click New to open a new AR Recoupment Limit segment 
9. Enter the range of dates and the dollar amount limit that is to be in 


affect 
10. Press the Save button to save the new Limit segment 
 


Note that the hierarchy of Accounts Receivable recoupments still 
remains in effect.  They are as follows: 
1. Effective date set on the accounts receivable.  Oldest first. 
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2. Daughter (adjusted) ICN on the claim.  Oldest first.  Remember 
ICNs have a Julian date in them. 


3. Accounts Receivable number.  Smallest first. 
4. AR’s will recoup before Liens, Garnishments, or Levies. 
 
Also remember that after the time period has expired on the Provider 
Accounts Receivable Recoupment Limit window, the active Accounts 
Receivable for this provider will return back to the original 
recoupment amount/percentages. 
 
The Begin and End dates can be changed after the Save button has 
been pressed.  This is useful in the circumstance where an agreement 
needs to be extended into the future, or end-dated as of a certain day. 
 


 


Payment Inquiry 


Payment Search Window 


1. At the Financial Main Menu, press Payment Inquiry to search for 
information on a particular payment or for payments to a certain 
provider.   


2. In the Payment Number field, type in the Payment Number, which 
is either the Check or EFT Number. 


3. If the user does not know the payment number, the user may also 
search for payments by Provider ID, by typing in the Provider ID 
and Service Location in the Provider ID field. 


4. To optionally narrow the search results, enter From/To dates, 
Payment Amount, or Payment Type.   


5. Click Search to return the results of the query. 
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6. By double-clicking on a record in the Payment Search window, the 
user can go to the Payment Inquiry window, which shows detailed 
information on the payment they have selected. 


Related Claims 


The user can determine any claims or expenditures relating to a 
particular payment number by clicking Related Claims on the 
Payment Inquiry window.  The results are displayed on the Payment to 
Claim Xref window. 


Payment Reissues 


1. Click Reissue on the Payment Inquiry window to reissue a 
payment.  The Stop Pay Request window appears. 


2. Select Reissue from the Select Process drop-down menu.   


3. Choose a reason from the Reason drop-down menu. 


4. Click Reissue at the bottom of the window.   


Voids 


The user can void a payment for a variety of reasons, including a 
mutilated or stolen check.   


1. From the Payment Inquiry window, click Void. 


2. Select a reason code from the Reason drop-down menu.   


3. Click OK.  The transaction will void all related claims and 
expenditures.   


Stop Payments 


1. Click Reissue on the Payment Inquiry window to reissue a 
payment.  The Stop Pay Request window appears. 


2. Select Stop Pay from the Select Process drop-down menu.   


3. Choose a reason from the Reason drop-down menu. 


4. Click Reissue at the bottom of the window.   


Lien Processing 


Liens against providers are received from the Internal Revenue Service 
(IRS) or from the courts in the form of a garnishment.  OHCA receives 
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a Notice of Levy or garnishment order stating the payer(s) name and 
address, tax identification number (TIN), and the amount of the levy.  
Any future provider payments are forwarded to the IRS, or designated 
garnishee plaintiff, until the lien is satisfied.  When the total amount of 
the lien has been collected, the OKMMIS automatically closes the lien.   


If the search produces a provider number but a different name, contact 
the IRS agent or attorney listed on the levy to determine if the lien 
should be placed on other providers as well. 


Setting up a Lien Holder 


1. At the Main Menu, click Financial. 


2. Click Lien Processing.  The Lien Selection window displays.  


3. Click New.  A pop-up window displays the Lien Holder Selection 
window. 


4. By using the scroll bar on the right-hand side of the window, scroll 
down the list of Lien Holders to see if the lien holder already exists 
in the system.  If the lien holder already exists, click on the lien 
holder to highlight the lien holder in blue.   


5. Click Save. 


6. If the lien holder is not in the list, click New and enter the 
appropriate information.   


7. Click Save. 


Entering a New Lien 


1. Type the Provider ID number and Service Location.   


2. At the Lien Information window, type the Provider ID/Service 
Location, Document Number (if applicable), Lien Amount, select 
Lien Setup Reason from the drop-down menu, and either the 
Payment Percentage or Payment Rate.   


3. If the lien is to be recouped by withholding 100 percent of the 
provider’s earnings, enter 1 in the Payment Percentage box.  Or, for 
example, if the lien is to be recouped by withholding 40 percent of 
the provider’s earnings, enter a .40 in the Payment Percentage box.  
If the lien is to be recouped by withholding a certain dollar amount 
from the provider’s earnings, enter that dollar amount, including the 
decimal point in the payment rate box.   


4. Select the Effective From and Thru dates.   


5. Enter a comment in the Comment field for future reference. 
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6. After all information has been entered, 


7. Click Save.  A message displays stating Save Successful. 


8. After saving the new record, a lien number is assigned.   


9. Click Exit to return to the Main Menu. 


Inquiry on an Existing Lien 


1. At the main menu, click Financial. 


2. Click Lien Processing.  


3. To verify a levy is not already in place for a provider, type the 
Provider ID number in the Provider ID Number field on the Lien 
Selection window and 
 Click Search. 


-or- 
 If the user knows the lien number, enter the number in the Lien 


Number field and click Search.  


4. If entering an IRS lien, verify that there is not an IRS lien currently 
open for this provider.  If an IRS lien is currently open, close it 
before entering the new IRS lien.  Refer to the Closing a Lien 
further in this section for additional information.  If a lien does not 
exist, a new lien must be created. 


Closing a Lien 


When the lien has been satisfied, the lien is removed and claim 
payments to the provider are resumed.  When the levy is released, 
OHCA may not have received any money from the provider to satisfy 
the lien, rather, the levy was satisfied through other sources.  In these 
instances, the lien must be manually closed.  After the release is 
received 


1. Click Financial at the Main Menu.  The financial menu displays. 


2. Click Lien Processing.  The Lien Selection window displays.  


3. Type the provider ID number at the Lien Selection window. 


4. Click Search. 


Note:  All lien numbers and the status can be viewed 
Open or Closed in the Lien Selection window.  
This allows the user to verify the lien to be closed 
and that the lien status is actually Open. 


5. Highlight the lien to be closed for the provider. 
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6. Click Select.  The Lien Information window displays.  All 
information must be verified for accuracy.  If all information is 
correct, the lien is closed.   


7. If the wrong lien is selected, click Exit.  Repeat with correct 
information.   


8. To continue with removal of a levy, click Disposition.  The Lien 
Disposition window displays.   


9. At the Lien Disposition window, click New.  This window shows 
any prior dispositions.  If there have been any dispositions, the total 
equals the amount listed in the Received to Date field. 


10. The cursor appears inside the Disposition window.  The Tab button 
allows the user to move between fields. 


11. Type a reference number in the Reference Number field.  Press Tab 
to move the next field.  The reason Code field is highlighted. 


12. Click the drop-down box. 


13. Click Release of Levy and press Tab to move to the amount field. 


14. At the amount field, type the balance of the lien.  Press Tab to 
move to the date field. 


15. At the date field, type the current date as the closing date. 


16. Click Save.  


17. After the Save Successful message appears, return to the updated 
lien information by clicking OK. 


18. After a lien has been fully dispositioned, the balance field shows 
0.00, and the original lien amount populates in the Received to Date 
field. 


19. Click Exit.  The Lien Information window displays.  At the Lien 
Information screen in the comments field, type in the date the levy 
was closed. 


20. Click Save.  A message indicates the save was successful. 


21. Click OK.  The process for closing the lien is complete.  


22. Click Exit. 


Note:  The lien must be in closed status for the 
provider to receive payments again.  The user 
must return to the Lien Selection window and 
search for the appropriate lien to verify the 
status. 
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23. At the Lien Selection window, type the provider ID or the lien 
number. 


24. Click Search. 


25. The system highlights the lien selection for the information entered.  
Verify the status field indicates closed.  If the status does not reflect 
closed, the process should be repeated and any errors corrected. 


Update or Add Lien Setup Reason Code Table 


Lien Setup Reason Codes are used to indicate to the user and provider 
the agency that initiated the lien assignment.  It is retained in a user 
maintained table to provide maximum flexibility.  To add a new lien 
reason code at the Main Menu, follow these steps. 


1. Click Financial.  


2. Click Maintenance on the Financial Menu.  


3. Click Lien Reason on the Maintenance menu. 


4. Click New.  Type the reason code and a brief description. 


5. Click Save. 


6. Click Exit. 


7. To update an existing lien reason code, access the Lien Reason 
Maintenance window, using the previously defined steps and 
highlight the reason to update.  Only the description of the lien 
reason can be altered.  Update the date in the field  


8. Click Save. 


Update or Add Lien Disposition Reason Code Table 


Lien disposition reason codes are used to indicate what type of 
disposition transaction was performed.  It is retained in a user 
maintained table to provide flexibility. 


To add a new lien disposition reason code at the Main Menu, follow 
these steps: 


1. Click Financial.  


2. Click Maintenance on the Financial Menu.  


3. Click Disposition Reason on the Maintenance window.  


4. Click New to access the Lien Disposition Reason Maintenance 
window. 


5. Type the reason code and a brief description.  
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6. Click User Selectable?.  Select Yes for reason codes that indicate 
system activity, select No for reason codes that indicate manual 
disposition. 


7. Click Save. 


8. Click Exit. 


9. To update an existing Lien Disposition Reason Code, access the 
Lien Disposition Reason Maintenance window, following the 
previously defined steps and highlight the reason to update.  Only 
the description of the lien reason may be altered.  Update the date in 
the field. 


10. Click Save. 


Payment Holds 


The Oklahoma MMIS provides OHCA the capability to withhold 
payments to selected providers meeting OHCA defined criteria. 


Payment hold may be initiated by authorized OHCA users using the 
following variable criteria: 


•  Provider Number 


• Provider Type 


• Program Code with the amount approved for payment by OHCA 


• Fund Code 


• Claim Type 


• Claim Media (this is the Claim Region) 


• Payment Media (Paper Check, EFT, or On-Us) 


Payment Hold Maintenance 


To add, delete or edit a Payment Hold, follow these steps: 


1. Access the Payment Holds Setup/Maintenance window by clicking 
Payment Holds from the Financial Main Menu.   


2. On the Payment Holds Setup/Maintenance window, choose a 
Reason Code from the drop-down menu and enter the Effective 
Date From and Thru.   


3. Choose the criteria on which claim payments should be held.  This 
includes either the claims received date or the claim date of service.   
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The include/exclude indicators allow the user to choose the payment 
hold criteria by including or excluding Claim Type, Provider ID 
numbers, Provider Types, Programs, Fund Codes, Claim Media type, 
or Payment Types.   


The user does not need to include/exclude by every available criteria.  
One may choose to only use Claim Type or Provider Type but not any 
of the other criteria.   


Maintenance 


To access the Maintenance function of the Financial subsystem of the 
OKMMIS, click Maintenance on the Financial Main Menu. 


Lien Reason Maintenance 


1. To add or edit a Lien Reason code, click Lien Reason at the 
Maintenance menu.  This displays the Lien Reason Maintenance 
window.   


2. Edit the description of an existing Lien Reason, or by clicking New 
add a new Lien Reason code.   


Note:  The user may not edit the Lien Reason code 
number of an existing Lien Reason. 


3. After adding or editing a Lien Reason, click Save. 


4. Click Exit to return to the Maintenance window. 


Lien Disposition Reason Maintenance 


1. To add or edit a Lien Disposition Reason code, click Disposition 
Reason at the Maintenance menu.  This displays the Lien 
Disposition Reason Maintenance window.   


2. Edit the description of an existing Lien Disposition Reason, or by 
clicking New add a new Lien Reason code.   


Note:  The user may not edit the Lien Reason code 
number of an existing Lien Reason. 


3. After adding or editing a Lien Disposition Reason, click Save. 


4. Click Exit to return to the Maintenance window. 
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Expenditure Reason Maintenance 


1. To add or edit a Expenditure Reason code, click Expenditure 
Reason at the Maintenance menu.  This displays the Expenditure 
Reason Maintenance window.   


2. Edit the description of an existing Expenditure Reason, or by 
clicking New add a new Expenditure Reason code.   


3. After adding or editing a Expenditure Reason, click Save. 


4. Click Exit to return to the Maintenance window. 


Financial Institution Selection 


1. To add or edit a Financial Institution, click Financial Institution at 
the Maintenance menu.  This displays the Financial Institution 
Selection window.   


2. Inquire or edit an existing Financial Institution by double-clicking 
or clicking Select on the data.  Add a new Financial Institution by 
clicking New.   


3. After adding or editing a Financial Institution, click Save. 


4. Click Exit to return to the Maintenance window. 


Reissue Reason Maintenance 


1. To add or edit a Payment Reissue Reason code, click Reissue 
Reason at the Maintenance menu.  This displays the Reissue 
Reason Maintenance window.   


2. Edit the description of an existing Expenditure Reason, or by 
clicking New add a new Expenditure Reason code.   


Note:  The user may not edit the Reissue Reason code 
number of an existing Reissue Reason. 


3. After adding or editing a Expenditure Reason, click Save. 


4. Click Exit to return to the Maintenance window. 


Financial Cycle Parms 


The Financial Cycle Parms window is strictly for use by those at EDS 
who start and monitor the Financial Cycle in the Production 
environment.  Depending on the user security profile, the user may or 
may not have access to this window. 
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1099/W-2 Display 


Annual earnings, based on the unique Tax Identification Number 
(TIN), are reported on IRS Form 1099 and submitted to each provider 
and the IRS.  All money earned by TIN is reported on the Form 1099, 
based on an untaxed basis.  It is then the provider’s responsibility to 
file and pay the appropriate taxes.  These taxes can be owed to federal, 
state and local governments. 


Additionally, an IRS Form W-2 is generated to report earnings and 
FICA contributions to OCHA’s Personal Care Services providers.  All 
money earned and FICA withholdings for each of these providers is 
reported on the Form W-2.  It is then the responsibility of the provider 
to file and pay the appropriate taxes.  These taxes can be owed to 
federal, state and local governments. 


1099 Display 


The user can inquire on payments to a particular provider or to a 
certain TIN.   


1. From the Financial Main Menu in the OKMMIS, click 1099 
Display.   


2. Enter the tax year to inquire on, and either the TIN or the Provider 
Number/Service Location.   


3. Click Search.   


4. If the Provider receives a W-2 instead of a 1099, the text W-2  
appears in Form Type box located in the upper right of the window.   


5. If the user has chosen to search by TIN, and multiple providers are 
under the same TIN, click Show Providers and the 1099 Provider 
Display window lists all providers for a certain TIN. 


6. Press Exit to return to the Financial Main Menu. 


Cash Receipts 


Refund checks are submitted to the OHCA for various reasons.  These 
include overpayment of a claim, payment from other insurance sources 
(Third Party Liability), refunds resulting from an audit, or payment for 
an outstanding accounts receivable.  These checks come from different 
sources such as providers, insurance companies, recipients, drug 
manufacturers, or attorneys. 
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Checks are received directly by U.S. mail at the OHCA Post Office 
Box, other commercial delivery services, from the provider 
representatives, or in person from the provider himself. 


Entering Cash Receipts in OKMMIS 


This section of the manual provides step-by-step instructions for 
entering cash receipts into the OKMMIS.  


1. To log into OKMMIS, double-click on the OKMMIS icon. 


2. At the OKMMIS Logon window, type your User ID 


3. Type your Password. 


4. Click OK.  The OKMMIS Main Menu displays.  


5. Click Financial. 


6. Click Cash Receipts. 


7. Click New.  The Check Log screen displays.  Press Tab to move 
between fields in the Check Log window. 


8. Type the Check Date (CCYYMMDD). 


9. Type the Check Number. 


10. Type the Check Amount.  The system requires the amount to be 
entered twice to ensure accuracy.  If an error does occur, the 
amount must be re-entered until two consecutive matches are 
entered. 


11. Click Save. 


12. Click New to type in another check.  This process is repeated until 
all checks are entered in the system. 


13. Click Exit to leave the Check Log window.   


14. Click Exit to leave the Cash Receipt window. 


Cash Receipt Totals 


Enter Daily Cash Receipt Totals 


1. Click Financial at the main menu.  The Financial Menu displays. 


2. Click Cash Receipt Totals. 


3. Type the date of receipt (CCYYMMDD). 


4. Type the total number of checks from each area: 
 Mailroom Receipts 
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 Provider Relations 
 TPL 
 Miscellaneous 


5. Click Save.  The system automatically totals the daily receipt count.  
Verify this total is in agreement with the deposit log.  If the logs do 
not balance, correct and note any discrepancies. 


6. Click Exit. 


Daily Cash Reports 


Cash Reports are run and verified daily to ensure the accuracy of cash 
receipt entry. 


To generate the Daily cash receipt reports, at the Main Menu, follow 
these steps: 


1. Click Financial. 


2. Click Cash Receipt Totals.  The date of inquiry is entered in a new 
receipt date field, if it is different from the current date. 


3. If new receipt date is entered, click Inquire to access information 
for that date.  The Daily Cash Receipt Totals window is displayed. 


4. Click Options from the menu bar. 


5. Click Reports.  The daily cash receipt reports navigational menu 
displays. 


6. Select one of the following: 
 Cash Receipt by CCN to generate the Daily Cash Receipt Log 


by CCN report.  
 Cash Receipt by Unit to generate the Daily Cash Receipt by 


Unit report. 
 Cash Control Balance to generate the Daily Cash Control 


Balance report. 
 Deposit Log to generate the Daily Cash Deposit Log. 


7. From any of these reports, click Print to send the report to the local 
printer. 


8. Click Exit. 
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Cash Receipt by CCN (FIN-1907-D) 


The Daily Cash Receipt Log by CCN report (FIN-1907-D) shows the 
list of cash receipts by Cash Control Number along with detail 
information on each cash receipt. 


Cash Receipt by Unit (FIN-1906-D) 


The Cash Receipt by Unit report (FIN-1906-D) indicates the total 
number of checks received and entered for a particular unit along with 
detail information on each cash receipt. 


Cash Control Balance (FIN-1908-D) 


The Cash Control Balance report (FIN-1908-D) indicates the total 
number of checks received and entered and the total number of checks 
deposited for a given day.  The variance between the two is calculated.  
A listing of each check entered but not deposited is generated with an 
explanation explaining why the check was not deposited (such as 
return to sender, voided system check).   


Expenditure Transactions 


The OKMMIS has the flexibility to issue a payment through the 
system and track a manually-issued check.  Regardless of whether 
system or manually issued, all expenditure payout transactions are 
entered into the OKMMIS.  Strict controls and procedures have been 
established for the processing of system and manual payouts.  This is 
designed to ensure that every dollar disbursed by EDS on behalf of 
OHCA is tracked.  


Expenditure payout transactions may be initiated by various entities.  
However, activation and release of expenditure transactions may only 
be completed by Finance.  Limited access ensures integrity of the 
funds that are disbursed.  Expenditure transactions performed may be 
accessed by other users of the OKMMIS on an inquiry basis only. 


Expenditures to a TPL Carrier 


An expenditure can be made to a Third Party Liability (TPL) carrier 
only if there is a corresponding cash receipt (for example, refund).  An 
expenditure would be made to a TPL carrier in the case where the TPL 
carrier overpaid a claim, and the extra funds needed to be returned to 
the TPL Carrier. 
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To enter an expenditure for a TPL carrier, at the main menu, follow 
these steps: 


1. Click Financial Menu.  


2. Click Expenditure TXN on the Financial Menu. 


3. Click New.   


4. A Payee Selection window appears, asking which type of 
expenditure the user will be making.  Select TPL Carrier.   


5. Press Save on the Payee Selection window. 


6. In the Payee window, type in the TPL Carrier Number and click 
Save.  Detail information about the TPL Carrier, such as Name, 
Address, and Phone Number, are automatically entered on the 
window. 


7. After the name and address information has been typed in, click 
Save.  The Expenditure Maintenance window with the payee’s 
name and address populated from the previous window entries 
displays. 


8. Type the following data into the Expenditure Maintenance window: 
 Expenditure IDSystem generates.  This is the tracking 


number for the expenditure transaction and is used to track the 
expenditure through OKMMIS. 


 Date AddedSystem generates to the current date. 
 Amount PaidAmount to be issued to the payee located on the 


expenditure request form. 
 ReasonSelect the appropriate reason code from the drop-down 


list.  The reason indicates whether the expenditure is to be 
generated as part of the next weekly check write or whether it is 
a manual check which has been issued outside the weekly check 
cycle.  Although manual checks are issued outside OKMMIS, 
they are still entered into the system for expenditure tracking 
purposes and are posted to the provider’s year to date 1099 
earnings data (if the expenditure is to a provider).  This allows 
OKMMIS to maintain control and accountability for all 
disbursements.   


 ProgramClick the appropriate program from the drop-down 
list. 


 Cash control number If the expenditure payout is the result 
of an over refunded amount by the provider or an erroneous cash 
receipt, then type the CCN.  The Cash Disposition will be auto-
generated when the record is saved, and the Cash Disposition 
reason code is selected with the Cash Disposition Reason 
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Response Select window.   The balance on the Cash Receipt 
must be greater than or equal to the pay amount of the Refund. 


 SEQ This field will be automatically populated with the batch 
sequence number of the new cash disposition if the Cash control 
number was keyed.  The cash disposition record will be in a non-
posted status until the Expenditure is activated. 


9. Click Save. 


10. Click Exit.  The user is returned to the Expenditure Maintenance 
window.  


11. Click Save to save the expenditure transaction. 


12. Click Exit.  The expenditure transaction does not process until 
approved and activated by an authorized user. 


Be sure to activate the expenditure.  For more information, see the 
Activating an Expenditure section. 


Expenditures to Another Entity 


An expenditure can be made to another entity (for example, not a 
provider, recipient, or a TPL carrier).   


From the Financial Main Menu, click Expenditure.  From the 
Expenditure Search window, press New.  On the Payee Selection 
window, select Other and click Select. 


Enter the required information on the Payee screen, such as Name, 
Address, and Phone Number. 


Click Save and this takes the user to the Expenditure Maintenance 
window. 


Key in the Expenditure amount, choose the Expenditure Reason, the 
Fund Code, Financial Category of Service (COS), State Category of 
Service (COS), Benefit Plan and Aid Category. 


Click Save. 


Be sure to activate the expenditure.  For more information, see 
Activating an Expenditure further in this section. 


Expenditures to a Provider 


An expenditure can be made to a provider. 


1. From the Financial Main Menu, click Expenditure.   
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2. From the Expenditure Search window, click New.   


3. On the Payee Selection window, select Provider and click Select. 


4. Enter the Provider Number and Service Location on the Payee 
window.   


5. Click Save.  This displays the Expenditure Maintenance window. 


6. Enter the expenditure amount, choose the Expenditure Reason, the 
Fund Code, Financial Category of Service (COS), State Category of 
Service (COS), Benefit Plan, and Aid Category. 


7. Click Save. 


Be sure to activate the expenditure.  For more information, see 
Activating an Expenditure further in this section. 


Expenditures to a Recipient 


An expenditure can be made to a recipient. 


1. From the Financial Main Menu, click Expenditure.   


2. From the Expenditure Search window, click New.   


3. On the Payee Selection window, select Recipient and click Select. 


4. Enter the Provider Number and Service Location on the Payee 
window.   


5. Click Save.  This displays the Expenditure Maintenance window. 


6. Enter the Expenditure amount, choose the Expenditure Reason, the 
Fund Code, Financial Category of Service (COS), State Category of 
Service (COS), Benefit Plan, and Aid Category. 


7. Click Save. 


Be sure to activate the expenditure.  For more information, see 
Activating an Expenditure further in this section. 


Advances 


A check advance is issued to a provider only on approval of the 
OHCA when a provider has proven that significant claim payment 
issues cause an undue hardship.  The check advance may be issued as 
a system check in the weekly financial cycle or as a manual check.  To 
setup an advance to a provider, follow the instructions under the 
subsection Expenditures to a Provider.  However, in the Reasons drop-
down menu, choose Advance .When an advance is set up, a 
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corresponding Accounts Receivable is set up to start recouping funds 
at some point in the future. 


Be sure to activate the expenditure.  For more information, see the 
Activating an Expenditure section. 


Activating an Expenditure 


Once an expenditure has been entered, the request and supporting 
documentation is forwarded to Finance for activation.  Finance does 
not accept expenditure requests unless there is a Manager’s (or 
designated staff) signature from the originating department.  Finance 
follows these steps to release the transaction: 


1. Access the Financial Menu from the Main Menu. 


2. Access the Expenditure TXN from Financial Menu. 


3. Select the Expenditure by typing in either the Expenditure ID or, if 
the user doesn’t know the Expenditure ID, search by typing in the 
Provider ID. 


4. Double-click or press Select to bring up the Expenditure 
Maintenance window. 


5. Click Options on the menu bar and select Activate. 


6. Click Options on the menu bar and then click Activate.  The Date 
Activating and Approval Clerk fields will be updated. 


7. Press Save on the Expenditure Maintenance window. 


Note:  Once the expenditure has been activated, the 
user may not change or delete the expenditure. 


Check Generation 


Once the expenditure transaction has been released for processing, the 
checks are systematically generated during the next weekly financial 
processing cycle.  If the expenditure payout transaction is for a 
provider, then the payout amount is printed on a remittance advice 
(RA) along with the cycle activity.  An RA is generated for the 
provider even if the only activity the provider has is the expenditure 
payout.  If the expenditure payout is for an entity other than a provider, 
then the system-generated checks are sorted to the top of the check 
write.  They are pulled and forwarded to Finance for merging with any 
appropriate documentation such as lien letters, and mailed . 
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Remittance Advice Banners 


RA Banner messages are paragraphs of text that the OHCA may wish 
to convey to the provider community.  RA Banners may be activated 
by a variety of criteria, including by Provider ID Number/Service 
Location, Provider Type, Provider Program, Provider Specialty, or 
Claim Type. 


1. To inquire on an existing RA Banner, click RA Banner from the 
Financial Main Menu.   


2. On the RA Banner Select window, double-click or click Select on 
the RA Banner the user wishes to inquire on.  This displays the RA 
Banner Maintenance window.   


3. By clicking on the five criteria buttons located near the middle of 
the RA Banner Maintenance window, the user can determine the 
criteria setup for that particular RA Banner message. 


4. To setup a new RA Banner message, click New from the RA 
Banner Select window.  This displays the RA Banner Maintenance 
window.  


5. Type in the dates you want to have the RA Banner message in 
effect.   


6. In the blank box, type in the message to be printed on the provider’s 
RAs. 


7. By clicking on any of the five criteria buttons near the middle of the 
RA Banner Maintenance window, the user finishes setting up the 
criteria for the RA Banner message.   


8. Click Save and Exit to return to the Financial Main Menu. 


Provider ID 


1. To setup an RA Banner message by provider ID, click Provider ID 
from the RA Banner Maintenance window.   


2. On the RA Banner Provider ID Selection window, click New to 
open a new line on which to enter a provider number.   


3. Type in the Provider ID and Provider Service Location.  The 
provider name automatically fills in. 


Provider Type 


1. To setup an RA Banner message by provider type, click on 
Provider Type from the RA Banner Maintenance window.   
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2. On the RA Banner Provider Type Selection window, scroll through 
the list to find the desired provider type and double-click or 
highlight and click Select to add a provider. 


3. Type to the selection criteria.   


4. To delete a provider type that was accidentally added to the 
selection criteria, highlight the mistaken provider type and click 
Delete. 


5. Click Save and Exit to return to the RA Banner Maintenance 
window. 


Provider Program 


1. To setup an RA Banner message by provider program, click 
Provider PGM from the RA Banner Maintenance window.   


2. On the RA Banner Program Selection window, scroll through the 
list to find the desired provider program and double-click or 
highlight and click Select to add a provider program to the selection 
criteria.   


3. To delete a provider program that was accidentally added to the 
selection criteria, highlight the mistaken provider program and click 
Delete. 


4. Click Save and Exit to return to the RA Banner Maintenance 
window. 


Provider Specialty 


1. To setup an RA Banner message by provider specialty, click 
Provider Specialty from the RA Banner Maintenance window.   


2. On the RA Banner Specialty Selection window, scroll through the 
list to find the desired provider program and double-click or 
highlight and click Select to add a provider specialty to the 
selection criteria.   


3. To delete a provider program that was accidentally added to the 
selection criteria, highlight the mistaken provider specialty and 
click Delete. 


4. Click Save and Exit to return to the RA Banner Maintenance 
window. 


Claim Type 


1. To setup an RA Banner message by claim type, click Claim Type 
from the RA Banner Maintenance window.   
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2. On the RA Banner Program Claim Type Selection window, scroll 
through the list to find the desired claim type and double-click or 
highlight and click Select to add a provider claim type to the 
selection criteria.   


3. To delete a claim type that was accidentally added to the selection 
criteria, highlight the mistaken claim type and click Delete. 


4. Click Save and Exit to return to the RA Banner Maintenance 
window. 


Reports 


1. From the Financial Main Menu, click Reports to access the 
Financial Reports Menu. 


2. Click Payment Pull Report to show the Complete Pull Request 
List report.  This report is used to pull the RAs and payments from 
the stack before they are mailed out.  Personnel from the OHCA 
manually review these payments before being sent out. 


3. Click Print to print the report on the local printer or Exit to return 
to the Financial Reports Menu. 


State Treasurer’s Office 


Checkwrite and EFT Issues  


The provider has two primary methods of receiving payment from 
Medicaid, a system-generated warrant or an Electronic Fund Transfer 
(EFT).  A system-generated warrant is produced weekly following the 
completion of the weekly financial cycle.  Warrants or EFT deposit 
notices are printed along with RAs for each provider weekly.  The 
provider’s payment is attached to the correct RA and mailed by 
Tuesday of the following week.  Many providers use EFT payments as 
a much more efficient payment option.  Instead of receiving a physical 
check, the funds are deposited directly into the provider’s bank 
account.   


System Checks/Claim Payments 


Every payment generated in the weekly financial cycle is listed on the 
Payment Register, FIN-1601-W.  The report gives detailed information 
about each payment including Payee, Payee Address, Payment 
Amount and Type, and then breaks down Payment Amount, FICA, 
and Reimbursement Amount.  The last section of the report 
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summarizes the payments by Payment Type and Title XIX and non-
Title XIX funds. 


Every payment generated in the daily Financial cycle is listed on the 
Daily Manual Check Register, FIN-1620-D. 


Electronic Funds Transfers 


All EFTs sent to providers for claim payments are listed on the 
Electronic Funds Transfer Activity Report (FIN-6006-W).  The EFT 
reports are separated by weekly financial cycles.  The report includes 
the account identification number, account name, bank routing and 
transit numbers, account number, EFT transaction number, and EFT 
amount.  The total dollar amount is provided on the last page of the 
report. 


Manual Checks 


A less common method for providers to receive payment is with the 
issuance of a manual check.  A provider sometimes requests an 
advance from Medicaid to meet various business expenses.  After 
providing the appropriate documentation, the State approves the 
advance and a manual check is prepared for the provider.  An accounts 
receivable is established to recoup the advance.   


In addition, system-generated checks are sometimes destroyed or 
mutilated during the printing and envelope stuffing process and are 
replaced with a manual check.  All manual checks are recorded on the 
Daily Manual Check Register, FIN-1620-D. 


Check/EFT Issue Summary 


All system checks are detailed and subtotaled on the Payment 
Register.  EFT payments are detailed and totaled on the EFT Activity 
report, FIN-6006-W.  Checks that were stopped and reissued are 
detailed and totaled on the Stoppay Reissue Detail Report; however, 
the actual check reissuance appears on the Payment Register. 
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Section 4:  Financial Windows 


1099 Adjustment Setup-Maintenance 
This window is used to add, update, and delete 1099 adjustment records. A 1099 adjustment record is used to adjust various amounts that make a 1099 
or W/2 form. 
 
Technical Name w_1099_adjustment_maint 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Data Type Length


Back Up Withholding Amt Adj    This is the amount to adjust the back up withholding amount for the year.    Number    11    
FICA Amt Adj    This is the amount to adjust the FICA amount paid during the year.    Number    11    
Reason Code    This is the reason description for the adjustment.    Character   50    
Tax ID    This is the tax ID for the adjustment record.    Character   9    
Total Earning Amt Adj    This is the amount to adjust the 1099 payment or W-2 payment amount during the year.    N/A    11    
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Field Description Data Type Length


Year    This is the tax year the adjustment record will apply to    Number    4    


Field Edits 
Field Error Code Error Message To Correct 
Back Up Withholding Amt Adj 9148   Enter at least one adj amount!   Enter an amount.   
FICA Amt Adj  9148   Enter at least one adj amount!   Enter an amount.   
Reason Code  91006   Field is required!   Select a reason code.   
Tax ID  9146   Tax ID not found!   Enter an existing Tax ID.   
  9149   Tax ID/tax year already exists!   Enter a unique Tax ID/Year.   
  91038   must be 9 characters!   Enter a valid Tax ID.   
Total Earning Amt Adj  9148   Enter at least one adj amount!   Enter an amount.   
Year  9144   Tax year cannot be greater than current year!   Enter current year.   
  9145   Difference between current year and tax year is > 1!  Enter current year.   
  9149   Tax ID/tax year already exists!   Enter a unique Tax ID/Year.   
  91006   Field is required!   Enter a valid tax year.   
  91029   must be numeric!   Enter a numeric value.   
  91058   must be 4 characters!   Enter a number 4 characters long.  
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1099 Adjustment Reason Maintenance 
This window is used to add, update, and delete 1099 adjustment reason codes. 
 
Technical Name w_1099_adjustment_reason 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Data Type Length 
Description    This is the description of the reason code for a 1099 adjustment record.    Number    50    
Reason Code    This is the two digit reason code used for a 1099 adjustment record.    Number    2    
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Field Edits 


Field Error Code Error Message To Correct 
Description  91006   Field is required!   Add a description.   
Reason Code  91006   Field is required!   Add a reason code.   
  91007   Data must be numeric!   Add a numeric value.    
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1099 Adjustment Search 
The 1099 Adjustment Search window is used to search for 1099/W-2 adjustment records using the Tax Year and or the Tax ID.  


This window can be accessed from: Main Menu [Financial], Financial Menu [1099 Display], 1099 Display Options Menu [1099 Adjustments] 


Technical Name w_1099_adjustment_search 
PBL Name finc01.pbl 
Extra Features 


 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Total Earning Amount Adj This is the amount to adjust the 1099 payment or W-2 
payment amount during the year. 


11 Number Field 


Back Up W/Hold Amount Adj This is the amount to adjust the back up withholding 11 Number Field 
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Field Description Length Data Type Field Type 


amount for the year. 
FICA Amount Adj This is the amount to adjust the FICA amount paid 


during the year. 
11 Number Field 


Reason Code This is the description of the reason for the 1099 
adjustment record. 


50 Character Field 


Tax ID (input) This is a searchable field that contains a tax 
identification number. 


9 Character Field 


Tax ID (output) This is the tax ID for the adjustment record. 9 Character Field 
Tax Year This is a searchable field that contains the calendar tax 


year. 
4 Number Field 


Year This is the tax year the adjustment record will apply to. 4 Number Field 


Field Edits 
Field Error Code Message Correction 


Tax ID (input) 9146 Tax ID not found! Enter an existing Tax ID. 
 9147 Enter a tax year and/or a tax ID! Enter a Tax ID. 
Tax Year 9144 Tax year cannot be greater than current year! Enter current year. 
 9145 Diffence between current year and tax year is > 1! Enter current year. 
 9147 Enter a tax year and/or a tax ID! Enter a Tax ID 
 91029 must be numeric! Enter a numeric value. 
 91058 must be 4 characters! Enter a number 4 characters long. 
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1099 Display 
The 1099 Display window displays the year-to-date 1099 information by provider for a specific calendar year. Header information displays year-to-date 
totals for refunds, voids, manual payouts and net year-to-date totals. The detail information uses a scroll bar to display provider 1099 information. If 
there is a 1099 Adjustment record for the displayed tax id/year, the adjustment record will be sorted to the top of the detail records and included in the 
totals fields. 
 
Technical Name w_1099_display 
PBL Name finc01.pbl 
Extra Features 
MENU BAR 
The menu bar is located below the window's title bar and contains the heading for the list of commands or window options. 
The list of available commands or window options will appear in a drop down list box. If some commands or window options are in gray, it is because 
they are not available at the time. 
You can select a command or window option by: 
1. Clicking on the command or window option title. 
2. After you click on the desired option title a drop down box will appear. Select the command. Use the mouse and double click or select the 
underscored letter of each command and press the ALT button. 
Menu Selections Edit and Applications have the same functions on the Provider 1099 Payment Detail window. 
Menu Selection: File 
This command enables you to print screens, windows, and data windows, exit the present window, or exit Oklahoma MMIS completely. 
Select - Allows the user to select and view additional information for the line that is highlighted. 
Print - Print gives you the option to print the screen, window, or the data window. 
Exit - Returns the user to the previous window. 
Exit Oklahoma MMIS - Exits the user out of Oklahoma MMIS. 
Menu Selection: Edit 
This menu command allows you to make adjustments to the data you have entered. 
Copy - Copies text so the user can transfer the copied text to another area or application.  
Paste - Pastes text that was cut or copied from another area within the financial functional area.  
Cut - Deletes the text and places it on the clipboard. 
Menu Selection: Applications 
This menu option allows the user to gain access to all the functional areas available in the Oklahoma MMIS system. 
Adhoc Reporting - Click on Adhoc Reporting to access the Adhoc Reporting Menu. 
Claims - Click on Claims to access the Claims Menu. 
Financial - Click on Financial to access the Financial Menu. 
Managed Care - Click on Managed Care to access the Managed Care Menu. 
MARS - Click on MARS to access the MARS Menu. 
Prior Authorization - Click on Prior Authorization to access the Prior Authorization Menu. 
Provider - Click on Provider to access the Provider Menu. 
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Recipient - Click on Recipient to access the Recipient Search window. 
Reference - Click on Reference to access the Reference Menu. 
Security - Click on Security to access the Security Menu. 
SURS - Click on SURS to access the SURS Menu. 
Third Party Liability - Click on Third Party Liability to access the Third Party Liability Menu. 
Menu Selection: Options 
This command allows the user to go to another window with out closing the current window. 
Search - This gives the user the capability to search for a specific Provider's 1099 information once the provider number has been entered. 
Show Providers - This option will generate the 1099 Provider Display window. 
Click on the Search button to retrieve the provider's 1099 information for the year selected. 
Click on Show Providers to pull up the 1099 Provider Display window. 
Click on the Exit button to exit this window. 
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Field Descriptions 
Field Description Length Data Type Field Type 


Backup WHD Amount This is the amount of backup withholding on this record. 12 Number Field 
Check Amount This is the amount of the check issued. 12 Number Field 
Claim Refunds Amount returned from an individual provider for claims that had 


previously been overpaid. 
12 Number Field 


FICA Amount This is the amount of FICA paid for this detail payment record. 12 Number Field 
Manual Check The amount paid to an individual provider outside of the weekly 12 Number Field 
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Field Description Length Data Type Field Type 


financial cycle. 
Non-Claim Refunds Amount returned from an individual provider for a reason other than 


overpayment of claims. 
12 Number Field 


Num Provider’s 
Reported  
on this Tax ID 


This identifies the number of providers with the same tax ID being 
reported for 1099's. 


9 Number Field 


Other Messages N/A 0 N/A Field 
Process Date This indicates the date a system check was processed. 8 Date 


(CCYYMM
DD) 


Field 


Provider ID This is the unique number which identifies the provider to whom the 
1099 is being applied. The provider number will also show by 
location code all the locations associated with a specific FEIN/SSN. 


9 Number Field 


Service Location This is the provider's service location suffix. 1 Character Field 
Tax ID This identifies the provider's tax ID or Social Security Number. 9 Number Field 
Total Amount This indicates the provider's check totals for each process date. 12 Number Field 
Totals This indicates the provider's year-to-date net payment totals. 0 Number Field 
Void Amount The amount an individual provider's 1099 is credited for due to a 


check that has never been cashed. 
12 Number Field 


Year This indicates the year of the 1099 Payment Detail information 
being viewed. 


4 Number Field 


 


Field Edits 
Field Error Code Message Correction 


Other Messages 91056 91056 Please enter at least one search field Enter in either a Tax ID or provider number/location 
Provider ID 9114 9114 No 1099 Records for this Provider in this Year! Verify entry and re-enter search criteria 
 10009 10009 Provider ID not on file! Please Re-Enter! Verify entry and re-enter a valid provider number 
Service Location 10002 10002 For provider Look-Up Service Location is 


Required! Please Enter a Value 
Verify entry and re-enter a valid service location 


 91103 91103 must be alphabetic! Verify entry and re-enter a valid service location 
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Field Error Code Message Correction 


Tax ID 9146 Tax ID not found! Enter an existing Tax ID. 
 91029 91029 Tax ID must be numeric! Enter a numeric Tax ID 
 91038 91038 Tax ID must be 9 characters! Enter a 9 digit numeric Tax ID 
Year 9115 9115 No 1099 records for this search in this year. Enter valid year 
 9144 Tax year cannot be greater than current year! Enter a current year. 
 91029 91029 1099 Year must be numeric! Enter correct Year 
 91058 91058 Year must be 4 characters! Enter correct Year 
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1099 Provider Display 
The 1099 Provider Display window is used to identify the providers with the same tax ID being reported for a specific calendar year. 
 
Technical Name w_1099_provider_display 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Provider ID The unique number which identifies the provider to 
whom the 1099 is being applied. The provider number 
will also show by location code all the locations 
associated with a specific FEIN/SSN. 


9 Number Field 


Service Location This is the provider's service location suffix. 1 Character Field 
Tax ID This identifies the provider's tax ID or Social Security 


Number. 
9 Number Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Accounts Receivable Comments 
The Accounts Receivable Comments window is used to input comments relating to a specific Accounts Receivable. All notes pertaining to verbal 
correspondence for a specific Accounts Receivable will be entered into this window. A notation will also be made on this window for all written 
correspondence received regarding a specific accounts receivable. 
 
Technical Name w_ar_comments 
PBL Name finc02.pbl 
Extra Features  
 


 


Section 4: Financial Windows Finance Procedures Manual 


4-14 Library Reference Number: OKFIN 
Revision Date: September 2002 


Version: 1.0 
 







Field Descriptions 
Field Description Length Data Type Field Type 


A/R Control Number This is a unique number assigned to each provider 
Accounts Receivable is used to track A/R activity. 
Account receivables which are established as a result of 
a negative claim adjustment will maintain the region 
code, year, Julian date, batch number, and sequence of 
the adjustment claim. For a list of valid batch numbers 
for manually established Accounts Receivables, please 
refer to the Tables Manual section under A/R batch 
numbers. 


13 Number Field 


Comments This allows the user to enter comments regarding the 
Accounts Receivable. 


2000 Alphanumeric Field 


Other Messages N/A 0 N/A Field 
 


Field Edits 
Field Error Code Message Correction 


Other Messages 91004 91004 Do you want to save changes? Yes No Cancel - Click on Yes to save changes, No negate changes, or 
Cancel to cancel action 
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Checks Related to Provider A-R Dispositions 
The Checks Related to Provider Accounts Receivable Disposition window is used to display cash receipt information relating to an Accounts 
Receivable disposition. The cash receipt sequence number which applies to the specific A/R disposition is selected by the user and linked to the 
accounts receivable file. 
 
Technical Name w_ar_disp_cash_rcpt_search 
PBL Name finc02.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Assoc With This indicates the type of transaction associated with an A/R each 
cash receipt sequence number of the cash control number. 


1 Character Field 
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Field Description Length Data Type Field Type 


CCN This indicates the number associated with the cash receipt 
received for this A/R disposition. 


11 Number Field 


Cash Control No. (Search) This indicates the number associated with the cash receipt 
received for this A/R disposition. This field is used to enter search 
criteria. 


11 Number Field 


Disp Amount This indicates the disposition amount of the sequence number 
associated with the A/R. 


11 Number Field 


Other Messages n/a 0 N/A Field 
Reason Code This indicates the specific reason for the A/R disposition. 4 Number Field 
Select Available This indicates if the specific sequence of the cash control number 


is available to apply as a disposition to the A/R. Valid Values: 
Yes No 


1 Character Field 


Seq No. This indicates the cash receipt sequence number associated with 
the cash control number for this A/R disposition. 


5 Number Field 


Field Edits 
Field Error Code Message Correction 


Other Messages 9060 9060 All ready selected, must select another! Select another CCN 
 9061 9061 Invalid cash receipt reason code to apply to A/R! Enter a valid reason code 
 91024 91024 No Match Found! Enter an existing CCN 
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Accounts Receivable Disposition Comments 
The Accounts Receivable Dispositions Comments window is used to input comments relating to specific Accounts Receivable dispositions. 
 
Technical Name w_ar_disp_comments 
PBL Name finc02.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


A/R Control Number This is a unique number assigned to each provider 
accounts receivable which is used to track A/R activity. 


13 Number Field 


Comments This allows the user to enter comments regarding the 
Accounts Receivable dispositions. 


2000 Alphanumeric Field 


Other Messages n/a 0 N/A Field 
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Field Edits 
Field Error Code Message Correction 


Other Messages 91004 91004 Do you want to save changes? Yes No Cancel Click on Yes, No, or Cancel 
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Accounts Receivable Disposition Maintenance 
The Accounts Receivable Disposition Maintenance window will be used to apply new manual disposition to a specific Accounts Receivable or to view 
detail information regarding a systematic disposition. An example of a manual disposition would be state approved write-off or the application of a cash 
receipt. 
 
If a Cash Receipt is entered, the system will verify that the cash receipt balance is greater than or equal to the disposition amount. When the Accounts 
Receivable Disposition record is saved, the Cash Receipt Disposition will be added and saved automatically. 
 
This window can be accessed from: Main Menu [Financial], Financial Menu [Accounts Receivable], Accounts Receivable Selection [Select or Double 
click], Accounts Receivable Setup/Maintenance [Disposition], Accounts Receivable Disposition History [select or Double click] 
 
Technical Name w_ar_disp_maint 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


AR Number This is a unique number assigned to each provider accounts 
receivable which is used to track A/R activity. 


13 Number Field 


Amount This indicates the disposition amount. 10 Number Field 
CCN This indicates the control number associated with the cash 


receipt received for this Accounts receivable disposition. 
11 Number Field 


Disposition Date This is the date that the Accounts Receivable is 
dispositioned. 


8 Number Field 


Fund Code This is the description of the fund code associated with the 
Disposition. 


20 Drop Down List Box Field 


Payment Check This is the system check number associated with the A/R 
disposition. 


9 Number Field 


Payment Issue Date If this is a batch/system disposition, this is the issue date of 
the related payment. If this is an online disposition, this is 
the transaction date. 


8 Date (CCYYMMDD) Field 


Provider/Loc The unique number and service location code which 
identifies the provider to whom the Accounts Receivable is 
being applied. 


10 Alphanumeric Field 


Reason This indicates the specific disposition reason (i.e., cash 
receipt applied, write off, claim activity, etc.). 


20 Drop Down List Box Field 


Recipient This is the Recipient number the A/R is setup against. 12 Character Field 
Seq This indicates the sequence number associated with the cash 


control number for this Accounts receivable disposition. 
5 Number Field 


Setup Date This is the original Accounts Receivable setup date. 8 Date (CCYYMMDD) Field 
 


Field Edits 
Field Error Code Message Correction 


Amount 9101 Disposition amount cannot exceed balance! Enter an amount less than the balance. 
 9168 AR Disp. amount is greater than Cash balance! Fix the amount or enter another CCN.   
CCN 7136 CCN not found!   Key a valid CCN.   
 91080 CCN is required!   Enter a valid CCN.   
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Field Error Code Message Correction 


Fund Code 91006 Field is required! Select a Fund Code 
Reason 91006 91006 Reason Code Field is required. Select reason from dropdown list. 
 9170 Cash related reason code required with CCN!   Use a Cash Type reason code.   
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Accounts Receivable Disposition Reasons 
The Accounts Receivable Dispositions Reasons window is used to add or update the reason code table associated with the Accounts Receivable 
dispositions. 
 
Technical Name w_ar_disp_reasons 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Calculate Interest This field indicates if interest will be calculated before or 
after the principal (Yes = interest calculated first, No = 
interest calculated last). Features - Valid Values Drop 
Down List Box, Yes, No. This field is not applicable to 
the Oklahoma MMIS and will remain at ?No?. 


20 Drop Down List Box Field 


Description This field is used to describe the reason code field. 20 Alphanumeric Field 
MAR Ind    Indicates if A/R Disposition with this reason code will 


report to MAR. Valid values are 'Y' and 'N'. 
0 Drop-Down List Box Field 


Reason Code This is a four digit code number that is used to tell why a 
specific Accounts Receivable is being dispositioned. 


4 Number Field 


Type of Reason This field describes the type of reason associated with 
the specific description. 


0 Drop Down List Box Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Accounts Receivable Disposition History 
The Accounts Receivable Disposition History window is used to display the activity (manual or system generated) on a specific A/R number.  
This window can be accessed from: Main Menu [Financial], Financial Menu [Accounts Receivable], Accounts Receivable Selection [Select or 
Doubleclick], Accounts Receivable Setup/Maintenance [Disposition] 
 
Technical Name w_ar_disp_search 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


AR Number This is a unique number assigned to each provider accounts 
receivable which is used to track A/R activity. 


13 Character Field 


Amount This indicates the disposition amount. 10 Number Field 
Applied From This is the beginning date range parameter. It allows the user 


to enter a specific date range to search for dispositions 
applied within that range. 


8 Date (CCYYMMDD) Field 


Applied Thru This is the ending date range parameter. It allows the user to 
enter a specific date range to search for dispositions applied 
within that range. 


8 Date (CCYYMMDD) Field 


Balance This is the setup amount less any dispositions to date. 10 Number Field 
Check (input) This is the number that is on the check received from the 


provider. This is utilized if a cash receipt is being applied to 
a specific accounts receivable. 


9 Number Field 


Check (output) This is the payment check number that is related to that 
disposition line item. 


9 Number Field 


Data Applied This indicates the date when the dispositioned amount was 
applied to the Accounts Receivable. 


8 Date (CCYYMMDD) Field 


Debit Ind This indicates if the amount field will be a positive or 
negative amount (increase or decrease to A/R). Valid Values: 
Y Positive Amount N Negative Amount. 


1 Character Field 


Fund Cde This is the Fund Code assigned to the disposition record. 3 Character Field 
Fund Code This is the description of the fund code used in the search 


criteria 
20 Drop Down List Box Field 


Other Messages n/a 0 N/A Field 
Payment Issue Date If this is a batch/system disposition, this is the issue date of 


the related payment. If this is an online disposition, this is the 
transaction date. 


8 Date (CCYYMMDD) Field 


Provider ID/Location This is the unique number which identifies the provider and 
service location to whom the A/R is being applied. 


10 Alphanumeric Field 


Reason This indicates the specific reason that an Accounts 
Receivable was setup (e.g. check advance, non-claim offset, 
adjustment). 


20 Drop Down List Box Field 
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Field Description Length Data Type Field Type 


Reason Codes This indicates why the Accounts Receivable is being 
dispositioned. 


4 Alphanumeric Field 


Recipient This is the recipient number the A/R is setup against. 12 Character Field 
Setup Amount This indicates the original dollar amount of the A/R. 10 Character Field 


Field Edits 
Field Error Code Message Correction 


Applied From 91001 Invalid Date (CCYYMMDD)! Key a valid date. 
 91002 Date must be numeric! Key a numeric date. 
Applied Thru 91001 Invalid Date (CCYYMMDD)! Key a valid date. 
 91002 Date must be numeric! Key a numeric date. 
Other Messages 91024 91024 No Match Found! Rekey and validate 
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Accounts Receivable Selection 
The Accounts Receivable Selection window is used to access individual accounts receivables and their associated dispositions. The user may enter 
various search parameters into the upper section of the window and all accounts receivables meeting those parameters will be displayed in the lower 
section of the window.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Accounts Receivable] 


Technical Name w_ar_list_search 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Adjustment ICN This is a unique number used to track claims activity 
through the system. If the A/R was setup as a result of an 
adjustment, this number is the adjustment ICN. For 
manually established accounts receivables, this field is 
left blank. 


13 Number Field 


A/R Number (input) This is a unique number which is assigned to each 
provider Accounts Receivable to track Accounts 
Receivable activity. 


13 Character Field 


A/R Number (output) This is a unique number used to track provider Accounts 
Receivable activity. 


13 Number Field 


Active/Closed This field indicates the status of the accounts receivable. 
"A" = Active, "C" = Closed. 


0 Drop Down List Box Field 


Dispositioned Amount 
t 


This indicates the dollar amount (negative/positive) 
which has been applied to the Accounts Receivable to-
date. 


10 Number Field 


Effective (From) This indicates a beginning date range to be used as a 
search parameter. All Accounts Receivables within the 
effective from and thru date range will be displayed. 


8 Date (CCYYMMDD) Field 


Effective (Thru) This indicates an ending to the date range to be used as a 
search parameter. 


8 Date (CCYYMMDD) Field 


Effective Date This indicates the date when the Accounts Receivable 
will begin to recoup from the provider's future payments. 


8 Date (CCYYMMDD) Field 


Fund Code (input) This is the description of the fund code which an A/R 
record has. 


0 Drop Down List Box Field 


Fund Code (output) This is the fund code assigned to the A/R. 3 Number Field 
Other Messages N/A 0 N/A Field 
Outstanding Balance This indicates the dollar amount which is outstanding on 


the Accounts Receivable. 
10 Number Field 


Prov Loc The unique code which identifies the provider's service 
location. 


1 Character Field 


Provider The unique number which identifies the provider to 
whom the Accounts Receivable is being applied. 


9 Number Field 


Reason This indicates the specific reason that an Accounts 0 Drop Down List Box Field 
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Field Description Length Data Type Field Type 


Receivable was setup (e.g. check advance, non-claim 
offset, adjustment). 


Reason Code This indicates the specific reason that an Accounts 
Receivable was setup (e.g. check advance, non-claim 
recoupment, adjustment). 


4 Number Field 


Recipient The unique number which identifies the recipient to 
whom the Accounts Receivable is being applied. 


12 Character Field 


Setup Amount This indicates the original setup dollar amount of the 
Accounts Receivable. 


10 Number Field 


Field Edits 
Field Error Code Message Correction 


A/R Number 91011 91011 Record not found - please try again! Verify entry and re-enter a valid A/R Number 
 91024 91024 No Match Found N/A Provider has no Acct. Receivables 
Effective (From) 91001 91001 Invalid date (CCYYMMDD)! Enter correct Date 
 91002 91002 Date must be numeric Enter correct date 
Effective (Thru) 91001 91001 Invalid date (CCYYMMDD) Enter correct date 
 91020 91020 End Date must be * Effective Date Enter a valid date greater than or equal to the from date 
Location Code 5176 5176 Service Location Code invalid for this provider Verify entry and re-enter a valid Location Code 
 9139 Prov Serv Loc not valid with Recip number. Enter a valid location. 
Other Messages 91024 91024 No Match Found! Enter a valid A/R Number 
Provider 5093 5093 Provider ID must be 9 numeric digits Verify entry and re-enter valid provider number. 
 9012 9012 Provider not on file! Verify entry and re-enter a valid Provider Number 
 91011 91011 Record not found - please try again Verify entry and re-enter a valid Provider Number 
 91052 91052 Provider Number is invalid Verify AND key valid Provider number 
Recipient 4003 Must be 12 numbers! Enter a valid recipient number. 
 91052 is invalid! Enter a valid recipient number. 
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Provider Accounts Receivable Mass Updates 
The Provider Accounts Receivable Mass Updates window is used to concurrently update several Provider Accounts Receivables in the MMIS system. 
This window allows flexibility to update certain fields all at once instead of one at a time. It also allows the ability to move an accounts receivable from 
one provider or service location to another. The fields that can be mass updated are:  


• Provider ID  


• Service Location of the provider  


• Recoupment Amount per Cycle  


• Recoupment Percentage Amount  


• Effective Date of the accounts receivable  


• Manual Recoup 
Also a mass comment can be added for each A/R that is mass updated. This window can be accessed from: Main Menu [Financial], Financial Menu 
[Accounts Receivable], Accounts Receivable Selection [Options menu: Mass Updates] 
 
Technical Name w_ar_prov_mass_search_updt 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


AR Number This is a number assigned to each provider to track 
Accounts Receivable activity. 


13 Character Field 


AR Reason This is the reason code of the A/R record 4 Character Field 
Cde Svc Loc This is the Code Service Location identifier. 1 Character Field 
Dte Eff This indicates the date the Accounts Receivable starts to 


offset from provider payments. 
 


8 Date (CCYYMMDD) Field 


Eff Dte This is the date when the accounts receivable will start to 
offset from provider's payments. Features - The effective 
date is system generated to the same date as the Setup 
Date unless annually changed to a future date. 


8 Date (CCYYMMDD) Field 


Effective From This indicates the date the Accounts Receivable starts to 
offset from provider payments. 


8 Date (CCYYMMDD) Field 


Fund Code This is the description of the Fund Code used in the 
search criteria. 


0 Drop Down List Box Field 


Fund Code This is the Description of the fund code for the A/R 
record 


20 Character Field 


LOC This is a unique code which identifies the provider's 
service location. 


1 Character Field 


Manual Recoup This is a Yes or No value to indicate if the A/R can be 
recouped manually 


1 Drop Down List Box Field 


Mass Comment Entry This is the comments area. 1000 Character Field 
Outstanding Bal/Setup Amt This is the setup dollar amount of the accounts 


receivable. 
10 Number Field 


Outstanding Bal/Tot Disp Amt This displays the total dispositioned dollar amount 
(increased/decreased) that has been applied to the 
accounts receivable to date. 


10 Number Field 


Provider This is a number that identifies the provider to whom the 
Accounts Receivable is applied. 


9 Character Field 


Reason This is a specific reason Accounts Receivable is setup 
such as check advance or non-claim offset. 


0 Drop Down List Box Field 
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Field Description Length Data Type Field Type 


Recoup Amt This is the maximum dollar amount offset from the 
provider claims processed each cycle. 


10 Number Field 


Recoup Pct This is the percentage offset from the provider claims 
processed each cycle. 


5 Number Field 


Setup Dte This is the date that the accounts receivable was 
established. 


8 Date (CCYYMMDD) Field 


Thru This indicates the end date. 8 Date (CCYYMMDD) Field 


Field Edits 
Field Error Code Message Correction 


AR Number 9021 Control Number Julian days invalid Verify and type valid AR number 
 9056 Control Number must be 13 digits Verify and type valid AR number 
 91006 Field is required! Type an AR number 
 91029 must be numeric! Verify and type valid AR number 
Effective From 9057 Effective date must be equal or greater than today Type correct date 
 91001 Invalid Date (CCYYMMDD)! Type correct date 
Provider 9012 Provider not on file! Type a valid provider 
 91006 Field is required! Type a valid provider 
Recoup Amt 91029 must be numeric! Type valid recoup amount 
Recoup Pct 9058 Percent cannot exceed 100% Type a valid percentage 
 91029 must be numeric! Type a valid percentage 
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Provider Accounts Receivable Mass CCN Disposition 
The Provider Accounts Receivable Mass CCN Disposition window is used to concurrently update several provider accounts receivables in the MMIS 
system. This window allows flexibility to apply manual dispositions all at once instead of one at a time.  
 
Also a mass comment can be added for each A/R that is mass dispositioned. This window can be accessed from: Main Menu [Financial], Financial 
Menu [Accounts Receivable], Accounts Receivable Selection [Options menu: Mass CCN Disp]. 
 
Technical Name w_ar_prov_mass_ccn_disp 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Save    Saves changes    0 N/A    Button 
Select All/De-Select All    Selects or de-selects all the rows    0 N/A    Button 
AR Disp Rsn    This indicates the specific disposition reason. Select the 


reason code from drop down list which displays 
available codes and their descriptions.    


20 Drop Down List Box    Field 


AR Number    This is a number assigned to each provider to track 
accounts receivable activity.    


13 Character    Field 


CCN    This is a unique number that is used to track checks 
received.    


11 Number    Field 


Cash Disp Rsn    This indicates how and why the amount is being 
dispositioned. Select the reason code from drop down 
list which displays available codes and their descriptions. 
   


20 Drop Down List Box    Field 


Eff Dte    This is the date when the accounts receivable will start to 
offset from provider's payments. Features - The effective 
date is system generated to the same date as the setup 
date unless annually changed to a future date.    


8 Number    Field 


Fund Code    This is the description of the fund code for the A/R 
record.    


20 Character    Field 


Loc    This is a unique code which identifies the provider's 
service location.    


1 Character    Field 


Mass Comment Entry    This is the comments area.    250 Character    Field 
Outstanding Bal/Setup Amt    This is the setup dollar amount of the accounts 


receivable.    
10 Number    Field 


Outstanding Bal/Tot Disp Amt    This displays the total dispositioned dollar amount 
(increased/decreased) that has been applied to the 
accounts receivable to date.    


10 Number    Field 


Provider (Results)    This is a number that identifies the provider to whom the 
accounts receivable is applied.    


9 Character    Field 


Provider (Search)    This is a number that identifies the provider to whom the 
accounts receivable is applied.    


9 Character    Field 
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Field Description Length Data Type Field Type 


Recoup Amt    This is the maximum dollar amount offset from the 
provider claims processed each cycle.    


10 Number    Field 


Recoup Pct    This is the percentage offset from the provider claims 
processed each cycle.    


5 Number    Field 


Remaining Disp Amt    This is the remaining amount from the cash receipt 
available to disposition to the outstanding balance on 
ARs. This amount automatically increases or decreases 
as A/R rows are selected or deselected. The value is 
calculated as the cash receipt amount less the total disp 
amt.    


10 Number    Field 


Setup Dte    This is the date that the accounts receivable was 
established.    


8 Number    Field 


Svc Loc Cde    This is the code service location identifier.    1 Character    Field 
Total Disp Amt    This is the sum of the outstanding balance for the 


selected AR rows. This amount automatically increases 
or decreases as A/R rows are selected or deselected 


12 Number Field 


Field Edits 
Field Error Code Message Correction 


Save 91077 Row range must be less than or equal to 200 
rows.   


Only 200 rows or less can be processed at a 
time. Verify number of AR rows selected.   


 91121 Must highlight/select row first!   At least 1 AR row must be selected.   
AR Disp Rsn 91037 AR Disp Rsn field is required!   Select a value from the dropdown list.   
CCN 6740 CCN balance not > 0!   Enter a CCN with a cash balance > 0. Cash 


balance is calculated as original check amt 
less the total of all cash dispositions.   


 9018 Cash control number not on file!   Verify CCN   
 91037 CCN field is required!   Enter a CCN   
 91118 CCN was not entered! Please enter a CCN 


before selecting AR rows.   
Enter a CCN   


Cash Disp Rsn  91037 Cash Disp Rsn field is required!   Select a value from the dropdown list.   
Outstanding Bal/Tot Disp Amt  9101 Disposition amount cannot exceed balance!   Select an AR row that has an outstanding 
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Field Error Code Message Correction 


balance > 0.   
Provider (Search)  91024 No Match Found!   Verify entry or enter a different Provider.   
 91037 Provider field is required!   Enter a value for Provider   
Svc Loc Cde  5176 Service Location invalid for this Provider!   Verify entry   
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Accounts Receivable Batch Ranges 
The Accounts Receivable Batch Range window is used to perform adds and updates to the batch number table specific to accounts receivable control 
numbers. 
 
Technical Name w_ar_setup_batch_ranges 
PBL Name finc02.pbl 
Extra Features 
  
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Batch Number This is a three digit number which defines the type of 
A/R transaction (i.e., A/R result of adjustment, A/R-
manual setup, etc.). 


3 Character Field 


Description This field is the description associated with the batch 
number. 


20 Alphanumeric Field 
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Field Edits 
Field Error Code Message Correction 


No field edits found for this window 


Finance Procedures Manual Section 4: Financial Windows 


Library Reference Number: OKFIN 4-41 
Revision Date: January 2006 
Version: 3.2 







Accounts Receivable Setup-Maintenance 
The Accounts Receivable Setup/Maintenance window is utilized to setup manual Accounts Receivables for Providers or Recipients into the MMIS 
system. This window will also allow the user the flexibility to change the total amount or percent to be recouped from a provider's check each cycle for 
either manually or systematically established Accounts Receivables. In addition, the effective date to start recoupments may also be changed to reflect a 
future date, if necessary OHCA personnel will use this screen to inquire on an Accounts Receivable to view its base information.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Accounts Receivable], Accounts Receivable Selection [Select or 
Doubleclick] 


Technical Name w_ar_setup_maint 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


AR Number This is a unique number which is assigned to each 
provider Accounts Receivable to track Accounts 
Receivable activity 


13 Character Field 


Balance This is the setup amount less any dispositions applied to 
date. 


10 Number Field 


Effective Date This indicates the date when the Accounts Receivable 
will start to offset from provider's payments. 


8 Date (CCYYMMDD) Field 


Fund Code This is the financial fund code description tied to the 
A/R 


20 Drop Down List Box Field 


Location Code This is the unique code which identifies the provider's 
service location The unique code which identifies the 
provider's service location. 


1 Character Field 


Manual Recoup This field has a value of 'N' for system recoupment and 
'Y' for manual recoupment. 


1 Drop Down List Box Field 


Name This is the name of the Provider or Recipient to which 
the Accounts Receivable belongs. 


50 Character Field 


New AR Number This is used to inquire on a new A/R number without 
having to clear the setup window. 


13 Number Field 


Other Messages n/a 0 N/A Field 
Provider This is the unique number which identifies the provider 


to whom the Accounts Receivable is being applied. 
9 Number Field 


Reason This indicates the specific reason that the Accounts 
Receivable is being setup (e.g. check advance, non-claim 
offset, etc.). 


20 Drop Down List Box Field 


Recipient This is the Recipient number the A/R is setup against. 12 Character Field 
Recoupment Amount This indicates the maximum dollar amount to be offset 


from the provider's claims processed each cycle until the 
Accounts Receivable is satisfied. 


10 Number Field 


Recoupment Percentage This indicates the percentage to be offset from the 
provider's claims processed each cycle until the 
Accounts Receivable is satisfied. 


5 Number Field 


Setup Amount This indicates the original setup dollar amount of the 10 Number Field 
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Field Description Length Data Type Field Type 


Accounts Receivable to be established. 
Setup Date This is the date that the Accounts Receivable was 


manually or systematically established setup. 
8 Date (CCYYMMDD) Field 


Status This is the status of the A/R. 10 Character Field 
Total Dispositions This displays the total dispositioned dollar amount 


(increased/decreased) which has been applied to the 
Accounts Receivable to date. 


10 Number Field 


Tracking Status This is the status used to show what is being done with 
the Accounts Receivable. 


50 Drop Down List Box Field 


 


Field Edits 
Field Error Code Message Correction 


A/R Number 9021 9021 Control Number Julian days invalid! Verify entry and re-enter a valid A/R Number 
 9037 9037 Batch Number not on Batch Table! Verify entry and re-enter a valid A/R Number 
 9056 9056 Control Number must be 13 digits! Verify entry and re-enter a valid A/R Number 
 91006 91006 Field is Required Enter an A/R Number 
 91019 91019 A/R Number Record already exists! Enter a new A/R Number 
 91029 91029 Control Number must be Numeric! Verify entry and re-enter a valid A/R Number 
Effective Date 9057 9057 Effective date must be equal or greater than 


today! 
Verify entry and re-enter a correct Date 


 91001 91001 Invalid Date (CCYYMMDD)! Verify entry and re-enter a correct Date 
Location Code 5176 5176 Service Log invalid for this Provider Verify entry and re-enter a valid Location Code 
 9139 Prov Serv Loc not valid with Recip number. Enter spaces in the Provider location field. 
New A/R Number 9021 9021 Control Number Julian days invalid! Verify entry and re-enter a valid A/R Number 
 9037 9037 Batch Number not on Batch Table! Verify entry and re-enter a valid A/R Number 
 9056 9056 Control Number must be 13 digits! Verify entry and re-enter a valid A/R Number 
 91006 91006 Control Number Field is Required Enter an A/R Number 
 91019 91019 A/R Number Record already exists! Enter a new A/R Number 
 91029 91029 Control Number must be Numeric! Verify entry and re-enter a valid A/R Number 
Other Messages 9051 9051 Enter either Recoupment Amount or Enter a valid recoupment amount or percentage 
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Field Error Code Message Correction 


Percentage! amount. If no set amount has been established, enter 
100% in the Recoup percentage field 


 91068 91068 No changes Keyed! Press OK. 
Provider 5093 5093 Provider ID must be 9 numeric digits. Verify entry and re-enter valid Provider ID. 
 9012 9012 Provider not on file! Verify entry and re-enter a valid Provider Number 
Reason 91006 91006 Reason Code Field is Required Select a Reason Code 
Recipient 4003 must be 12 numerics! Enter a valid recipient number. 
 91052 is invalid! Enter a valid recipient number. 
Recoup Amount 91029 91029 Recoup Amount must be Numeric! Verify entry and re-enter a valid Recoup Amount 
Recoup Percentage 9058 9058 Recoup Percentage cannot exceed 100%! Verify entry and re-enter a valid Recoup Percentage 
 91029 91029 Recoup Percentage must be Numeric! Verify entry and re-enter a valid Recoup Percentage 
Setup Amount 91006 91006 Enter a Setup Amount 
 91029 91029 Setup Amount must be Numeric Verify entry and re-enter a valid Setup Amount 
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Provider Accounts Receivable Setup-Maintenance-B 
The Provider Accounts Receivable Setup/Maintenance-B window is used to setup manual Accounts Receivables in the MMIS system. This window 
allows the flexibility to change the total amount or percent to be recouped from a provider each cycle. The effective date to start recoupments can be 
changed to reflect a future date if necessary. OHCA personnel use this screen to inquire about an Accounts Receivable to view the base information. 
 
Technical Name w_ar_setup_maint_expend 
PBL Name finc02.pbl 
Extra Features 
None 
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Field Descriptions 
Field Description Length Data Type Field Type 


Adjustment EOB This is the EOB code that belongs to the Adj ICN 9 Character Field 
AR Number This number is assigned to each provider Accounts 


Receivable to track Accounts Receivable activity. 
13 Character Field 


Balance This is the setup amount less any dispositions applied. 10 Number Field 
Clerk ID This is the identification of clerk that generated 


adjustment request. The clerk who originates the 
adjustment request is responsible for the complete 
processing of the claim. In other words, if the adjustment 
suspends this clerk is responsible for working it. 


8 Character Field 


Effective Date This is the date the Accounts Receivable starts to offset 
from provider's payments. 


8 Date (CCYYMMDD) Field 


Expenditure Check This is the number of the expenditure that uniquely 
identifies the expenditure.   


9 Number Field 


New AR Number This is used to inquire on a new A/R number without 
clearing the setup window. 


13 Character Field 


Original ICN This indicates the original ICN. 13 Character Field 
Program Code This is the medical assistance program associated with 


the A/R. 
0 Drop Down List Box Field 


Provider This is the number that identifies the provider to whom 
the Accounts Receivable is being applied. 


9 Character Field 


Provider LOC This is the service location of the provider. 1 Character Field 
Reason This is the specific reason the Accounts Receivable is 


setup (e.g. check advance, non-claim offset, etc.). 
0 Drop Down List Box Field 


Recipient This is the recipient number. 12 Character Field 
Recoup Amount This is the maximum dollar amount offset from the 


provider's claims processed each cycle. 
10 Number Field 


Recoup Percentage The is the percentage offset from the provider's claims 
processed each cycle. 


5 Number Field 


Setup Amount This is the original setup dollar amount of the Accounts 
Receivable. 


10 Number Field 


Setup Date This is the date the Accounts Receivable is established. 8 Date (CCYYMMDD) Field 
Status This is the status of the A/R. 10 Character Field 
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Field Description Length Data Type Field Type 


Total Dispositions This displays the total dispositioned dollar amount 
(increased/decreased) that has been applied to the 
Accounts Receivable to date. 


10 Number Field 


Tracking Status This is the status used to show what is being done with 
the Accounts Receivable. 


50 Drop Down List Box Field 


Field Edits 
Field Error Code Message Correction 


AR Number 9021 Control Number Julian days invalid Verify and type a valid A/R number 
 9037 Batch Number Not on Batch Table! Verify and type a valid A/R number 
 9056 Control Number must be 13 digits Verify and type a valid A/R number 
 91006 Field is required! Type an A/R number 
 91019 Record already exists! Type a new A/R number 
 91029 must be numeric! Verify and type valid A/R number 
Effective Date 9057 Effective date must be equal or greater than today Verify and type valid date 
 91001 Invalid Date (CCYYMMDD)! Verify and type valid date 
Location Code 5176 Service Location invalid for this Provider! Verify and type a service location code 
 91006 Field is required! Type a service location 
New AR Number 9021 Control Number Julian days invalid Verify and type a valid AR number 
 9037 Batch Number Not on Batch Table! Verify and type a valid AR number 
 9056 Control Number must be 13 digits Verify and type a valid AR number 
 91006 Field is required! Type an AR number 
 91019 Record already exists! Type a new AR number 
 91029 must be numeric! Verify and type a valid AR number 
Program Code 91006 Field is required! Select a program code 
Provider 5093 Provider ID must be 9 numeric digits! Verify and type a valid provider 
 9012 Provider not on file! Verify and type a valid provider 
 91037 field is required! Type a valid provider number 
Reason 91006 Field is required! Select a reason code 
Recoup Amount 91029 must be numeric! Verify and type a valid recoup amount 
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Field Error Code Message Correction 


Recoup Percentage 9058 Percent cannot exceed 100% Verify and type a recoup percentage 
 91029 must be numeric! Verify and type a recoup percentage 
Setup Amount 91006 Field is required! Type a setup amount 
 91029 must be numeric! Verify and type a valid setup amount 
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Accounts Receivable Reason Code Maintenance 
The Accounts Receivable Reason Code Maintenance window is used to apply adds and updates to the reason code table associated with the Accounts 
Receivable setup process. 
 
Technical Name w_ar_setup_reasons 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Description This field is used to describe the reason code field. 20 Number Field 
Reason Code This is a four-digit code number that is used to tell why a 


specific Accounts Receivable was setup. This code also 
drives the system to print a corresponding Explanation of 
Benefits (EOB) message on the providers Remittance 
Advice. (Please refer to the Tables Manual Section under 
A/R Setup Reason Codes for a list of valid values) 


4 Number Field 


Type This field describes the type of reason associated with 
the description. 


0 Drop Down List Box Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Provider Accounts Receivable Tracking Status Reasons 
The Provider Accounts Receivable Tracking Status Reasons window is used to apply adds and updates to the reason code table associated with the 
Accounts Receivable setup process. 
 
Technical Name w_ar_status_reasons 
PBL Name finc02.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Description This field describes the tracking code field. 50 Character Field 
Tracking Code This is the four-digit code number used to explain why a 


specific Accounts Receivable is tracked. 
4 Character Field 
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Field Edits 
Field Error Code Message Correction 


Description 91006 Field is required! Enter a description for the tracking code 
Tracking Code 91006 Field is required! Type a tracking code 
 91029 must be numeric! Verify and type a valid code 
 91058 must be 4 characters! Verify and type a valid four character code 
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Batch Number Maintenance 
The Batch Number Maintenance window is used to update and add new batch numbers to the cash receipt system. It allows the user to define a new 
batch number, its description, whether or not it can be deposited, if it is a system check, or if the check should be returned to sender. 
 
Technical Name w_cash_batch_maint 
PBL Name finc01.pbl 
Extra Features 
Click the New button, which will clear a line to enter new information. 
Click the Save button to save the current entry. 
Click the Exit button to exit this window. 
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Field Descriptions 
Field Description Length Data Type Field Type 


Batch No This is a unique number that is used to identify the type 
of check received (see tables manual for valid values). 


3 Character Field 


Deposited This indicates with Yes or Nn if the check should be 
deposited. 


3 Character Field 


Description This describes the batch number (see table and 
descriptions above). 


30 Alphanumeric Field 


MMIS System Check This indicates with Yes or No if the check was generated 
from the MMIS system. 


3 Character Field 


Return to Sender This indicates whether or not the batch contains checks 
which must be returned to the sender. 


3 Character Field 


User Assigned This indicates with Yes or No if the check is user 
assigned. 


3 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Daily Cash Receipt Log by CCN Report 
The Daily Cash Receipt Log by CCN Report generates an on-line listing of all checks received, the payer's name, the amount of the check, and the cash 
control number assigned to the check. This window is utilized to print a daily check log report (FIN-1907-D). 
 
Technical Name w_cash_check_log 
PBL Name finc01.pbl 
Extra Features 
The ability to print the online report to a local printer. 
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Field Descriptions 
Field Description Length Data Type Field Type 


CCN This is a unique number that is used to track checks 
received. 


11 Number Field 


Check Amount This is the dollar amount on the check. 11 Number Field 
Check Number This is the bank sequence number printed on the check. 9 Number Field 
Deposit Date This is the date the cash was deposited. 8 Date (CCYYMMDD) Field 
Remitter Name This indicates the name on the check. 50 Alphanumeric Field 
Unit/Reason This is the unit/reason that the cash was received for. 15 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Daily Cash Receipt by Unit Report 
The Daily Cash Receipt Log by Unit Report generates an on-line listing of all checks received, the payer's name, the amount of the check, and the cash 
control number assigned to the check. This window is utilized to print a daily check log report (FIN-1906-D). 
 
Technical Name w_cash_check_log_unit 
PBL Name finc01.pbl 
Extra Features 
The ability to print the online report to a local printer. 
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Field Descriptions 
Field Description Length Data Type Field Type 


CCN This is a unique number that is used to track checks 
received. 


11 Number Field 


Check Amount This is the dollar amount on the check. 11 Number Field 
Check Number This is the bank sequence number printed on the check. 9 Number Field 
Deposit Date This is the date the cash was deposited. 8 Date (CCYYMMDD) Field 
Remitter Name This indicates the name on the check. 50 Alphanumeric Field 
Unit/Reason This is the unit/reason that the cash was received for. 15 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Cash Receipt Comments 
The Cash Receipt Comments window is used to type comments relating to a specific Cash Receipt. All notes pertaining to verbal correspondence for a 
specific Cash Receipt are typed into this window. A notation is made for all written correspondence received regarding a specific cash receipt. 
 
Technical Name w_cash_comments 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Cash Control Number This is the CCN of the transaction the comments are for. 11 Character Field 
Comments These are the text comments for that CCN. 1000 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Daily Cash Control Balance Report 
The Daily Cash Control Balance Report displays an on-line report which is used to show the variance between checks received and checks deposited. It 
also displays a listing of those checks not deposited and an explanation of why they were not deposited and why they were returned to the sender. In 
addition, this window is accessed by the user to print the Cash Control Balance Report on a daily basis. This is the FIN-1908-D report. 
 
Technical Name w_cash_ctl_balance 
PBL Name finc01.pbl 
Extra Features 
The ability to print the online report to a local printer. 
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Field Descriptions 
Field Description Length Data Type Field Type 


ADJ/Cash Control Supervisor This indicates the supervisor who agreed with the 
amounts from the Cash Control Clerk. 


0 N/A Field 


CCN This is a unique number that is used to track checks 
received. CCN's not deposited will be listed in this field. 
The total number of CCN's listed must equal the 
variance between check receipts and the checks 
deposited. 


11 Number Field 


Cash Control Clerk This indicates the clerk who developed the report. 0 N/A Field 
Check Receipts This indicates the total number of cash receipts for the 


day. 
9 Number Field 


Date This indicates the date the report was signed by the Cash 
Control Clerk. 


8 Date (CCYYMMDD) Field 


Date (Supervisor) This indicates the date the supervisor signed the report. 8 Date (CCYYMMDD) Field 
Deposit This indicates the total number of checks deposited. 9 Number Field 
Explanation This indicates the reason the CCN was not deposited. 25 Number Field 
Variance This calculates the difference between the total number 


of checks received and the total number of checks 
deposited. 


9 Number Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Daily Cash Deposit Log 
The Daily Cash Deposit Log displays an on-line report that lists all deposits. This is the FIN-1909-D report. 
 
Technical Name w_cash_deposit_log 
PBL Name finc01.pbl 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Amount Deposited This indicates the amount being deposited for that batch 
number(s). 


11 Number Field 


Number of Checks This indicates the number of checks being deposited for 
that batch number(s). 


6 Number Field 


Total Amount Deposited This is the total amount for the cash deposit. 11 Number Field 
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Field Description Length Data Type Field Type 


Total Number of Checks This indicates the total number of checks being 
deposited for that batch number(s). 


6 Number Field 


Unit/Reason This indicates the batch that is being deposited. 3 Number Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Cash Receipt Disposition Entry 
The Cash Receipt Disposition Entry window is used to disposition a check or to update an existing disposition. This window also shows if a specific 
disposition has been posted to financial. If an accounts receivable is associated with a cash disposition, the accounts receivable number will be keyed 
and displayed. In addition, the adjustment ICN of an associated disposition will display on this screen for reference purposes. 
 
Technical Name w_cash_disp_maint 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


A/R Number This indicates the Accounts Receivable number to which 
the disposition amount is to be applied. The A/R number 
is the ICN of the adjustment claim which created the 
A/R or, if manually established, it is a unique user 
assigned 13 character number. 


13 Number Field 


Adjustment ICN This identifies the adjustment ICN associated with the 
individual disposition of the cash receipt (This will be 
posted after the batch cycle runs). 


13 Number Field 


Cash Control Number This is a unique number that is used to track checks 
received. 


11 Number Field 


Date Posted This is the date the cash disposition was posted. 8 Date (CCYYMMDD) Field 
Disposition Amount This identifies the amount being dispositioned from the 


check received. 
11 Number Field 


Disposition Sequence This number uniquely identifies each individual 
disposition associated with a check; it will increase by 
one for each new disposition associated with the check. 


5 Number Field 


Expenditure This is a unique number assigned to a provider to 
identify non-claim specific payouts. 


9 Number Field 


Fund Code This is the fund code to which this cash was 
posted/applied. 


50 Character Field 


Loc The unique code which identifies the provider's service 
location. 


1 Character Field 


Other Messages N/A 0 N/A Field 
Provider ID The unique number assigned to the provider. 9 Number Field 
Provider Name This is the provider’s name. 50 Alphanumeric Field 
Recipient ID This indicates the recipient ID associated with the cash 


transaction. 
12 Number Field 


Reason Code This code indicates how and why the amount is being 
dispositioned. Select the reason code from drop down 
list which displays available codes and their descriptions 
(See tables manual for reason codes and their 
descriptions). 


40 Drop Down List box Field 
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Field Description Length Data Type Field Type 


TXN Posted This identifies if the disposition amount has been posted 
to financial. 


1 Character Field 


Field Edits 
Field Error Code Message Correction 


Disposition Amount 9030 9030 Disposition Amount will cause Negative 
Balance! 


Verify entry and re-enter a new disposition amount 


 9032 9032 Disposition Amount must be numeric! Verify entry and re-enter amount 
 10002 10002 Disposition Amount is Required! Please Enter 


a Value! 
Enter a disposition amount 


Fund Code 91006 Fund Code Field is required! Please enter the fund code. 
Loc 5176 5176 Service Location invalid for this Provider Verify entry and re-enter a valid service location 
 91037 91037 Provider Service Location field is required! Enter a valid provider service location 
Other Messages 91124 91124 Prov ID and LOC are required for this reason 


code! 
Verify entry and enter a provider ID and location 
code 


Provider ID 91029 91029 Provider Number must be numeric! Verify entry and re-enter a numeric provider number 
 91052 91052 Provider Number is invalid! Verify entry and re-enter a valid provider number 
RID 60042 60042 Invalid Recipient Medicaid ID! Verify entry and re-enter a valid Recipient ID 
Reason Code 9020 9020 Reason code is required! Enter a valid reason code 
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Cash Disposition Reason Code Maintenance 
The Cash Disposition Reason Code Maintenance window is used to enter and maintain the cash disposition reason code table. These reason codes 
indicate what type of disposition action is to occur. 
 
Technical Name w_cash_disp_reason_maint 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Description This describes the cash disposition reason code. 50 Alphanumeric Field 
Provider Number Required This indicates with Y or N whether or not a provider 


number is required when applying the disposition. 
1 Character Field 


Reason Code This number indicates why and how the disposition 
amount is being applied. 


4 Number Field 


General Ledger Ind    Indicates if this reason code will be used on the General 
Ledger calculation. Valid values are 'Y' and 'N'.    


0 Drop-Down List Box Field 


Posted Online Ind    Indicates if this reason code is used for dispositions that 
are auto-generated and posted by the windows. Valid 
values are 'Y' and 'N'.    


0 Drop-Down List Box Field 


Reason Type Ind    Indicates if this reason code can be used to set up a 
disposition online or not. Valid values are: 'C' ash-These 
reason codes are used when creating a Cash Disposition 
on the Cash Disposition window. 'A' /R-These reason 
codes are used when applying Cash to an Account 
Receivable on the Accounts Receivable Disposition 
window. 'E' xpenditure-These reason codes are used 
when refunding a Cash Receipt on the Expenditure 
window. 'S' ystem-These reason codes are used on Cash 
Disposition records generated by the system and are not 
available for the user to select on the windows.    


0 Drop-Down List Box Field 


Claim Related Ind    Indicates if this reason code is used for dispositions that 
are auto-generated in the cycle for claims processing. 
Valid values are 'Y' and 'N'.    


0 Drop-Down List Box Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 


Section 4: Financial Windows Finance Procedures Manual 


4-72 Library Reference Number: OKFIN 
Revision Date: January 2006 


Version: 3.2 
 







Cash Disposition Reason Response Select 
This window is used to select a Cash Disposition reason while applying a Cash Receipt to either an Expenditure or an Accounts Receivable. Only type 
'E'xpenditure reason codes will display when this window is accessed from the Expenditure window. And only 'A'ccounts Receivable type records will 
display when this window is accessed from the Accounts Receivable Disposition window.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Accounts Receivable], Accounts Receivable Selection [Select or 
Doubleclick], Accounts Receivable Setup/Maintenance [Disposition], Accounts Receivable Disposition History [New], Accounts Receivable 
Disposition Maintenance (Reason Code Type = "Cash Receipts")[Save]  


This window can be accessed from: Main Menu [Financial], Financial Menu [Expenditure TXN's], Expenditure Search [New], Expenditure 
Maintenance (Reason Code Type = "Cash Receipt") [Save].  


 
Technical Name w_ar_disp_cash_rsn 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Cancel    This will cancel the Expenditure or Accounts Receivable 
being saved.    


0 Alphanumeric Field 


Save    This will save the cash disposition reason code.   0 Character Field 
Cash Disp Reason Code    This is the four digit cash disposition reason code.    4 Character Field 
Description    This is the description of the cash disposition reason 


code.    
50 Drop-Down List Box Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Cash Receipt Disposition 
The Cash Receipt Disposition window is used to view the amounts that have been allocated for a given cash receipt. This window also displays the 
original check amount, dispositions applied to date, and the balance remaining. 
 
Technical Name w_cash_rcpt_disp 
PBL Name finc01.pbl 
Extra Features  
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Field Descriptions 
Field Description Length Data Type Field Type 


Balance This identifies the original amount less all disposition 
amounts applied. 


11 Number Field 


Cash Control Number This is a unique number that is used to track checks 
received. 


11 Number Field 


Disposition Amount This identifies the amount being dispositioned from the 
check received. 


11 Number Field 


Original Amount The original amount of the check received. 10 Number Field 
Posted This identifies if the disposition has been posted to 


financial. 
1 Character Field 


Reason Code This code indicates how and why the amount is being 
dispositioned. (Please refer the Tables Manual Section 
under Cash Disposition Reason Codes for a list of valid 
values). 


4 Number Field 


 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Cash Receipt Search 
The Cash Receipt Search window is used to inquire on a specific check. The user has the capability of searching by a cash control number or searching 
by the provider's or payer's name 
. 
Technical Name w_cash_rcpt_search 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Cash Control No. This is a unique number that is used to track checks 
received. 


11 Number Field 


Cash Control No (Search) This is a unique number that is used to track checks 
received. 


11 Number Field 


Check Amount This is the dollar amount on the check. 10 Number Field 
Check Amount (Search) This is the dollar amount on the check. 10 Number Field 
Check Date This is the date on the check. 8 Date (CCYYMMDD) Field 
Check Date (Search) This is the date on the check. 8 Date (CCYYMMDD) Field 
Check No This is the bank sequence number printed on the check. 9 Number Field 
Check No (Search) This is the bank sequence number printed on the check. 9 Number Field 
Name This indicates the payee name on the check. 39 Alphanumeric Field 
Name (Search) This indicates the name on the check. 25 Alphanumeric Field 
Other Messages N/A 0 N/A Field 


Field Edits 
Field Error Code Message Correction 


Cash Control Number (Search) 91024 91024 No Match Found! Verify entry and re-enter cash control number 
 91029 91029 CCN must be numeric! Verify entry and re-enter a valid numeric cash 


control number 
 91037 91037 Search Field is required! If the cash control number is being used as a 


search criteria, enter a valid CCN (CCN can be 
used in conjunction with name when searching 
for a check or it may be used separately) 


Name (Search) 91024 91024 No Match Found!! Verify entry and re-enter cash control number 
 91037 91037 Search Field is required! If name is being used as a search criteria, enter 


a name (Name can be used in conjunction with 
CCN when searching for a check or it may be 
used separately) 


Other Messages 91005 91005 Window is Currently Open! Close the window that is trying to be opened 
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Daily Cash Receipt Totals 
The Daily Cash Receipt Totals window is used to enter the number of checks that the Cash Control Unit has received from different units. The numbers 
on this screen are posted on the Cash Control Balance Report. 
 
Technical Name w_cash_rcpt_total_maint 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Mailroom Receipts This represents the total number of checks which were 
received and logged by the Mailroom. 


9 Number Field 
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Field Description Length Data Type Field Type 


Miscellaneous This represents the total number of checks which were 
received and logged in areas other than those specified 
above. 


9 Number Field 


New Receipt Date This is used to inquire upon cash receipts for a specific 
date. 


8 Date (CCYYMMDD) Field 


Provider Relations This represents the total number of checks which were 
received and logged in the Provider Relations Unit. 


9 Number Field 


Receipt Date This is the date that the checks from the different areas 
were received in the EDS mailroom or each unit. 


8 Date (CCYYMMDD) Field 


SURS This represents the total number of checks which were 
received and logged in the SURS Unit. 


9 Number Field 


TPL This represents the total number of checks which were 
received and logged in the TPL unit. 


9 Number Field 


Today This indicates the current system date. 8 Date (CCYYMMDD) Field 
Total This represents the sum total of all checks which were 


received and logged by all areas. (This total must 
balance with the total number of checks entered into the 
cash receipts system). 


9 Number Field 


 


Field Edits 
Field Error Code Message Correction 


Mailroom Receipts 9006 9006 Check Count must be numeric! Verify entry and re-enter a valid numeric amount 
Miscellaneous 9006 9006 Check Count must be numeric! Verify entry and re-enter a valid numeric amount 
New Receipt Date 9007 9007 Receipt Date not on file! Verify entry and re-enter a valid receipt date 
Provider Relations 9006 9006 Check Count must be numeric! Verify entry and re-enter a valid numeric amount 
Receipt Date 9007 9007 Receipt Date not on file! Verify entry and re-enter receipt date 
SURS 9006 9006 Check Count must be numeric! Verify entry and re-enter a valid numeric amount 
TPL 9006 9006 Check Count must be numeric! Verify entry and re-enter a valid numeric amount 
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Cash Receipt Log 
The Cash Receipt Log window is used to enter checks received. Each check received is assigned a unique Cash Control Number and is given a 
batch/unit. The batch range/unit identifies what type of check was received. This window also allows the user to inquire on a Cash Control Number once 
it has been entered. 
 
Technical Name w_cash_receipt 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Cash Control Number This is a unique number that is used to track checks 
received. 


11 Number Field 


Check Amount This is the dollar amount on the check. Dollar amount is 11 Number Field 
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Field Description Length Data Type Field Type 


double keyed to verify entry. 
Check Date This is the date printed on the check. 8 Date (CCYYMMDD) Field 
Check Number This is the bank sequence number printed on the check. 9 Number Field 
Name This indicates the payor name that is on the check. 50 Alphanumeric Field 
New CCN This is used to inquire on a specific cash control number. 11 Number Field 
Other Messages n/a 0 N/A Field 
Reason/Unit This is the unit/reason that the cash was received. 10 Character Field 
Receipt Date This is the date that the cash was received. 8 Date (CCYYMMDD) Field 
Second Name This is the second name on the cash receipt. It is also 


known as the remitter's name. 
50 Alphanumeric Field 


 


Field Edits 
Field Error Code Message Correction 


Check Amount 9016 9016 Amount paid must be numeric! Verify entry and re-enter a valid amount 
 9039 9039 Check Amount Mismatch Verify entry and re-enter the check amount 
 10002 10002 Check Amount is Required! Please Enter a 


Value! 
Enter a check amount 


Check Date 91022 91022 Date cannot be greater than Today's Date! Verify entry and re-enter a correct date 
Name 9019 9019 Name is required! Enter name 
New CCN 9018 9018 Cash control number not on file! Verify entry and re-enter cash control number 
Other Messages 9043 9043 Current Batch Range requires RTS information! Verify that RTS letter needs to be generated. If not, 


change batch number to appropriate Cash Control 
Number. If letter is needed, click on RTS to go to RTS 
window. 


 9117 9117 CCN Delete NOT Allowed. CCN has been 
Dispositioned! 


Verify correct CCN was inquired. If not, enter the 
correct CCN and select Delete. 


 9118 9118 CCN Delete NOT Allowed. RTS has been done! Verify correct CCN was inquired. If not, enter the 
correct CCN and select Delete. 


Receipt Date 91022 Date cannot be greater than Today's Date!  
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Print RTS Letters 
The Print RTS Letters window is used to document the letters that were created during the RTS process. It lists the Cash Control Number, the payer's 
name, and the check amount. RTS letters which have been initiated are stored in the file and once a day are printed and mailed to the sender along with 
the check or other appropriate documentation. 
 
Technical Name w_cash_rts_list 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Cash Control Number This is a unique number that is used to track checks 
received. 


11 Number Field 


Check Amount This indicates the amount on the check. 10 Number Field 
Name This indicates the name to whom the check and/or letter 


will be returned. 
39 Alphanumeric Field 


 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Void System Payment 
The Void System Check window allows the user to void a check generated out of the MMIS system. This transaction will reverse all claims payments 
and accounts receivables associated with the check. This is done by re-establishing the accounts receivables and creating claim adjustments through the 
mass adjustment process for all claim payments.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Inquiry], Payment Search [Select or Doubleclick], Payment 
Inquiry [Void] 


Technical Name w_cash_void_txn 
PBL Name finc01.pbl 
Extra Features 
Click on the OK button to void the check displayed. The message, "New Cash Receipt Number is ######" appears and the check status changes to 'V'. 
The new Cash Receipt Number will post to the Cash Receipt Search window with the 939 batch number.. 
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Field Descriptions 
Field Description Length Data Type Field Type 


Carrier ID This is the number and service location code assigned to 
the provider. 


9 Alphanumeric Field 


Issue Date This is the date the check was issued. 8 Date (CCYYMMDD) Field 
Payment Amount This is the amount of the check issued. 11 Number Field 
Payment Number This is a number that is assigned and printed on the 


system check. 
9 Number Field 


Payment Status This field displays if the check has been issue, reissued, 
or previously voided. 


1 Character Field 


Txn's Completed This is the number of transactions associated with the 
system generated check that have been voided. 


5 Number Field 


Txn's to Reverse This is the number of transactions associated with the 
system generated check that are to be voided. 


5 Number Field 


Void Reason    This is the reason of the void    25 Drop down list box Field    


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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RA Banner Select 
The RA Banner Select window allows the user to select a specific banner by number and effective date.  
 
This window can be accessed from the Main Menu - Financial - RA Banner. 
 
Technical Name w_check_banner_list 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Effective From This is the date the banner is effective. 8 Date (CCYYMMDD) Field 
Effective Thru This is the end date of banner. 8 Date (CCYYMMDD) Field 
Number This is the check banner number. 9 Number Field 
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Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
 


Section 4: Financial Windows Finance Procedures Manual 


4-88 Library Reference Number: OKFIN 
Revision Date: January 2006 


Version: 3.2 
 







RA Banner Maintenance 
The RA Banner Maintenance window allows the user to create, modify or delete a banner text message that will be sent to providers with Remittance 
Advices. The user can put conditions on the banner message to determine who will receive the message or send a banner message to all providers by 
selecting YES in the IND_RA_ALL field. 
 
This window can be accessed from the Main Menu - Financial - RA Banner. 
 
Technical Name w_check_banner_maint 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


All RA Ind This is the indicator that will determine if the banner 
message is to be sent to all providers or just select 
providers based on the entered conditions. If the user 
selects YES then the conditional buttons will not be 
available. If the user selects NO, then the user will have 
to enter at least on condition for the banner. 


1 Character Field 


Banner Number This is the unique number to identify banner. 10 Number Field 
Banner Text This is the text of the banner message 4000 Character Field 
Effective From This is the beginning date that the banner will be sent to 


providers. 
8 Date (CCYYMMDD) Field 


Next Banner Number This is the next banner number to maintain. 10 Number Field 
Effective Thru This is the ending date that the banner will be sent to 


providers. 
8 Date (CCYYMMDD) Field 


Field Edits 
Field Error Code Message Correction 


All RA ind 9104 At least one banner condition required! If the All RA ind field is set to NO then the user must 
enter a condition on the Banner. 


Effective from 91006 Field is required! Enter a valid date 
Thru 91020 End Date must be >= Effective Date Enter a valid thru date 
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Payment to Claim Xref 
The Check to Claim Xref window allows the user to view the associated claim Internal Control Numbers (ICN) and claim types for a system check. 
Control numbers could be check, Accounts Receivables, Liens, cash, Managed Care, or expenditures. The amounts added up should balance to the paid 
amount of the check. A claim can be double clicked to pull up the claims information window.  


There is also a data window below the claims detail data window that summarizes Paid Amount and Reimbursement by Financial Category of Service. 
The amounts added up should balance to the paid amount of the check.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Inquiry], Payment Search [Select or Double click], Payment 
Inquiry [Related Claims] 


Technical Name w_check_claim_xref 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Amount This is the amount paid for the claim. 11 Number Field 
Control Number This number is the claims ICN, expenditure number, 


accounts receivable number, lien number, or managed 
care payment number related to the check. 


13 Number Field 


Detail This is the Detail number of the claim. 4 Character Field 
FCOS /  Description This is value and Description of the Financial Category 


of Service, related to the check, that is being summarized 
on the line. 


30 Character Field 


Paid Amount This is the total paid amount for the related FCOS. 11 Character Field 
Reimb-Amount This is the total paid amount + total state share amount 


for the related FCOS. 
11 Character Field 


Type This describes the type of claim. 15 Alphanumeric Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Payment Inquiry 
The Payment Inquiry window displays information related to a system check, such as payment type, issue date, payee type, status of the check, 
check/EFT number, amount of the check, provider number, reissue check number, lien document number, and carrier number. This window is used to 
initiate a void transaction for stale dated checks and initiate stop payments. In addition, claims information relating to a specific check may be accessed 
from this window.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Inquiry], Payment Search [Select or Double click] 


Technical Name w_check_inquiry 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions
Field Description Length Data Type Field Type 


Carrier Number This is the number assigned to a carrier. 9 Number Field 
FICA Amount This is the FICA amount. 11 Number Field 
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Field Description Length Data Type Field Type 


Issue Date This is the date the check was issued. 8 Date (CCYYMMDD) Field 
Lien DOC Number This is the number assigned to a lien. 9 Number Field 
Next Payment Number This field is used to inquire on a new check. 9 Number Field 
Payee Name This field will contain the name of the payee tied to the 


check. 
50 Character Field 


Payee Type This identifies the type of payee receiving payment. 9 Number Field 
Payment Amount This is the amount of the check issued. 11 Number Field 
Payment Number This is a number that is assigned and printed on the 


system check/EFT. 
9 Number Field 


Payment Status This field shows if the check has been issued, reissued, 
or previously voided. Valid values: V Void, R Reissue, 
C Cleared, I Issued, S – Stopped, X-Cancelled 


1 Character Field 


Payment Type This describes the type of payment (i.e., check, manual, 
etc.). 


9 Number Field 


Provider Number/LOC This is the number and service location assigned to the 
provider. 


10 Alphanumeric Field 


Reimb Amount This is the reimbursement amount. 11 Number Field 
 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Manual Payment Cancel by Statute 
This window allows the customer to manually update a payment status to 'X' - Cancelled by Statute. Only a payment with an 'I'ssued status can be 
cancelled. 


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Inquiry], Payment Search [Select or Doubleclick], Payment 
Inquiry [CBS]  


 
Technical Name w_check_cancel 
PBL Name finc01.pbl 
Extra Features 
 


 


 


Field Descriptions
Field Description Length Data Type Field Type 


Cancel    This button will cancel the payment, and close the 
window.   


N/A N/A Button 


Exit    This button will exit the window N/A N/A Button 
Payment Amount    This is the amount of the payment issued.    11 Number Field 
Payment Number    This is a number that is assigned and printed on the 


system check/EFT.    
9 Number Field 


Payment Status    This field show the status of the payment.    1 Character Field 
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Field Description Length Data Type Field Type 


Cancel Date This field shows the date the payment was cancelled by 
statute.   


8 Date (CCYYMMDD) Field 


 


Field Edits 
Field Error Code Message Correction 


Cancel Date 91001 Invalid Date (CCYYMMDD)!   Enter a valid date in the following format: 
CCYYMMDD.   


 91002 Date must be numeric!   Enter a numeric date.   
 91003 Date is required!   Enter a date.   
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Manual Payment Clear 
This window allows the customer to manually update a payment status to 'C'leared. Only a payment with an 'I'ssued status can be cleared.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Inquiry], Payment Search [Select or Doubleclick], Payment 
Inquiry [Clear]  


 
Technical Name w_check_cancel 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Clear    This button will manually clear the payment, and close 
the window.   


N/A N/A Button 


Exit    This button will exit the window N/A N/A Button 
Payment Amount    This is the amount of the payment issued.    11 Number Field 
Payment Number    This is a number that is assigned and printed on the 


system check/EFT.    
9 Number Field 


Payment Status    This field show the status of the payment.    1 Character Field 
Clear Date This field shows the date the payment was cleared. 8 Date (CCYYMMDD) Field 
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Field Edits 
Field Error Code Message Correction 


Clear Date 91001 Invalid Date (CCYYMMDD)!   Enter a valid date in the following format: 
CCYYMMDD.   


 91002 Date must be numeric!   Enter a numeric date.   
 91003 Date is required!   Enter a date.   
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Payment Search 
The Payment Search window displays information related to a system payment, such as payment number, issue date, provider number, status of the 
payment, and the amount of the payment.  
 
This window needs either a payment number or a provider/service location for the primary search criteria. The From Date and To Date can be used to 
further narrow the search to a specific set of dates. The same is true for the payment amount and payment type. All of these fields can be reset to the 
defaults using the Option menu and then the Reset Limits menu option. 
 
The payment data in the window can be sorted by any combination of the following fields: 


• Payment Number  


• Date Issued  


• Payment Amount  


• Payment Type  


• Payee Type  


• Payment Status  
 
Technical Name w_check_search 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions
Field Description Length Data Type Field Type 


Date Issued This is the date that the payment was issued. 8 Date (CCYYMMDD) Field 
From Date This is the from date used to search for a specific date 


range of payments. 
8 Date (CCYYMMDD) Field 


Payee Type This represents the payee who is receiving the check. 1 Character Field 
Payment Amount This is the amount of the payment issued. 11 Number Field 
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Field Description Length Data Type Field Type 


Payment Number This is a number that is assigned and printed on the 
system payment. 


9 Number Field 


Payment Status This is the current status of the payment. 25 Character Field 
Payment Type The is the media type that the payment was made on. 15 Character Field 
Provider Number/Loc This is the number and service location assigned to the 


provider. 
10 Alphanumeric Field 


To Date This is the to date used to search for a specific date range 
of payments. 


8 Date (CCYYMMDD) Field 


 


Field Edits 
Field Error Code Message Correction 


From Date 91006 Field is required! Enter a valid date. 
Payment Amount 91029 must be numeric! The field must be numeric. Please correct. 
Payment Number 9066 Must enter either Check no. or Provider ID. Please enter either the Payment Number or the 


Provider number. 
 91029 must be numeric! Please correct to a valid payment number. 
 91038 must be 9 characters! The payment number is 9 digits in length. 
Provider Number/Loc 5052 Provider ID not found! Please correct the provider number. 
 9066 Must enter either Check no. or Provider ID. Please enter either the Payment Number or the 


Provider number. 
 10002 is Required! Please Enter a Value! Please enter the provider service location. 
 91029 must be numeric! Please correct the provider number to be numeric. 
 91038 must be 9 characters! Please enter the 9 digit Provider number. 
 91103 Service Location must be alphabetic! Please correct the service location to be an alpha 


character. 
To Date 91006 Field is required! Enter a valid date Enter a valid date 
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RA Banner Claim Type Selection 
The RA Banner Claim Type Selection window allows the user to assign claim types to a banner. Only the providers who are receiving an RA with the 
selected claim types will receive the banner message.  
 
This window can be accessed from the Main Menu - Financial - RA Banner - Claim type. 
 
Technical Name w_chk_ban_clm_type_select 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Claim Type This identifies the code for the claim type. 1 Character Field 
Description This is the description of the claim type. 50 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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RA Banner Provider Program Selection 
The RA Banner Provider Program Selection window is used to assign provider programs to a banner. Only the providers who belong to the selected 
programs will receive the banner message.  
 
This window can be accessed from the Main Menu - Financial - RA Banner - Provider PGM. 
 
Technical Name w_chk_ban_prov_pgm_select 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Description This is a description of the program. 50 Character Field 
Program This is the program that a provider is enrolled in. 20 Character Field 


 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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RA Banner Provider ID Selection 
The RA Banner Provider ID Selection window is assign certain providers to a banner. Only these providers will receive the banner message.  
 
This window can be accessed from the Main Menu - Financial - RA Banner - Provider ID. 
 
Technical Name w_chk_ban_prov_select 
PBL Name finc01.pbl 
Extra Features 
A valid provider id and service location must be entered. These values will be crossed referenced immediately upon entry. Once the record has been 
added it cannot be modified but it can be deleted and reentered as a new record. 
 


 


Finance Procedures Manual Section 4: Financial Windows 


Library Reference Number: OKFIN 4-107 
Revision Date: January 2006 
Version: 3.2 







 


Field Descriptions 
Field Description Length Data Type Field Type 


Provider ID This is the provider ID of the provider that will get the 
banner page. 


9 Character Field 


Name This is the name of the provider that will get the banner 
page. 


50 Character Field 


Service Location This is the service location of the provider. If the service 
location is left "blank" a banner page will be printed for 
all the service locations of the provider. 


1 Character Field 


Field Edits 
Field Error Code Message Correction 


Provider ID 8004 No changes keyed! Enter a provider before trying to save. 
 9151 Record already exists for banner message Enter a unique provider record and service location 
 9152 Please enter a valid provider id Enter a valid provider ID 
 9153 Not a valid location for the provider. Enter a valid provider service location for the provider 
 9154 Name not found for provider Warning message only. Determine why provider does 


not have a valid name on file. 
Service Location 8004 No changes keyed! Enter a provider before trying to save. 
 9151 Record already exists for banner message Enter a unique provider record and service location 
 9152 Please enter a valid provider id Enter a valid provider ID 
 9153 Not a valid location for the provider. Enter a valid provider service location for the provider 
 9154 Name not found for provider Warning message only. Determine why provider does 


not have a valid name on file. 


 


Section 4: Financial Windows Finance Procedures Manual 


4-108 Library Reference Number: OKFIN 
Revision Date: January 2006 


Version: 3.2 
 







RA Banner Provider Specialty Selection 
The RA Banner Provider Specialty Selection window is used to assign provider specialties to a banner. Only the providers who belong to the selected 
specialties will receive the banner message.  
 
This window can be accessed from the Main Menu - Financial - RA Banner - Provider Specialty. 
 
Technical Name w_chk_ban_prov_spec_select 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the description of the provider specialty code. 50 Character Field 
Specialty This is the provider specialty of the provider that will get 


the RA banner page. 
3 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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RA Banner Provider Type Selection 
The RA Banner Provider Type Selection window allows the user to assign provider types to a banner. Only the providers who belong to the selected 
provider types will receive the banner message.  
 
This window can be accessed from the Main Menu - Financial - RA Banner - Provider Type. 
 
Technical Name w_chk_ban_prov_type_select 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the description of provider types selected. 50 Character Field 
Type This is the code for the provider type selected. 2 Character Field 


 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 


Section 4: Financial Windows Finance Procedures Manual 


4-112 Library Reference Number: OKFIN 
Revision Date: January 2006 


Version: 3.2 
 







Expenditure Comments 
The Expenditure Comments window is for inputting comments pertaining to Expenditure payment information. 
 
Technical Name w_expend_comments 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Comments This is the comments entered by users pertaining to the 
expenditure ID. 


250 Character Field 


Expenditure ID This is the unique number used to identify payouts to 
providers and nonproviders. 


9 Number Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Expenditure Maintenance 
The Expenditure Maintenance window allows the expenditure payment information to be entered. This window accommodates payouts to providers and 
non-provider entities such as attorneys, insurance carriers, etc. Payout transactions that are entered must be 'activated' by an authorized supervisor or 
manager before the payout occurs. 
 
If a Cash Receipt is entered the system will first verify that the cash receipt balance is greater than or equal to the expenditure amount. When the 
Expenditure record is saved, the Cash Receipt Disposition will be added and saved automatically. 
 
This window has 3 presentation modes. 


1. Provider  


2. TPL Carrier  


3. Other (Recipients, etc.)  


There are three main categories of expenditures:  


 Normal Payment - These are the normal reason codes and will result is a payment being sent out.  


 Advances - These are payment advances to provider only. This allows the system to advance a provider a payment. When this is done an 
accounts receivable is also setup to make sure that we recover the advance at a later date.  


 Cash Refunds - These are payments that are simply returning cash to a provider or other entity. The CCN and batch number of the expenditure 
will be required. When the expenditure is activated the cash disposition will be posted.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Expenditure TXNs], Expenditure Search [New or Select]. 


Technical Name w_expend_maint 
PBL Name finc02.pbl 
Extra Features 
The are several features with this window:  


 The FICA and State Share Amounts are automatically calculated if this is a provider expenditure and the provider is noted as a provider that 
requires either FICA or State Share (Deductible State Share). Note - FICA and State Share are not calculated on cash refunds since this is 
simply returning cash back to the provider.  


 The window has several drop down lists that are refreshed like the Financial Category of Service, State COS, Provider Specialty, and Aid 
Category. When something is changed on the window like the fund code then other fields that it effects (for fund code this could be State COS 
and Financial COS) will be reset.  
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 The recipient ID is only required if a recipient is being paid or it the reason code is a HIPP payment.  


 The CCN and batch number are only allowed on expenditures with a reason code type of "refund" of cash.  


 Cash refunds should always be done with fund code "Administration - T19" since this is just returning cash that already belongs to the 
provider.  


 Payments with FICA amounts will be forced into the daily payment cycle and not the weekly. The daily cycle does not calculate the FICA 
amount on the payments but the weekly does. Therefore, with expenditures that already have FICA on them, they must process in the daily 
cycle.  


 If the Fund Code is in the MAR Exclude List, the MAR COS is set to MAR exclude and the following field are NOT required during the save 
of the window.  


o Provider Type  


o Provider Specialty  


o Recipient ID  


o Recipient Benefit Plan  


o Recipient Aid Category  


o Recipient Age  


 If the Fund Code is NOT in the MAR Exclude List, the MAR COS is required and the following field are required during the save of the 
window.  


o Provider Type  


o Provider Specialty  


o Recipient ID or all of the following fields:  


 Recipient Benefit Plan  


 Recipient Aid Category  


Section 4: Financial Windows Finance Procedures Manual 


4-116 Library Reference Number: OKFIN 
Revision Date: January 2006 


Version: 3.2 
 







 Recipient Age  
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Field Descriptions 
Field Description Length Data Type Field Type 


Account ID This is the ID number that is assigned to Non-Providers 
and non-TPL Carriers to create an name, address, and 
other payment information. 


9 Number Field 


Address1 This is the primary address of payee. 32 Character Field 


Address2 This is the secondary address of payee. 32 Character Field 
Aid Cat This is the MAR recipient AID category. 1 Drop Down List Box Field 
Approving Clerk This is the ID of the clerk that activates and approves the 


expenditure. 
8 Character Field 


Batch Sequence No This is the sequence number associated with the cash 
control number for this expenditure. This field us used 
for a payout associated with a cash receipt, such as an 
over refund from a provider. 


5 Number Field 


Benefit Plan This is the MAR recipient benefit plan/program. 1 Drop Down List Box Field 
CCN This is the Cash control number (CCN) associated with 


expenditure payout. 
11 Number Field 


Carrier Name This is the name of insurance carrier to whom the 
expenditure will paid. 


32 Character Field 


Carrier Number This is the number that identifies the insurance carrier to 
whom the expenditure will be paid. 


7 Character Field 


City This is the city of payee. 15 Character Field 
Contact Name This is the name of the person to contact at insurance 


carrier. 
32 Character Field 


Cycle This indicates whether a payment will be made in the 
daily cycle or the weekly payment cycle. 


1 Drop Down List Box Field 


Date Activated This indicates the date that the Expenditure payout was 
supervisor/manager approved and activated. 


8 Date (CCYYMMDD) Field 


Date Added This is the date that the Expenditure payout was added. 8 Date (CCYYMMDD) Field 
Delete Option This button allows the deletion of expenditures. 0 N/A Button 
Expenditure ID This is the number used to identify payouts to non-


providers. 
9 Number Field 
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Field Description Length Data Type Field Type 


FICA Amt This is the amount of FICA on the expenditure. 11 Number Field 
Financial COS This is the Financial Category of Service of the 


expenditure. 
1 Drop Down List Box Field 


From DOS This is the MAR From Date of Service. 8 Date (CCYYMMDD) Field 
Fund Code This is the fund code of the expenditure. 1 Drop Down List Box Field 
Issue Date This is the date the payment was issued from the system. 8 Date (CCYYMMDD) Field 
Issue Date (Payment) This is the issue date of the payment (bottom of the 


window). 
8 Date (CCYYMMDD) Field 


Paid Amt This is the dollar amount of the expenditure to be paid. 11 Number Field 
Payment Number This is the payment number for the expenditure. 9 Character Field 
Phone Number This is the telephone number of payee. 10 Character Field 
Phone Number Extension This is the phone number extension field. 4 Character Field 
Provider ID This is the provider's number. 9 Character Field 
Provider Name This is the name that the provider uses for payments. 50 Character Field 
Provider Specialty This is the provider specialty that will be used by MAR 


to categorize this payment. 
1 Drop Down List Box Field 


Provider Type This is the provider type that will be used by MAR to 
categorize this payment. 


1 Drop Down List Box Field 


Reason This is the specific reason expenditure is setup (e.g. 
check advance, non-claim recoupment, etc). 


4 Drop Down List Box Field 


Recipient Age This is the MAR recipient age field. 3 Number Field 
Recipient ID This is the Medicaid identification number of the 


recipient. 
12 Character Field 


Reimbursement Amt This is the Reimbursement amount. It will be reduced by 
State Share and FICA to get the paid amount. 


11 Number Field 


Rendering Prov This is the MAR Rendering Provider ID. 9 Character Field 
Request Doc. This is the number used to reference a correspondence 


document to the expenditure transaction. 
6 Alphanumeric Field 


Service Location Code This is the provider's service location. 1 Character Field 
Setup Clerk This is the ID of the clerk that established the 


expenditure. 
8 Character Field 
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Field Description Length Data Type Field Type 


State This is the state of payee. 2 Character Field 
State COS This is the MAR State Category of Service. 1 Drop Down List Box Field 
State Share Amt This is the State share on expenditure 11 Number Field 
Status This is the status of the Expenditure transaction. 1 Drop Down List Box Field 
To DOS This is the MAR To Date of Service 8 Date (CCYYMMDD) Field 
Zip Code This is the zip code of payee. 5 Character Field 
Zip Code Suffix This is the zip code suffix. 4 Character Field 


Field Edits 
Field Error Code Message Correction 


Aid Cat 91006 Field is required! Please enter the required field. 
Batch Sequence No 9048 CCN and Batch Seq Num do not 


match a Cash Receipt 
Type the valid Batch Seq 
Number 


 9120 Cash Disp Reason code NOT 
Expenditure Related! 


Please change the sequence 
number to one that is 
expenditure related or correct 
the reason code on the cash 
disposition. 


 10002 is Required! Please Enter a 
Value! 


Type the Batch Seq Number 


 91029 must be numeric! Verify and type a valid batch 
number. 


 91145 is not allowed. Please remove 
data. 


The expenditure reason code is 
not a refund. Either correct the 
reason code or remove the CCN 
from the field. 


Benefit Plan 91006 Field is required! Please enter the required field. 
CCN 7136 CCN not found! Please correct the CCN value. 
 9049 Invalid reason code for a CCN! If correct CCN is typed, return 


to cash receipt system for that 
CCN and type a new reason 
code that is associated with the 
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Field Error Code Message Correction 


payout 
9169 Paid amount cannot be greater than Cash balance! Enter a new amount or CCN. 9169 
 10002 is Required! Please Enter a 


Value! 
Please enter the required field. 


 91006 Field is required! Key in a CCN value. 
 91145 is not allowed. Please remove 


data. 
The expenditure reason code is 
not a refund. Either correct the 
reason code or remove the CCN 
from the field. 


Cycle 91006 Field is required! Please enter the required field. 
Delete Option 7002 Do you really want to delete this 


record? 
Delete is allowed. Do you want 
to continue with the delete. 


 91046 New key is required! 
Expenditure has already been 
activated. 


No delete is allowed!!! 


 91047 New key is required! 
Expenditure has Account 
Receivable record related to it. 


No delete is allowed!!! 


 91048 New key is required! 
Expenditure is linked to Cash. 


No delete is allowed!!! 


 91049 New key is required! HIPP 
relationship already exists. 


No delete is allowed!!! 


Expenditure ID 9112 Non-Prov Expend MUST have a 
Tax ID! Please Enter! 


Please enter a tax ID doing the 
save process. 


Financial COS 91006 Field is required! Please enter the required field. 
From DOS 91006 Field is required! Please enter the required field. 
Fund Code 91006 Field is required! Please enter the required field. 
Paid Amt 9099 Cash disp. amt does not equal 


expenditure amt! 
For Cash Refunds, the amount 
of the refund must match the 
cash disposition amount. 


 91006 Field is required! Type an amount paid 
 91029 must be numeric! Verify and type a valid amount 
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Field Error Code Message Correction 


paid 
Payment Number 9111 Manual chk must not exist for 


the selected exp rsn 
There is payment number 
already on the expenditure. 
Contact an SE to look into this. 


Provider Specialty 91006 Field is required! Please enter the required field. 
Provider Type 91006 Field is required! Please enter the required field. 
Reason 9050 Reason requires that the payee 


be a provider! 
Only Provider Expenditures can 
be Advances. Please change the 
reason code. 


 9120 Cash Disp Reason code NOT 
Expenditure Related! 


 


 9150 TPL Carriers can only receive 
Cash Refunds! 


TPL Carrier Expenditures can 
only be cash refunds. Please 
change the reason code. 


 91006 Field is required! Please enter the required field. 
Recipient Age 91006 Field is required! Please enter the required field. 
 91029 must be numeric! Verify and type a valid age. 
Recipient ID 4001 Medicaid ID not found! Please correct the Medicaid 


Recipient ID. 
 91006 Field is required! The expenditure is to a recipient. 


Please enter the Recipient ID. 
 91011 Record not found - please try 


again! 
Please correct the Recipient ID. 


 91080 Medicaid ID is required! for 
HIPP reason codes. 


Please enter the recipient's 
Medicaid ID. 


Reimbursement Amt 8087 Duplicate Provider Type found! 
Not allowed. 


Please correct the amount. 


 10082 Payment Amount must be > 0 !! Please correct the amount. 
 91006 Field is required! Please enter the required field. 
 91029 must be numeric! Verify and type a valid amount 


paid 
Rendering Prov 9012 Provider not on file! Please correct the provider ID. 
Request Doc. 91006 Field is required! Type a correspondence code 
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Field Error Code Message Correction 


 91031 must be alphanumeric! Verify and type a valid 
correspondence code 


State COS 91006 Field is required! Please enter the required field. 
To DOS 91006 Field is required! Please enter the required field. 
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Payee 
The Payee (Carrier) window allows the address associated with an insurance carrier payee to be entered. This window is viewed when 'Carrier' is 
selected at the Payee Selection window. This information is maintained on file for each expenditure payout issued. 
 
Technical Name w_expend_payee 
PBL Name finc02.pbl 
Extra Features 
This window has 3 presentation modes. This is the carrier window. 
 
1.TPL Carrier 
2.Provider 
3.Other 
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Field Descriptions 
Field Description Length Data Type Field Type 


Account ID This is the number that identifies the insurance Account 
ID to whom the payment is made. 


7 Character Field 


Address Line 1 This is the primary address for payee. 32 Character Field 
Address Line 2 This is the secondary address for payee. 32 Character Field 
Carrier Name This is the carrier name of the insurance carrier to whom 


the Payment is made. 
32 Character Field 


Carrier Number This is the number that identifies the TPL insurance 
carrier to whom the payment is made. 


7 Character Field 


City This is the city of payee. 15 Character Field 
Contact Name This indicates the name of the person to contact. 32 Character Field 
Extension This is the telephone extension field of the contact name 4 Character Field 
Name This is the name of insurance account to which the 


payment is made. 
32 Character Field 


Phone Number This is the telephone number of payee. 10 Character Field 
Provider ID This is the number that identifies the insurance Provider 


ID to whom the payment is made. 
9 Character Field 


Provider Name This is the name of insurance provider to which the 
payment is made. 


32 Character Field 


Service Location Code This is the provider's service location 1 Character Field 
State This is the state of payee. 2 Character Field 
Zip Code This is the zip code of the payee. Zip code of the payee 9 Character Field 
Zip Code Suffix This is the zip code suffix. 4 Character Field 


 


Field Edits 
Field Error Code Message Correction 


Account ID 91011 Record not found - please try again! Verify and type a valid Account Number 
Address Line1 91006 Field is required! Type an address 
Carrier Name 91006 Field is required! Type a valid name 
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Field Error Code Message Correction 


 91034 must contain only A-Z, 0-9! Verify and type correct name 
Carrier Number 91011 Record not found - please try again! Verify and type a correct number 
City 91006 Field is required! Type a valid city 
 91034 must contain only A-Z, 0-9! Verify and type a valid city 
Contact Name 91034 must contain only A-Z, 0-9! Verify and type name 
Extension 91029 must be numeric! Verify and type valid extension 
Name 91006 Field is required! Verify and type valid name 
 91034 must contain only A-Z, 0-9! Verify and type valid name 
Phone Number 91029 must be numeric! Verify and type valid phone number 
 91061 Phone Number must be 10 digits! Verify and type valid phone number 
Provider ID 91011 Record not found - please try again! Verify and type a valid Provider Number 
Provider Name 91006 Field is required! Type a valid name 
 91034 must contain only A-Z, 0-9! Verify and type a valid name 
State 91036 Invalid State code! Verify and type a valid state code 
Zip Code 91029 must be numeric! Verify and type valid zip code 
 91059 must be 5 characters! Verify and type valid zip code 
Zip Code Suffix 91029 must be numeric! Verify and type valid zip 
 91058 must be 4 characters! Verify and type valid zip 
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Payee Selection 
The Payee Selection window will display when a new expenditure transaction is added. From the list, the user can select the type of payee the 
transaction will pay. 
 
Technical Name w_expend_payee_select 
PBL Name finc02.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the description of the payee. 15 Character Field 
Payee Code This is the code that identifies payee. 1 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Expenditure Reason Maintenance 
The Expenditure Reason Maintenance window is used for entering and updating reason code(s). The window also explains the type of expenditure that 
will occur. 
 
Technical Name w_expend_reason_maint 
PBL Name finc02.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Code This indicates the numeric value of the reason code 
table. 


4 Drop Down List Box Field 


Description This field is used to describe the specific reason code 
being added or updated. 


0 Drop Down List Box Field 


HIPAA Code This is the HIPAA code 2 Character Field 
Manual Check Reqd This is the Manual Check required field. 3 Drop Down List Box Field 
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Field Description Length Data Type Field Type 


TXN Indicator This is the transaction associated with expenditure 
reason code. 


32 Drop Down List Box Field 


Field Edits 
Field Error Code Message Correction 


Code 91029 must be numeric! Type valid code 
Description 91006 Field is required! Type a description 
TXN Indicator 91006 Field is required! Type a transaction 
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Expenditure Search 
This window is used to search for expenditures in the system. They can be searched for by provider number, expenditure number, recipient ID, TPL 
carrier ID, or name (only for non-provider expenditures). The New button will open the Expenditure Maintenance window to enter a new expenditure. 
The select button will open the Expenditure Maintenance window to review an existing expenditure. 
 
Technical Name w_expend_search 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Account Name This is the name of non-providers that is being searched 
for. 


40 Character Field 


Activation Date This is the date that the expenditure was activated for 
payment. 


8 Date (CCYYMMDD) Field 


Amount This is the amount the expenditure is being paid for. 11 Number Field 
Carrier Number This is the ID of the TPL Carrier that is being searched 


for. 
7 Character Field 


Expenditure ID This is the number of the expenditure that uniquely 
identifies the expenditure. 


9 Number Field 


Loc This is the code that identifies the provider service 
location. 


1 Character Field 


Provider ID This is the number that identifies provider. 9 Character Field 
Provider Name This is the name of the provider. 50 Character Field 
Recipient ID This indicates the recipient ID that is being searched for. 12 Character Field 


Field Edits 
Field Error Code Message Correction 


Account Name 91006 Field is required! Please review and correct the entry. 
 91034 must contain only A-Z, 0-9! Please review and correct the entry. 
Carrier Number 91106 not found! Please review and correct the entry. 
Expenditure ID 91006 Field is required! Please review and correct the entry. 
 91029 must be numeric! Please review and correct the entry. 
Loc 91006 Field is required! Please review and correct the entry. 
Provider ID 91011 Record not found - please try again! Type a valid provider number 
 91106 not found! Please review and correct the entry. 
Recipient ID 91006 Field is required! Please review and correct the entry. 
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Financial Reports 
The Financial Reports will be the initial window viewed upon entry into the reports and letters functional area, and it provides access to the unique letter 
processes. 
 
Technical Name w_fin_ltr_menu 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


No field documentation found for this window 
 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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AR Collections Menu 
The AR Collections Menu will be the initial window viewed upon entry into the AR Collections functional area windows. 
 
Technical Name w_financial_collections 
PBL Name finc01.pbl 
Extra Features 
Click on the Collection Letters button to access the Collection Letter Print window. 
Click on the Collection Tracking button to access the Collection Tracking History window. 
Click on the Interest Rates button to access the Interest Rate History window. 
Click on the Exit button to exit the AR Collection Menu. 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


No field documentation found for this window 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 


Section 4: Financial Windows Finance Procedures Manual 


4-134 Library Reference Number: OKFIN 
Revision Date: January 2006 


Version: 3.2 
 







Financial Institution Selection 
The Financial Institution window lists the existing Financial Institution records that can be selected and provides the capability to add new records. 
 
Technical Name w_financial_inst_list 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


ABA Number This is the bank routing number. 9 Character Field 
Financial Institution This is the name of bank. 39 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Financial Institution Maintenance 
The Financial Institution Maintenance window is used to create and maintain Financial Institution records. 
 
Technical Name w_financial_inst_maint 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


ABA Number This is the bank routing number. 9 Character Field 
City/State This is the city and state of the bank. 17 Character Field 
Ext This is the phone number extension of the bank. 4 Number Field 
Financial Institution This is the name of the bank. 39 Character Field 
Phone This is the phone number of the bank. 10 Number Field 
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Field Description Length Data Type Field Type 


Street Address 1 This is the primary address for the bank. 30 Character Field 
Street Address 2 This is the secondary address for the bank. 30 Character Field 
Zip This is the zip of the bank. 9 Character Field 


Field Edits 
Field Error Code Message Correction 


ABA Number 91032 may not be zero! Type a valid ABA number 
 91038 must be 9 characters! Type a valid ABA number 
Financial Institution 91037 field is required! Type an institution 
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Financial Menu 
The Financial Menu is the initial window viewed upon entry into the Financial functional area windows and provides access to the unique financial 
processes. 
Technical Name w_financial_main 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


No field documentation found for this window 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Financial Maintenance Menu 
The Financial Maintenance Menu provides the capability to access a series of windows that are used to maintain the reason codes. 
 
Technical Name w_financial_maint 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


No field documentation found for this window 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Lien Disposition Reason Maintenance 
The Lien Disposition Reason Maintenance Codes window is used for entering and updating reason code(s) used on the lien disposition window. 
 
Technical Name w_lien_disp_reason_maint 
PBL Name finc02.pbl 
Extra Features 
 


 


Section 4: Financial Windows Finance Procedures Manual 


4-140 Library Reference Number: OKFIN 
Revision Date: January 2006 


Version: 3.2 
 







Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the specific reason code being added or updated. 20 Character Field 
Reason Code This is the numeric value of the reason code table. 4 Character Field 
User Selectable This indicates if the reason code is available for manual 


disposition entries. 
1 Drop Down List Box Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Lien Disposition 
The Lien Disposition window is used to view any dispositions associated with the lien.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Lien Processing], Lien Selection [Select or Double click], Lien 
Information [Disposition] 


Technical Name w_lien_disposition 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Amount (+/-) This is the amount that has been dispositioned towards 
the lien. If the dollar amount typed is negative, the 
negative sign must be used 


10 Number Field 


Balance This is the original lien amount less any provider 
payments (systematically dispositioned) or any 
increase/decreases (manual dispositions). 


10 Number Field 


Disposition Date This is the date of the disposition. 8 Date (CCYYMMDD) Field 
Payment Issue Date If this is a batch/system disposition, this is the issue date 


of the related payment. If this is an online disposition, 
this is the transaction date. 


8 Date (CCYYMMDD) Field 


Reason This indicates why the lien is dispositioned. 4 Drop Down List Box Field 
Received to Date This is the total dollar amount received for the lien. 10 Number Field 
Reference Number This is the internal System Assigned Key (SAK) used to 


track individual disposition. 
18 Character Field 


Field Edits 
Field Error Code Message Correction 


Date 91001 Invalid Date (CCYYMMDD)! Type correct date 
Reference Number 9041 Document Number must be 7 numbers! Type a valid reference number 
 91029 must be numeric! Verify and type a valid reference number 
 91032 may not be zero! Type a valid reference number 


Finance Procedures Manual  Section 4: Financial Windows 


Library Reference Number: OKFIN 4-143 
Revision Date: January 2006 
Version: 3.2 







Lien Holder 
The Lien Holder window is used to enter new lien holders or modify existing lien holder information. A number is assigned to each addition to the lien 
holder table.  
 
This window can be accessed from: Main Menu [Financial], Financial Menu [Lien Processing], Lien Selection [Select or Double click], Lien 
Information [Options menu: Lien Holder] 
 
Technical Name w_lien_holder 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Address1 This is the primary address line of the lien holder. 39 Character Field 
Address2 This is the secondary address line of the lien holder. 39 Character Field 
City This is the city of the lien holder. 15 Character Field 
Extension This is the telephone extension of lien holder. 4 Number Field 
Lien Holder Number This is the number used to identify the lien holder. 9 Character Field 
Lien Number This number is system assigned and used to track the 


lien. 
9 Character Field 


Name This is the name of the original lien holder. 39 Character Field 
Phone Number This is telephone number of the lien holder. 7 Number Field 
State This is the state (abbreviated) of the lien holder. 2 Character Field 
Status Status of the lien 1 Character` Field 
Zip Code This zip code of the lien holder. 9 Number Field 


 


Field Edits 
Field Error Code Message Correction 


City 91006 Field is required! Type a valid city 
Extension 9026 Zip Code Extension must be numeric! Type a valid extension 
Phone 9026 Zip Code Extension must be numeric! Type a valid phone number 
State 91036 Invalid State code! Type a valid state code 
Zip Code 9024 Zip Code must be numeric! Type a valid zip code 
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Lien Holder Selection 
The Lien Holder Selection window provides the ability to select from lien holders previously typed in the database. If the lien holder is not on file, a 
new lien holder entry must be typed. Press the New button to access the Lien Holder Entry window. 
 
Technical Name w_lien_holder_select_resp 
PBL Name finc02.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Address1 This is the primary address of the lien holder. 39 Character Field 
Address2 This is the secondary address of the lien holder. 39 Character Field 
City This is the city of the lien holder. 15 Character Field 
Extension This is the telephone extension of the lien holder. 


 
4 Character Field 


Lien Holder Number This is the number used in the system to identify the lien 
holder. 


9 Number Field 


Name This is the name of the lien holder. 39 Character Field 
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Field Description Length Data Type Field Type 


Phone Number This is the telephone number of the lien holder. 10 Character Field 
State This is the state of the lien holder. 2 Character Field 
Zip Code This is the zip of lien holder. 5 Character Field 
Zip Code Suffix This is the zip suffix of lien holder. 4 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Lien Letter Print 
The Lien Letter Print Window provides the capability for the user to select the cycle date for which a lien letter is to be printed. 
 
Technical Name w_lien_letter_prnt 
PBL Name finc02.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Cycle Date This is the cycle date from which to print the lien letter 
from. 


8 Date (CCYYMMDD) Field 


Field Edits 
Field Error Code Message Correction 


Cycle Date 91009 System database read error! Contact EDS 
 91078 must be <= today's date! Type a valid date 
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Lien Information 
The Lien Information window is the main window for viewing a current lien. It is used to type all relevant information to set up a lien against payments 
to a provider.  
 
This window can be accessed from: Main Menu [Financial], Financial Menu [Lien Processing], Lien Selection [Select or Doubleclick]. 
 
Technical Name w_lien_maint 
PBL Name finc02.pbl 
Extra Features 
 


Finance Procedures Manual  Section 4: Financial Windows 


Library Reference Number: OKFIN 4-149 
Revision Date: January 2006 
Version: 3.2 







 


Field Descriptions 
Field Description Length Data Type Field Type 


Balance This is the lien amount less any provider payments or 
any dispositions (increase or decrease). 


8 Number Field 


Comments These comments are used to input additional information 
about the lien or to note explanations of updates. 


1000 Alphanumeric Field 
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Field Description Length Data Type Field Type 


Document Number This is the document number for lien holder that 
identifies the original lien. 


18 Number Field 


Effective Date From This is the date the lien transactions start. Claims 
received and processed during the effective date range 
are subject to the lien. 


8 Date (CCYYMMDD) Field 


Effective Date Thru This indicates the lien stop date. 8 Date (CCYYMMDD) Field 
Lien Amount This is the dollar amount of the original lien. 10 Character Field 
Lien Date This is the date of the original lien setup. 8 Date (CCYYMMDD) Field 
Lien Holder Number This is the number used to identify the lien holder. 9 Character Field 
Lien Number Lien Number is the assigned number to track the lien. 9 Character Field 
Next Lien Number This field is used to inquire on additional liens currently 


in the system. 
9 Character Field 


Payment Percentage This is the percentage of the provider payment deducted 
each financial cycle to satisfy the lien. Default to 100% 
if no payment percentage or lien rate amount is typed. 


5 Number Field 


Payment Rate This is the maximum dollar amount deducted from the 
providers payments each week to satisfy the lien. 


10 Number Field 


Provider This is the number that indicates which provider the lien 
is assessed. 


9 Character Field 


Provider Location This is the provider service location code. 1 Character Field 
Provider Name This is the provider name to which the Lien belongs. 50 Character Field 
Reason This indicates why a lien is established. 25 Drop Down List Box Field 
Received to Date This is the total dollar amount received to date to satisfy 


the lien. 
10 Number Field 


Status This is the status of the system generated lien. 1 Drop Down List Box Field 
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Field Edits 
Field Error Code Message Correction 


Document Number 91029 must be numeric! Verify and type valid number 
Effective Date From 9135 Effective From Date is less than the current date. Effective From Date is less than the current date 
 91001 Invalid Date (CCYYMMDD)! Type a valid date 
 91002 Date must be numeric! Date must be numeric 
Effective Date Thru 9134 Date is less than the current date. Effective Thru Date is less than the current date 
 91001 Invalid Date (CCYYMMDD)! Type a valid date 
 91002 Date must be numeric! Date must be numeric 
Lien Amount 8132 may not be negative! Setup amount may not be negative 
 91037 field is required! Type a valid lien amount 
Payment Percentage 8132 may not be negative! Type a positive number 
 9035 Enter Payment Percentage or Payment Rate! Type a payment percentage or payment rate 
 9058 Percent cannot exceed 100% Lien payment percentage cannot be greater than 100 
 9133 Remove payment percentage or payment rate. Remove payment percentage or payment rate 
 91029 must be numeric! Payment percentage must be numeric 
Payment Rate 8132 may not be negative! Type a positive number. 
 9035 Enter Payment Percentage or Payment Rate! Type a payment rate or percentage 
 9036 Payment Rate cannot be greater than Lien Amount! Payment rate cannot be greater than lien amount 
 9133 Remove payment percentage or payment rate. Remove payment percentage or payment rate 
 91029 must be numeric! Payment rate must be numeric 
Provider ID Number 5093 Provider ID must be 9 numeric digits! Enter a valid Provider number. 
 91037 field is required! Enter a valid Provider number. 
 91052 is invalid! Enter a valid Provider number. 
Provider Location 5176 Service Location invalid for this Provider! Enter a valid Provider location. 
 91037 field is required! Enter a valid Provider location. 
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Lien Selection 
The Lien Selection window is used to search for existing liens by Lien Number or by Provider Number. A new lien can be entered by selecting the New 
button. 
 
Technical Name w_lien_prov_list 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Lien Number This is the Lien Number is system generated and used to 
track the lien. 


9 Character Field 


Provider ID Number This is the number that indicates to which provider a lien 
is assessed. 


9 Number Field 


Status This is the status of the system generated account. 0 Drop Down List Box Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Lien Reason Maintenance 
The Lien Reason Maintenance Codes window is used to enter and update setup reason code(s) associated with lien setup transactions. 
 
Technical Name w_lien_reason_maint 
PBL Name finc02.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the specific reason code being added or updated. 39 Character Field 
Reason Code This is the numeric portion of the reason code table. 4 Number Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Manual Check Reissue Entry 
The Manual Check Reissue Entry window is used to enter required information to reissue a manual check. 
 
Technical Name w_manual_reissue 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Check Amount This is the amount of the check to be reissued. 10 Number Field 
Check Number This is the check number to be manually reissued. 9 Character Field 
Issue Date This is the date the check will be reissued. 8 Date (CCYYMMDD) Field 
Payee Type This is the code that represents payee type. 1 Character Field 
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Field Edits 
Field Error Code Message Correction 


Check Number 9127 Duplicate Check Number Entered! Enter correct check number 
 10002 Check Number is Required! Please Enter a Value! Enter correct check number 
Issue Date 91001 Invalid Date (CCYYMMDD)!  
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Non-provider Tax ID Maintenance 
The Non-provider Tax ID Maintenance window allows the user to update tax information for a specific non-provider record.  


This window is access through Main Menu [Financial], Financial Menu [Expenditure TXN], Expenditure Maintenance[Options]. 


Technical Name w_nonprov_tax_id 
PBL Name finc02.pbl 
Extra Features 


The Tax ID Type is automatically populated when a valid Tax ID is entered and the user tabs off the field. Any changes to the Tax ID Type must be 
made on the IRS W9 Tax ID Maintenance window and are automatically populated in the Tax ID Type field.  


When a new tax segment is created and an effective date is entered, the end date of the previous segment (the segment with the 2299/12/31 end date) is 
automatically set to 1 day before the new effective date. 


 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Effective Date This is the date the Tax ID is effective. 8 Date (CCYYMMDD) Field 
End Date This is the date the Tax ID will end. 8 Date (CCYYMMDD) Field 
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Field Description Length Data Type Field Type 


Name This is the provider or non provider name. 50 Character Field 
Tax ID This is a non-provider tax identification or social 


security number. 
9 Number Field 


Tax ID Type This is the type of the Tax ID. 10 Character Field 


Field Edits 
Field Error Code Message Correction 


Effective Date 91001 Invalid Date (CCYYMMDD)! Verify keying. Enter a valid date. 
 91236 Date segments may not have a gap!   Verify keying. The effective date and end dates for 


segments that have a different tax ID cannot contain a 
gap. 


End Date 9113 No Tax ID for the Current Year! Required !! Verify keying. Enter a tax ID for the current year. 
 10002 is Required! Please Enter a Value! Enter a date in the date end field. 
 91020 End Date must be >= Effective Date Verify keying. Enter a date greater than or equal to the 


effective date in the date end field. 
 91030 Date segments may not overlap! Verify keying. Edit dates such that they don't overlap. 
 91236 Date segments may not have a gap!   Verify keying. The effective date and end dates for 


segments that have a different tax ID cannot contain a 
gap. 


Tax ID 5266 IRS tax data must be added/updated before saving!   Verify keying. Tax ID was not found in the system. The 
Tax ID must be added to the IRS W9 Tax ID 
Maintenance window.  


 91029 must be numeric! Type a valid tax ID 
 91038 must be 9 characters! Type a nine digit numeric tax ID 
 91052 is invalid! Verify keying. Enter a valid tax ID. 
 91125 Must have open-ended segment! (End Dte = 22991231) Verify keying. The most current tax ID segment must 


show an end date of 2299/12/31. 
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Non-provider Tax ID Response Window 
The Non-provider Tax ID Maintenance window allows the user to update tax information for a specific non-provider record.  


This window is access through Main Menu [Financial], Financial Menu [Expenditure TXN], and automatically pops up when you add a new 
expenditure. 


Technical Name w_nonprov_tax_id_response 
PBL Name finc02.pbl 
Extra Features 
The Tax ID Type is automatically populated when a valid Tax ID is entered and the user tabs off the field. Any changes to the Tax ID Type must be 
made on the IRS W9 Tax ID Maintenance window and are automatically populated in the Tax ID Type field.  
 
When a new tax segment is created and an effective date is entered, the end date of the previous segment (the segment with the 2299/12/31 end date) is 
automatically set to 1 day before the new effective date. 


 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Effective Date  8 Number Field 
End Date  8 Number Field 
Name This is the provider or non provider name. 50 Character Field 
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Field Description Length Data Type Field Type 


Tax ID  9 Character Field 
Tax ID Type  1 Character Field 


 


Field Edits 
Field Error Code Message Correction 


Date Effective 91001 Invalid Date (CCYYMMDD)!  
 91236 Date segments may not have a gap!   Verify keying. The effective date and end dates for 


segments that have a different tax ID cannot contain a 
gap. 


Date End 9113 No Tax ID for the Current Year! Required !!  
 10002 is Required! Please Enter a Value!  
 91020 End Date must be >= Effective Date  
 91030 Date segments may not overlap!  
 91236 Date segments may not have a gap!   Verify keying. The effective date and end dates for 


segments that have a different tax ID cannot contain a 
gap. 


Tax ID 5266 IRS tax data must be added/updated before saving!   Verify keying. Tax ID was not found in the system. The 
Tax ID must be added to the IRS W9 Tax ID 
Maintenance window. 


 91029 must be numeric!  
 91038 must be 9 characters!  
 91052 is invalid!  
 91125 Must have open-ended segment! (End Dte = 22991231) Verify keying. The most current tax ID segment must 


show an end date of 2299/12/31. 
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Payment Hold Claim Media Selection 
The Payment Hold Claim Media Selection window is used for selecting the claim media types that are to be included or excluded in the claim payment 
hold.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Holds], Payment Holds History Selection [Select/Double click], 
Payment Holds Setup/Maintenance [Claim Media] 


Technical Name w_pay_hold_cl_media_select 
PBL Name finc99.pbl 
Extra Features 


 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the claim media type description. 50 Character Field 
Type This is the claim media type (ie. Paper, electronic, ?). 2 Character Field 
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Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Payment Hold Claim Type Selection 
The Payment Hold Claim Type Selection window is used for selecting a specific claim type to be included or excluded from the payment hold.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Holds], Payment Holds History Selection [Select/Double click], 
Payment Holds Setup/Maintenance [Claim Type] 


Technical Name w_pay_hold_clm_type_select 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Claim Type This is the claim type description. 1 Character Field 
Description This field describes the specific claim type included or 


excluded. 
50 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Payment Hold Fund Code Selection 
The Fund Code Selection window is used for selecting the Fund codes that are to be included or excluded in the claim payment hold.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Holds], Payment Holds History Selection [Select/Double click], 
Payment Holds Setup/Maintenance [Fund Code] 


Technical Name w_pay_hold_fund_select 
PBL Name finc99.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the description of the fund code for the payment 
hold. 


50 Character Field 


Type This is the fund code type. 3 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Payment Holds History Selection 
The Payment Holds History Selection window lists existing Payment Hold transactions. From this window, transactions can be selected and new ones 
can be created.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Holds] 


Technical Name w_pay_hold_list 
PBL Name finc02.pbl 
Extra Features 


 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Control Number This is the control number to identify payment hold. 9 Number Field 
Effective From This is the effective date of the hold payment. 8 Date (CCYYMMDD) Field 
Effective Thru This is the end date of the hold payment. 8 Date (CCYYMMDD) Field 
Reason Code This is the reason for holding payment. 4 Character Field 
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Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Payment Holds Setup-Maintenance 
The Payment Holds Setup-Maintenance window is used to setup and maintain payment hold transactions.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Holds], Payment Holds History Selection [Select/Double click] 


Technical Name w_pay_hold_maint 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Claim Date of Service From This is the effective date of date of service. 8 Date (CCYYMMDD) Field 
Claim Date of Service Thru This is te end date of the claim date of service. 8 Date (CCYYMMDD) Field 
Claim Media This field will include or exclude Claim Media types for 


the Payment Hold Criteria. 
1 Drop Down List Box Field 


Claim Received Date From This is the effective date that the claim was received. 8 Date (CCYYMMDD) Field 
Claim Received Date Thru This is the end date of the date that the claim was 


received. 
8 Date (CCYYMMDD) Field 


Claim Types This field indicates what type of claim you are dealing 
with (A=pharmacy, B=Inpatient hospital, C=Outpatient 
hospital, etc). 


1 Drop Down List Box Field 


Control Number This is the control number. 9 Character Field 
Effective Date From This is the effective date for holding payment. 8 Date (CCYYMMDD) Field 
Effective Date Thru This is the end date of the effective date. 8 Date (CCYYMMDD) Field 
Fund Codes This field will include or exclude Fund Codes for the 


Payment Hold Criteria. 
1 Drop Down List Box Field 


New Key Field This is a control number that you would like to look up. 8 Character Field 
Payment Types This field will include or exclude Payment Types for the 


Payment Hold Criteria. 
1 Drop Down List Box Field 


Programs This field will include or exclude Programs for the 
Payment Hold Criteria. 


1 Drop Down List Box Field 


Provider Types This field will include or exclude Provider Types for the 
Payment Hold Criteria. 


1 Drop Down List Box Field 


Providers This field will include or exclude specific Providers for 
the Payment Hold Criteria. 


1 Drop Down List Box Field 


Reason Code This is the reason code for holding payment 4 Drop Down List Box Field 


 


Finance Procedures Manual  Section 4: Financial Windows 


Library Reference Number: OKFIN 4-171 
Revision Date: January 2006 
Version: 3.2 







Field Edits 
Field Error Code Message Correction 


Claim Date of Service From 91006 Field is required! Enter a valid date Enter a valid date 
Claim Date of Service Thru 91006 Field is required! Enter a valid date Enter a valid date 
 91020 End Date must be >= Effective Date Enter a date >= effective date 
Claim Received Date From 9022 From date must be > zero when thru date entered Enter a valid date 
 91020 End Date must be >= Effective Date Enter a date >= effective date 
Claim Received Date Thru 9022 From date must be > zero when thru date entered Enter a valid date 
 91020 End Date must be >= Effective Date Enter a date >= effective date 
Effective Date From 91006 Field is required! Enter a valid date Enter a valid date 
 91020 End Date must be >= Effective Date Enter a date >= effective date 
Effective Date Thru 91006 Field is required! Enter a valid date 
 91020 End Date must be >= Effective Date Enter a date >= effective date 
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Payment Hold Payment Type Selection 
The Payment Hold Payment Type Selection window is used for selecting the Payment Types (ie. EFT, check, or transfers) that are to be included or 
excluded in the claim payment hold.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Holds], Payment Holds History Selection [Select/Double click], 
Payment Holds Setup/Maintenance [Payment Type] 


Technical Name w_pay_hold_pay_type_select 
PBL Name finc99.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the payment type description. 50 Character Field 
Type This is the payment type (ie. EFT, check, or transfers). 1 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Payment Hold Program Selection 
The Payment Hold Program Code Selection window is used for selecting the programs that are to be included or excluded in the claim payment hold.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Holds], Payment Holds History Selection [Select/Double click], 
Payment Holds Setup/Maintenance [Program Code] 


Technical Name w_pay_hold_pgm_cde_select 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Amount This is the amount of money that will pay up to before 
the hold stops that rest of the payments.   


10 Number Field 


Description This is the specific program code description. 50 Character Field 
Program This is the program code identifier. 5 Character Field 


 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Payment Hold Provider Type Selection 
The Payment Hold Provider Type Selection window is used for selecting the provider types that are to be included or excluded in the claim payment 
hold.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Holds], Payment Holds History Selection [Select/Double click], 
Payment Holds Setup/Maintenance [Provider Type] 


Technical Name w_pay_hold_pr_type_select 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the provider type description. 50 Character Field 
Type This is the provider type code. 2 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Payment Hold Provider Selection 
The Payment Hold Provider Selection window is used for entering a specific provider(s) to include or exclude from the payment hold.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Holds], Payment Holds History Selection [Select/Double click], 
Payment Holds Setup/Maintenance [Provider] 


Technical Name w_pay_hold_prov_id_select 
PBL Name finc02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Providers This number indicates which provider payments are 
included or excluded in the claim payment hold. 


9 Number Field 


Service Location This is the code that identifies the provider service 
location. 


1 Character Field 


Field Edits 
Field Error Code Message Correction 


Providers 91011 Record not found - please try again! Type a valid provider number 
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Payment Hold Reason Codes 
The Payment Hold Reason Codes window is used for entering and updating reason code(s) used for payment holds. 
 
Technical Name w_pay_hold_reasons 
PBL Name finc02.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Code This is the numeric value of the reason code. 4 Drop Down List Box Field 
Description This is the specific reason code description. 50 Drop Down List Box Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Stop Pay Request 
The Stop Pay Request window is used to stop pay/reissue or void/reissue a transaction a payment.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Payment Inquiry], Payment Search [Select or Double click], Payment 
Inquiry [Reissue] 


Technical Name w_pay_stop_inq 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Address Line1 This is the primary address for payee. 30 Character Field 
Address Line2 This is the secondary Address for payee. 30 Character Field 
Approval This is the code for approving process. 3 Drop Down List Box Field 
Approval Date This is the date that check was approved to be voided or 


stop pay. 
8 Date (CCYYMMDD) Field 


Cash Control Number This is the control number for check to be voided or stop 
pay. 


11 Character Field 


Cash Control Number (input) This is an existing CCN the user can key to be used in 
the void/reissue txn. 


11 Character Field 


City This is the city of payee. 15 Character Field 
Date Initiated This is the date that the process is begun on check. 8 Date (CCYYMMDD) Field 
Payment Amount This is the amount of check to be voided or stop pay. 9 Number Field 
Payment Date This is the date of check to be voided or stop pay. 8 Date (CCYYMMDD) Field 
Payment Number This is the number that identifies check. 9 Character Field 
Payee ID This is the identification number for payee. 9 Character Field 
Payee Name This is the name of payee. 39 Character Field 
Reason This is the reason for either Stop pay or Void (e.g. Check 


Outstanding, Check Voided, Mutilated Check, 
Void/Wrong Provider, etc). 


11 Drop Down List Box Field 


Select Process This field identifies the action to to be taken for this 
payment. If the current payment status is 'Issued', this 
will be pre-filled with 'Stoppay'. If the current payment 
status is 'Cancelled by Statute', it will be pre-filled with 
'Reissue'. 


7 Character 
 


Field 


State This is the state of payee. 2 Character Field 
Zip This is the zip code of payee. 5 Character Field 
Zip Suffix This is the zip suffix code of payee. 4 Character Field 
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Field Edits 
Field Error Code Message Correction 


Cash Control Number 7136 CCN not found! Key an existing CCN. 
 9141 Amount on CCN does not match check amount Key a CCN with the same amount. 
 9142 Existing CCN has Dispostitions! Not Allowed! Key a CCN with no dispositions. 
 9143 CCN entered does not have a matching check 


number! 
Key a CCN with a matching system check number. 


Reason 10002 is Required! Please Enter a Value! Verify and select valid reason 
Select Process 10002 is Required! Please Enter a Value! Verify and select correct process 
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Stop Pay Selection 
The Stop Pay Selection window is an inquiry screen containing detailed information about stop pay checks. 
 
Technical Name w_pay_wrklst 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Approval Code This is the code that identifies approval. 1 Character Field 
Check Amount This is the amount of the check. 10 Number Field 
Check Date This is the date of the check. 8 Date (CCYYMMDD) Field 
Check Number This is the check number. 9 Character Field 
Payee Type This is the code to distinguish the payee. 1 Character Field 
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Field Description Length Data Type Field Type 


Reason This is the reason code to stop pay. 1 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Provider Payment Pull Request 
The Provider Payment Pull Request window is used to identify the provider payment pull information. This allows that State to pull the check and RA 
and review them before mailing it to the provider.  


This window can be accessed from: Main Menu [Provider], Provider Menu [Maintenance], Provider Search [Select or Double click], Provider Base 
[Select Service Location or Double click], Provider Service Location [Options Menu: Payment Pull]. 


Technical Name w_pr_payment_pull 
PBL Name prov02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Effective Date This is the effective date of the pull request. 8 Date (CCYYMMDD) Field 
End Date This is end date of the pull request. 8 Date (CCYYMMDD) Field 
Loc This is the provider service location. 1 Character Field 
Provider ID This is the provider number. 9 Character Field 
Provider Name This is the name of the provider or organization. 50 Character Field 
Reason  This is the reason that the pull request is being requested. 25 Character Field 
Requestor Name This is the name of the person requesting the payment 


pull. 
25 Character Field 


Field Edits 
Field Error Code Message Correction 


Effective Date 9134 Date is less than the current date. Enter a date equal to or greater than the current date. 
 91001 Invalid Date (CCYYMMDD)! Enter a valid date. 
 91002 Date must be numeric! Enter a numeric date. 
End Date 91001 Invalid Date (CCYYMMDD)! Enter a valid date. 
 91002 Date must be numeric! Enter a numeric date. 
 91020 End Date must be >= Effective Date Enter a date greater than the effective date. 
Reason Code 91006 Field is required! Select a reason code. 
Requestor Name 91006 Field is required! Key the requestor's name. 
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Provider Accounts Receivable Recoupment Limit 
The Provider Accounts window allows the user to set up a limit on the amount of money that will be recouped in one financial cycle. This allows users 
to make sure that a provider can be limited in his A/R recoveries and allow for control of is payments.  


This window can be accessed from: Main Menu [Provider], Provider Menu [Maintenance], Provider Search [Select or Double click], Provider Base 
[Select Service Location or Double click], Provider Service Location [Options Menu: Recoupment Cap]. 


Technical Name w_prov_ar_cap 
PBL Name prov02.pbl 
Extra Features 


 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Effective Date This is the effective date of the recoupment limit. 8 Date (CCYYMMDD) Field 
End Date This is the end date of the recoupment limit. 8 Date (CCYYMMDD) Field 
Loc This is the provider's service location identifier. 1 Character Field 
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Field Description Length Data Type Field Type 


Provider ID This is the provider's ID number. 9 Character Field 
Provider Name This is the provider's name. 50 Character Field 
Recoupment Limit This is the amount of A/R recoupments that the MMIS is 


limited to in one financial cycle. 
10 Number Field 


 


Field Edits 
Field Error Code Message Correction 


Effective Date 9134 Date is less than the current date. Enter a date equal to or greater than the current date. 
 91001 Invalid Date (CCYYMMDD)! Enter a valid date. 
 91002 Date must be numeric! Enter a numeric date. 
End Date 91001 Invalid Date (CCYYMMDD)! Enter a valid date. 
 91002 Date must be numeric! Enter a numeric date. 
 91020 End Date must be >= Effective Date Enter a date greater than the effective date. 
Recoupment Limit 8132 may not be negative! Enter an amount > 0. 
 91006 Field is required! Enter an amount > 0. 
 91029 must be numeric! Enter a numeric amount. 


 


Section 4: Financial Windows Finance Procedures Manual 


4-190 Library Reference Number: OKFIN 
Revision Date: January 2006 


Version: 3.2 
 







Provider Disproportionate Share Pay Schedule 
The Provider Disproportionate Share window is used to enter in the Disproportionate Share payment information for a provider. This information will 
be used to make the payment expenditures on a quarterly basis.  


This window can be accessed from: Main Menu [Provider], Provider Menu [Maintenance], Provider Search [Select or Double click], Provider Base 
[Select Service Location or Double click], Provider Service Location [Options Menu: Disproportionate Share]. 


Technical Name w_prov_disp_share_pay_list_maint 
PBL Name prov02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Loc This is the service location of the provider. 1 Character Field 
Name This is the name of the provider. 50 Character Field 
Provider ID This is the provider ID number. 9 Character Field 
Quarterly Pymnt Estimate This is the estimated quarterly payment calculated from 


the amount entered. 
11 Number Field 


Share Amount This is the annual amount for the Disproportionate Share 
payments. 


11 Number Field 


Year This is the federal fiscal year for the Disproportionate 
Share payments. 


4 Number Field 


Field Edits 
Field Error Code Message Correction 


Share Amount 9155 Share amt must be greater than amt already paid  
 91006 Field is required!  
 91067 Must be greater than zero!  
Year 9157 CYCLE Dte parm 1 must equal REPT Dte parm 2!  
 9158 Check/EFT Dates must be equal!  
 91029 must be numeric!  
 91058 must be 4 characters!  
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Provider Disproportionate Share Payments 
The Provider Disproportionate Share window provides information regarding expenditures that were automatically generated by the system to meet this 
disproportionate share payment.  


This window can be accessed from: Main Menu [Provider], Provider Menu [Maintenance], Provider Search [Select or Double click], Provider Base 
[Select Service Location or Double click], Provider Service Location [Options Menu: Disproportionate Share]. Provider Disproportionate Share Pay 
Schedule [Options Menu: Inquire] 


Technical Name w_prov_dsp_share_expend_xref 
PBL Name prov02.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Amount Paid This is the amount that was sent out due to the 
expenditure 


11 Number Field 


Annual Amount This is the annual share amount. 11 Number Field 
Expenditure Number This is the expenditure that the was used to make the 


payment. 
9 Number Field 


Issue Date This is the issue date of the check. 8 Number Field 
Loc This is the provider service location. 1 Character Field 
Payment Number This is the check number that was used to make the 


payment 
9 Number Field 


Provider ID This is the provider number. 9 Character Field 
Provider Name This is the provider name 50 Character Field 
Year This is the federal fiscal year in which the payment was 


made for. 
4 Number Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Complete Pull Request List Report 
The Complete Pull Request List Report window is used to report all the providers that are currently set up to have their checks pulled. This window will 
be set up like a report so that it can be printed if necessary. This is the FIN-0901 report.  


This window can be accessed from: Main Menu [Financial], Financial Menu [Reports], Financial Reports [Payment Pull Reports] 


Technical Name w_pull_complete_report 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Effective Date This is the effective date of the pull request. 10 Date (CCYYMMDD) Field 
End Date This is the end date of the pull request. 10 Date (CCYYMMDD) Field 
Provider ID This is the pull provider ID. 9 Character Field 
Provider Name This is the name of the provider or organization. 50 Character Field 
Pull Reason This is the description of the reason that the check pull 


was requested. 
30 Character Field 


Requestor Name This is the name of the person that requested the 
payment pull. 


25 Character Field 


Service Location This is the service location of the pull provider. 1 Character Field 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Reissue Reason Maintenance 
The Reissue Reason Maintenance window is used to maintain the reissue reason code file. Reissue reason codes and descriptions can be added, deleted, 
and changed from this screen. The reason codes are used to document why a check has been reissued. 
 
Technical Name w_reiss_rsn_maint 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Description This is the description of the reason a check must be 
reissued. 


25 Character Field 


Reissue Reason This is the code representing the reason for reissue. 1 Character Field 
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Field Edits 
Field Error Code Message Correction 


Description 91006 Field is required! Type a valid description 
Reissue Reason 91006 Field is required! Type a code 
 91023 Code must contain only A-Z, 0-9! Type a valid code 
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RTS Comments 
The Return to Sender Comments window is used to add comments or make the return to sender reason more specific. If the RTS reason is R99, then the 
comments entered at this window become the body of the RTS letter. 
Technical Name w_rts_comments 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Cash Control Number This is a unique number that is used to track checks 
received. 


11 Number Field 


Comments This section is used to write specific correspondence to 
be included in the body of the letter. If RTS reason code 
is equal to R99, then the entire contents of the letter must 
be keyed here. 


2000 Alphanumeric Field 


Other Messages n/a 0 N/A Field 


Field Edits 
Field Error Code Message Correction 


Comments 9028 9028 Address Line 1 is required! Verify entry and key line 1 
Other Messages 91004 91004 Do you want to save changes? Hit 'YES' or 'NO' 
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Return to Sender 
The Return to Sender Window is used to initiate a return to sender letter to a provider for a specific reason. In most cases, the RTS letter is initiated due 
to lack of information on a check or its related documentation. 
 
Technical Name w_rts_maint 
PBL Name finc01.pbl 
Extra Features 
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Field Descriptions 
Field Description Length Data Type Field Type 


Address Line 1 This is the address to which the check and/or letter will be 
returned. System generated if valid provider number is keyed 
at the header of this window. 


30 Alphanumeric Field 


Address Line 2 This is the address to which the check and/or letter will be 
returned. System generated if a valid provider number is keyed 
at the header of this window. 


30 Alphanumeric Field 


City This is the city to which the check and/or letter will be 
returned. System generated if a valid provider number is keyed 
at the header of this window. 


15 Alphanumeric Field 


Control Number This is a unique number that is used to track checks received. 11 Number Field 
LOC The unique code which identifies the providers service 


location. 
1 Character Field 


Name This indicates the name to whom the check and/or letter will 
be returned. System generated if valid provider number is 
keyed at the header of this window. 


39 Alphanumeric Field 


Other Messages n/a 0 N/A Field 
Provider ID The unique number assigned to the provider. 9 Number Field 
RTS Reason This code indicates why the check is being returned. It also 


indicates which letter is to be generated. 
3 Alphanumeric Field 


State This is the state to which the check and/or letter will be 
returned. System generated if a valid provider number is keyed 
at the header of this window. 


2 Character Field 


Zip Code This is the zip code to which the check and/or letter will be 
returned. System generated if a valid provider number is keyed 
at the header of this window. 


9 Number Field 


Field Edits 
Field Error Code Message Correction 


Address Line 1 9028 9028 Address Line 1 is required! Enter a valid address 
City 9029 9029 City is required! Enter a valid city 
LOC 91103 91103 Service Location must be alphabetic! Verify entry and re-enter an alpha service location 
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Field Error Code Message Correction 


Other Messages 9040 9040 Select Reason Code Requires Comments! Verify that comments need to be made. If not, change 
reason code to appropriate code. If letter is needed, go 
to comments screen. 


Prov ID 10009 10009 Provider ID not on file! Please Re-Enter! Verify entry and re-enter a valid provider number 
RTS Reason 9020 9020 Reason code is required! Enter a valid reason code 
State 9023 9023 State is required! Enter a valid state code 
Zip Code 9024 9024 Zip Code must be numeric! Verify entry and re-enter a numeric zip code 
 9025 9025 Zip Code must be 5 digits! Enter a valid zip code 
 9026 9026 Zip Code Extension must be numeric! Verify entry and re-enter a numeric zip code extension 
 9027 9027 Zip Code Extension must be 4 digits! Enter zip code extension 
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RTS Reason Code Maintenance 
The RTS Reason Code Maintenance window is used to update and add new reasons to the RTS reason code table. These reason codes indicate to the 
system why a check is being returned and which Return to Sender letter to generate. 
 
Technical Name w_rts_reason_maint 
PBL Name finc01.pbl 
Extra Features 
 


 


Field Descriptions 
Field Description Length Data Type Field Type 


Comments (Y/N) This indicates if comments need to be made on the RTS 
letter. 


1 Character Field 


Description This describes what each reason code means. 25 Alphanumeric Field 
Letter Document This displays or indicates the Microsoft Word file in 


which the letter document is located. 
12 Alphanumeric Field 


Reason Code This code indicates why the check is being returned. It 3 Alphanumeric Field 
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Field Description Length Data Type Field Type 


also indicates which letter is to be generated. 


Field Edits 
Field Error Code Message Correction 


No field edits found for this window 
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Section 5: Financial Reports 


CRA-0000-W -- Remittance Advice - Financial Transactions 
This section of the Provider's Remittance Advice details the provider's weekly financial activity for both payouts and non-claim specific refunds 
received and applied during the current financial cycle. In addition, it lists all outstanding accounts receivables in A/R number order. The purpose is to 
give the provider a full accounting of their weekly financial activity. In addition, it informs the provider on a weekly basis of all of their outstanding 
accounts receivables.  It also lists the negative capitation information for the A/Rs, if applicable. 


Technical Name 
CRA-0000-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R Number/ICN The unique indentifying Accounts Receivable number assigned during processing. 13 Character 
Address The address of the Payee. 31 Character 
Balance The Account Receivable balance remaining after the current weekly financial 


cycle processes. 
9 Number 


CCN  
(Cash Control Number) 


This is the CCN assigned to the cash receipt. This will be used when a provider 
has refunded a Medical Assistance Program in error or has over refunded one or 
more of the Medical Assistance Programs. For expenditures, if an expenditure is 
tied to a cash receipt then this field will contain the corresponding CCN for the 
cash receipt otherwise it will remain blank. 


11 Number 


Cap Date This is the month/year the capitation payment covers. 7 Date(MM/CCYY) 
City This is the provider's city. 15 Character 
Client ID Recipient’s ID number for Negative Cap A/R 13 Character 
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Field Description Length Data Type 


Client Name This is the Recipient's First and Last name. For expenditures, if there is a recipient 
associated with this expenditure then a name will appear otherwise it will be 
blank.  For Negative Capitiation ARs, if the Reason Code is "RP" this will display 
“FAMILY PLANNING DEDUCTION,” otherwise it will contain the name. 


30 Character 


Client Number This is the Recipient’s Medicaid identification number. For expenditures, if there 
is a recipient associated with this expenditure then an id will appear otherwise it 
will be blank. 


13 Character 


Issue Date This is the date the payment was issued. 10 Character 
Original Amount The amount of the original A/R setup. 9 Number 
Payee Number The provider number for the provider receiving the payment and remittance 


advice. 
9 Number 


Payment Number If a check was generated, this is the check number corresponding to the check that 
was generated. If the provider is an EFT participant, this is the control number of 
the EFT transaction. 


9 Number 


Payout Amount The amount of the payout transaction. 9 Number 
Provider Name The name of the Provider/Payee. 50 Character 
Reason Code (A/R) The reason code which identifies the type and reason the A/R was established. 


This also will generate an Explanation of Benefits which gives a brief explanation 
of the A/R transaction. 


4 Number 


Reason Code (Payout) The reason code assigned to indicate why the payout/refund action was taken. 
This will also generate an associated Explanation of Benefits which gives a brief 
explanation of why the payout was issued. 


4 Number 


Reason Code (Refund) The reason the non-claim specific refund transaction was performed. This will 
also generate an associated Explanation of Benefits to be printed which gives a 
brief description of the action taken. 


4 Number 


Recouped this Cycle This is the dollar amount recouped this financial cycle. 9 Number 
Refund Amount The non-claim specific refund amount. 9 Number 
Rendering Provider The number used to identify the provider that performed the service. 9 Number 
SVC Date From This is the earliest date of service on the expenditure. 6 Character 
SVC Date Thru This is the last date of service of the expenditure. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Setup Date The date of the original A/R setup. 6 Character 
State This is the Provider's State. 2 Character 
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Field Description Length Data Type 


Total Balance Amount This is the sum of all balance amounts reported. 10 Number 
Total Payouts Amount This is the sum of all payouts amounts reported. 10 Number 
Total Recouped This is the total dollar amount recouped this cycle. 9 Number 
Total Refund Amount This is the sum of all refund amounts reported. 10 Number 
Transaction Number This is the number assigned by the system to uniquely identify the payout 


transaction. 
11 Number 


Zip This is the Provider's Zip code. 10 Character 
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Remittance Advice - Financial Transactions Report Layout 
 
REPORT:   CRA-0000-W                                      STATE OF OKLAHOMA                                           DATE:  MM/DD/CCYY 
PROCESS:  FNIO3011                              MEDICAID MANAGEMENT INFORMATION SYSTEM                                PAGE:       9,999 
LOCATION: FINJW201                                    PROVIDER REMITTANCE ADVICE                                   
                                                        FINANCIAL TRANSACTIONS 
  
  
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                        PAYEE             999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                           PAYMENT NUMBER    999999999   
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                           ISSUE DATE        MM/DD/CCYY  
XXXXXXXXXXXXXXX, XX 99999-9999 
  
  
                              ---------------NON-CLAIM SPECIFIC PAYOUTS TO PROVIDERS--------------- 
  
   TRANSACTION                   PAYOUT    REASON  RENDERING    SVC DATE       
     NUMBER       --CCN--        AMOUNT     CODE   PROVIDER    FROM   THRU     CLIENT NO.   CLIENT NAME        
  
   99999999999  YYJJJBBBSSS   9,999,999.99  9999   999999999  MMDDYY MMDDYY  XXXXXXXXXXXXX  XXXXXXXXXXXXX XXXXXXXXXXXXXXXX  
   99999999999  YYJJJBBBSSS   9,999,999.99  9999   999999999  MMDDYY MMDDYY  XXXXXXXXXXXXX  XXXXXXXXXXXXX XXXXXXXXXXXXXXXX  
   99999999999  YYJJJBBBSSS   9,999,999.99  9999   999999999  MMDDYY MMDDYY  XXXXXXXXXXXXX  XXXXXXXXXXXXX XXXXXXXXXXXXXXXX  
   99999999999  YYJJJBBBSSS   9,999,999.99  9999   999999999  MMDDYY MMDDYY  XXXXXXXXXXXXX  XXXXXXXXXXXXX XXXXXXXXXXXXXXXX  
   99999999999  YYJJJBBBSSS   9,999,999.99  9999   999999999  MMDDYY MMDDYY  XXXXXXXXXXXXX  XXXXXXXXXXXXX XXXXXXXXXXXXXXXX  
   99999999999  YYJJJBBBSSS   9,999,999.99  9999   999999999  MMDDYY MMDDYY  XXXXXXXXXXXXX  XXXXXXXXXXXXX XXXXXXXXXXXXXXXX  
  
            TOTAL PAYOUTS:   99,999,999.99 
  
  
                              ---------------NON-CLAIM SPECIFIC REFUNDS FROM PROVIDERS--------------- 
  
                     REFUND     REASON 
      --CCN--        AMOUNT      CODE     CLIENT NO.   CLIENT NAME         
  
    YYJJJBBBSSS   9,999,999.99   9999   XXXXXXXXXXXXX  XXXXXXXXXXXX XXXXXXXXXXXXXXXX  
    YYJJJBBBSSS   9,999,999.99   9999   XXXXXXXXXXXXX  XXXXXXXXXXXX XXXXXXXXXXXXXXXX  
    YYJJJBBBSSS   9,999,999.99   9999   XXXXXXXXXXXXX  XXXXXXXXXXXX XXXXXXXXXXXXXXXX  
    YYJJJBBBSSS   9,999,999.99   9999   XXXXXXXXXXXXX  XXXXXXXXXXXX XXXXXXXXXXXXXXXX  
    YYJJJBBBSSS   9,999,999.99   9999   XXXXXXXXXXXXX  XXXXXXXXXXXX XXXXXXXXXXXXXXXX  
    YYJJJBBBSSS   9,999,999.99   9999   XXXXXXXXXXXXX  XXXXXXXXXXXX XXXXXXXXXXXXXXXX  
    YYJJJBBBSSS   9,999,999.99   9999   XXXXXXXXXXXXX  XXXXXXXXXXXX XXXXXXXXXXXXXXXX  
    YYJJJBBBSSS   9,999,999.99   9999   XXXXXXXXXXXXX  XXXXXXXXXXXX XXXXXXXXXXXXXXXX  
  
  TOTAL REFUNDS: 99,999,999.99 
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                        ----------------------------ACCOUNTS RECEIVABLE-----------------| ----------NEGATIVE CAPITATION INFO***-------------| 
  
       A/R         SETUP    RECOUPED      ORIGINAL        TOTAL                   REASON                                             CAP 
    NUMBER/ICN     DATE    THIS CYCLE      AMOUNT      -RECOUPED-    --BALANCE--   CODE    CLIENT NAME                   CLIENT ID   DATE 
   XXXXXXXXXXXXX  MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99  9,999,999.99           XXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999   MM/CCYY 
   XXXXXXXXXXXXX  MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99  9,999,999.99   9999    XXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999   MM/CCYY        
   XXXXXXXXXXXXX  MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99  9,999,999.99   9999    XXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999   MM/CCYY        
   XXXXXXXXXXXXX  MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99  9,999,999.99   9999    XXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999   MM/CCYY        
   XXXXXXXXXXXXX  MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99  9,999,999.99   9999    XXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999   MM/CCYY        
   XXXXXXXXXXXXX  MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99  9,999,999.99   9999    XXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999   MM/CCYY        
   XXXXXXXXXXXXX  MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99  9,999,999.99   9999    XXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999   MM/CCYY        
  
                    TOTAL BALANCE                                  99,999,999.99 
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CRA-0001-W -- Remittance Advice - Compound Drug Claims Paid 
This report lists compound drug claims that were paid. The report is separated by individual claims and displays both header and detail data. Pertinent 
EOB codes are also displayed on this report. The purpose of this report is to give the drug provider a list of all compound drug claims that were paid 
along with explanations of any discrepancies between the billed and the paid amount. 


Technical Name 
CRA-0001-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Allowed This is the computed detail level allowed amount for the dispensed drug under the 


Medical Assistance Program being billed. 
9 Number 


Allowed Amount This is the computed dollar amount for the dispensed drug under the Medical 
Assistance Program being billed. This amount is arrived at by pricing each of the 
individual ingredients used to formulate the compound and adding up the 
individual prices. 


9 Number 


Billed Amount This is the dollar amount requested by the provider for the drug that was 
dispensed. 


9 Number 


City The city of the payee. 15 Character 
Client NO The recipients Medicaid Identification Number. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay Amount This is the dollar amount that the recipient should pay and is deducted from the 


allowed amount. The co-pay amount that is deducted depends on the type of drug 
that was dispensed. 


8 Number 


Dispense Date This is the date the drug was dispensed to the recipient. For drug claims, this 
serves as the service date. 


6 Character 


Section 5: Financial Reports Finance Procedures Manual 


5-6 Library Reference Number: OKFIN 
Revision Date: September 2002 


Version: 1.0 
 







Field Description Length Data Type 


EOB Codes These are the Detail Explanation of Benefits (EOB) codes that apply to the detail 
on the compound drug claim form. There can be a maximum of twenty EOB codes 
per detail. 


4 Number 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the header on the 
compound drug claim form. There can be a maximum of twenty EOB codes per 
claim. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the payment was issued. 10 Character 
NDC These are the National Drug Codes that correspond to the ingredients used. There 


is a maximum of 15 ingredients that can be entered on one claim. 
11 Character 


Paid Amount This is the dollar amount paid for the drug. This is arrived at by computing the 
allowable amount for the drug and deducting the TPL amount, co-pay amount and 
the spenddown amount. 


9 Number 


Payee Number The provider number for the provider receiving the payment and remittance 
advice. 


9 Number 


Payment Number If a check was generated, this is the payment number corresponding to the check 
or EFT that was generated. 


9 Number 


Provider Name The name of the payee. 50 Character 
RX NO. This is the prescription number on the prescription that was used to dispense the 


drug. 
 


7 Character 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The 
paid amount is the amount after state share is deducted from the reimbursement 
amount. 


9 Number 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on 
the recipient's income, etc.) which must be spent on medical expenses prior to 
Medicaid benefits being available. 


8 Number 


State The state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the drug by any source outside of the state 


Medical Assistance program that is being billed. If present, this amount is 
9 Number 
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Field Description Length Data Type 


subtracted from the allowed amount to arrive at the paid amount. 
Total Compound Drug 
Claims Paid - Allowed 


This is the total amount allowed for claims for the payee. 10 Number 


Total Compound Drug 
Claims Paid - Billed 


This is the total amount billed for the payee. 10 Number 


Total Compound Drug 
Claims Paid - Co-Pay 


This is the total amount of co-pay for the payee's claims. 9 Number 


Total Compound Drug 
Claims Paid - Paid 


This is the total amount paid for the payee's claims. 10 Number 


Total Compound Drug 
Claims Paid - Reimb 


This is the total amount of reimbursement for the payee's claims. 10 Number 


Total Compound Drug 
Claims Paid - 
Spenddown 


This is the total amount of spenddown for the payee's claims. 9 Number 


Total Compound Drug 
Claims Paid - TPL 


This is the total amount of TPL for the payee's claims. 10 Number 


Units This is the quantity of the ingredient(s) used. 6 Number 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Compound Drug Claims Paid Report Layout 
 
REPORT:    CRA-0001-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                             COMPOUND DRUG CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                         DISPENSE RENDERING        BILLED        ALLOWED      TPL         CO-PAY     SPENDDOWN      REIMB.         PAID  
    --ICN--      RX NO.    DATE   PROVIDER         AMOUNT         AMOUNT     AMOUNT       AMOUNT      AMOUNT        AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS XXXXXXX   MMDDYY  XXXXXXXXX   9,999,999.99   9,999,999.99  9,999,999.99  999,999.99  999,999.99  9,999,999.99  9,999,999.99 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
    NDC        UNITS     ALLOWED     EOB CODES 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
         TOTAL COMPOUND DRUG CLAIMS PAID:                 99,999,999.99              9,999,999.99             99,999,999.99 
                                           99,999,999.99                99,999,999.99            9,999,999.99                9,999,999.99 


Associated Programs 
Program Description 


 
FINO3011 This is the RA Report Writer. 
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 CRA-0002-W -- Remittance Advice - Compound Drug Claims Denied 
This report lists compound drug claims that were denied. The report is separated by individual claims and displays both header and detail data. Pertinent 
EOB codes are also displayed on this report. The purpose of this report is to give the provider a list of all compound drug claims that were denied along 
with explanations on why they were denied. 


Technical Name 
CRA-0002-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Billed Amount This is the dollar amount requested by the provider for the drug that was 


dispensed. 
9 Number 


City The city of the payee. 15 Character 
Client NO The recipient’s Medicaid Identification Number. 12 Character 
Client Name The name of the client. 29 Character 
Dispense Date This is the date the drug was actually dispensed to the recipient. For drug 


claims, this serves as the service date. 
8 Character 


EOB Codes These are the Detail Explanation of Benefits (EOB) codes that apply to the 
detail on the compound drug claim form. There can be a maximum of twenty 
EOB codes per detail. 


4 Number 


Header EOBS These are the explanation of benefits (EOB) codes that apply to the header on 
the compound drug claim form. There can be a maximum of twenty EOB codes 
per claim. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through 
the system. 


13 Character 


Issue Date This is the date the payment was issued. 10 Character 
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Field Description Length Data Type 


NDC These are the National Drug Codes that pertain to the ingredients used in the 
compound. There is a maximum number of 15 ingredients that can be entered 
on one claim. 


11 Character 


Payee Number The provider number for the provider receiving the payment and remittance 
advice. 


9 Number 


Payment Number If a check was generated, this is the payment number corresponding to the 
check or EFT that was generated. 


9 Number 


Provider Name The name of the payee. 50 Character 
RX NO. Indicates the prescription number on the prescription that was used to dispense 


the drug. 
7 Character 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. 


A qualifying county worker may assign this dollar amount to a recipient (based 
on the recipient's income, etc.) which must be spent on medical expenses prior 
to Medicaid benefits being available. 


8 Number 


State The state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the drug by any source outside of the state 


Medical Assistance program that is being billed. If present, this amount is 
subtracted from the allowed amount to arrive at the paid amount. 
 


9 Number 


Total Compound Drug 
Claims Denied - Billed 


This is the total amount billed by the payee. 10 Number 


Total Compound Drug 
Claims Denied - 
Spenddown 


This is the total amount of spenddown for the payee's claims. 9 Number 


Total Compound Drug 
Claims Denied - TPL 


This is the total amount of TPL for the payee's claims. 10 Number 


Units This is the quantity of the ingredient(s) used. 6 Number 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Compound Drug Claims Denied 
 


REPORT:    CRA-0002-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                            COMPOUND DRUG CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                        DISPENSE RENDERING         BILLED        TPL          SPENDDOWN 
    --ICN--     RX NO.    DATE   PROVIDER          AMOUNT       AMOUNT         AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS XXXXXXX  MMDDYY  XXXXXXXXX   9,999,999.99    9,999,999.99    999,999.99 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
    NDC        UNITS   EOB CODES 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
 
     TOTAL COMPOUND DRUG CLAIMS DENIED:     99,999,999.99   99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 


 
FINO3011 This is the RA Report Writer. 
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CRA-0003-W -- Remittance Advice - Compound Drug Claims In Process 
This report lists compound drug claims that are in suspense. The report is separated by individual claims and displays both header and detail data. 
Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the drug provider a list of all 
compound drug claims that are still in process (suspended) along with explanations on why they are in suspense. 


Technical Name 
CRA-0003-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Billed Amount This is the dollar amount requested by the provider for the drug that was 


dispensed. 
9 Number 


City The city in which the payee lives. 15 Character 
Client NO. The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Dispense Date This is the date the drug was actually dispensed to the recipient. For drug 


claims, this serves as the service date. 
8 Character 


EOB Codes These are the Detail Explanation of Benefits (EOB) codes that apply to the 
detail on the compound drug claim form. There can be a maximum of twenty 
EOB codes per detail. 


4 Number 


Header EOBS These are the explanation of benefits (EOB) codes that apply to the header on 
the compound drug claim form. There could be a maximum of twenty EOB 
codes per claim header. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through 
the system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
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Field Description Length Data Type 


NDC These are the National Drug Codes that pertain to the ingredients used in the 
compound. There is a maximum number of 15 ingredients that can be entered 
on one claim. 


11 Character 


Payee Number The provider number for the provider receiving the payment and remittance 
advice. 


9 Number 


Payment Number If a check was generated, this is the check number corresponding to the check 
that was generated. If the provider is an EFT participant, this is the control 
number of the EFT transaction. 


9 Number 


Provider Name The name of the payee. 50 Character 
RX NO. Indicates the prescription number on the prescription that was used to dispense 


the drug. 
7 Character 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. 


A qualifying county worker may assign this dollar amount to a recipient (based 
on the recipient's income, etc.) which must be spent on medical needs prior to 
Medicaid benefits being available. 


8 Number 


State The state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the drug by any source outside of the state 


Medical Assistance program that is being billed. If present, this amount is 
subtracted from the allowed amount to arrive at the paid amount. 


9 Number 


Total Compound Drug 
Claims In Process - Billed 


This is the total amount billed for the payee. 10 Number 


Total Compound Drug 
Claims In Process - 
Spenddown 


This is the total amount of spenddown for the payee's claims. 9 Number 


Total Compound Drug 
Claims In Process - TPL 


This is the total amount of TPL for the payee's claims. 10 Number 


Units This is the quantity of the ingredient(s) used. 6 Number 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Compound Drug Claims In Process Report Layout 
 


REPORT:    CRA-0003-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                          COMPOUND DRUG CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                        DISPENSE RENDERING         BILLED        TPL         SPENDDOWN 
    --ICN--     RX NO.    DATE   PROVIDER          AMOUNT       AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS XXXXXXX  MMDDYY  XXXXXXXXX   9,999,999.99    9,999,999.99    999,999.99 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
    NDC        UNITS   EOB CODES 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                       9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
   TOTAL COMPOUND DRUG CLAIMS IN PROCESS:   99,999,999.99   99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 


 
FINO3011 This is the RA Report Writer. 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-15 
Revision Date: September 2002 
Version: 1.0 







 CRA-0004-W -- Remittance Advice - Compound Drug Claim Adjustments 
This report lists compound drug claims that were adjusted. The report is separated by individual claims. It displays the header data for the claim being 
adjusted and both header and detail data for the adjustment claim. The net result of the adjustment is also displayed along with the application of any 
refunded money. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the drug provider a 
list of all compound drug claims that were adjusted along with explanations on why the claims were adjusted. 


Technical Name 
CRA-0004-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment results in a 
positive Paid Amount.   


9 Number 


Address The address of the Payee. 31 Character 
Allowed This is the computed detail level dollar amount allowable for the dispensed drug 


under the Medical Assistance Program being billed. 
9 Number 


Allowed Amount This is the computed dollar amount allowable for the dispensed drug under the 
Medical Assistance Program being billed. This amount is arrived at by pricing each 
of the individual ingredients used to formulate the compound and adding up the 
individual prices. 


9 Number 


Billed Amount This is the dollar amount requested by the provider for the drug that was dispensed. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay This is the dollar amount that the recipient should pay and is deducted from the 


allowed amount to arrive at the paid amount. The co-pay amount that is deducted 
depends on the type of drug that was dispensed. 


8 Number 
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Field Description Length Data Type 


Dispense Date This is the date the drug was actually dispensed to the recipient. For drug claims, this 
serves as the service date. 


8 Character 


EOB Codes These are the Explanation of Benefits (EOB) codes that apply to the header on the 
compound drug claim form. These codes are used to explain why the claim was 
adjusted. There could be a maximum of twenty EOB codes per claim header. 


4 Number 


Header EOBS These are the explanation of benefits (EOB) codes that apply to the header on the 
compound drug claim form. There could be a maximum of twenty EOB codes per 
claim header. 


4 Number 


ICN Unique number used to identify and track a claim processed through the system. The 
first number displayed is the ICN of the original claim. The ICN of the adjusted 
claim is displayed under the ICN of the original claim. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Net Overpayment  This provides the net overpayment amount when the adjustment results in a negative 


Paid Amount and an accounts receivable (setup) transaction is established.   
9 Number 


NDC These are the National Drug Codes that pertain to the ingredients used in the 
compound. There is a maximum number of 15 ingredients that can be entered on one 
claim. 
 
 


11 Character 


Paid Amount This is the dollar amount paid for the drug. This is arrived at by computing the 
allowable amount for the drug and deducting the TPL amount, co-pay amount and 
the spenddown amount. 


9 Number 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that 


was generated. If the provider is an EFT participant, this is the control number of the 
EFT transaction. 


9 Number 


Provider Name The name of the payee. 50 Character 
RX NO. Indicates the prescription number on the prescription that was used to dispense the 


drug. 
7 Character 


Refund Amount Applied This provides the refund amount applied when the adjustment results in a negative 
Paid Amount and cash is applied in the payment cycle.  


9 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 
amount is the amount after state share is deducted from the reimbursement amount. 


9 Number 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
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Field Description Length Data Type 


Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 
benefits being available. 


8 Number 


State The state of the payee. 2 Character 
TPL Amount This is the dollar amount paid for the drug by any source outside of the state Medical 


Assistance program that is being billed. If present, this amount is subtracted from the 
allowed amount to arrive at the paid amount 
 
. 


9 Number 


Total Compound Drug 
Adjustments Claims Paid – 
Allowed 


This is the total amount allowed for claims for the payee. 10 Number 


Total Compound Drug 
Adjustments Claims Paid - 
Billed 


This is the total amount billed for the payee. 10 Number 


Total Compound Drug 
Adjustments Claims Paid - 
Co-Pay 


This is the total amount of co-pay for the payee's claims. 9 Number 


Total Compound Drug 
Adjustments Claims Paid - 
Paid 


This is the total amount paid for the payee's claims. 10 Number 


Total Compound Drug 
Adjustments Claims Paid - 
Reimb 


This is the total amount of reimbursement for the payee's claims. 10 Number 


Total Compound Drug 
Adjustments Claims Paid - 
Spenddown 


This is the total amount of spenddown for the payee's claims. 9 Number 


Total Compound Drug 
Adjustments Claims Paid - 
TPL 


This is the total amount of TPL for the payee's claims. 10 Number 


Total No. Adj This is the total count of the number of adjustments on the RA for the provider. 6 Number 
Units This is the quantity of the ingredient(s) used. 6 Number 
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Field Description Length Data Type 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Compound Drug Claim Adjustments 
 


REPORT:    CRA-0004-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                          COMPOUND DRUG CLAIM ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                        DISPENSE RENDERING        BILLED        ALLOWED         TPL        CO-PAY   SPENDDOWN        REIMB.         PAID 
    --ICN--     RX NO.    DATE   PROVIDER         AMOUNT         AMOUNT        AMOUNT      AMOUNT    AMOUNT          AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBMOM XXXXXXX  MMDDYY  XXXXXXXXX (9,999,999.99) (9,999,999.99)(9,999,999.99)(999,999.99)(999,999.99)(9,999,999.99)(9,999,999.99) 
  RRYYJJJBBBMOM XXXXXXX  MMDDYY  XXXXXXXXX  9,999,999.99   9,999,999.99  9,999,999.99  999,999.99  999,999.99  9,999,999.99  9,999,999.99) 
 
                                                                             ADDITIONAL PAYMENT                                9,999,999.99 
                                                                             NET OVERPAYMENT                                  (9,999,999.99) 
         REFUND AMOUNT APPLIED                            (9,999,999.99) 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
    NDC        UNITS       ALLOWED   EOB CODES 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XXXXXXXXXXX 999999  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                     9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
TOTAL NO. OF ADJ: 999,999 
   TOTAL COMPOUND DRUG ADJUSTMENT CLAIMS:                  99,999,999.99              9,999,999.99             99,999,999.99 
                                           99,999,999.99                99,999,999.99            9,999,999.99                9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0005-W -- Remittance Advice - Dental Claims Paid 
This report lists dental claims that were paid. The report is separated by individual claims and displays both header and detail data. Pertinent EOB codes 
and EOB descriptions are also displayed on this report. The purpose of this report is to give the dental provider a list of all dental claims that were paid 
along with explanations on any discrepancies between the billed and the paid amount. 


Technical Name 
CRA-0005-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Allowed Amount This is the computed dollar amount allowable for the services rendered on each detail 


line under the Medical Assistance program being billed. May occur twelve times 
depending on the number of detail lines billed. 


9 Number 


Billed Amount This is the dollar amount requested by the provider for the service billed on each detail 
line. May occur twelve times depending on the number of detail lines billed. 


9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 


 
29 Character 


Co-Pay Amount This is the dollar amount that the recipient should pay and is deducted from the allowed 
amount to arrive at the paid amount. 


8 Number 


Date SVC PERF This is the date the service was actually performed. May occur twelve times depending 
on the number of detail lines billed. 


6 Character 


Detail EOBs These are the Detail Explanation of Benefits (EOB) codes that apply to the detail on the 
dental claim form. There could be a maximum of twenty EOB codes per claim detail. 


4 Number 


Header EOBs These are the Header Explanation of Benefits (EOB) codes that apply to the header on 
the dental claim form. There could be a maximum of twenty EOB codes per claim 


4 Number 
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Field Description Length Data Type 


header. 
ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
PL SERV This column shows the place of service code(s) indicating where the services were 


actually rendered. May occur twelve times depending on the number of detail lines 
billed. 


2 Character 


PROC CD This column shows the American Dental Association (ADA) code used to indicate what 
services were actually rendered to the recipient by the provider. May occur twelve times 
depending on the number of detail lines billed. 


5 Character 


Paid Amount This is the dollar amount paid for the services rendered. This is arrived at by computing 
the allowable amount for the services and deducting the TPL amount. 


9 Number 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 
 


50 Character 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 
amount is the amount after state share is deducted from the reimbursement amount. 


9 Number 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Dates From This is the earliest date of service on the detail lines. 6 Character 
Service Dates Thru This is the latest date of service on the detail lines. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 
benefits being available. 


8 Number 


State The state of the payee. 2 Character 
Surface This column shows the surface code pertaining to the part of the tooth that was worked 


on. May occur twelve times depending on the number of detail lines billed. 
5 Number 


TPL Amount This is the dollar amount paid for the services by any source outside of the state Medical 
Assistance program that is being billed. If present, this amount is subtracted from the 


9 Number 
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Field Description Length Data Type 


allowed amount to arrive at the paid amount. 
Tooth This column shows the tooth number of the tooth or the tooth quandrant that was worked 


on. 
2 Number 


Total Dental Claims 
Paid - Allowed 


This is the total allowed amount for the payee's claims. 10 Number 


Total Dental Claims 
Paid - Billed 


This is the total billed amount for the payee's claims. 10 Number 


Total Dental Claims 
Paid - Co-Pay 


This is the total amount of co-pay for the payee's claims. 9 Number 


Total Dental Claims 
Paid - Paid 


This is the total amount paid for the payee's claims. 10 Number 


Total Dental Claims 
Paid - Reimb 


This is the total amount of reimbursement for the payee's claims. 10 Number 


Total Dental Claims 
Paid - Spenddown 


This is the total amount of spenddown for the payee's claims. 9 Number 


Total Dental Claims 
Paid - TPL 


This is the total amount of TPL for the payee's claims. 10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Dental Claims Paid Report Layout 
 
REPORT:    CRA-0005-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                                DENTAL CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                  RENDERING  SERVICE DATES          BILLED       ALLOWED         TPL     SPENDDOWN      CO-PAY         REIMB.          PAID 
     --ICN--      PROVIDER   FROM     THRU          AMOUNT       AMOUNT         AMOUNT     AMOUNT       AMOUNT         AMOUNT         AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: 999999999999 
  RRYYJJJBBBSSS   XXXXXXXXX  MMDDYY  MMDDYY   9,999,999.99  9,999,999.99  9,999,999.99  999,999.99  999,999.99   9,999,999.99   9,999,999.99 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
 PL SERV  PROC CD  TOOTH  SURFACE  DATE SVC         BILLED       ALLOWED 
                                     PERF           AMOUNT       AMOUNT    DETAIL EOBS 
   XX     XXXXXX     99    XXXXX    MMDDYY    9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                           9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    XXXXX    MMDDYY    9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                           9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    XXXXX    MMDDYY    9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                           9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    XXXXX    MMDDYY    9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                           9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    XXXXX    MMDDYY    9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                           9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
       TOTAL DENTAL CLAIMS PAID:             99,999,999.99               99,999,999.99            9,999,999.99                 99,999,999.99 
                                                           99,999,999.99              9,999,999.99              99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0006-W -- Remittance Advice - Dental Claims Denied 
This report lists dental claims that were denied. The report is separated by individual claims and displays both header and detail data. Pertinent EOB 
codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the dental provider a list of all dental claims that were 
denied along with explanations on why they were denied. 


Technical Name 
CRA-0006-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Billed Amount This is the dollar amount requested by the provider for the service billed on each detail line. 


May occur twelve times depending on the number of detail lines billed. 
9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Date SVC PERF This is the date the service was actually performed. May occur twelve times depending on 


the number of detail lines billed. 
 
 


6 Character 


Detail EOBs These are the Detail Explanation of Benefits (EOB) codes that apply to the detail on the 
dental claim form. There could be a maximum of twenty EOB codes per claim detail. 


4 Number 


Header EOBs These are the Header Explanation of Benefits (EOB) codes that apply to the header on the 
dental claim form. There could be a maximum of twenty EOB codes per claim header. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
PL SERV This column shows the place of service code(s) indicating where the services were actually 2 Character 
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Field Description Length Data Type 


rendered. May occur twelve times depending on the number of detail lines billed. 
PROC CD This column shows the American Dental Association (ADA) code used to indicate what 


services were actually rendered to the recipient by the provider. May occur twelve times 
depending on the number of detail lines billed. 


5 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Dates From This is the earliest date of service on the detail lines. 6 Character 
Service Dates Thru This is the latest date of service on the detail lines. 6 Character 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical needs prior to Medicaid benefits being available. 


8 Number 


State The state of the payee. 2 Character 
Surface This column shows the surface code pertaining to the part of the tooth that was worked on. 


May occur twelve times depending on the number of detail lines billed. 
5 Number 


TPL Amount This is the dollar amount paid for the services by any source outside of the state Medical 
Assistance program that is being billed. If present, this amount is subtracted from the 
allowed amount to arrive at the paid amount. 


9 Number 


Tooth This column shows the tooth number of the tooth or the tooth quandrant that was worked on. 2 Number 
Total Dental Claims 
Denied - Billed 


This is the total billed amount for the payee's claims. 10 Number 


Total Dental Claims 
Denied - Spenddown 


This is the total amount of spenddown for the payee's claims. 9 Number 


Total Dental Claims 
Denied - TPL 


This is the total amount of TPL for the payee's claims. 10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Dental Claims Denied  
 
REPORT:    CRA-0006-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                               DENTAL CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                 RENDERING    SERVICE DATES                BILLED        TPL         SPENDDOWN 
     --ICN--     PROVIDER     FROM     THRU                AMOUNT       AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXX    MMDDYY  MMDDYY          9,999,999.99    9,999,999.99    999,999.99 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
 PL SERV  PROC CD  TOOTH  SURFACE  DATE SVC        BILLED 
                                     PERF          AMOUNT      DETAIL EOBS 
   XX     XXXXXX     99   99999     MMDDYY      9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                               9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99   99999     MMDDYY      9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                               9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99   99999     MMDDYY      9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                               9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99   99999     MMDDYY      9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                               9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
    
           TOTAL DENTAL CLAIMS DENIED:              99,999,999.99   99,999,999.99  9,999,999.99 


 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0007-W -- Remittance Advice - Dental Claims In Process 
This report lists dental claims that are in suspense. The report is separated by individual claims and displays both header and detail data. Pertinent EOB 
codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the dental provider a list of all dental claims that are 
in suspense along with explanations on what caused the claims to be suspended. 


Technical Name 
CRA-0007-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Billed Amount This is the dollar amount requested by the provider for the service billed on each detail line. 


May occur twelve times depending on the number of detail lines billed. 
9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Date SVC PERF This is the date the service was actually performed. May occur twelve times depending on the 


number of detail lines billed. 
6 Character 


Detail EOBs These are the Detail Explanation of Benefits (EOB) codes that apply to the detail on the dental 
claim form. There could be a maximum of twenty EOB codes per claim detail. 


4 Number 


Header EOBs These are the Header Explanation of Benefits (EOB) codes that apply to the header on the 
dental claim form. There could be a maximum of twenty EOB codes per claim header. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
PL SERV This column shows the place of service code(s) indicating where the services were actually 


rendered. May occur twelve times depending on the number of detail lines billed. 
2 Character 
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Field Description Length Data Type 


PROC CD This column shows the American Dental Association (ADA) code used to indicate what 
services were actually rendered to the recipient by the provider. May occur twelve times 
depending on the number of detail lines billed. 


5 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Rendering 
Provider 


The number used to identify the provider that performed the service. 9 Number 


Service Dates 
From 


This is the earliest date of service on the detail lines. 6 Character 


Service Dates Thru This is the latest date of service on the detail lines. 6 Character 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown 
Amount 


The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State The state of the payee. 2 Character 
Surface This column shows the surface code pertaining to the part of the tooth that was worked on. 


May occur twelve times depending on the number of detail lines billed. 
5 Number 


TPL Amount This is the dollar amount paid for the services by any source outside of the state Medical 
Assistance program that is being billed. If present, this amount is subtracted from the allowed 
amount to arrive at the paid amount. 


9 Number 


Tooth This column shows the tooth number of the tooth or the tooth quadrant that was worked on. 2 Number 
Total Dental 
Claims In Process 
- Billed 


This is the total billed amount for the payee's claims. 10 Number 


Total Dental 
Claims In Process 
- Spenddown 


This is the total amount of spenddown for the payee's claims. 9 Number 


Total Dental 
Claims In Process 
- TPL 


This is the total amount of TPL for the payee's claims. 10 Number 
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Field Description Length Data Type 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Dental Claims In Process Report Layout 
 
REPORT:    CRA-0007-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                             DENTAL CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                 RENDERING    SERVICE DATES                BILLED           TPL       SPENDDOWN 
     --ICN--     PROVIDER     FROM     THRU                AMOUNT          AMOUNT      AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: 999999999999 
  RRYYJJJBBBSSS  XXXXXXXXX    MMDDYY   MMDDYY          9,999,999.99    9,999,999.99    999,999.99 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
 PL SERV  PROC CD  TOOTH  SURFACE  DATE SVC     BILLED 
                                     PERF       AMOUNT      DETAIL EOBS 
   XX     XXXXXX     99    XXXXX    MMDDYY   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                            9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    XXXXX    MMDDYY   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                            9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    XXXXX    MMDDYY   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                            9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    XXXXX    MMDDYY   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                            9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                 TOTAL DENTAL CLAIMS IN PROCESS:    99,999,999.99   99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0008-W -- Remittance Advice - Dental Claim Adjustments 
This report lists dental claims that were adjusted. The report is separated by individual claims and displays the header data for the claim that is being 
adjusted (original claim) and both header and detail data for the adjustment claim. The net result of the adjustment is also displayed along with the 
application of any refunded money. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the 
dental provider a list of all dental claims that were adjusted along with explanations on why the claims were adjusted. 


Technical Name 
CRA-0008-W 
 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment results in a positive Paid 
Amount.   


9 Number 


Address The address of the Payee. 31 Character 
Allowed Amount This is the computed dollar amount allowable for the services rendered on each detail line 


under the Medical Assistance program being billed. May occur twelve times depending on 
the number of detail lines billed. 


9 Number 


Billed Amount This is the dollar amount requested by the provider for the service billed on each detail line. 
May occur twelve times depending on the number of detail lines billed. 


9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay This is the dollar amount that the recipient should pay and is deducted from the allowed 


amount to arrive at the paid amount. 
8 Number 


Date SVC PERF This is the date the service was actually performed. May occur twelve times depending on 
the number of detail lines billed. 


6 Character 
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Field Description Length Data Type 


Detail EOBs These are the Detail Explanation of Benefits (EOB) codes that apply to the detail on the 
dental claim form. There could be a maximum of twenty EOB codes per claim detail. 


4 Number 


Header EOBs These are the Header Explanation of Benefits (EOB) codes that apply to the header on the 
dental claim form. These codes are used to explain why the claim was adjusted. There could 
be a maximum of twenty EOB codes per claim header. 


4 Number 


ICN Unique number used to identify and track a claim processed through the system. The first 
number displayed is the ICN of the original claim. The ICN of the adjusted claim is 
displayed under the ICN of the original claim. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Net Overpayment  This provides the net overpayment amount when the adjustment results in a negative Paid 


Amount and an accounts receivable (setup) transaction is established.   
9 Number 


PL SERV This column shows the place of service code(s) indicating where the services were actually 
rendered. May occur twelve times depending on the number of detail lines billed. 


2 Character 


PROC CD This column shows the American Dental Association (ADA) code used to indicate what 
services were actually rendered to the recipient by the provider. May occur twelve times 
depending on the number of detail lines billed. 


5 Character 


Paid Amount This is the dollar amount paid for the services rendered. This is arrived at by computing the 
allowable amount for the services and deducting the TPL amount. 
 


9 Number 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Refund Amount 
Applied 


This provides the refund amount applied when the adjustment results in a negative Paid 
Amount and cash is applied in the payment cycle.  


9 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid amount 
is the amount after state share is deducted from the reimbursement amount. 


9 Number 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Dates From This is the earliest date of service on the detail lines. 6 Character 
Service Dates Thru This is the latest date of service on the detail lines. 6 Character 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
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Field Description Length Data Type 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State The state of the payee. 2 Character 
Surface This column shows the surface code pertaining to the part of the tooth that was worked on. 


May occur twelve times depending on the number of detail lines billed. 
 
 


5 Number 


TPL Amount This is the dollar amount paid for the services by any source outside of the state Medical 
Assistance program that is being billed. If present, this amount is subtracted from the 
allowed amount to arrive at the paid amount. 


9 Number 


Tooth This column shows the tooth number of the tooth or the tooth quadrant that was worked on. 2 Number 
Total Dental 
Adjustments Claims 
- Allowed 


This is the total allowed amount for the payee's claims. 10 Number 


Total Dental 
Adjustments Claims 
- Billed 


This is the total billed amount for the payee's claims. 10 Number 


Total Dental 
Adjustments Claims 
- Co-Pay 


This is the total amount of co-pay for the payee's claims. 9 Number 


Total Dental 
Adjustments Claims 
- Paid 


This is the total amount paid for the payee's claims. 10 Number 


Total Dental 
Adjustments Claims 
- Reimb 


This is the total amount of reimbursement for the payee's claims. 10 Number 


Total Dental 
Adjustments Claims 
- Spenddown 


This is the total amount of spenddown for the payee's claims. 9 Number 


Total Dental 
Adjustments Claims 
- TPL 


This is the total amount of TPL for the payee's claims. 10 Number 


Total No. Adj This is the total count of the number of adjustments on the RA for the provider. 6 Number 
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Field Description Length Data Type 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Dental Claim Adjustments Report Layout 
REPORT:    CRA-0008-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                             DENTAL CLAIM ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                  RENDERING  SERVICE DATES          BILLED       ALLOWED         TPL     SPENDDOWN      CO-PAY         REIMB.          PAID 
     --ICN--      PROVIDER   FROM     THRU          AMOUNT       AMOUNT         AMOUNT     AMOUNT       AMOUNT         AMOUNT         AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBMOM   XXXXXXXXX  MMDDYY  MMDDYY  (9,999,999.99)(9,999,999.99)(9,999,999.99)(999,999.99)(999,999.99) (9,999,999.99) (9,999,999.99) 
  RRYYJJJBBBSSS   XXXXXXXXX  MMDDYY  MMDDYY   9,999,999.99  9,999,999.99  9,999,999.99  999,999.99  999,999.99   9,999,999.99   9,999,999.99 
 
                                                                             ADDITIONAL PAYMENT                                 9,999,999.99 
                                                                             NET OVERPAYMENT                                   (9,999,999.99) 
         REFUND AMOUNT APPLIED                             (9,999,999.99) 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
 PL SERV  PROC CD  TOOTH  SURFACE  DATE SVC      BILLED       ALLOWED 
                                     PERF        AMOUNT       AMOUNT       DETAIL EOBS 
   XX     XXXXXX     99    99999    MMDDYY    9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                           9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    99999    MMDDYY    9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                           9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    99999    MMDDYY    9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                           9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   XX     XXXXXX     99    99999    MMDDYY    9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                           9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
TOTAL NO. OF ADJ: 999,999 
       TOTAL DENTAL ADJUSTMENT CLAIMS:       99,999,999.99               99,999,999.99            9,999,999.99                 99,999,999.99 
                                                           99,999,999.99              9,999,999.99              99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0017-W -- Remittance Advice - Medicare Crossover Part B Claims Paid 
This report lists Medicare crossover part B claims that were paid. Part B crossover claims consist of HCFA 1500 medical claims, and outpatient claims. 
The report is separated by individual claims and displays header and detail data. Pertinent EOB codes and EOB descriptions are also displayed on this 
report. The purpose of this report is to give the provider a list of all Medicare crossover part B claims that are being paid along with explanations on any 
discrepancies between the billed and the paid amount. 


Technical Name 
CRA-0017-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Blood Deduct Amount of money paid towards the blood deduct on a Medicare claim. 8 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay AMT The dollar amount of recipient liability on a claim that is to be collected by the 


provider at the time the service is rendered. Copay is used interchangeably with 
coinsurance. It is the patient's liability for a medical bill. 


8 Number 


EOB Sequence Code This is the sequential line number of the EOB code line. 2 Number 
EOBs These are the Detail Explanation of Benefits (EOB) codes that apply to the 


header on the claim form. There could be a maximum of twenty EOB codes per 
claim header. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through 
the system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Medicaid Billed Amount This is the dollar amount billed by the provider. 9 Number 
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Field Description Length Data Type 


Medicaid Paid Amount This is the dollar amount that is payable. 9 Number 
Medicaid Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The 


paid amount is the amount after state share is deducted from the reimbursement 
amount. 


9 Number 


Medicaid TPL Amount Indicates the payments made by sources outside of the state Medical assistance 
programs. This amount is deducted from the allowed amount to arrive at the 
paid amount. The Medicaid TPL amount includes the Medicaid TPL and 
spenddown dollar amounts. 


9 Number 


Medicare CO-INS Amount This is the dollar amount that the recipient should pay and is deducted from the 
allowed amount to arrive at the Medicare paid amount. 


8 Number 


Medicare Deduct Amount Indicates the dollar amount that the recipient is responsible for paying. The 
Medicare deductible amount includes the Medicare deductible and blood 
deductible dollar amounts. This dollar amount will crossover and be paid by 
Medicaid. 


8 Number 


PAT NO This is a unique number assigned by the provider. This is usually used for filing 
or tracking purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance 
advice. 


9 Number 


Payment Number If a check was generated, this is the check number corresponding to the check 
that was generated. If the provider is an EFT participant, this is the control 
number of the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Reimb Amt This is the full amount payable on the claim prior to deducting state share.  The 


paid amount is the amount after state share is deducted from the reimbursement 
amount. 


9 Number 


Service Dates - From This is the earliest date of service or the admit date. 6 Character 
Service Dates - Thru This is the latest date of service or discharge date. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. 


A qualifying county worker may assign this dollar amount to a recipient (based 
on the recipient's income, etc.) which must be spent on medical expenses prior 
to Medicaid benefits being available. 


8 Number 


State The state of the payee. 2 Character 
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Field Description Length Data Type 


Total Medicare Crossover Part B 
Claims Paid - Billed Amt 


This amount reflects the total of all billed amounts for the Medicare Part B 
Crossover claims. 


10 Number 


Total Medicare Crossover Part B 
Claims Paid - Blood Deduct Amt 


This amount reflects the total of all blood deduct amounts for the Medicare 
Crossover Part B claims. 


9 Number 


Total Medicare Crossover Part B 
Claims Paid - Co - Ins Amt 


This amount reflects the total of all co-insurance amounts for the Medicare 
Crossover Part B claims. 


9 Number 


Total Medicare Crossover Part B 
Claims Paid - Co-Pay Amt 


This amount reflects the total of all co-pay amounts for the Medicare Crossover 
Part B claims. 


9 Number 


Total Medicare Crossover Part B 
Claims Paid - Deduct Amt 


This amount reflects the total of all deduct amounts for the Medicare Crossover 
Part B claims. 


9 Number 


Total Medicare Crossover Part B 
Claims Paid - Paid Amt 


This amount reflects the total of all the Medicare Crossover Part B claims. 10 Number 


Total Medicare Crossover Part B 
Claims Paid - Reimb Amt 


This amount reflects the total of all reimbursement amounts for the Medicare 
Crossover Part B claims. 


10 Number 


Total Medicare Crossover Part B 
Claims Paid - Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Medicare 
Crossover Part B claims. 
 


9 Number 


Total Medicare Crossover Part B 
Claims Paid - TPL Amt 


This amount reflects the total of all TPL amounts for the Medicare Crossover 
Part B claims. 


10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Medicare Crossover Part B Claims Paid Report Layout 
 
REPORT:    CRA-0017-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                       MEDICARE CROSSOVER PART B CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--     SERVICE DATES               SPENDDOWN        BLOOD    M E D I C A R E               M  E  D  I  C  A  I  D 
     PAT NO.     FROM     THRU               COPAY AMT        DEDUCT   DEDUCT   CO-INS        BILLED   TPL AMT     REIMB AMT    PAID AMT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: 999999999999 
  RRYYJJJBBBSSS  MMDDYY MMDDYY              999,999.99    999,999.99        999,999.99            9,999,999.99              9,999,999.99 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX            999,999.99             999,999.99           9,999,999.99            9,999,999.99 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        01  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        02  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        03  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        04  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        05  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
  TOTAL MEDICARE CROSSOVER PART B CLAIMS PAID: 
                                          9,999,999.99  9,999,999.99      9,999,999.99           99,999,999.99             99,999,999.99 
                                          9,999,999.99           9,999,999.99          99,999,999.99           99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 


Section 5: Financial Reports Finance Procedures Manual 


5-40 Library Reference Number: OKFIN 
Revision Date: September 2002 


Version: 1.0 
 







CRA-0018-W -- Remittance Advice - Medicare Crossover Part B Claims Denied 
This report lists Medicare crossover part B claims that were denied. Part B crossover claims consist of HCFA 1500 medical claims, and outpatient 
claims. The report is separated by individual claims and displays header and detail data. Pertinent EOB codes and EOB descriptions are also displayed 
on this report. The purpose of this report is to give the provider a list of all Medicare crossover part B claims that denied along with the explanations of 
benefits explaining the reason for denial. 


Technical Name 
CRA-0018-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Blood Deduct This is the amount of money paid towards the blood deduct on a 


Medicare claim. 
8 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
EOB Sequence Number This is the sequential line number of the EOB code line. 2 Number 
EOBs These are the Detail Explanation of Benefits (EOB) codes that apply to 


the header on the claim form. There could be a maximum of twenty EOB 
codes per claim header. 


4 Number 


ICN This is a unique number used to identify and track a claim processed 
through the system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Medicaid Billed Amount This is the dollar amount billed by the provider. 9 Number 
Medicaid TPL Amount Indicates the payments made by sources outside of the state Medical 


Assistance Programs. This amount is deducted from the allowed amount 
9 Number 
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Field Description Length Data Type 


to arrived at the paid amount. The Medicaid TPL amount includes the 
Medicaid TPL and spenddown dollar amounts. 


Medicare CO-INS Amount This is the dollar amount that the recipient should pay and is deducted 
from the allowed amount to arrive at the Medicare paid amount. 


8 Number 


Medicare Deduct Amount Indicates the dollar amount that the recipient is responsible for paying. 
The Medicare deductible amount includes the Medicare deductible and 
blood deductible dollar amounts. This dollar amount will crossover and 
be paid by Medicaid. 


8 Number 


PAT NO This is a unique number assigned by the provider. This is usually used for 
filing or tracking purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and 
remittance advice. 


9 Number 


Payment Number If a check was generated, this is the check number corresponding to the 
check that was generated. If the provider is an EFT participant, this is the 
control number of the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Service Dates - From This is the earliest date of service or the admit date. 6 Character 
Service Dates - Thru This is the latest date of service or discharge date. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing 


provider. 
 


1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown 
threshold. A qualifying county worker may assign this dollar amount to a 
recipient (based on the recipient's income, etc.) which must be spent on 
medical expenses prior to Medicaid benefits being available. 


8 Number 


State The state in which the payee resides. 2 Character 
Total Medicare Crossover Part B  
Claims Denied - Billed Amt 


This amount reflects the total billed amount for the Medicare Part B 
Crossover claims. 


10 Number 


Total Medicare Crossover Part B  
Claims Denied - Blood Deduct Amt 


This amount reflects the total amount of all blood deduct amounts for the 
Medicare Crossover Part B claims. 


9 Number 


Total Medicare Crossover Part B  
Claims Denied - Co - Ins Amt 


This amount reflects the total amount of all co-insurance amounts for the 
Medicare Crossover Part B claims. 


9 Number 


Total Medicare Crossover Part B  This amount reflects the total of all deduct amounts for the Medicare 9 Number 
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Field Description Length Data Type 


Claims Denied - Deduct Amt Crossover Part B claims. 
Total Medicare Crossover Part B  
Claims Denied - Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Medicare 
Crossover Part B claims. 


10 Number 


Total Medicare Crossover Part B  
Claims Denied - TPL Amt 


This amount reflects the total of all TPL amounts for the Medicare 
Crossover Part B claims. 


10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus 
four. 


10 Character 
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Remittance Advice - Medicare Crossover Part B Claims Denied 
 
REPORT:    CRA-0018-W                                           STATE OF OKLAHOMA                                                DATE:  MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                      MEDICARE CROSSOVER PART B CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99990-9999 
 
 
     --ICN--     SERVICE DATES                 SPENDDOWN        BLOOD       M E D I C A R E       M  E  D  I  C  A  I  D 
     PAT NO.     FROM     THRU                   AMOUNT         DEDUCT     DEDUCT      CO-INS      BILLED     TPL AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  MMDDYY MMDDYY                999,999.99    999,999.99             999,999.99               9,999,999.99 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                       999,999.99             9,999,999.99 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        01  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        02  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        03  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        04  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        05  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
TOTAL MEDICARE CROSSOVER PART B CLAIMS DENIED: 
                                            9,999,999.99  9,999,999.99           9,999,999.99              99,999,999.99 
                                                                     9,999,999.99            99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0019-W -- Remittance Advice - Medicare Crossover Part B Claims in Process 
This report lists Medicare crossover part B claims that are in process. Part B crossover claims consist of HCFA 1500 medical claims, and outpatient 
claims. The report is separated by individual claims and displays header and detail data. The purpose of this report is to give the provider a list of all 
Medicare crossover part B claims that are in process. The "in process" claims are also included on the remittance advice to help decrease the amount of 
duplicate claims submitted by the provider. 


Technical Name 
CRA-0019-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Blood Deduct Amount Amount of money paid towards the blood deduct on a Medicare claim. 8 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
EOB Codes These are the Detail Explanation of Benefits (EOB) codes that apply to the header on 


the claim form. There could be a maximum of twenty EOB codes per claim header. 
4 Number 


EOB Sequence Number This is the sequential line number of the EOB code line. 
 


2 Number 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Medicaid Billed Amount This is the dollar amount billed by the provider. 9 Number 
Medicaid TPL Amount This indicates the payments made by sources outside of the state Medical Assistance 


Programs. This amount is deducted from the allowed amount to arrive at the paid 
amount. The Medicaid TPL amount includes the Medicaid TPL and spenddown dollar 


9 Number 
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Field Description Length Data Type 


amounts. 
Medicare CO-INS Amount This is the dollar amount that the recipient should pay and is deducted from the allowed 


amount to arrive at the Medicare paid amount. 
8 Number 


Medicare Deduct Amount This indicates the dollar amount that the recipient is responsible for paying. The 
Medicare deductible amount includes the Medicare deductible and blood deductible 
dollar amounts. This dollar amount will crossover and be paid by Medicaid. 


8 Number 


PAT NO This is a unique number assigned by the provider. This is usually used for filing or 
tracking purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Service Dates - From This is the earliest date of service or the admit date. 6 Character 
Service Dates - Thru This is the latest date of service or discharge date. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 
benefits being available. 


8 Number 


State The state in which the payee resides. 2 Character 
Total Medicare Crossover 
Part B Claims in Process - 
Billed Amt 


This amount reflects the total billed amount of all the Medicare Crossover Part B 
claims. 


10 Number 


Total Medicare Crossover 
Part B Claims in Process - 
Blood Deduct Amt 


This amount reflects the total of all blood deduct amounts for the Medicare Crossover 
Part B claims. 


9 Number 


Total Medicare Crossover 
Part B Claims in Process - Co 
- Ins Amt 


This amount reflects the total of all co-insurance amounts for the Medicare Crossover 
Part B claims. 


9 Number 


Total Medicare Crossover 
Part B Claims in Process - 
Deduct Amt 


This amount reflects the total of all deduct amounts for the Medicare Crossover Part B 
claims. 


9 Number 
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Field Description Length Data Type 


Total Medicare Crossover 
Part B Claims in Process - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Medicare Crossover 
Part B claims. 


9 Number 


Total Medicare Crossover 
Part B Claims in Process - 
TPL Amt 


This amount reflects the total of all TPL amounts for the Medicare Crossover Part B 
claims. 


10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
 


Remittance Advice - Medicare Crossover Part B Claims in Process  
 
REPORT:    CRA-0019-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                    MEDICARE CROSSOVER PART B CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--     SERVICE DATES                 SPENDDOWN        BLOOD       M E D I C A R E       M  E  D  I  C  A  I  D 
     PAT NO.     FROM     THRU                   AMOUNT         DEDUCT     DEDUCT      CO-INS      BILLED     TPL AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  MMDDYY MMDDYY                999,999.99    999,999.99             999,999.99               9,999,999.99 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                       999,999.99             9,999,999.99 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        01  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        02  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        03  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        04  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        05  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
TOTAL MEDICARE CROSSOVER PART B CLAIMS IN PROCESS: 
                                            9,999,999.99  9,999,999.99           9,999,999.99              99,999,999.99 
                                                                     9,999,999.99            99,999,999.99 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-47 
Revision Date: September 2002 
Version: 1.0 







 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0020-W -- Remittance Advice - Medicare Crossover Part B Claim Adjustments 
This report lists Medicare crossover part B claims that were adjusted. The report is separated by individual claims. It displays the header data for both 
the claims being adjusted (Original) and the adjustment claim. The net result of the adjustment is also displayed along with the application of any 
refunded money. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the provider a list of 
all Medicare crossover part B claims that were adjusted along with explanations on why they were adjusted. 


Technical Name 
CRA-0020-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment results in a positive 
Paid Amount.   


9 Number 


Address The address of the Payee. 31 Character 
Blood Deduct Amount This is the amount of money paid towards the blood deduct on a Medicare claim. 8 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay Amount The dollar amount of recipient liability on a claim that is to be collected by the provider 


at the time the service is rendered. Copay is used interchangeably with coinsurance. It is 
the patient's liability for a medical bill. 


8 Number 


EOB Codes These are the Detail Explanation of Benefits (EOB) codes that apply to the header on the 
claim form. There could be a maximum of twenty EOB codes per claim header. 


4 Number 


EOB Sequence Number This is the sequential line number of the EOB code line. 2 Number 
ICN This is the unique number used to identify and track a claim processed through the 


system. The first number displayed is the ICN of the original claim. The ICN of the 
adjusted claim is displayed under the ICN of the original claim. 


13 Character 
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Field Description Length Data Type 


Issue Date This is the date the check was issued. 10 Character 
Medicaid Billed Amount This is the dollar amount billed by the provider. 9 Number 
Medicaid Paid Amount This is the dollar amount that is payable. 9 Number 
Medicaid Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 


amount is the amount after state share is deducted from the reimbursement amount. 
9 Number 


Medicaid TPL Amount This indicates the payments made by sources outside of the state Medical Assistance 
Programs. This amount is deducted from the allowed amount to arrive at the paid 
amount. The Medicaid TPL amount includes the Medicaid TPL and spenddown dollar 
amounts. 


9 Number 


Medicare CO-INS 
Amount 


This is the dollar amount that the recipient should pay and is deducted from the allowed 
amount to arrive at the Medicare paid amount. 


8 Number 


Medicare Deduct Amount This indicates the dollar amount that the recipient is responsible for paying. The 
Medicare deductible amount includes the Medicare deductible and blood deductible 
dollar amounts. This dollar amount will crossover and be paid by Medicaid. 


8 Number 


Net Overpayment  This provides the net overpayment amount when the adjustment results in a negative 
Paid Amount and an accounts receivable (setup) transaction is established.   


9 Number 


PAT NO This is a unique number assigned by the provider. This is usually used for filing or 
tracking purposes. This is the same for both the original and adjusted claims. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Refund Amount Applied This provides the refund amount applied when the adjustment results in a negative Paid 


Amount and cash is applied in the payment cycle.  
9 Number 


Service Dates - From This is the earliest date of service or the admit date. 6 Character 
Service Dates - Thru This is the latest date of service or discharge date. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 
benefits being available. 


8 Number 
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Field Description Length Data Type 


State The state in which the payee resides. 2 Character 
Total Medicare Crossover 
Part B Adj Claims - 
Billed Amt 


This amount reflects the total billed amount of all the Medicare Crossover Part B claims. 10 Number 


Total Medicare Crossover 
Part B Adj Claims - 
Blood Deduct Amt 


This amount reflects the total of all blood deduct amounts for the Medicare Crossover 
Part B claims. 


9 Number 


Total Medicare Crossover 
Part B Adj Claims - Co - 
Ins Amt 


This amount reflects the total of all co-insurance amounts for the Medicare Crossover 
Part B claims Adjustments. 


9 Number 


Total Medicare Crossover 
Part B Adj Claims - Co-
Pay Amt 


This amount reflects the total of all co-pay amounts for the Medicare Crossover Part B 
claims Adjustments. 


9 Number 


Total Medicare Crossover 
Part B Adj Claims - 
Deduct Amt 


This amount reflects the total of all deduct amounts for the Medicare Crossover Part B 
claims Adjustments. 


9 Number 


Total Medicare Crossover 
Part B Adj Claims - Paid 
Amt 


This amount reflects the total of all the Medicare Crossover Part B claims Adjustments. 10 Number 


Total Medicare Crossover 
Part B Adj Claims - 
Reimb Amt 


This amount reflects the total of all reimbursement amounts for the Medicare Crossover 
Part B claims Adjustments. 


10 Number 


Total Medicare Crossover 
Part B Adj Claims - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Medicare Crossover Part 
B claims Adjustments. 


9 Number 


Total Medicare Crossover 
Part B Adj Claims - TPL 
Amt 


This amount reflects the total of all TPL amounts for the Medicare Crossover Part B 
claims Adjustments. 


10 Number 


Total No. Adj This is the total number of claims adjusted for the current financial cycle. 6 Number 
Total OverPayment This amount is the net result of the adjustment. If the original claim paid more than the 


adjusted claim, this amount will be a negative amount. If the adjusted claim paid more 
than the original claim, this amount will be a positive amount. 


9 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Medicare Crossover Part B Claim Adjustments 
 


REPORT:    CRA-0020-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                   MEDICARE CROSSOVER PART B CLAIM ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--     SERVICE DATES               SPENDDOWN        BLOOD    M E D I C A R E               M  E  D  I  C  A  I  D 
     PAT NO.     FROM     THRU               COPAY AMT        DEDUCT   DEDUCT   CO-INS        BILLED   TPL AMT     REIMB AMT    PAID AMT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBMOM  MMDDYY MMDDYY             (999,999.99)  (999,999.99)      (999,999.99)          (9,999,999.99)            (9,999,999.99) 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX           (999,999.99)           (999,999.99)         (9,999,999.99)          (9,999,999.99) 
  RRYYJJJBBBSSS  MMDDYY MMDDYY              999,999.99    999,999.99        999,999.99            9,999,999.99              9,999,999.99 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX            999,999.99             999,999.99           9,999,999.99            9,999,999.99 
 
                                                                             ADDITIONAL PAYMENT                             9,999,999.99 
                                                                             NET OVERPAYMENT                               (9,999,999.99) 
         REFUND AMOUNT APPLIED                         (9,999,999.99) 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        01  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        02  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        03  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        04  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
         
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
TOTAL NO. OF ADJ: 999,999 
TOTAL MEDICARE CROSSOVER PART B ADJUSTMENT CLAIMS: 
                                          9,999,999.99  9,999,999.99      9,999,999.99           99,999,999.99             99,999,999.99 
                                          9,999,999.99           9,999,999.99          99,999,999.99           99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0021-W -- Remittance Advice - Inpatient Claims Paid 
This report lists Inpatient claims that were paid. The report is separated by individual claims and displays header data only. Pertinent EOB codes and 
EOB descriptions are also displayed on this report. The purpose of this report is to give the acute inpatient provider a list of all inpatient claims that were 
paid along with explanations on any discrepancies between the billed and the paid amount. 


Technical Name 
CRA-0021-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Admit Date This is the date the recipient was admitted into the hospital. 6 Character 
Allowed Amount This is the computed allowable dollar amount for claim. 9 Number 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the claim. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay This is the dollar amount that the recipient should pay and is deducted from the 


allowed amount to arrive at the paid amount. 
8 Number 


Days This is the number of days the recipient was in the hospital. 3 Number 
Detail EOBs These are the EOB codes. 4 Number 
HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the 


detail lines being billed. These codes are used to compute the allowable amount for 
the services rendered. May occur twenty three times depending on the number of 
detail lines billed. 


8 Character 


Header EOBs These are the Header Explanation of Benefits (EOB) codes that apply to the claim. 4 Number 
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Field Description Length Data Type 


These codes are used to explain how the claim was processed or priced. There 
could be a maximum of twenty EOB codes. 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
LVL Care This field indicates what level of care the patient was rendered. 2 Character 
Patient Acct Num This is a unique number assigned by the provider. This is usually used for filing or 


tracking purposes. 
30 Character 


Paid Amount This is the dollar amount that is payable for the claim. 9 Number 
Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that 


was generated. If the provider is an EFT participant, this is the control number of 
the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the detail 


lines. May occur twenty-three times depending on the number of detail lines billed. 
3 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 
amount is the amount after state share is deducted from the reimbursement amount. 
 


9 Number 


Rendering Provider The number used to identify the provider that performed the service. 10 Number 
SRV Date These are the dates the services were actually rendered. Each detail line will have a 


date on which the service billed on that line was rendered to the recipient. May 
occur twenty three times depending on the number of detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 
qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to 
Medicaid benefits being available. 


8 Number 


State The state in which the payee resides. 2 Character 
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Field Description Length Data Type 


TPL Amount This is the dollar amount paid by sources other than the Medical Assistance 
Program being billed for the recipient's stay. This amount is subtracted from the 
allowed amount to arrive at the paid amount. 


9 Number 


Total Inpatient 
Claims Paid - 
Allowed Amt 


This amount reflects the allowed amount total of all the Inpatient Claims. 10 Number 


Total Inpatient 
Claims Paid - Billed 
Amt 


This amount reflects the total billed amount of all the Inpatient Claims. 10 Number 


Total Inpatient 
Claims Paid - Co-
Pay Amt 


This amount reflects the total of all co-pay amounts for the Inpatient Claims paid. 9 Number 


Total Inpatient 
Claims Paid - Paid 
Amt 


This amount reflects the total of all the Inpatient Claims paid. 10 Number 


Total Inpatient 
Claims Paid - Reimb 
Amt 


This amount reflects the total of all reimbursement amounts for the Inpatient 
Claims paid. 


10 Number 


Total Inpatient 
Claims Paid - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Inpatient Claims 
paid. 


9 Number 


Total Inpatient 
Claims Paid - TPL 
Amt 


This amount reflects the total of all TPL amounts for the Inpatient Claims paid. 10 Number 


Units This shows the units of service rendered. May occur twenty-three times depending 
on the number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Inpatient Claims Paid Report Layout 
 
REPORT:    CRA-0021-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                              INPATIENT CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
  --ICN--      ATTEND PROV.  SERVICE DATES   DAYS   ADMIT     BILLED AMT    ALLOWED AMT     SPENDDOWN        TPL AMT       PAID AMT 
    --PATIENT ACCT NUM--     FROM     THRU          DATE                                    COPAY AMT      REIMB AMT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
 RRYYJJJBBBSSS XXXXXXXXXX    MMDDYY MMDDYY   999   MMDDYY   9,999,999.99   9,999,999.99    999,999.99   9,999,999.99   9,999,999.99 
 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                            999,999.99   9,999,999.99 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                             LVL    RENDERING 
REV CD HCPCS/RATE SRV DATE   CARE   PROVIDER    UNITS     BILLED AMT  ALLOWED AMT   DETAIL EOBS 
 999    XXXXXX     MMDDYY    XXX    9999999999 999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                    9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX    9999999999 999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                    9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX    9999999999 999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                    9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX    9999999999 999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                    9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX    9999999999 999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                    9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                            TOTAL INPATIENT CLAIMS PAID:   99,999,999.99  99,999,999.99  9,999,999.99  99,999,999.99  99,999,999.99 
                                                                                         9,999,999.99  99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0022-W -- Remittance Advice - Inpatient Claims Denied 
This report lists Inpatient claims that were denied. The report is separated by individual claims and displays header data only. Pertinent EOB codes and 
EOB descriptions are also displayed on this report. The purpose of this report is to give the acute inpatient provider a list of all inpatient claims that were 
denied along with an explanation as to why they were denied. 


Technical Name 
CRA-0022-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Admit Date This is the date the recipient was admitted into the hospital. 6 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the claim. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Days This is the number of days the recipient was in the hospital. 3 Number 
Detail EOBs These are the EOB codes. 


 
4 Number 


HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the detail lines 
being billed. These codes are used to compute the allowable amount for the services rendered. 
May occur twenty three times depending on the number of detail lines billed. 


8 Character 


Header EOBs These are the Explanation of Benefits (EOB) codes that apply to the claim. These codes are 
used to explain how the claim was processed or priced. There could be a maximum of twenty 
EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
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Field Description Length Data Type 


Issue Date This is the date the check was issued. 10 Character 
LVL Care This field indicates what level of care the patient was rendered. 2 Character 
Patient Account 
Num 


This is a unique number assigned by the provider. This is usually used for filing or tracking 
purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the detail lines. May 


occur twenty three times depending on the number of detail lines billed. 
3 Number 


Rendering 
Provider 


The number used to identify the provider that performed the service. 10 Number 


SRV Date These are the dates the services were actually rendered. Each detail line will have a date on 
which the service billed on that line was rendered to the recipient. May occur twenty-three 
times depending on the number of detail lines billed. 


6 Character 


Service Dates - 
From 


This is the earliest date of service on all the detail lines. 6 Character 


Service Dates - 
Thru 


This is the latest date of service on all the detail lines. 6 Character 


Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown 
Amount 


The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical needs prior to Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid by sources other than the Medical Assistance Program being 


billed for the recipient's stay. This amount is subtracted from the allowed amount to arrive at 
the paid amount. 


9 Number 


Total Inpatient 
Claims Denied - 
Billed Amt 


This amount reflects the total billed amount of all the Inpatient Claims. 10 Number 


Total Inpatient This amount reflects the total of spenddown amounts for all the Inpatient Claims Denied. 9 Number 
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Field Description Length Data Type 


Claims Denied - 
Spenddown Amt 
Total Inpatient 
Claims Denied - 
TPL Amt 


This amount reflects the total of all TPL amounts for the Inpatient Claims Denied. 10 Number 


Units This shows the units of service rendered. May occur twenty-three times depending on the 
number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Inpatient Claims Denied Report Layout 
 


REPORT:    CRA-0022-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                              INPATIENT CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
   --ICN--      ATTEND PROV. SERVICE DATES   DAYS   ADMIT         BILLED          TPL       SPENDDOWN 
     --PATIENT ACCT NUM--    FROM     THRU          DATE          AMOUNT         AMOUNT      AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
 RRYYJJJBBBSSS   XXXXXXXXXX  MMDDYY MMDDYY   999   MMDDYY   9,999,999.99   9,999,999.99    999,999.99 
 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 
                             LVL    RENDERING 
REV CD HCPCS/RATE SRV DATE   CARE   PROVIDER  UNITS     BILLED AMT    DETAIL EOBS 
 999    XXXXXX     MMDDYY    XXX   9999999999 999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                      9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX   9999999999 999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                      9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX   9999999999 999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                      9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX   9999999999 999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                      9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                          TOTAL INPATIENT CLAIMS DENIED:   99,999,999.99  99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0023-W -- Remittance Advice - Inpatient Claims In Process 
This report lists Inpatient claims that are in suspense. The report is separated by individual claims and displays header data only. Pertinent EOB codes 
and EOB descriptions are also displayed on this report. 


Technical Name 
CRA-0023-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Admit Date This is the date the recipient was admitted into the hospital. 6 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the claim. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Days This is the number of days the recipient was in the hospital. 3 Number 
Detail EOBs These are the EOB codes. 4 Number 
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Field Description Length Data Type 


HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the detail lines 
being billed. These codes are used to compute the allowable amount for the services 
rendered. May occur twenty-three times depending on the number of detail lines billed. 


8 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim. These codes are 
used to explain how the claim was processed or priced. There could be a maximum of twenty 
EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
LVL Care This field indicates what level of care the patient was rendered. 2 Character 
Patient Acct Num This is a unique number assigned by the provider. This is usually used for filing or tracking 


purposes. 
30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the detail lines. May 


occur twenty-three times depending on the number of detail lines billed. 
3 Number 


Rendering Provider The number used to identify the provider that performed the service. 10 Number 
SRV Date These are the dates the services were actually rendered. Each detail line will have a date on 


which the service billed on that line was rendered to the recipient. May occur twenty-three 
times depending on the number of detail lines billed. 
 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
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Field Description Length Data Type 


TPL Amount This is the dollar amount paid by sources other than the Medical Assistance Program being 
billed for the recipient's stay. This amount is subtracted from the allowed amount to arrive at 
the paid amount. 


9 Number 


Total Inpatient 
Claims In Process - 
Billed Amt 


This amount reflects the total billed amount of all the Inpatient Claims. 10 Number 


Total Inpatient 
Claims In Process - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Inpatient Claims. 9 Number 


Total Inpatient 
Claims In Process - 
TPL Amt 


This amount reflects the total of all TPL amounts for the Inpatient Claims. 10 Number 


Units This shows the units of service rendered. May occur twenty-three times depending on the 
number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-63 
Revision Date: September 2002 
Version: 1.0 







Remittance Advice - Inpatient Claims In Process Report Layout 
 
REPORT:    CRA-0023-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                            INPATIENT CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
   --ICN--      ATTEND PROV. SERVICE DATES   DAYS   ADMIT         BILLED          TPL        SPENDDOWN 
     --PATIENT ACCT NUM--    FROM     THRU          DATE          AMOUNT         AMOUNT       AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
 RRYYJJJBBBSSS   XXXXXXXXX  MMDDYY MMDDYY   999   MMDDYY      9,999,999.99   9,999,999.99    999,999.99 
 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                             LVL    RENDERING 
REV CD HCPCS/RATE SRV DATE   CARE   PROVIDER     UNITS      BILLED AMT   DETAIL EOBS 
 999    XXXXXX     MMDDYY    XXX    9999999999  999999.99  9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                         9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX    9999999999  999999.99  9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                         9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX    9999999999  999999.99  9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                         9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX    9999999999  999999.99  9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                         9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  
                      TOTAL INPATIENT CLAIMS IN PROCESS:   99,999,999.99    99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0024-W -- Remittance Advice - Inpatient Claim Adjustments 
This report lists Inpatient claims that were adjusted. The report is separated by individual claims. It displays header data for the both the claim being 
adjusted (Original) and the adjustment claim. The net result of the adjustment is also displayed along with the application of any refunded money. 
Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the acute inpatient provider a list of all 
inpatient claims that were adjusted along with explanations on why the claims were adjusted. 


Technical Name 
CRA-0024-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment 
results in a positive Paid Amount.   


9 Number 


Address The address of the Payee. 31 Character 
Admit Date This is the date the recipient was admitted into the hospital. 6 Character 
Allowed Amount This is the computed allowable dollar amount for the hospitalization 


stay. The first amount (credit) displayed is for the original claim. The 
amount for the adjusted claim is displayed under the amount for the 
original claim. These numbers may vary. 


9 Number 


Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the hospitalization 


stay. The first amount (credit) displayed is for the original claim. The 
amount for the adjusted claim is displayed under the amount for the 
original claim. These numbers may vary. 


9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay This is the dollar amount that the recipient should pay and is deducted 8 Number 
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Field Description Length Data Type 


from the allowed amount to arrive at the paid amount. The first amount 
(credit) displayed is for the original claim. The amount for the adjusted 
claim is displayed under the amount for the original claim. These 
numbers may vary. 


Days This is the number of days the recipient was in the hospital. 3 Number 
Detail EOBs These are the EOB codes. 4 Number 
HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on 


each of the detail lines being billed. These codes are used to compute the 
allowable amount for the services rendered. May occur twenty three 
times depending on the number of detail lines billed. 


8 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the 
claim. These codes are used to explain how the claim was processed or 
priced. There could be a maximum of twenty EOB codes. 


4 Number 


ICN This is the unique number used to identify and track a claim processed 
through the system. The first number displayed is the ICN of the original 
claim. The ICN of the adjusted claim is displayed under the ICN of the 
original claim. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
LVL Care This field indicates what level of care the patient was rendered. 2 Character 
Net Overpayment  This provides the net overpayment amount when the adjustment results 


in a negative Paid Amount and an accounts receivable (setup) transaction 
is established.   


9 Number 


Patient Acct Num This is a unique number assigned by the provider. This is usually used 
for filing or tracking purposes. This is the same for both the original and 
adjusted claims. 


30 Character 


Paid Amount This is the dollar amount that is payable for the hospitalization stay. The 
first amount (credit) displayed is for the original claim. The amount for 
the adjusted claim is displayed under the amount for the original claim. 
These numbers may vary. 


9 Number 


Payee Number The provider number for the provider receiving the payment and 
remittance advice. 


9 Number 


Payment Number If a check was generated, this is the check number corresponding to the 
check that was generated. If the provider is an EFT participant, this is the 
control number of the EFT transaction. 


9 Number 
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Field Description Length Data Type 


Provider Name The name of the Provider/Payee. 50 Character 
Refund Amount Applied This provides the refund amount applied when the adjustment results in a 


negative Paid Amount and cash is applied in the payment cycle.  
9 Number 


REV CD These are the revenue codes that pertain to the services being billed on 
the detail lines. May occur twenty-three times depending on the number 
of detail lines billed. 


3 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state 
share. The paid amount is the amount after state share is deducted from 
the reimbursement amount. 
 


9 Number 


SRV Date These are the dates the services were actually rendered. Each detail line 
will have a date on which the service billed on that line was rendered to 
the recipient. May occur twenty-three times depending on the number of 
detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. The dates 
pertaining to the original claim are displayed first. The dates pertaining 
to the adjusted claim are displayed under the dates for the original claim. 


6 Character 


Service Dates - Thru This is the latest date of service on all the detail lines. The dates 
pertaining to the original claim are displayed first. The dates pertaining 
to the adjusted claim are displayed under the dates for the original claim. 


6 Character 


Service Location Code A one-byte alphabetic code used to indicate the location of the billing 
provider. 


1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown 
threshold. A qualifying county worker may assign this dollar amount to a 
recipient (based on the recipient's income, etc.) which must be spent on 
medical expenses prior to Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the services by any source outside of 


the state Medical Assistance Program that is being billed. If present, this 
amount is subtracted from the allowed amount to arrive at the paid 
amount. The first amount (credit) displayed is for the original claim. The 
amount for the adjusted claim is displayed under the amount for the 
original claim. These numbers may vary. 


9 Number 


Total Inpatient Claims Adjustments –  
Allowed Amt 


This amount reflects the allowed amount total of all the Inpatient Claims. 
 


10 Number 
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Field Description Length Data Type 


Total Inpatient Claims Adjustments –  
Billed Amt 


This amount reflects the total billed amount of all the Inpatient Claims. 10 Number 


Total Inpatient Claims Adjustments –  
Co-Pay Amt 


This amount reflects the total of all co-pay amounts for the Inpatient 
Claims. 


9 Number 


Total Inpatient Claims Adjustments –  
Paid Amt 


This amount reflects the total of all the Inpatient Claims Adjustments. 10 Number 


Total Inpatient Claims Adjustments –  
Reimb Amt 


This amount reflects the total of all reimbursement amounts for the 
Inpatient Claims Adjustments. 


10 Number 


Total Inpatient Claims Adjustments –  
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Inpatient 
Claims Adjustments. 


9 Number 


Total Inpatient Claims Adjustments –  
TPL Amt 


This amount reflects the total of all TPL amounts for the Inpatient 
Claims Adjustments. 


10 Number 


Total No. Adj This is the total number of all claims adjusted for the current financial 
cycle. 


6 Number 


Units This shows the units of service rendered. May occur twenty-three times 
depending on the number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus 
four. 


10 Character 
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Remittance Advice - Inpatient Claim Adjustments Report Layout 
 
REPORT:    CRA-0024-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                            INPATIENT CLAIM ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
  --ICN--      ATTEND PROV.  SERVICE DATES   DAYS   ADMIT     BILLED AMT    ALLOWED AMT     SPENDDOWN        TPL AMT       PAID AMT 
    --PATIENT ACCT NUM--     FROM     THRU          DATE                                    COPAY AMT      REIMB AMT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
 RRYYJJJBBBSSS   XXXXXXXXX  MMDDYY MMDDYY   999   MMDDYY  (9,999,999.99) (9,999,999.99)  (999,999.99) (9,999,999.99) (9,999,999.99) 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                          (999,999.99) (9,999,999.99) 
 RRYYJJJBBBSSS XXXXXXXXX    MMDDYY MMDDYY   999   MMDDYY   9,999,999.99   9,999,999.99    999,999.99   9,999,999.99   9,999,999.99 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                           999,999.99   9,999,999.99 
 
                                                                             ADDITIONAL PAYMENT                       9,999,999.99 
                                                                             NET OVERPAYMENT                         (9,999,999.99) 
         REFUND AMOUNT APPLIED                   (9,999,999.99) 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE LVL CARE   UNITS    BILLED AMT  ALLOWED AMT  DETAIL EOBS 
 999    XXXXXX     MMDDYY    XXX   999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                        9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX   999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                        9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX   999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                        9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY    XXX   999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                        9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
TOTAL NO. OF ADJ: 999,999 
                     TOTAL INPATIENT ADJUSTMENT CLAIMS:    99,999,999.99  99,999,999.99  9,999,999.99  99,999,999.99  99,999,999.99 
                                                                                         9,999,999.99  99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0025-W -- Remittance Advice - Outpatient Claims Paid 
This report lists Outpatient claims that were paid. The report is separated by individual claims and displays header and detail data. Pertinent EOB codes 
and EOB descriptions are also displayed on this report. The purpose of this report is to give the outpatient provider a list of all outpatient claims that are 
being paid along with explanations on any discrepancies between the billed and the paid amount. 


Technical Name 
CRA-0025-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Allowed Amount This is the computed allowable dollar amount for claim. 9 Number 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the claim. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name This is the name of the client. 29 Character 
Co-Pay This is the dollar amount that the recipient should pay and is deducted from the 


allowed amount to arrive at the paid amount. 
8 Number 


Detail EOBs These are the EOB codes. 4 Number 
HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the detail 


lines being billed. These codes are used to compute the allowable amount for the 
services rendered. May occur twenty three times depending on the number of detail 
lines billed. 


8 Character 


Header EOBs These are the explanation of benefits (EOB) codes that apply to the claim. These 
codes are used to explain how the claim was processed or priced. There could be a 
maximum of twenty EOB codes. 


4 Number 
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Field Description Length Data Type 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up to 


four modifiers may be entered on each detail line. 
2 Character 


Paid Amount This is the dollar amount that is payable for the claim. 9 Number 
Patient Number Unique number assigned by the provider. This is usually used for filing or tracking 


purposes. 
30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that 


was generated. If the provider is an EFT participant, this is the control number of the 
EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the detail 


lines. May occur twenty-three times depending on the number of detail lines billed. 
3 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 
amount is the amount after state share is deducted from the reimbursement amount. 
 


9 Number 


SRV Date These are the dates the services were actually rendered. Each detail line will have a 
date on which the service billed on that line was rendered to the recipient. May occur 
twenty three times depending on the number of detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 
qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical needs prior to Medicaid 
benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid by sources other than the Medical Assistance Program 


being billed for the recipient's services. This amount is subtracted from the allowed 
amount to arrive at the paid amount. 


9 Number 
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Field Description Length Data Type 


Total Outpatient 
Claims Paid - 
Allowed Amt 


This amount reflects the allowed amount total of all the Outpatient Claims. 10 Number 


Total Outpatient 
Claims Paid - Billed 
Amt 


This amount reflects the total billed amount of all the Outpatient Claims. 10 Number 


Total Outpatient 
Claims Paid - Co-
Pay Amt 


This amount reflects the total of all co-pay amounts for the Outpatient Claims. 9 Number 


Total Outpatient 
Claims Paid - Paid 
Amt 


This amount reflects the total of all the Outpatient Claims paid. 10 Number 


Total Outpatient 
Claims Paid - Reim 
Amt 


This amount reflects the total of all reimbursement amounts for the Outpatient 
Claims. 


10 Number 


Total Outpatient 
Claims Paid - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Outpatient Claims. 9 Number 


Total Outpatient 
Claims Paid - TPL 
Amt 


This amount reflects the total of all TPL amounts for the Outpatient Claims paid. 10 Number 


Units This shows the units of service rendered. May occur twenty-three times depending on 
the number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Outpatient Claims Paid Report layout 
 
REPORT:    CRA-0025-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                              OUTPATIENT CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
--ICN--       ATTEND PROV.    SERVICE DATES        BILLED       ALLOWED         TPL         CO-PAY    SPENDDOWN        REIMB.         PAID 
  --PATIENT NUMBER--          FROM     THRU        AMOUNT        AMOUNT        AMOUNT       AMOUNT      AMOUNT         AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99   999,999.99   999,999.99  9,999,999.99  9,999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE  MODIFIERS     UNITS    BILLED AMT  ALLOWED AMT   DETAIL EOBS 
999    XXXXXX     MMDDYY  XX XX XX XX  999999.99  9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
999    XXXXXX     MMDDYY  XX XX XX XX  999999.99  9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
999    XXXXXX     MMDDYY  XX XX XX XX  999999.99  9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
999    XXXXXX     MMDDYY  XX XX XX XX  999999.99  9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
       TOTAL OUTPATIENT CLAIMS PAID:       99,999,999.99               99,999,999.99              9,999,999.99                99,999,999.99 
                                                         99,999,999.99                 9,999,999.99             99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-73 
Revision Date: September 2002 
Version: 1.0 







CRA-0026-W -- Remittance Advice - Outpatient Claims Denied 
This report lists Outpatient claims that were denied. The report is separated by individual claims and displays header and detail data. Pertinent EOB 
codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the outpatient provider a list of all outpatient claims 
that were denied along with explanations on why they were denied. 


Technical Name 
CRA-0026-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the claim. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Detail EOBs These are the EOB codes. 4 Number 
HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the 


detail lines being billed. These codes are used to compute the allowable amount for 
the services rendered. May occur twenty three times depending on the number of 
detail lines billed. 


8 Character 


Header EOBS These are the explanation of benefits (EOB) codes that apply to the claim. These 
codes are used to explain how the claim was processed or priced. There could be a 
maximum of twenty EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
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Field Description Length Data Type 


Modifiers This column shows the modifiers used to further describe the service rendered. Up 
to four modifiers may be entered on each detail line. 


2 Character 


Patient Number This is the unique number assigned by the provider. This is usually used for filing 
or tracking purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that 


was generated. If the provider is an EFT participant, this is the control number of 
the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the detail 


lines. May occur twenty-three times depending on the number of detail lines billed. 
3 Number 


SRV Date These are the dates the services were actually rendered. Each detail line will have a 
date on which the service billed on that line was rendered to the recipient. May 
occur twenty-three times depending on the number of detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 


 
1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 
qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical needs prior to Medicaid 
benefits being available. 


8 Number 


State The state of the payee. 2 Character 
TPL Amount This is the dollar amount paid by sources other than the Medical Assistance 


Program being billed for the recipient's services. This amount is subtracted from the 
allowed amount to arrive at the paid amount. 


9 Number 


Total Outpatient 
Claims Denied - Billed 
Amt 


This amount reflects the total of all the Outpatient Claims billed for the provider. 10 Number 


Total Outpatient 
Claims Denied - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Outpatient Claims 
Denied, for the provider. 


9 Number 


Total Outpatient 
Claims Denied - TPL 


This amount reflects the total of all TPL amounts for the Outpatient Claims Denied, 
for the provider. 


10 Number 
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Field Description Length Data Type 


Amt 
Units This shows the units of service rendered. May occur twenty three times depending 


on the number of detail lines billed. 
8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Outpatient Claims Denied Report Layout 
 
REPORT:    CRA-0026-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                             OUTPATIENT CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES        BILLED          TPL       SPENDDOWN 
    --PATIENT NUMBER--        FROM     THRU        AMOUNT         AMOUNT      AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY  9,999,999.99   9,999,999.99    999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE  MODIFIERS      UNITS    BILLED AMT  DETAIL EOBS 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
          TOTAL OUTPATIENT CLAIMS DENIED:   99,999,999.99  99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0027-W -- Remittance Advice - Outpatient Claims In Process 
This report lists Outpatient claims that are in suspense. The report is separated by individual claims and displays header and detail data. Pertinent EOB 
codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the outpatient provider a list of all outpatient claims 
that are in suspense along with explanations on why they were suspended 


Technical Name 
CRA-0027-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the claim. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Detail EOBS This is the line level EOB. 4 Number 
HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the detail 


lines being billed. These codes are used to compute the allowable amount for the 
services rendered. May occur twenty three times depending on the number of detail lines 
billed. 


8 Character 


Header EOBs These are the EOB codes. 4 Number 
ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up to 


four modifiers may be entered on each detail line. 
2 Character 
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Field Description Length Data Type 


Patient Number Unique number assigned by the provider. This is usually used for filing or tracking 
purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the detail lines. 


May occur twenty-three times depending on the number of detail lines billed. 
3 Number 


SRV Date These are the dates the services were actually rendered. Each detail line will have a date 
on which the service billed on that line was rendered to the recipient. May occur twenty 
three times depending on the number of detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 
benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid by sources other than the Medical Assistance Program 


being billed for the recipient's services. This amount is subtracted from the allowed 
amount to arrive at the paid amount. 


9 Number 


Total Outpatient Claims In 
Process - Billed Amt 


This amount reflects the total of all the Outpatient Claims billed for the provider. 10 Number 


Total Outpatient Claims In 
Process - Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Outpatient Claims In 
Process. 


9 Number 


Total Outpatient Claims In 
Process - TPL Amt 


This amount reflects the total of all TPL amounts for the Outpatient Claims In Process. 10 Number 


Units This shows the units of service rendered. May occur twenty-three times depending on 
the number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Outpatient Claims In Process Report Layout 
 
REPORT:    CRA-0027-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                           OUTPATIENT CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES        BILLED          TPL       SPENDDOWN 
    --PATIENT NUMBER--        FROM     THRU        AMOUNT         AMOUNT      AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY  9,999,999.99   9,999,999.99    999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE  MODIFIERS      UNITS    BILLED AMT  DETAIL EOBS 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
      TOTAL OUTPATIENT CLAIMS IN PROCESS:   99,999,999.99  99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0028-W -- Remittance Advice - Outpatient Claim Adjustments 
This report lists Outpatient claims that were adjusted. The report is separated by individual claims. It displays the header data for the claim being 
adjusted (Original) and both header and detail data for the adjustment claim. The net result of the adjustment is also displayed along with the application 
of any refunded money. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the outpatient 
provider a list of all outpatient claims that were adjusted along with explanations on why they were adjusted. 


Technical Name 
CRA-0028-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment results in a positive Paid 
Amount.   


9 Number 


Address The address of the Payee. 31 Character 
Allowed Amount This is the computed allowable dollar amount for claim. 9 Number 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the claim. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay This is the dollar amount that the recipient should pay and is deducted from the allowed 


amount to arrive at the paid amount. 
8 Number 


Detail EOBs These are the EOB codes. 4 Number 
HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the detail lines 


being billed. These codes are used to compute the allowable amount for the services rendered. 
May occur twenty three times depending on the number of detail lines billed. 


8 Character 


Header EOBS These are the explanation of benefits (EOB) codes that apply to the claim. These codes are 4 Number 
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Field Description Length Data Type 


used to explain how the claim was processed or priced. There could be a maximum of twenty 
EOB codes. 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up to four 


modifiers may be entered on each detail line. 
2 Character 


Net Overpayment  This provides the net overpayment amount when the adjustment results in a negative Paid 
Amount and an accounts receivable (setup) transaction is established.   


9 Number 


Paid Amount This is the dollar amount that is payable for the claim. 9 Number 
Patient Number This is a unique number assigned by the provider. This is usually used for filing or tracking 


purposes. This is the same for both the original and adjusted claims. 
30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the detail lines. May 


occur twenty three times depending on the number of detail lines billed. 
 


3 Number 


Refund Amount 
Applied 


This provides the refund amount applied when the adjustment results in a negative Paid 
Amount and cash is applied in the payment cycle.  


9 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid amount is 
the amount after state share is deducted from the reimbursement amount. 


9 Number 


SRV Date These are the dates the services were actually rendered. Each detail line will have a date on 
which the service billed on that line was rendered to the recipient. May occur twenty-three 
times depending on the number of detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. The dates pertaining to the original 
claim are displayed first. The dates pertaining to the adjusted claim are displayed under the 
dates for the original claim. 


6 Character 


Service Dates - Thru This is the latest date of service on all the detail lines. The dates pertaining to the original claim 
are displayed first. The dates pertaining to the adjusted claim are displayed under the dates for 
the original claim. 


6 Character 


Service Location A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
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Field Description Length Data Type 


Code 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A qualifying 


county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State The state in which the payee lives. 2 Character 
TPL Amount Payments made by sources outside of the state Medical Assistance Programs. This amount is 


deducted from the allowed amount to arrived at the paid amount. The first amount (credit) 
displayed is for the original claim. The amount for the adjusted claim is displayed under the 
amount for the original claim. These numbers may vary. 


9 Number 


Total No. Adj This is the total number of all claims adjusted for the current financial cycle. 6 Number 
Total Outpatient 
Adjustment Claims - 
Allowed Amt 


This amount reflects the allowed amount total of all the Adjustment Claims. 10 Number 


Total Outpatient 
Adjustment Claims - 
Billed Amt 


This amount reflects the total billed amount of all the Adjustment Claims. 10 Number 


Total Outpatient 
Adjustment Claims - 
Co-Pay Amt 


This amount reflects the total of all co-pay amounts for the Adjustment Claims paid. 9 Number 


Total Outpatient 
Adjustment Claims - 
Paid Amt 


This amount reflects the total of all the Adjustment Claims paid. 10 Number 


Total Outpatient 
Adjustment Claims - 
Reimb Amt 


This amount reflects the total of all reimbursement amounts for the Adjustment Claims paid. 10 Number 


Total Outpatient 
Adjustment Claims - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Adjustment Claims paid. 9 Number 


Total Outpatient 
Adjustment Claims - 
TPL Amt 


This amount reflects the total of all TPL amounts for the Adjustment Claims paid. 10 Number 


Units This shows the units of service rendered. May occur twenty-three times depending on the 
number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-83 
Revision Date: September 2002 
Version: 1.0 







Remittance Advice - Outpatient Claim Adjustments Report Layout 
 
REPORT:    CRA-0028-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                           OUTPATIENT CLAIM ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--     ATTEND PROV.  SERVICE DATES        BILLED       ALLOWED         TPL         CO-PAY    SPENDDOWN        REIMB.         PAID 
    --PATIENT NUMBER          FROM     THRU        AMOUNT        AMOUNT        AMOUNT       AMOUNT      AMOUNT         AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY (9,999,999.99)(9,999,999.99)(9,999,999.99) (999,999.99) (999,999.99)(9,999,999.99)(9,999,999.99) 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99   999,999.99   999,999.99  9,999,999.99  9,999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
                                                                             ADDITIONAL PAYMENT                                9,999,999.99 
                                                                             NET OVERPAYMENT                                  (9,999,999.99) 
         REFUND AMOUNT APPLIED                            (9,999,999.99) 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE  MODIFIERS    PROVIDER     UNITS    BILLED AMT  ALLOWED AMT   DETAIL EOBS 
 999    XXXXXX     MMDDYY  XX XX XX XX  9999999999  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                         9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  9999999999  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                         9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  9999999999  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                         9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  9999999999  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                         9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
TOTAL NO. OF ADJ: 999,999 
     TOTAL OUTPATIENT ADJUSTMENT CLAIMS:   99,999,999.99  99,999,999.99              9,999,999.99                9,999,999.99 


                                                        99,999,999.99              9,999,999.99               99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0029-W -- Remittance Advice - Medicare Crossover Part A Claims Paid 
This report lists Medicare crossover part A claims that were paid. Part A crossover claims consist of inpatient, home health, and extended care claims. 
The report is separated by individual claims and displays header and detail data. Pertinent EOB codes and EOB descriptions are also displayed on this 
report. The purpose of this report is to give the provider a list of all Medicare crossover part A claims that are being paid along with explanations on any 
discrepancies between the billed and the paid amount. 


Technical Name 
CRA-0029-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Admit Date This is the date the recipient was admitted into the hospital. 6 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Blood Deduct Amount Amount that is paid towards a Medicare claim for blood deduct. 8 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay This is the dollar amount that the recipient should pay and is deducted from the 


allowed amount to arrive at the paid amount. 
8 Number 


Days This is the number of days the recipient was in the hospital. 3 Number 
EOB Sequence Number This is the sequential line number of the EOB code line. 2 Number 
EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim. There 


could be a maximum of twenty EOB codes. 
4 Number 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
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Field Description Length Data Type 


Medicaid Billed Amount This is the dollar amount billed by the provider for the hospitalization stay. 9 Number 
Medicaid Paid Amount This is the dollar amount that is payable for the hospitalization stay. 9 Number 
Medicaid Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 


amount is the amount after state share is deducted from the reimbursement amount. 
9 Number 


Medicaid TPL Amount Indicates the payments made by sources outside of the state Medical Assistance 
Programs. This amount is deducted from the allowed amount to arrived at the paid 
amount. The Medicaid TPL amount includes the Medicaid TPL and spenddown dollar 
amounts. 


9 Number 


Medicare CO-INS Amount This is the dollar amount that the recipient should pay and is deducted from the 
allowed amount to arrive at the Medicare paid amount. 


8 Number 


Medicare Deduct Amount Indicates the dollar amount that the recipient is responsible for paying. The Medicare 
deductible amount includes the Medicare deductible and blood deductible dollar 
amounts. This dollar amount will crossover and be paid by Medicaid. 


8 Number 


PAT NO This is a unique number assigned by the provider. This is usually used for filing or 
tracking purposes. 


12 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 
 
 


9 Number 


Payment Number If a check was generated, this is the check number corresponding to the check that 
was generated. If the provider is an EFT participant, this is the control number of the 
EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Service Dates - From This is the earliest date of service or the admit date. 6 Character 
Service Dates - Thru This is the latest date of service or discharge date. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 
benefits being available. 


8 Number 


State The state in which the payee resides. 2 Character 
Total Medicare Crossover 
Part A Claims Paid - Billed 
Amt 


This amount reflects the total billed amount of the Medicare Crossover Part A Claims. 10 Number 
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Field Description Length Data Type 


Total Medicare Crossover 
Part A Claims Paid - Blood 
Deduct 


This amount reflects the total of all blood deduct amounts for the Medicare Crossover 
Part A Claims paid. 


9 Number 


Total Medicare Crossover 
Part A Claims Paid - Co-
Pay Amt 


This amount reflects the total of all Co-Pay amounts for the Medicare Crossover Part 
A Claims paid, for the provider. 


9 Number 


Total Medicare Crossover 
Part A Claims Paid - Co-
ins Amt 


This amount reflects the total of all co-ins amounts for the Medicare Crossover Part A 
Claims paid. 


9 Number 


Total Medicare Crossover 
Part A Claims Paid - 
Deduct 


This amount reflects the total of all deduct amounts for the Medicare Crossover Part A 
Claims paid. 


9 Number 


Total Medicare Crossover 
Part A Claims Paid - Paid 
Amt 


This amount reflects the total of all the Medicare Crossover Part A Claims paid. 10 Number 


Total Medicare Crossover 
Part A Claims Paid - 
Reimb Amt 


This amount reflects the total of all reimbursement amounts for the Medicare 
Crossover Part A Claims paid. 


10 Number 


Total Medicare Crossover 
Part A Claims Paid - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Medicare Crossover 
Part A Claims paid. 


9 Number 


Total Medicare Crossover 
Part A Claims Paid - TPL 
Amt 


This amount reflects the total of all TPL amounts for the Medicare Crossover Part A 
Claims paid. 


10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Medicare Crossover Part A Claims Paid 
 
REPORT:    CRA-0029-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                      MEDICARE CROSSOVER PART A CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--     SERVICE DATES      ADMIT  ATTENDING    SPENDDOWN        BLOOD      M E D I C A R E              M  E  D  I  C  A  I  D 
     PAT NO.     FROM     THRU DAYS DATE   PROVIDER     COPAY AMT        DEDUCT     DEDUCT   CO-INS     BILLED     TPL AMT     REIMB AMT    PAID 
AMT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  MMDDYY MMDDYY 999 MMDDYY  XXXXXXXXXX  999,999.99    999,999.99          999,999.99           9,999,999.99              
9,999,999.99 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                       999,999.99               999,999.99        9,999,999.99              9,999,999.99 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        01  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        02  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        03  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        04  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        05  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
     TOTAL MEDICARE CROSSOVER PART A CLAIMS PAID:    9,999,999.99  9,999,999.99        9,999,999.99          99,999,999.99              
9,999,999.99 
                                                     9,999,999.99             9,999,999.99       99,999,999.99             99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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 CRA-0030-W -- Remittance Advice - Medicare Crossover Part A Claims Denied 
This report lists Medicare crossover part A claims that were denied. Part A crossover claims consist of inpatient, home health, and extended care claims. 
The report is separated by individual claims and displays header and detail data. Pertinent EOB codes and EOB descriptions are also displayed on this 
report. The purpose of this report is to give the provider a list of all Medicare crossover part A claims that denied along with the explanations of benefits 
explaining the reason for denial. 


Technical Name 
CRA-0030-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Admit Date This is the date the recipient was admitted into the hospital. 6 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Blood Deduct Amount Amount that is paid towards a Medicare claim for blood deduct. 8 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Days This is the number of days the recipient was in the hospital. 3 Number 
EOB Sequence Number This is the sequential line number of the EOB code line. 2 Number 
EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim. There could 


be a maximum of twenty EOB codes. 
4 Number 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Medicaid Billed Amount This is the dollar amount billed by the provider for the hospitalization stay. 9 Number 
Medicaid TPL Amount This indicates the payments made by sources outside of the state Medical Assistance 9 Number 
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Field Description Length Data Type 


Programs. This amount is deducted from the allowed amount to arrived at the paid 
amount. The Medicaid TPL amount includes the Medicaid TPL and spenddown dollar 
amounts. 


Medicare CO-INS Amount This is the dollar amount that the recipient should pay and is deducted from the allowed 
amount to arrive at the Medicare paid amount. 


8 Number 


Medicare Deduct Amount This indicates the dollar amount that the recipient is responsible for paying. The 
Medicare deductible amount includes the Medicare deductible and blood deductible 
dollar amounts. This dollar amount will crossover and be paid by Medicaid. 


8 Number 


PAT NO Unique number assigned by the provider. This is usually used for filing or tracking 
purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Service Dates - From This is the earliest date of service or the admit date. 6 Character 
Service Dates - Thru This is the latest date of service or discharge date. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical needs prior to Medicaid 
benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
Total Medicare Crossover 
Part A Claims Denied - 
Billed Amt 


This amount reflects the total billed amount of all the Medicare Crossover Part A 
Claims. 


10 Number 


Total Medicare Crossover 
Part A Claims Denied - 
Blood Deduct 


This amount reflects the total of all blood deduct amounts for the Medicare Crossover 
Part A Claims Denied. 


9 Number 


Total Medicare Crossover 
Part A Claims Denied - Co-
ins Amt 


This amount reflects the total of all co-ins amounts for the Medicare Crossover Part A 
Claims Denied. 


9 Number 


Total Medicare Crossover This amount reflects the total of all deduct amounts for the Medicare Crossover Part A 10 Number 
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Field Description Length Data Type 


Part A Claims Denied - 
Deduct 


Claims Denied. 


Total Medicare Crossover 
Part A Claims Denied - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Medicare Crossover 
Part A Claims Denied. 


9 Number 


Total Medicare Crossover 
Part A Claims Denied - 
TPL Amt 


This amount reflects the total of all TPL amounts for the Medicare Crossover Part A 
Claims Denied. 


10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-91 
Revision Date: September 2002 
Version: 1.0 







Remittance Advice - Medicare Crossover Part A Claims Denied Report Layout 
 
REPORT:    CRA-0030-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                      MEDICARE CROSSOVER PART A CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--     SERVICE DATES      ADMIT  ATTENDING    SPENDDOWN        BLOOD          M E D I C A R E        M  E  D  I  C  A  I  D 
     PAT NO.     FROM     THRU DAYS DATE   PROVIDER                      DEDUCT       DEDUCT       CO-INS        BILLED     TPL AMT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  MMDDYY MMDDYY 999 MMDDYY  XXXXXXXXXX  999,999.99    999,999.99                999,999.99              9,999,999.99 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                  999,999.99               9,999,999.99 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        01  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        02  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        03  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        04  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        05  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
    TOTAL MEDICARE CROSSOVER PART A CLAIMS DENIED:   9,999,999.99  9,999,999.99              9,999,999.99             99,999,999.99 
                                                                                9,999,999.99              99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 


Section 5: Financial Reports Finance Procedures Manual 


5-92 Library Reference Number: OKFIN 
Revision Date: September 2002 


Version: 1.0 
 







 CRA-0031-W -- Remittance Advice - Medicare Crossover Part A Claims in Process 
This report lists Medicare crossover part A claims that are in process. Part A crossover claims consist of inpatient, home health, and extended care 
claims. The report is separated by individual claims and displays header and detail data. The purpose of this report is to give the provider a list of all 
Medicare crossover part A claims that are in process. The "in process" claims are also included on the remittance advice to help decrease the amount of 
duplicate claims submitted by the provider. 


Technical Name 
CRA-0031-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Admit Date This is the date the recipient was admitted into the hospital. 6 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Blood Deduct Amount Amount that is paid towards a Medicare claim for blood deduct. 8 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Days This is the number of days the recipient was in the hospital. 3 Number 
EOB Sequence Number This is the sequential line number of the EOB code line. 2 Number 
EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim. There could 


be a maximum of twenty EOB codes. 
4 Number 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
Medicaid Billed Amount This is the dollar amount billed by the provider for the hospitalization stay. 9 Number 
Medicaid TPL Amount This indicates the payments made by sources outside of the state Medical Assistance 


Programs. This amount is deducted from the allowed amount to arrived at the paid 
9 Number 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-93 
Revision Date: September 2002 
Version: 1.0 







Field Description Length Data Type 


amount. The Medicaid TPL amount includes the Medicaid TPL and spenddown dollar 
amounts. 


Medicare CO-INS Amount This is the dollar amount that the recipient should pay and is deducted from the allowed 
amount to arrive at the Medicare paid amount. 


8 Number 


Medicare Deduct Amount This indicates the dollar amount that the recipient is responsible for paying. The 
Medicare deductible amount includes the Medicare deductible and blood deductible 
dollar amounts. This dollar amount will crossover and be paid by Medicaid. 


8 Number 


PAT NO This is a unique number assigned by the provider. This is usually used for filing or 
tracking purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Service Dates - From This is the earliest date of service or the admit date. 6 Character 
Service Dates - Thru This is the latest date of service or discharge date. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 
benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
Total Medicare Crossover 
Part A Claims in Process - 
Billed Amt 


This amount reflects the total billed amount of all the Medicare Crossover Part A Claims. 10 Number 


Total Medicare Crossover 
Part A Claims in Process - 
Blood Deduct 


This amount reflects the total of all blood deduct amounts for the Medicare Crossover 
Part A Claims in Process. 


9 Number 


Total Medicare Crossover 
Part A Claims in Process - 
Co-ins Amt 


This amount reflects the total of all co-ins amounts for the Medicare Crossover Part A 
Claims in Process. 


9 Number 


Total Medicare Crossover 
Part A Claims in Process - 


This amount reflects the total of all deduct amounts for the Medicare Crossover Part A 
Claims in Process. 


9 Number 
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Field Description Length Data Type 


Deduct 
Total Medicare Crossover 
Part A Claims in Process - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Medicare Crossover Part 
A Claims in Process. 


9 Number 


Total Medicare Crossover 
Part A Claims in Process - 
TPL Amt 


This amount reflects the total of all TPL amounts for the Medicare Crossover Part A 
Claims in Process. 


10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
 


Remittance Advice - Medicare Crossover Part A Claims in Process Report Layout 
 
REPORT:    CRA-0031-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                    MEDICARE CROSSOVER PART A CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--     SERVICE DATES      ADMIT  ATTENDING    SPENDDOWN        BLOOD          M E D I C A R E        M  E  D  I  C  A  I  D 
     PAT NO.     FROM     THRU DAYS DATE   PROVIDER                      DEDUCT       DEDUCT       CO-INS        BILLED     TPL AMT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  MMDDYY MMDDYY 999 MMDDYY  XXXXXXXXXX  999,999.99    999,999.99                999,999.99              9,999,999.99 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                  999,999.99               9,999,999.99 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        01  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        02  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        03  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        04  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
         
TOTAL MEDICARE CROSSOVER PART A CLAIMS IN PROCESS:   9,999,999.99  9,999,999.99              9,999,999.99             99,999,999.99 
                                                                                9,999,999.99              99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0032-W -- Remittance Advice - Medicare Crossover Part A Claim Adjustments 
This report lists Medicare crossover part A claims that were adjusted. The report is separated by individual claims. It displays the header data for both 
the claims being adjusted (Original) and the adjustment claim. The net result of the adjustment is also displayed along with the application of any 
refunded money. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the provider a list of 
all Medicare crossover part A claims that were adjusted along with explanations on why they were adjusted. 


Technical Name 
CRA-0032-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment results in a positive 
Paid Amount.   


9 Number 


Address The address of the Payee. 31 Character 
Admit Date This is the date the recipient was admitted into the hospital. 6 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Blood Deduct Amount Amount that is paid towards a Medicare claim for blood deduct. 8 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay The dollar amount of recipient liability on a claim that is to be collected by the provider 


at the time the service is rendered. Copay is used interchangeably with coinsurance. It is 
the patient's liability for a medical bill. For example, some pharmacy programs require 
that the patient pay a specific amount toward each prescription filled. The fee will not be 
charged for the following recipients: individuals under 21, or recipients in nursing 
facilities and intermediate care facilities for the mentally retarded. 


8 Number 


Days This is the number of days the recipient was in the hospital. 3 Number 
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Field Description Length Data Type 


EOB Sequence Number This is the sequential line number of the EOB code line. 2 Number 
EOBS These are the Explanation of Benefits (EOB) codes that apply to the adjusted claim. 


These codes are used to explain why the claim was adjusted. There could be a maximum 
of twenty EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the system. 
The first number displayed is the ICN of the original claim. The ICN of the adjusted 
claim is displayed under the ICN of the original claim. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Medicaid Billed Amount This is the dollar amount billed by the provider for the hospitalization stay. 9 Number 
Medicaid Paid Amount This is the dollar amount that is payable for the hospitalization stay. 9 Number 
Medicaid Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 


amount is the amount after state share is deducted from the reimbursement amount. 
9 Number 


Medicaid TPL Amount Indicates the payments made by sources outside of the state Medical Assistance 
Programs. This amount is deducted from the allowed amount to arrived at the paid 
amount. The Medicaid TPL amount includes the Medicaid TPL and spenddown dollar 
amounts. 
 


9 Number 


Medicare CO-INS Amount This is the dollar amount that the recipient should pay and is deducted from the allowed 
amount to arrive at the Medicare paid amount. 


8 Number 


Medicare Deduct Amount Indicates the dollar amount that the recipient is responsible for paying. The Medicare 
deductible amount includes the Medicare deductible and blood deductible dollar 
amounts. This dollar amount will crossover and be paid by Medicaid. 


8 Number 


Net Overpayment  This provides the net overpayment amount when the adjustment results in a negative 
Paid Amount and an accounts receivable (setup) transaction is established.   


9 Number 


PAT NO Unique number assigned by the provider. This is usually used for filing or tracking 
purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Refund Amount Applied This provides the refund amount applied when the adjustment results in a negative Paid 


Amount and cash is applied in the payment cycle.  
9 Number 


Service Dates - From This is the earliest date of service or the admit date. 6 Character 
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Field Description Length Data Type 


Service Dates - Thru This is the latest date of service or discharge date. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical needs prior to Medicaid 
benefits being available. 


8 Number 


State This is the state in which the payee resides. 
 


2 Character 


Total Medicare Crossover Part 
A Claim Adjustments - Billed 
Amt 


This amount reflects the total billed amount of the Medicare Crossover Part A Claims. 10 Number 


Total Medicare Crossover Part 
A Claim Adjustments - Blood 
Deduct 


This amount reflects the total of all blood deduct amounts for the Medicare Crossover 
Part A Claim Adjustments. 


9 Number 


Total Medicare Crossover Part 
A Claim Adjustments - Co-Pay 
Amt 


This amount reflects the total of all co-pay amounts for the Medicare Crossover Part A 
Claim Adjustments. 


9 Number 


Total Medicare Crossover Part 
A Claim Adjustments - Co-ins 
Amt 


This amount reflects the total of all co-ins amounts for the Medicare Crossover Part A 
Claim Adjustments. 


9 Number 


Total Medicare Crossover Part 
A Claim Adjustments - Deduct 


This amount reflects the total of all deduct amounts for the Medicare Crossover Part A 
Claim Adjustments. 


9 Number 


Total Medicare Crossover Part 
A Claim Adjustments - Paid 
Amt 


This amount reflects the total of all the Medicare Crossover Part A Claim Adjustments. 10 Number 


Total Medicare Crossover Part 
A Claim Adjustments - 
Spenddown Amt 


This amount reflects the total of spenddown amounts for all the Medicare Crossover Part 
A Claim Adjustments. 


9 Number 


Total Medicare Crossover Part 
A Claim Adjustments - TPL 
Amt 


This amount reflects the total of all TPL amounts for the Medicare Crossover Part A 
Claim Adjustments. 


10 Number 


Total Medicare Crossover Part 
A Claims Adjustments - Reimb 
Amt 


This amount reflects the total of all reimbursement amounts for the Medicare Crossover 
Part A claims. 


10 Number 
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Field Description Length Data Type 


Total No. Adj This is the total number of all claims adjusted for the current financial cycle. 6 Number 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 


Remittance Advice - Medicare Crossover Part A Claim Adjustments Report Layout 
 
REPORT:    CRA-0032-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                    MEDICARE CROSSOVER PART A CLAIM ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--     SERVICE DATES      ADMIT  ATTENDING    SPENDDOWN        BLOOD      M E D I C A R E              M  E  D  I  C  A  I  D 
     PAT NO.     FROM     THRU DAYS DATE   PROVIDER     COPAY AMT        DEDUCT     DEDUCT   CO-INS     BILLED     TPL AMT     REIMB AMT    PAID 
AMT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  MMDDYY MMDDYY 999 MMDDYY  XXXXXXXXXX (999,999.99)  (999,999.99)        (999,999.99)         (9,999,999.99)            
(9,999,999.99) 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                      (999,999.99)             (999,999.99)      (9,999,999.99)            (9,999,999.99) 
  RRYYJJJBBBSSS  MMDDYY MMDDYY 999 MMDDYY  XXXXXXXXXX  999,999.99    999,999.99          999,999.99           9,999,999.99              
9,999,999.99 
  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                       999,999.99               999,999.99        9,999,999.99              9,999,999.99 
 
                                                                             ADDITIONAL PAYMENT                                9,999,999.99 
                                                                             NET OVERPAYMENT                                  (9,999,999.99) 
         REFUND AMOUNT APPLIED                            (9,999,999.99) 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        01  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        02  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        03  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        04  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
        05  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
TOTAL NO. OF ADJ: 999,999 
 TOTAL MEDICARE CROSSOVER PART A ADJUSTMENT CLAIMS:  9,999,999.99  9,999,999.99        9,999,999.99          99,999,999.99              
9,999,999.99 
                                                     9,999,999.99             9,999,999.99       99,999,999.99             99,999,999.99 
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Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0033-W -- Remittance Advice - Long Term Care Claims Paid 
This report lists Long Term Care claims that were paid. The report is separated by individual claims and displays header and detail data. Pertinent EOB 
codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the provider a list of all long term care claims that are 
being paid along with explanations on any discrepancies between the billed and the paid amount. 


Technical Name 
CRA-0033-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Allowed Amount This is the computed allowable amount for the services billed. 9 Number 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount requested by the provider for the service billed on the detail 


line. This may occur twenty-three times depending on the number of detail lines billed. 
9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Days This is the number of days the recipient was in the nursing home. 3 Number 
Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim detail lines. 


There could be a maximum of twenty EOB codes per detail line. 
4 Character 


HCPCS/Rate This is the billed rate for the revenue code billed on the detail line. This may occur 
twenty-three times depending on the number of detail lines billed. 


8 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim header. 
These codes are used to explain how the claim was processed or priced. There could be 
a maximum of twenty EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the 13 Character 
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Field Description Length Data Type 


system. 
Issue Date This is the date the check was issued. 10 Character 
LVL Care This indicates level of care rendered for patient. 3 Character 
Patient Number This is a unique number assigned by the provider. This is usually used for filing or 


tracking purposes. 
30 Character 


Paid Amount This is the dollar amount that is payable for the recipient's stay. 9 Number 
Patient Liability This is the patient liability amount that the recipient is responsible for paying. This 


amount is subtracted from the allowed amount to arrive at the paid amount. 
8 Number 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD This shows the revenue code pertaining to the service billed on the detail line. This 


may occur twenty-three times depending on the number of detail lines billed. 
3 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 
amount is the amount after state share is deducted from the reimbursement amount. 


9 Number 


SRV Date If other services or supplies are billed aside from the patient stay (accommodation 
code), then the service date is entered and displayed. The occurence of this field 
depends on the number of detail lines used to bill other than accommodation codes. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid by sources other than the Medical Assistance Program 


being billed for the recipient's stay. This amount is subtracted from the allowed amount 
to arrive at the paid amount. 


9 Number 


Total Long Term 
Care Claims Paid - 
Allowed Amt 


This amount reflects the allowed amount total of all the Long Term Care Claims Paid. 10 Number 


Total Long Term This amount reflects the total billed amount of the Long Term Care Claims. 10 Number 
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Field Description Length Data Type 


Care Claims Paid - 
Billed Amt 
Total Long Term 
Care Claims Paid - 
Paid Amt 


This amount reflects the total of all the Long Term Care Claims Paid. 10 Number 


Total Long Term 
Care Claims Paid - 
Patient Liability 


This amount reflects the total of Patient Liability amounts for all the Long Term Care 
Claims Paid. 


9 Number 


Total Long Term 
Care Claims Paid - 
Reimb Amt 


This amount reflects the total of all reimbursement amounts for the Long Term Care 
Claims Paid. 


10 Number 


Total Long Term 
Care Claims Paid - 
TPL Amt 


This amount reflects the total of all TPL amounts for the Long Term Care Claims Paid. 10 Number 


Units This is the number of units of service 8 Number 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Long Term Care Claims Paid Report Layout  
 


 
REPORT:    CRA-0033-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                        LONG TERM CARE FACILITY CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES DAYS  LVL        BILLED    ALLOWED        TPL     PATIENT      REIMB.        PAID 
    --PATIENT NUMBER--        FROM     THRU       CARE       AMOUNT    AMOUNT        AMOUNT  LIABILITY     AMOUNT       AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY 999   XXX  9,999,999.99            9,999,999.99          9,999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                9,999,999.99              999,999.99            9,999,999.99 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE    UNITS    BILLED AMT  ALLOWED AMT  DETAIL EOBS 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
         TOTAL LONG TERM CARE FACILITY CLAIMS PAID:   99,999,999.99           99,999,999.99         99,999,999.99 
                                                                 99,999,999.99            9,999,999.99           99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0034-W -- Remittance Advice - Long Term Care Claims Denied 
This report lists Long Term Care claims that were denied. The report is separated by individual claims and displays header and detail data. Pertinent 
EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the provider a list of all long term care claims 
that were denied along with explanations on why they were denied. 


Technical Name 
CRA-0034-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the payee. 31 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount requested by the provider for the service billed on the 


detail line. This may occur twenty-three times depending on the number of detail 
lines billed. 


9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Days This is the number of days the recipient was in the nursing home. 3 Number 
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Field Description Length Data Type 


Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim detail 
lines. There could be a maximum of twenty EOB codes per detail line. 


4 Character 


HCPCS/Rate This is the billed rate for the revenue code billed on the detail line. This may occur 
twenty-three times depending on the number of detail lines billed. 


8 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim header. 
These codes are used to explain how the claim was processed or priced. There could 
be a maximum of twenty EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
LVL Care This indicates level of care rendered for patient. 3 Character 
Patient Number This is a unique number assigned by the provider. This is usually used for filing or 


tracking purposes. 
30 Character 


Patient Liability This is the patient liability amount that the recipient is responsible for paying. This 
amount is subtracted from the allowed amount to arrive at the paid amount. 


8 Number 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that 


was generated. If the provider is an EFT participant, this is the control number of 
the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD This shows the revenue code pertaining to the service billed on the detail line. This 


may occur twenty-three times depending on the number of detail lines billed. 
 


3 Number 


SRV Date If other services or supplies are billed aside from the patient stay (accommodation 
code), then the service date is entered and displayed. The occurence of this field 
depends on the number of detail lines used to bill other than accommodation codes. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid by sources other than the Medical Assistance 9 Number 
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Field Description Length Data Type 


Program being billed for the recipient's stay. This amount is subtracted from the 
allowed amount to arrive at the paid amount. 


Total Long Term Care 
Claims Denied - Billed 
Amt 


This amount reflects the total billed amount of all the Long Term Care Claims. 10 Number 


Total Long Term Care 
Claims Denied - Patient 
Liability 


This amount reflects the total of Patient Liability amounts for all the Long Term 
Care Claims Denied. 


9 Number 


Total Long Term Care 
Claims Denied - TPL 
Amt 


This amount reflects the total of all TPL amounts for the Long Term Care Claims 
Denied. 


10 Number 


Units This is the number of units of service 8 Number 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Long Term Care Claims Denied Report Layout 
 
REPORT:    CRA-0034-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                      LONG TERM CARE FACILITY CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES DAYS  LVL        BILLED          TPL        PATIENT 
    --PATIENT NUMBER--        FROM     THRU       CARE       AMOUNT         AMOUNT     LIABILITY 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY 999   XXX  9,999,999.99   9,999,999.99    999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE    UNITS    BILLED AMT  DETAIL EOBS 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  
      TOTAL LONG TERM CARE FACILITY CLAIMS DENIED:    99,999,999.99  99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0035-W -- Remittance Advice - Long Term Care Claims In Process 
This report lists Long Term Care claims that are in suspense. The report is separated by individual claims and displays header and detail data. Pertinent 
EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the provider a list of all long term care claims 
that are in suspense along with explanations as to why they were suspended. 


Technical Name 
CRA-0035-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the payee. 31 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount requested by the provider for the service billed on the detail 


line. This may occur twenty-three times depending on the number of detail lines billed. 
9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The first name of the client. 29 Character 
Days This is the number of days the recipient was in the nursing home. 3 Number 
Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim detail lines. 


There could be a maximum of twenty EOB codes per detail line. 
4 Character 


HCPCS/Rate This is the billed rate for the revenue code billed on the detail line. This may occur 
twenty-three times depending on the number of detail lines billed. 


8 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim header. These 
codes are used to explain how the claim was processed or priced. There could be a 
maximum of twenty EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
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Field Description Length Data Type 


Issue Date This is the date the check was issued. 10 Character 
LVL Care This indicates level of care rendered for patient. 3 Character 
Patient Number This unique number assigned by the provider. This is usually used for filing or tracking 


purposes. 
30 Character 


Patient Liability This is the patient liability amount that the recipient is responsible for paying. This 
amount is subtracted from the allowed amount to arrive at the paid amount. 


8 Number 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD This shows the revenue code pertaining to the service billed on the detail line. This may 


occur twenty-three times depending on the number of detail lines billed. 
3 Number 


SRV Date If other services or supplies are billed aside from the patient stay (accommodation code), 
then the service date is entered and displayed. The occurence of this field depends on the 
number of detail lines used to bill other than accommodation codes. 
 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid by sources other than the Medical Assistance Program 


being billed for the recipient's stay. This amount is subtracted from the allowed amount 
to arrive at the paid amount. 


9 Number 


Total Long Term Care 
Claims In Process - Billed 
Amt 


This amount reflects the total billed amount of the Long Term Care Claims. 10 Number 


Total Long Term Care 
Claims In Process - Patient 
Liability 


This amount reflects the total of Patient Liability amounts for all the Long Term Care 
Claims In Process. 


9 Number 


Total Long Term Care 
Claims In Process - TPL Amt 


This amount reflects the total of all TPL amounts for the Long Term Care Claims In 
Process. 


10 Number 
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Field Description Length Data Type 


Units This is the number of units of service 8 Number 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 


 
Remittance Advice - Long Term Care Claims In Process Report Layout 


 
REPORT:    CRA-0035-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                    LONG TERM CARE FACILITY CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES DAYS  LVL        BILLED          TPL        PATIENT 
    --PATIENT NUMBER--        FROM     THRU       CARE       AMOUNT         AMOUNT     LIABILITY 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY 999   XXX  9,999,999.99   9,999,999.99    999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE    UNITS    BILLED AMT  DETAIL EOBS 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   TOTAL LONG TERM CARE FACILITY CLAIMS IN PROCESS:    99,999,999.99  99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0036-W -- Remittance Advice - Long Term Care Claim Adjustments 
This report lists Long Term Care claims that were adjusted. The report is separated by individual claims. It displays the header data for the claim being 
adjusted (Original) and both header and detail data for the adjustment claim The net result of the adjustment is also displayed along with the application 
of any refunded monies. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the provider a 
list of all long term care claims that were adjusted along with explanations on why the claims were adjusted. 


Technical Name 
CRA-0036-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment results in a positive 
Paid Amount.   


9 Number 


Address The address of the payee. 31 Character 
Allowed Amount This is the computed allowable amount for the services billed. The data displayed pertain 


to the adjusted claim. 
9 Number 


Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount requested by the provider for the service billed on the detail line. 


This may occur twenty-three times depending on the number of detail lines billed. The 
data displayed pertain to the adjusted claim. 


9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Days This is the number of days the recipient was in the nursing home. 3 Number 
Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim detail lines. 


These codes are used to explain why the claim was adjusted. There could be a maximum 
of twenty EOB codes per detail line. 


4 Character 
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Field Description Length Data Type 


HCPCS/Rate This is the billed rate for the revenue code billed on the detail line. This may occur twenty-
three times depending on the number of detail lines billed. 


8 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim header. These 
codes are used to explain how the claim was processed or priced. There could be a 
maximum of twenty EOB codes. 


4 Number 


ICN Unique number used to identify and track a claim processed through the system. The first 
number displayed is the ICN of the original claim. The ICN of the adjusted claim is 
displayed under the ICN of the original claim. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
LVL Care Indicates level of care rendered for patient. 3 Character 
Net Overpayment  This provides the net overpayment amount when the adjustment results in a negative Paid 


Amount and an accounts receivable (setup) transaction is established.   
9 Number 


Patient Number Unique number assigned by the provider. This is usually used for filing or tracking 
purposes. This is the same for both the original and adjusted claims. 


30 Character 


Paid Amount This is the dollar amount that is payable for the recipient's stay. 9 Number 
Patient Liability This is the patient liability amount that the recipient is responsible for paying. This amount 


is subtracted from the allowed amount to arrive at the paid amount. 
8 Number 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD This shows the revenue code pertaining to the service billed on the detail line. This may 


occur twenty-three times depending on the number of detail lines billed. 
3 Number 


Refund Amount 
Applied 


This provides the refund amount applied when the adjustment results in a negative Paid 
Amount and cash is applied in the payment cycle.  


9 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 
amount is the amount after state share is deducted from the reimbursement amount. 


9 Number 


SRV Date If other services or supplies are billed aside from the patient stay (accommodation code), 
then the service date is entered and displayed. The occurence of this field depends on the 
number of detail lines used to bill other than accommodation codes. The data displayed 
pertain to the adjusted claim. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. The dates pertaining to the original 
claim are displayed first. The dates pertaining to the adjusted claim are displayed under the 


6 Character 
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Field Description Length Data Type 


dates for the original claim. 
Service Dates - Thru This is the latest date of service on all the detail lines. The dates pertaining to the original 


claim are displayed first. The dates pertaining to the adjusted claim are displayed under the 
dates for the original claim. 


6 Character 


Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the services by any source outside of the state Medical 


Assistance program that is being billed. If present, this amount is subtracted from the 
allowed amount to arrive at the paid amount. The first amount (credit) displayed is for the 
original claim. The amount for the adjusted claim is displayed under the amount for the 
original claim. These numbers may vary. 


9 Number 


Total Long Term Care 
Claims ADJ - Allowed 
Amt 


This amount reflects the allowed amount total of all the Long Term Care Claims 
Adjustments. 


10 Number 


Total Long Term Care 
Claims ADJ - Billed 
Amt 


This amount reflects the total billed amount of all the Medicare Crossover Part A Claims. 10 Number 


Total Long Term Care 
Claims ADJ - Paid 
Amt 


This amount reflects the total of all the Long Term Care Claims Adjustments. 10 Number 


Total Long Term Care 
Claims ADJ - Patient 
Liability 


This amount reflects the total of Patient Liability amounts for all the Long Term Care 
Claims Adjustments. 


9 Number 


Total Long Term Care 
Claims ADJ - Reimb 
Amt 


This amount reflects the total of all reimbursement amounts for the Long Term Care 
Claims Adjustments. 


10 Number 


Total Long Term Care 
Claims ADJ - TPL 
Amt 


This amount reflects the total of all TPL amounts for the Long Term Care Claims 
Adjustments. 


10 Number 


Total No. Adj This is the total number of all claims adjusted for the current financial cycle. 6 Number 
Units This is the number of units of service 8 Number 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Long Term Care Claim Adjustments Report Layout 
 
REPORT:    CRA-0036-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                    LONG TERM CARE FACILITY CLAIM ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES DAYS  LVL        BILLED    ALLOWED        TPL     PATIENT      REIMB.        PAID 
    --PATIENT NUMBER--        FROM     THRU       CARE       AMOUNT    AMOUNT        AMOUNT  LIABILITY     AMOUNT       AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY 999   XXX (9,999,999.99)          (9,999,999.99)        (9,999,999.99) 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                               (9,999,999.99)            (999,999.99)          (9,999,999.99) 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY 999   XXX  9,999,999.99            9,999,999.99          9,999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                9,999,999.99              999,999.99            9,999,999.99 
 
                                                                             ADDITIONAL PAYMENT                   9,999,999.99 
                                                                             NET OVERPAYMENT                     (9,999,999.99) 
         REFUND AMOUNT APPLIED               (9,999,999.99) 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE    UNITS    BILLED AMT  ALLOWED AMT  DETAIL EOBS 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
TOTAL NO. OF ADJ: 999,999 
   TOTAL LONG TERM CARE FACILITY ADJUSTMENT CLAIMS:   99,999,999.99           99,999,999.99         99,999,999.99 
                                                                 99,999,999.99            9,999,999.99           99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0041-W -- Remittance Advice - Home Health Claims Paid 
This report lists Home Health claims that are paid The report is separated by individual claims and displays header and detail data. Pertinent EOB codes 
and EOB descriptions are also displayed on this report. The purpose of this report is to give the home health provider a list of all home health claims that 
are paid along with explanations on any discrepancies between the billed and paid amounts. 


Technical Name 
CRA-0041-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Allowed Amount This is the computed dollar amount allowable for the services rendered under the 


Medical Assistance Program being billed. This amount is arrived at by adding all 
the allowable amounts for all the services described on the detail lines. 


9 Number 


Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the services rendered. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay Amount This is the dollar amount that the recipient should pay and is deducted from the 


allowed amount to arrive at the paid amount. 
8 Number 


Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim detail 
lines. These codes are used to explain why the claim was denied. There could be a 
maximum of twenty EOB codes per detail line. 


4 Number 


HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the 
detail lines being billed. These codes are used to compute the allowable amount for 
the services rendered. May occur twenty-three times depending on the number of 


8 Character 
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Field Description Length Data Type 


detail lines billed. 
Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim header. 


There could be a maximum of twenty EOB codes. 
4 Number 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up 


to four modifiers may be entered on each detail line. 
2 Character 


Paid Amount This is the dollar amount that is payable for the services rendered. This represents 
the allowable amount plus the overhead amount, minus the TPL and deductible 
amounts. 


9 Number 


Patient Number Unique number assigned by the provider. This is usually used for filing or tracking 
purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that 


was generated. If the provider is an EFT participant, this is the control number of 
the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 
 
 


50 Character 


REV CD These are the revenue codes that pertain to the services being billed on the detail 
lines. May occur twenty-three times depending on the number of detail lines billed. 


3 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 
amount is the amount after state share is deducted from the reimbursement amount. 


9 Number 


SRV Date These are the dates the services were actually rendered. Each detail line will have a 
date on which the service billed on that line was rendered to the recipient. May 
occur twenty-three times depending on the number of detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 
qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 


8 Number 
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Field Description Length Data Type 


benefits being available. 
State This is the state in which the payee resides. 2 Character 
TPL Amount Payments made by sources outside of the state Medical Assistance Programs. This 


amount is deducted from the allowed amount to arrived at the paid amount. 
9 Number 


Total Home Health 
Claims Paid - 
Allowed Amt 
 
 


This amount reflects the allowed amount total of all the Home Health Claims Paid. 10 Number 


Total Home Health 
Claims Paid - Billed 
Amt 


This amount reflects the total billed amount of all the Home Health Claims. 10 Number 


Total Home Health 
Claims Paid - Co-
Pay 


This amount reflects the total of co-pay amounts for all the Home Health Claims 
Paid. 


9 Number 


Total Home Health 
Claims Paid - Paid 
Amt 


This amount reflects the total of all the Home Health Claims Paid. 10 Number 


Total Home Health 
Claims Paid - Reimb 
Amt 


This amount reflects the total of all reimbursement amounts for the Home Health 
Claims Paid. 


10 Number 


Total Home Health 
Claims Paid - 
Spenddown 


This amount reflects the total of spenddown amounts for all the Home Health 
Claims Paid. 


9 Number 


Total Home Health 
Claims Paid - TPL 
Amt 


This amount reflects the total of all TPL amounts for the Home Health Claims Paid. 10 Number 


Units This shows the units of service rendered on the claim. May occur twenty-three 
times depending on the number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Home Health Claims Paid Report Layout 
 
REPORT:    CRA-0041-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                              HOME HEALTH CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES        BILLED       ALLOWED         TPL         CO-PAY    SPENDDOWN        REIMB.         PAID 
    --PATIENT NUMBER--        FROM     THRU        AMOUNT       AMOUNT         AMOUNT       AMOUNT     AMOUNT          AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99   999,999.99   999,999.99  9,999,999.99  9,999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE  MODIFIERS      UNITS    BILLED AMT  ALLOWED AMT  DETAIL EOBS 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXX     MMDDYY  XX XX XX XX  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
       TOTAL HOME HEALTH CLAIMS PAID:       99,999,999.99               99,999,999.99              9,999,999.99               99,999,999.99 
                                                          99,999,999.99               9,999,999.99              99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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 CRA-0042-W -- Remittance Advice - Home Health Claims Denied 
This report lists Home Health claims that were denied. The report is separated by individual claims and displays header and detail data. Pertinent EOB 
codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the home health provider a list of all home health 
claims that were denied along with explanations on why the claims were denied. 


Technical Name 
CRA-0042-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the services rendered. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim detail 


lines. These codes are used to explain why the claim was denied. There could be a 
maximum of twenty EOB codes per detail line. 
 


4 Number 


HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the 
detail lines being billed. These codes are used to compute the allowable amount 
for the services rendered. May occur twenty three times depending on the number 
of detail lines billed. 


8 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim header. 
There could be a maximum of twenty EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the 13 Character 
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Field Description Length Data Type 


system. 
Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up 


to four modifiers may be entered on each detail line. 
2 Character 


Patient Number Unique number assigned by the provider. This is usually used for filing or 
tracking purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance 
advice. 


9 Number 


Payment Number If a check was generated, this is the check number corresponding to the check that 
was generated. If the provider is an EFT participant, this is the control number of 
the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the detail 


lines. May occur twenty-three times depending on the number of detail lines 
billed. 


3 Number 


SRV Date These are the dates the services were actually rendered. Each detail line will have 
a date on which the service billed on that line was rendered to the recipient. May 
occur twenty-three times depending on the number of detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on 
the recipient's income, etc.) which must be spent on medical expenses prior to 
Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount Payments made by sources outside of the state Medical Assistance Programs. This 


amount is deducted from the allowed amount to arrived at the paid amount. 
9 Number 


Total Home Health 
Claims Denied - Billed 
Amt 


This amount reflects the total of all the Home Health Claims billed for the 
provider. 


10 Number 


Total Home Health 
Claims Denied - 
Spenddown 


This amount reflects the total of spenddown amounts for all the Home Health 
Claims Denied, for the provider. 


9 Number 
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Field Description Length Data Type 


Total Home Health 
Claims Denied - TPL 
Amt 


This amount reflects the total of all TPL amounts for the Home Health Claims 
Denied, for the provider. 


10 Number 


Units This shows the units of service rendered on the claim. May occur twenty-three 
times depending on the number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
 


Remittance Advice - Home Health Claims Denied Report Layout 
 
REPORT:    CRA-0042-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                             HOME HEALTH CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES        BILLED          TPL       SPENDDOWN 
    --PATIENT NUMBER--         FROM     THRU       AMOUNT         AMOUNT       AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY  9,999,999.99   9,999,999.99    999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE  MODIFIERS      UNITS    BILLED AMT  DETAIL EOBS 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 


 
         TOTAL HOME HEALTH CLAIMS DENIED:   99,999,999.99  99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 
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Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0043-W -- Remittance Advice - Home Health Claims In Process 
This report lists Home Health claims that are in suspense. The report is separated by individual claims and displays header and detail data. Pertinent 
EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the home health provider a list of all home 
health claims that are in suspense along with explanations on why the claims were suspended. 


Technical Name 
CRA-0043-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the services rendered. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim detail 


lines. These codes are used to explain why the claim was denied. There could be a 
maximum of twenty EOB codes per detail line. 
 


4 Number 


HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the 
detail lines being billed. These codes are used to compute the allowable amount for 
the services rendered. May occur twenty-three times depending on the number of 
detail lines billed. 


8 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim header. 
There could be a maximum of twenty EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the 13 Character 
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Field Description Length Data Type 


system. 
Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up 


to four modifiers may be entered on each detail line. 
2 Character 


Patient Number Unique number assigned by the provider. This is usually used for filing or tracking 
purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that 


was generated. If the provider is an EFT participant, this is the control number of 
the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the detail 


lines. May occur twenty-three times depending on the number of detail lines billed. 
3 Number 


SRV Date These are the dates the services were actually rendered. Each detail line will have a 
date on which the service billed on that line was rendered to the recipient. May 
occur twenty-three times depending on the number of detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical needs prior to Medicaid 
benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount Payments made by sources outside of the state Medical Assistance Programs. This 


amount is deducted from the allowed amount to arrived at the paid amount. 
9 Number 


Total Home Health 
Claims In Process - 
Billed Amt 


This amount reflects the total billed amount of all the Home Health Claims. 10 Number 


Total Home Health 
Claims In Process - 
Spenddown 


This amount reflects the total of spenddown amounts for all the Home Health 
Claims In Process. 


9 Number 


Total Home Health This amount reflects the total of all TPL amounts for the Home Health Claims In 10 Number 
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Field Description Length Data Type 


Claims In Process - 
TPL Amt 


Process. 


Units This shows the units of service rendered on the claim. May occur twenty-three 
times depending on the number of detail lines billed. 


8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 


Remittance Advice - Home Health Claims In Process Report Layout 
 
REPORT:    CRA-0043-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                          HOME HEALTH CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES        BILLED          TPL       SPENDDOWN 
    --PATIENT NUMBER--         FROM     THRU       AMOUNT         AMOUNT       AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY  9,999,999.99   9,999,999.99    999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE  MODIFIERS      UNITS    BILLED AMT  DETAIL EOBS 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
     TOTAL HOME HEALTH CLAIMS IN PROCESS:   99,999,999.99  99,999,999.99  9,999,999.99 


Associated Programs 
Program Description 
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Program Description 


FINO3011 This is the RA Report Writer. 
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 CRA-0044-W -- Remittance Advice - Home Health Claim Adjustments 
This report lists Home Health claims that were adjusted. The report is separated by individual claims. It displays header data for the claim being 
adjusted (Original) and both displays header and detail data for the adjustment claim. The net result of the adjustment is also displayed along with the 
application of any refunded money. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the 
home health provider a list of all home health claims that were adjusted along with explanations on why the claims were adjusted. 


Technical Name 
CRA-0044-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment results in a positive 
Paid Amount.   


9 Number 


Address The address of the Payee. 31 Character 
Allowed Amount This is the computed dollar amount allowable for the services rendered under the Medical 


Assistance Program being billed. This amount is arrived at by adding all the allowable 
amounts for all the services described on the detail lines. The first amount (credit) 
displayed is for the original claim. The amount for the adjusted claim is displayed under 
the amount for the original claim. These numbers may vary. 


9 Number 


Attending Prov The number used to identify the provider that performed the service. 10 Number 
Billed Amount This is the dollar amount billed by the provider for the services rendered. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay Amount This is the dollar amount that the recipient should pay and is deducted from the allowed 


amount to arrive at the paid amount. The first amount (credit) displayed is for the original 
claim. The amount for the adjusted claim is displayed under the amount for the original 


8 Number 
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Field Description Length Data Type 


claim. These numbers may vary. 
Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim detail lines. 


These codes are used to explain why the claim was denied. There could be a maximum of 
twenty EOB codes per detail line. 


4 Number 


HCPCS/Rate These are the HCPCS codes that correspond to the revenue codes on each of the adjusted 
detail lines being billed. These codes are used to compute the allowable amount for the 
services rendered. May occur twenty three times depending on the number of detail lines 
billed. 


8 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the adjusted claim 
header. There could be a maximum of twenty EOB codes. 


4 Number 


ICN This is a unique number used to identify and track a claim processed through the system. 
The first number displayed is the ICN of the original claim. The ICN of the adjusted claim 
is displayed under the ICN of the original claim.number displayed is the ICN of the 
original claim. The ICN of the adjusted claim is displayed under the ICN of the original 
claim. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up to four 


modifiers may be entered on each detail line. 
2 Character 


Net Overpayment  This provides the net overpayment amount when the adjustment results in a negative Paid 
Amount and an accounts receivable (setup) transaction is established.   


9 Number 


Paid Amount This is the dollar amount that is payable for the services rendered. This represents the 
allowable amount plus the overhead amount, minus the TPL and deductible amounts. 


9 Number 


Patient Number This is a unique number assigned by the provider. This is usually used for filing or 
tracking purposes. This is the same for both the original and adjusted claims. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
REV CD These are the revenue codes that pertain to the services being billed on the adjusted detail 


lines. May occur twenty-three times depending on the number of detail lines billed. 
3 Number 


Refund Amount 
Applied 


This provides the refund amount applied when the adjustment results in a negative Paid 
Amount and cash is applied in the payment cycle.  


9 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid 9 Number 
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Field Description Length Data Type 


amount is the amount after state share is deducted from the reimbursement amount. 
SRV Date These are the dates the services were actually rendered. Each adjusted detail line will have 


a date on which the service billed on that line was rendered to the recipient. May occur 
twenty three times depending on the number of detail lines billed. 


6 Character 


Service Dates - From This is the earliest date of service on all the detail lines. The dates pertaining to the 
original claim are displayed first. The dates pertaining to the adjusted claim are displayed 
under the dates for the original claim. 


6 Character 


Service Dates - Thru This is the latest date of service on all the detail lines. The dates pertaining to the original 
claim are displayed first. The dates pertaining to the adjusted claim are displayed under 
the dates for the original claim. 


6 Character 


Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 
qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 
benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the services by any source outside of the state Medical 


Assistance program that is being billed. If present, this amount is subtracted from the 
allowed amount to arrive at the paid amount. The first amount (credit) displayed is for the 
original claim. The amount for the adjusted claim is displayed under the amount for the 
original claim. These numbers may vary. 


9 Number 


Total Home Health 
Adjustment Claims 
Paid - Allowed Amt 


This amount reflects the allowed amount total of all the Home Health Adjustment Claims 
Paid, for the provider. 


10 Number 


Total Home Health 
Adjustment Claims 
Paid - Billed Amt 


This amount reflects the total of all the Home Health Adjustment Claims billed for the 
provider. 


10 Number 


Total Home Health 
Adjustment Claims 
Paid - Co-Pay 


This amount reflects the total of co-pay amounts for all the Home Health Adjustment 
Claims Paid, for the provider. 


9 Number 


Total Home Health 
Adjustment Claims 
Paid - Paid Amt 


This amount reflects the total of all the Home Health Adjustment Claims Paid, for the 
provider. 


10 Number 
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Field Description Length Data Type 


 
Total Home Health 
Adjustment Claims 
Paid - Reimb Amt 


This amount reflects the total of all reimbursement amounts for the Home Health 
Adjustment Claims Paid, for the provider. 


10 Number 


Total Home Health 
Adjustment Claims 
Paid - Spenddown 


This amount reflects the total of spenddown amounts for all the Home Health Claims 
Adjustment Paid, for the provider. 


9 Number 


Total Home Health 
Adjustment Claims 
Paid - TPL Amt 


This amount reflects the total of all TPL amounts for the Home Health Claims Adjustment 
Paid, for the provider. 


10 Number 


Total No. Adj This is the total number of all claims adjusted for the current financial cycle. 6 Number 
Units This shows the units of service rendered on the adjusted claim. May occur twenty-three 


times depending on the number of detail lines billed. 
8 Decimal 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Home Health Claim Adjustments Report Layout 
 
REPORT:    CRA-0044-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                           HOME HEALTH CLAIM ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
    --ICN--      ATTEND PROV. SERVICE DATES        BILLED       ALLOWED         TPL         CO-PAY    SPENDDOWN        REIMB.         PAID 
    --PATIENT NUMBER--        FROM     THRU        AMOUNT       AMOUNT         AMOUNT       AMOUNT     AMOUNT          AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY (9,999,999.99)(9,999,999.99)(9,999,999.99) (999,999.99) (999,999.99)(9,999,999.99)(9,999,999.99) 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
  RRYYJJJBBBSSS  XXXXXXXXXX   MMDDYY MMDDYY  9,999,999.99  9,999,999.99  9,999,999.99   999,999.99   999,999.99  9,999,999.99  9,999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
                                                                             ADDITIONAL PAYMENT                                9,999,999.99 
                                                                             NET OVERPAYMENT                                  (9,999,999.99) 
         REFUND AMOUNT APPLIED                            (9,999,999.99) 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
REV CD HCPCS/RATE SRV DATE  MODIFIERS      UNITS    BILLED AMT  ALLOWED AMT  DETAIL EOBS 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 999    XXXXXXXX   MMDDYY  XX XX XX XX  999999.99 9,999,999.99 9,999,999.99  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  
 TOTAL NO. OF ADJ: 999,999 
    TOTAL HOME HEALTH ADJUSTMENT CLAIMS:    99,999,999.99               99,999,999.99              9,999,999.99               99,999,999.99 
                                                          99,999,999.99               9,999,999.99              99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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 CRA-0109-W -- Remittance Advice - Drug Claims Paid 
This report lists drug claims (except compound drugs) that were paid. The report is separated by individual claims and displays both header and detail 
data. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the drug provider a list of all drug 
claims (except compound drugs) that are being paid along with explanations on any discrepancies between the billed and the paid amount. 


Technical Name 
CRA-0109-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the payee. 31 Character 
Allowed Amount This is the computed dollar amount allowable for the dispensed drug under the 


Medical Assistance Program being billed. This amount is arrived at by pricing 
each of the individual ingredients used to formulate the compound and adding up 
the individual prices. 


9 Number 


Billed Amount This is the dollar amount requested by the provider for the drug that was 
dispensed. 


9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay Amount This is the dollar amount that the recipient should pay and is deducted from the 


allowed amount to arrive at the paid amount. The co-pay amount that is deducted 
depends on the type of drug that was dispensed. 


8 Number 


Dispense Date This is the date the drug was actually dispensed to the recipient. For drug claims, 
this serves as the service date. 


6 Character 


EOBS These are the Explanation of Benefits (EOB) codes that apply to the drug claim 
form. These codes are used to explain how the claim was processed. There could 
be a maximum of twenty EOB codes per claim. 


4 Number 
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Field Description Length Data Type 


EOB Sequence 
Number 


This is the sequential line number of the EOB code line. 2 Number 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Metric QTY Quantity of the drug that was dispensed. 5 Number 
NDC These are the National Drug Codes that pertain to the ingredients used in the 


compound. 
11 Character 


Paid Amount This is the dollar amount paid for the drug. This is arrived at by computing the 
allowable amount for the drug and deducting the TPL amount, co-pay amount 
and the deductible amount. 


9 Number 


Payee Number The provider number for the provider receiving the payment and remittance 
advice. 


9 Number 


Payment Number If a check was generated, this is the check number corresponding to the check 
that was generated. If the provider is an EFT participant, this is the control 
number of the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
RX NO. Indicates the prescription number on the prescription that was used to dispense 


the drug. 
 


7 Character 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The 
paid amount is the amount after state share is deducted from the reimbursement 
amount. 


9 Number 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 
qualifying county worker may assign this dollar amount to a recipient (based on 
the recipient's income, etc.) which must be spent on medical expenses prior to 
Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the drug by any source outside of the state 


Medical Assistance program that is being billed. If present, this amount is 
9 Number 
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Field Description Length Data Type 


subtracted from the allowed amount to arrive at the paid amount. 
Total Drug Claims 
Paid - Allowed Amt 


This amount reflects the allowed amount total of all the Drug Claims Paid, for the 
provider. 


10 Number 


Total Drug Claims 
Paid - Billed Amt 


This amount reflects the total billed amount of all the Drug Claims. 10 Number 


Total Drug Claims 
Paid - Co-Pay Amt 


This amount reflects the total of Co-pay amounts for all the Drug Claims Paid. 9 Number 


Total Drug Claims 
Paid - Paid Amt 


This amount reflects the total of all the Drug Claims Paid. 10 Number 


Total Drug Claims 
Paid - Reim Amt 


This amount reflects the total of all reimbursement amounts for the Drug Claims 
Paid. 
 


10 Number 


Total Drug Claims 
Paid - Spenddown 
Amt 


This amount reflects the total of Spenddown amounts for all the Drug Paid. for 
the provider. 


9 Number 


Total Drug Claims 
Paid - TPL Amt 


This amount reflects the total of all TPL amounts for the Drug Claims Paid. 10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Drug Claims Paid  Report Layout 
 
REPORT:    CRA-0109-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                                 DRUG CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, OK 10000-9999 
 
 
                                   METRIC RENDERING  DISPENSE       BILLED   ALLOWED      TPL      CO-PAY SPENDDOWN      REIMB.       PAID 
  --ICN--      RX NO.      NDC      QTY   PROVIDER     DATE         AMOUNT    AMOUNT     AMOUNT    AMOUNT   AMOUNT       AMOUNT      AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: 999999999999 
RRYYJJJBBBSSS  XXXXXXX XXXXXXXXXXX 99999  XXXXXXXXX   MMDDYY  9,999,999.99         9,999,999.99          999,999.99            9,999,999.99 
                                                                        9,999,999.99           999,999.99          9,999,999.99 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                                 TOTAL DRUG CLAIMS PAID:     99,999,999.99        99,999,999.99        9,999,999.99           99,999,999.99 
                                                                       99,999,999.99         9,999,999.99         99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0110-W -- Remittance Advice - Drug Claims Denied 
This report lists drug claims (except compound drugs) that were denied. The report is separated by individual claims and displays both header and detail 
data. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the drug provider a list of all drug 
claims (except compound drugs) that were denied along with explanations on why they were denied. 


Technical Name 
CRA-0110-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the payee. 31 Character 
Billed Amount This is the dollar amount requested by the provider for the drug that was dispensed. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Dispense Date This is the date the drug was actually dispensed to the recipient. For drug claims, this serves as 


the service date. 
6 Character 


EOBS These are the Explanation of Benefits (EOB) codes that apply to the drug claim form. These 
codes are used to explain how the claim was processed. There could be a maximum of twenty 
EOB codes per claim. 


4 Number 


EOB Sequence 
Number 


This is the sequential line number of the EOB code line. 2 Number 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
Metric QTY Quantity of the drug that was dispensed. 5 Number 
NDC These are the National Drug Codes that pertain to the ingredients used in the compound. 11 Character 
Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
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Field Description Length Data Type 


Payment Number If a check was generated, this is the check number corresponding to the check that was 
generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
RX NO. Indicates the prescription number on the prescription that was used to dispense the drug. 7 Character 
Rendering 
Provider 


The number used to identify the provider that performed the service. 9 Number 


Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown 
Amount 


The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the drug by any source outside of the state Medical 


Assistance program that is being billed. If present, this amount is subtracted from the allowed 
amount to arrive at the paid amount. 
 
 


9 Number 


Total Drug Claims 
Denied - Billed 
Amt 


This amount reflects the total billed amount of all the Drug Claims. 10 Number 


Total Drug Claims 
Denied - 
Spenddown Amt 


This amount reflects the total of Spenddown amounts for all the Drug Claims Denied. 9 Number 


Total Drug Claims 
Denied - TPL Amt 


This amount reflects the total of all TPL amounts for the Drug Claims Denied. 10 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Drug Claims Denied Report Layout 
 
REPORT:    CRA-0110-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                                DRUG CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                                   METRIC RENDERING  DISPENSE         BILLED           TPL        SPENDDOWN 
  --ICN--      RX NO.      NDC      QTY   PROVIDER     DATE           AMOUNT          AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.:XXXXXXXXXXXX 
RRYYJJJBBBSSS  XXXXXXX XXXXXXXXXXX 99999  XXXXXXXXX   MMDDYY    9,999,999.99    9,999,999.99     999,999.99 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                                TOTAL DRUG CLAIMS DENIED:      99,999,999.99   99,999,999.99   9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-139 
Revision Date: September 2002 
Version: 1.0 







CRA-0111-W -- Remittance Advice - Drug Claims In Process 
This report lists drug claims (except compound drugs) that are in suspense. The report is separated by individual claims and displays both header and 
detail data. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the drug provider a list of 
all drug claims (except compound drugs) that are in suspense along with explanations on why they are in suspense. 


Technical Name 
CRA-0111-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the payee. 31 Character 
Billed Amount This is the dollar amount requested by the provider for the drug that was dispensed. 9 Number 
City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Dispense Date This is the date the drug was actually dispensed to the recipient. For drug claims, this 


serves as the service date. 
6 Character 
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Field Description Length Data Type 


EOBS These are the Explanation of Benefits (EOB) codes that apply to the drug claim form. 
These codes are used to explain how the claim was processed. There could be a 
maximum of twenty EOB codes per claim. 


4 Number 


EOB Sequence Number This is the sequential line number of the EOB code line. 2 Number 
ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
Metric QTY Quantity of the drug that was dispensed. 5 Number 
NDC These are the National Drug Codes that pertain to the ingredients used in the compound. 11 Character 
Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
RX NO. Indicates the prescription number on the prescription that was used to dispense the drug. 7 Character 
Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A 


qualifying county worker may assign this dollar amount to a recipient (based on the 
recipient's income, etc.) which must be spent on medical expenses prior to Medicaid 
benefits being available. 


8 Number 


State This is the state in which the payee resides. 
 


2 Character 


TPL Amount This is the dollar amount paid for the drug by any source outside of the state Medical 
Assistance Program that is being billed. If present, this amount is subtracted from the 
allowed amount to arrive at the paid amount. 


9 Number 


Total Drug Claims In 
Process - Billed Amt 


This amount reflects the total billed amount of all the Drug Claims. 10 Number 


Total Drug Claims In 
Process - Spenddown 
Amt 


This amount reflects the total of Spenddown amounts for all the Drug Claims In Process 9 Number 


Total Drug Claims In 
Process - TPL Amt 


This amount reflects the total of all TPL amounts for the Drug Claims In Process. 10 Number 
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Field Description Length Data Type 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
 


Remittance Advice - Drug Claims In Process Report Layout 
 


REPORT:    CRA-0111-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                              DRUG CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                                   METRIC RENDERING  DISPENSE         BILLED           TPL        SPENDDOWN 
  --ICN--      RX NO.      NDC      QTY   PROVIDER     DATE           AMOUNT          AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: 999999999999 
RRYYJJJBBBSSS  XXXXXXX XXXXXXXXXXX 99999  XXXXXXXXX   MMDDYY    9,999,999.99    9,999,999.99     999,999.99 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
         
 
 
                            TOTAL DRUG CLAIMS IN PROCESS:      99,999,999.99   99,999,999.99   9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0112-W -- Remittance Advice - Drug Claim Adjustments 
This report lists drug claims (except compound drugs) that were adjusted. The report is separated by individual claims. It displays the header data for the 
claim being adjusted (Original) and both header and detail data for the adjustment claim. The net result of the adjustment is also displayed along with 
the application of any refunded monies. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to 
give the drug provider a list of all drug claims (except compound drugs) that were adjusted along with explanations on why the claims were adjusted. 


Technical Name 
CRA-0112-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment results in a positive Paid 
Amount.   


9 Number 


Address The address of the payee. 31 Character 
Allowed Amount This is the computed dollar amount allowable for the dispensed drug under the Medical 


Assistance Program being billed. This amount is arrived at by pricing each of the individual 
ingredients used to formulate the compound and adding up the individual prices. The first 
amount (credit) displayed is for the original claim. The amount for the adjusted claim is 
displayed under the amount for the original claim. These numbers may vary. 


9 Number 


Billed Amount This is the dollar amount requested by the provider for the drug that was dispensed. The first 
amount (credit) displayed is for the original claim. The amount for the adjusted claim is 
displayed under the amount for the original claim. These numbers may vary. 


9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay This is the dollar amount that the recipient should pay and is deducted from the allowed 


amount to arrive at the paid amount. The co-pay amount that is deducted depends on the type 
of drug that was dispensed. 


8 Number 
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Field Description Length Data Type 


Dispense Date This is the date the drug was actually dispensed to the recipient. For drug claims, this serves 
as the service date. This is the same for both the original and the adjusted claim. 


6 Character 


EOBS These are the Explanation of Benefits (EOB) codes that apply to the drug claim form. These 
codes are used to explain how the claim was processed. There could be a maximum of 
twenty EOB codes per. 


4 Number 


EOB Sequence 
Number 


This is the sequential line number of the EOB code line. 2 Number 


ICN This is a unique number used to identify and track a claim processed through the system. The 
first number displayed is the ICN of the original claim. The ICN of the adjusted claim is 
displayed under the ICN of the original claim. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Metric QTY Quantity of the drug that was dispensed. 5 Number 
Net Overpayment  This provides the net overpayment amount when the adjustment results in a negative Paid 


Amount and an accounts receivable (setup) transaction is established.   
9 Number 


NDC These are the National Drug Codes that pertain to the ingredients used in the compound.  
 


11 Character 


Paid Amount This is the dollar amount paid for the drug. This is arrived at by computing the allowable 
amount for the drug and deducting the TPL amount, co-pay amount and the deductible 
amount. The first amount (credit) displayed is for the original claim. The amount for the 
adjusted claim is displayed under the amount for the original claim. These numbers may 
vary. 


9 Number 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
RX NO. Indicates the prescription number on the prescription that was used to dispense the drug. This 


is the same for both the original and the adjusted claim. 
7 Character 


Refund Amount 
Applied 


This provides the refund amount applied when the adjustment results in a negative Paid 
Amount and cash is applied in the payment cycle.  


9 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid amount 
is the amount after state share is deducted from the reimbursement amount. 


9 Number 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
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Field Description Length Data Type 


Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the drug by any source outside of the state Medical 


Assistance Program that is being billed. If present, this amount is subtracted from the 
allowed amount to arrive at the paid amount. The first amount (credit) displayed is for the 
original claim. The amount for the adjusted claim is displayed under the amount for the 
original claim. These numbers may vary. 


9 Number 


Total Drug Claims 
Adj Paid - Allowed 
Amt 


This amount reflects the allowed amount total of all the Drug Claims Adjustments Paid. 10 Number 


Total Drug Claims 
Adj Paid - Billed 
Amt 


This amount reflects the total billed amount of all the Drug Claims. 10 Number 


Total Drug Claims 
Adj Paid - Co-Pay 
Amt 


This amount reflects the total of Co-pay amounts for all the Drug Claims Adjustments Paid. 9 Number 


Total Drug Claims 
Adj Paid - Paid Amt 


This amount reflects the total of all the Drug Claims Adjustments Paid. 10 Number 


Total Drug Claims 
Adj Paid - Reimb 
Amt 


This amount reflects the total of all reimbursement amounts for the Drug Claims 
Adjustments Paid. 


10 Number 


Total Drug Claims 
Adj Paid - 
Spenddown Amt 


This amount reflects the total of Spenddown amounts for all the Drug Adjustments Paid. 9 Number 


Total Drug Claims 
Adj Paid - TPL Amt 


This amount reflects the total of all TPL amounts for the Drug Claims Adjustments Paid. 10 Number 


Total No. Adj This is the total number of claims adjusted for the current financial cycle. 6 Number 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - Drug Claim Adjustments Report Layout  
 


REPORT:    CRA-0112-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                             DRUG CLAIMS ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
                                   METRIC RENDERING  DISPENSE       BILLED   ALLOWED      TPL      CO-PAY SPENDDOWN      REIMB.       PAID 
  --ICN--      RX NO.      NDC      QTY   PROVIDER     DATE         AMOUNT    AMOUNT     AMOUNT    AMOUNT   AMOUNT       AMOUNT      AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: 999999999999 
RRYYJJJBBBSSS  XXXXXXX XXXXXXXXXXX 99999  XXXXXXXXX   MMDDYY (9,999,999.99)       (9,999,999.99)        (999,999.99)          (9,999,999.99) 
                                                                       (9,999,999.99)         (999,999.99)        (9,999,999.99) 
RRYYJJJBBBSSS  XXXXXXX 99999999999 99999 999999999   MMDDYY   9,999,999.99         9,999,999.99          999,999.99            9,999,999.99 
                                                                        9,999,999.99           999,999.99          9,999,999.99              
 
                                                                             ADDITIONAL PAYMENT                                9,999,999.99 
                                                                             NET OVERPAYMENT                                  (9,999,999.99) 
         REFUND AMOUNT APPLIED                            (9,999,999.99) 
 
EOBS    00  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
TOTAL NO. OF ADJ: 999,999   TOTAL DRUG ADJUSTMENT CLAIMS:    99,999,999.99        99,999,999.99        9,999,999.99            99,999,999.99 
                                                                       99,999,999.99         9,999,999.99         99,999,999.99 


 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0113-W -- Remittance Advice - HCFA 1500 Claims Paid 
This report lists HCFA 1500 claims that were paid. The report is separated by individual claims and displays both header and detail data. Pertinent EOB 
codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the medical professional provider a list of all HCFA 
1500 claims that are being paid along with explanations on any discrepancies between the billed and the paid amount. 


Technical Name 
CRA-0113-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Allowed Amount This is the computed dollar amount allowable for the services rendered under the Medical 


Assistance Program being billed. This amount is arrived at by adding all the allowable 
amounts for all the services described on the detail lines. 


9 Number 


Billed Amount This is the total dollar amount requested by the provider for the services billed on all the 
detail lines. This is arrived at by adding all the billed amounts on all the detail lines. 


9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay Amount This is the dollar amount that the recipient should pay and is deducted from the allowed 


amount to arrive at the paid amount. 
8 Number 


Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to each detail line on the claim 
form. 


4 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim. These codes are 
used to explain how the claim was processed or priced. There could be a maximum of twenty 
EOB codes. 


4 Character 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
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Field Description Length Data Type 


Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up to four 


modifiers may be entered on each detail line. 
2 Character 


PL SERV This column shows the place of service code(s) indicating where the services were actually 
rendered. May occur six times depending on the number of detail lines billed. 


2 Character 


PROC CD This column shows the HCPCS procedure code used to indicate what services were actually 
rendered to the recipient by the provider. May occur six times depending on the number of 
detail lines billed. 


5 Character 


Paid Amount This is the dollar amount paid for the services rendered. This is arrived at by computing the 
allowable amount for the services and deducting the TPL amount. 


9 Number 


Patient Number This is a unique number assigned by the provider. This is usually used for filing or tracking 
purposes. 


30 Character 


Payee The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 
 


50 Character 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid amount 
is the amount after state share is deducted from the reimbursement amount. 


9 Number 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Dates - From This is the earliest date of service on all the detail lines. 6 Character 
Service Dates - Thru This is the latest date of service on all the detail lines. 6 Character 
Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is payments made by sources outside of the state Medical assistance programs. This 


amount is deducted from the allowed amount to arrived at the paid amount. 
9 Number 


Total HCFA 1500 This amount reflects the allowed amount total of all the HCFA 1500 Claims Paid. 10 Number 


Section 5: Financial Reports Finance Procedures Manual 


5-148 Library Reference Number: OKFIN 
Revision Date: September 2002 


Version: 1.0 
 







Field Description Length Data Type 


Claims Paid - 
Allowed Amt 
Total HCFA 1500 
Claims Paid - Billed 
Amt 


This amount reflects the total billed amount of all the HCFA 1500 Claims. 10 Number 


Total HCFA 1500 
Claims Paid - Co-
Pay Amt 
 


This amount reflects the total of Co-pay amounts for all the HCFA 1500 Claims Paid. 9 Number 


Total HCFA 1500 
Claims Paid - Paid 
Amt 


This amount reflects the total of all the HCFA 1500 Claims Paid. 10 Number 


Reimb Amt This is the full amount payable on the claim prior to deducting state share. The paid amount 
is the amount after state share is deducted from the reimbursement amount. 


9 Number 


Total HCFA 1500 
Claims Paid - Reimb 
Amt 


This amount reflects the total of all reimbursement amounts for the HCFA 1500 Claims Paid. 10 Number 


Total HCFA 1500 
Claims Paid - 
Spenddown Amt 


This amount reflects the total of Spenddown amounts for all the HCFA 1500 Paid. 9 Number 


Total HCFA 1500 
Claims Paid - TPL 
Amt 


This amount reflects the total of all TPL amounts for the HCFA 1500 Claims Paid. 10 Number 


Units This shows the units of service being billed on each detail line. May occur six times 
depending on the number of detail lines billed. 


6 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - HCFA 1500 Claims Paid Report Layout 


 
REPORT:    CRA-0113-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                               HCFA 1500 CLAIMS PAID 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--                 SERVICE DATES             BILLED       ALLOWED         TPL     SPENDDOWN      CO-PAY        REIMB.         PAID 
      --PATIENT NUMBER--     FROM     THRU             AMOUNT        AMOUNT        AMOUNT     AMOUNT       AMOUNT        AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: XXXXXXXXXXXX 
  RRYYJJJBBBSSS              MMDDYY MMDDYY       9,999,999.99                9,999,999.99              999,999.99                9,999,999.99 
      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                           9,999,999.99                999,999.99              9,999,999.99 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                                       SERVICE DATES RENDERING     BILLED       ALLOWED 
PL SERV  PROC CD  MODIFIERS   UNITS     FROM   THRU  PROVIDER      AMOUNT       AMOUNT       DETAIL EOBS 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
           TOTAL HCFA 1500 CLAIMS PAID:         99,999,999.99               99,999,999.99            9,999,999.99               99,999,999.99 
                                                              99,999,999.99              9,999,999.99             99,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0114-W -- Remittance Advice - HCFA 1500 Claims Denied 
This report lists HCFA 1500 claims that were denied. The report is separated by individual claims and displays both header and detail data. Pertinent 
EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the medical professional provider a list of all 
HCFA 1500 claims that were denied along with explanations on why they were denied. 


Technical Name 
CRA-0114-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Billed Amount This is the total dollar amount requested by the provider for the services billed on all the detail 


lines. This is arrived at by adding all the billed amounts on all the detail lines. 
9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to each detail line on the claim 


form. 
 


4 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim. These codes are 
used to explain how the claim was processed or priced. There could be a maximum of twenty 
EOB codes. 


4 Character 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up to four 


modifiers may be entered on each detail line. 
2 Character 


PL SERV This column shows the place of service code(s) indicating where the services were actually 2 Character 
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Field Description Length Data Type 


rendered. May occur six times depending on the number of detail lines billed. 
PROC CD This column shows the HCPCS procedure code used to indicate what services were actually 


rendered to the recipient by the provider. May occur six times depending on the number of 
detail lines billed. 


5 Character 


Patient Number This is a unique number assigned by the provider. This is usually used for filing or tracking 
purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Rendering 
Provider 


The number used to identify the provider that performed the service. 9 Number 


Service Dates - 
From 


This is the earliest date of service on all the detail lines. 6 Character 


Service Dates - 
Thru 


This is the latest date of service on all the detail lines. 6 Character 


Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown 
Amount 


The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State The state in which the payee resides. 2 Character 
TPL Amount Payments made by sources outside of the state Medical assistance programs. This amount is 


deducted from the allowed amount to arrived at the paid amount. 
9 Number 


Total HCFA 1500 
Claims Denied - 
Billed Amt 


This amount reflects the total billed amount of all the HCFA 1500 Claims. 10 Number 


Total HCFA 1500 
Claims Denied - 
Spenddown Amt 


This amount reflects the total of Spenddown amounts for all the HCFA 1500 Claims Denied. 9 Number 


Total HCFA 1500 
Claims Denied - 


This amount reflects the total of all TPL amounts for the HCFA 1500 Claims Denied. 10 Number 
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Field Description Length Data Type 


TPL Amt 
Units This shows the units of service being billed on each detail line. May occur six times depending 


on the number of detail lines billed. 
6 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - HCFA 1500 Claims Denied Report Layout 
 
REPORT:    CRA-0114-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                              HCFA 1500 CLAIMS DENIED 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--                  SERVICE DATES                   BILLED            TPL       SPENDDOWN 
      --PATIENT NUMBER--      FROM     THRU                   AMOUNT          AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: 999999999999 
  RRYYJJJBBBSSS               MMDDYY MMDDYY             9,999,999.99    9,999,999.99     999,999.99 
        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                                       SERVICE DATES RENDERING         BILLED 
PL SERV  PROC CD  MODIFIERS   UNITS     FROM   THRU  PROVIDER          AMOUNT   DETAIL EOBS 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                     TOTAL HCFA 1500 CLAIMS DENIED:    99,999,999.99   99,999,999.99   9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0115-W -- Remittance Advice - HCFA 1500 Claims In Process 
This report lists HCFA 1500 claims that are in suspense. The report is separated by individual claims and displays both header and detail data. Pertinent 
EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the medical professional provider a list of all 
HCFA 1500 claims that are in suspense along with explanations on why they were suspended. 


Technical Name 
CRA-0115-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Billed Amount This is the total dollar amount requested by the provider for the services billed on all the detail 


lines. This is arrived at by adding all the billed amounts on all the detail lines. 
9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to each detail line on the claim 


form. 
4 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim. These codes are 
used to explain how the claim was processed or priced. There could be a maximum of twenty 
EOB codes. 


4 Character 


ICN This is a unique number used to identify and track a claim processed through the system. 13 Character 
Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up to four 


modifiers may be entered on each detail line. 
2 Character 


PL SERV This column shows the place of service code(s) indicating where the services were actually 
rendered. May occur six times depending on the number of detail lines billed. 


2 Character 
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Field Description Length Data Type 


PROC CD This column shows the HCPCS procedure code used to indicate what services were actually 
rendered to the recipient by the provider. May occur six times depending on the number of 
detail lines billed. 


5 Character 


Patient Number This is a unique number assigned by the provider. This is usually used for filing or tracking 
purposes. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Rendering 
Provider 


The number used to identify the provider that performed the service. 9 Number 


Service Dates - 
From 


This is the earliest date of service on all the detail lines. 6 Character 


Service Dates - 
Thru 


This is the latest date of service on all the detail lines. 6 Character 


Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown 
Amount 


The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount Payments made by sources outside of the state Medical assistance programs. This amount is 


deducted from the allowed amount to arrived at the paid amount. 
9 Number 


Total HCFA 1500 
Claims In Process 
- Billed Amt 


This amount reflects the total billed amount of all the HCFA 1500 Claims. 10 Number 


Total HCFA 1500 
Claims In Process 
- Spenddown Amt 


This amount reflects the total of Spenddown amounts for all the HCFA 1500 Claims In 
Process. 


9 Number 


Total HCFA 1500 
Claims In Process 
- TPL Amt 


This amount reflects the total of all TPL amounts for the HCFA 1500 Claims In Process. 10 Number 
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Field Description Length Data Type 


Units This shows the units of service being billed on each detail line. May occur six times depending 
on the number of detail lines billed. 


6 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - HCFA 1500 Claims In Process Report Layout 
 
REPORT:    CRA-0115-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                            HCFA 1500 CLAIMS IN PROCESS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--                  SERVICE DATES                   BILLED            TPL       SPENDDOWN 
      --PATIENT NUMBER--      FROM     THRU                   AMOUNT          AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: 999999999999 
  RRYYJJJBBBSSS               MMDDYY MMDDYY             9,999,999.99    9,999,999.99     999,999.99 
        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                                       SERVICE DATES RENDERING         BILLED 
PL SERV  PROC CD  MODIFIERS   UNITS     FROM   THRU  PROVIDER          AMOUNT   DETAIL EOBS 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX   9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
   
                 TOTAL HCFA 1500 CLAIMS IN PROCESS:    99,999,999.99   99,999,999.99   9,999,999.99 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0116-W -- Remittance Advice - HCFA 1500 Claim Adjustments 
This report lists HCFA 1500 claims that were adjusted. The report is separated by individual claims. It displays the header data for the claim being 
adjusted (Original) and both header and detail data for the adjustment claim. The net result of the adjustment is also displayed along with the application 
of any refunded money. Pertinent EOB codes and EOB descriptions are also displayed on this report. The purpose of this report is to give the medical 
professional provider a list of all HCFA 1500 claims that were adjusted along with explanations on why they were adjusted. 


Technical Name 
CRA-0116-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Additional Payment This provides the additional payment amount when the adjustment results in a positive Paid 
Amount.   


9 Number 


Address The address of the Payee. 31 Character 
Allowed Amount This is the computed dollar amount allowable for the services rendered under the Medical 


Assistance Program being billed. This amount is arrived at by adding all the allowable amounts 
for all the services described on the detail lines. The first amount (credit) displayed is for the 
original claim. The amount for the adjusted claim is displayed under the amount for the 
original claim. These numbers may vary. 


9 Number 


Billed Amount This is the total dollar amount requested by the provider for the services billed on all the detail 
lines. This is arrived at by adding all the billed amounts on all the detail lines. The first amount 
(credit) displayed is for the original claim. The amount for the adjusted claim is displayed 
under the amount for the original claim. These numbers may vary. 


9 Number 


City The city of the payee. 15 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name The name of the client. 29 Character 
Co-Pay Amount This is the dollar amount that the recipient should pay and is deducted from the allowed 


amount to arrive at the paid amount. The first amount (credit) displayed is for the original 
8 Number 
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Field Description Length Data Type 


claim. The amount for the adjusted claim is displayed under the amount for the original claim. 
These numbers may vary. 


Detail EOBS These are the Explanation of Benefits (EOB) codes that apply to each detail line on the claim 
form. 


4 Character 


Header EOBS These are the Explanation of Benefits (EOB) codes that apply to the claim. These codes are 
used to explain how the claim was processed or priced. There could be a maximum of twenty 
EOB codes. 


4 Character 


ICN This is a unique number used to identify and track a claim processed through the system. The 
first number displayed is the ICN of the original claim. The ICN of the adjusted claim is 
displayed under the ICN of the original claim. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 
Modifiers This column shows the modifiers used to further describe the service rendered. Up to four 


modifiers may be entered on each detail line. 
2 Character 


Net Overpayment  This provides the net overpayment amount when the adjustment results in a negative Paid 
Amount and an accounts receivable (setup) transaction is established.  


9 Number 


PL SERV This column shows the place of service code(s) indicating where the services were actually 
rendered. May occur six times depending on the number of detail lines billed. The data 
displayed pertain to the adjusted claim. 
 


2 Character 


PROC CD This column shows the HCPCS procedure code used to indicate what services were actually 
rendered to the recipient by the provider. May occur six times depending on the number of 
detail lines billed. The data displayed pertain to the adjusted claim. 


5 Character 


Paid Amount This is the dollar amount paid for the services rendered. This is arrived at by computing the 
allowable amount for the services and deducting the TPL amount. The first amount (credit) 
displayed is for the original claim. The amount for the adjusted claim is displayed under the 
amount for the original claim. These numbers may vary. 


9 Number 


Patient Number This is a unique number assigned by the provider. This is usually used for filing or tracking 
purposes. This is the same for both the original and adjusted claims. 


30 Character 


Payee Number The provider number for the provider receiving the payment and remittance advice. 9 Number 
Payment Number If a check was generated, this is the check number corresponding to the check that was 


generated. If the provider is an EFT participant, this is the control number of the EFT 
transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
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Field Description Length Data Type 


Refund Amount 
Applied 


This provides the refund amount applied when the adjustment results in a negative Paid 
Amount and cash is applied in the payment cycle.  


9 Number 


Reimb. Amount This is the full amount payable on the claim prior to deducting state share. The paid amount is 
the amount after state share is deducted from the reimbursement amount. 


9 Number 


Rendering Provider The number used to identify the provider that performed the service. 9 Number 
Service Dates - From This is the earliest date of service on all the detail lines. The dates pertaining to the original 


claim are displayed first. The dates pertaining to the adjusted claim are displayed under the 
dates for the original claim. 


6 Character 


Service Dates - Thru This is the latest date of service on all the detail lines. The dates pertaining to the original claim 
are displayed first. The dates pertaining to the adjusted claim are displayed under the dates for 
the original claim. 
 


6 Character 


Service Location 
Code 


A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 


Spenddown Amount The amount of money that a recipient pays towards their spenddown threshold. A qualifying 
county worker may assign this dollar amount to a recipient (based on the recipient's income, 
etc.) which must be spent on medical expenses prior to Medicaid benefits being available. 


8 Number 


State This is the state in which the payee resides. 2 Character 
TPL Amount This is the dollar amount paid for the services by any source outside of the state Medical 


Assistance program that is being billed. If present, this amount is subtracted from the allowed 
amount to arrive at the paid amount. The first amount (credit) displayed is for the original 
claim. The amount for the adjusted claim is displayed under the amount for the original claim. 
These numbers may vary. 


9 Number 


Total HCFA 1500 
Claims Adj Paid - 
Allowed Amt 


This amount reflects the allowed amount total of all the HCFA 1500 Claims Adjustments Paid. 10 Number 


Total HCFA 1500 
Claims Adj Paid - 
Billed Amt 


This amount reflects the total billed amount of all the HCFA 1500 Claims. 10 Number 


Total HCFA 1500 
Claims Adj Paid - 
Co-Pay Amt 


This amount reflects the total of Co-pay amounts for all the HCFA 1500 Claims Adjustments 
Paid. 


9 Number 


Total HCFA 1500 
Claims Adj Paid - 
Paid Amt 


This amount reflects the total of all the HCFA 1500 Claims Adjustments Paid. 10 Number 
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Field Description Length Data Type 


Total HCFA 1500 
Claims Adj Paid - 
Reimb Amt 


This amount reflects the total of all reimbursement amounts for the HCFA 1500 Claims 
Adjustments Paid. 


10 Number 


Total HCFA 1500 
Claims Adj Paid - 
Spenddown Amt 


This amount reflects the total of Spenddown amounts for all the HCFA 1500 Adjustments 
Paid. 


9 Number 


Total HCFA 1500 
Claims Adj Paid - 
TPL Amt 


This amount reflects the total of all TPL amounts for the HCFA 1500 Claims Adjustments 
Paid. 


10 Number 


Total No. Adj This is the total number of claims adjusted for the current financial cycle. 6 Number 
Units This shows the units of service being billed on each detail line. May occur six times depending 


on the number of detail lines billed. The data displayed pertain to the adjusted claim. 
6 Number 


Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - HCFA 1500 Claim Adjustments Report Layout 
REPORT:    CRA-0116-W                                           STATE OF OKLAHOMA                                                DATE:  
MM/DD/YYYY 
PROCESS:   FNIO3011                                   MEDICAID MANAGEMENT INFORMATION SYSTEM                                     PAGE:       
9,999 
LOCATION:  FINJW201                                         PROVIDER REMITTANCE ADVICE 
                                                            HCFA 1500 CLAIM ADJUSTMENTS 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                PAYEE NUMBER    999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    PAYMENT NUMBER  999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                    ISSUE DATE      MM/DD/YYYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
 
     --ICN--                 SERVICE DATES             BILLED       ALLOWED         TPL     SPENDDOWN      CO-PAY        REIMB.         PAID 
      --PATIENT NUMBER--     FROM     THRU             AMOUNT        AMOUNT        AMOUNT     AMOUNT       AMOUNT        AMOUNT        AMOUNT 
 
CLIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXXXXXXX CLIENT NO.: 999999999999 
  RRYYJJJBBBSSS              MMDDYY MMDDYY      (9,999,999.99)              (9,999,999.99)            (999,999.99)              (9,999,999.99) 
      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                          (9,999,999.99)              (999,999.99)            (9,999,999.99) 
  RRYYJJJBBBSSS              MMDDYY MMDDYY       9,999,999.99                9,999,999.99              999,999.99                9,999,999.99 
      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                           9,999,999.99                999,999.99              9,999,999.99 
 
                                                                             ADDITIONAL PAYMENT                                  9,999,999.99 
                                                                             NET OVERPAYMENT                                    (9,999,999.99) 
         REFUND AMOUNT APPLIED                              (9,999,999.99) 
 
HEADER EOBS:  9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
                                       SERVICE DATES RENDERING        BILLED       ALLOWED 
PL SERV  PROC CD  MODIFIERS   UNITS     FROM   THRU  PROVIDER         AMOUNT       AMOUNT    DETAIL EOBS 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
  XX     XXXXXX  XX XX XX XX 9999.99   MMDDYY MMDDYY XXXXXXXXX  9,999,999.99  9,999,999.99   9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
                                                                                             9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 
 
         TOTAL NO. OF ADJ: 999,999 
         TOTAL HCFA 1500 ADJUSTMENT CLAIMS:     99,999,999.99               99,999,999.99            9,999,999.99               99,999,999.99 
                                                              99,999,999.99              9,999,999.99             99,999,999.99 
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Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0146-W -- Remittance Advice - TPL Information 
This report lists Third Party Liability (TPL) information pertinent to claims processed during the current financial cycle. The purpose of this report is to 
give the provider a listing of all TPL carriers pertinent to the recipients to whom services were rendered. This report will provide information necessary 
for billing a third party carrier on claims denied for failing TPL edits. 


Technical Name 
CRA-0146-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Billing Address The address where insurance claims are to be sent to bill the other insurance 


carrier. This includes the street address, city, state and nine-digit zip code. 
80 Character 


Carrier/EMP ID Number assigned to the recipient's insurance carrier or employer, if the employer 
is self-insured. 


7 Character 


Carrier/Employer Name The name of the insurance carrier, or the name of the recipient's employer if the 
employer is self-insured. 


45 Character 


City The city of the payee. 18 Character 
Client Middle Initial This is the middle initial of the client. 1 Character 
Client NO The unique identifier of the client. 12 Character 
Client Name This is the name of the client. 29 Character 
Group Number This is the number assigned to the employer group insured under the other 


insurance carrier. The group number does not apply to non-employer based 
policies. 


16 Character 


ICN This is a unique number used to identify and track a claim processed through the 
system. 


13 Character 


Issue Date This is the date the check was issued. 10 Character 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-165 
Revision Date: September 2002 
Version: 1.0 







Field Description Length Data Type 


Payee Number The provider number for the provider receiving the payment and remittance 
advice. 


9 Number 


Payment Number If a check was generated, this is the check number corresponding to the check that 
was generated. If the provider is an EFT participant, this is the control number of 
the EFT transaction. 


9 Number 


Policy Number The individual identification number assigned to the policyholder by the private 
insurance carrier. 


16 Character 


Policyholder Name The name of the owner of the insurance policy under which the recipient could be 
covered. This may or may not be the recipient. 


29 Character 


Provider Name The name of the Provider/Payee. 50 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
State This is the state in which the payee resides. 2 Character 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 
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Remittance Advice - TPL Information Report Layout 
 
REPORT:   CRA-0146-W                                         STATE OF OKLAHOMA                                           DATE:  MM/DD/CCYY 
PROCESS:  FNIO3011                                 MEDICAID MANAGEMENT INFORMATION SYSTEM                                PAGE:  9,999 
LOCATION: FINJW201                                       PROVIDER REMITTANCE ADVICE 
                                                              TPL INFORMATION 
 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                            PAYEE             999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                               PAYMENT NUMBER    999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                               ISSUE DATE        MM/DD/CCYY 
XXXXXXXXXXXXXXX, XX  99999-9999 
 
 
CLIENT NAME                        CLIENT NO.       --ICN--            CARRIER/EMP ID      CARRIER/EMPLOYER NAME 
POLICY HOLDER NAME                POLICY NUMBER  /  GROUP NUMBER       BILLING ADDRESS 
 
XXXXXXXXXXXXX X XXXXXXXXXXXXXXXX  XXXXXXXXXXXX   RRYYJJJBBBSS         XXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXX          XXXXXXXXXXXXXXXX/XXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX, XX  XXXXX-XXXX 
 
XXXXXXXXXXXXX X XXXXXXXXXXXXXXXX  XXXXXXXXXXXX   RRYYJJJBBBSS         XXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXX          XXXXXXXXXXXXXXXX/XXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX, XX  XXXXX-XXXX 
 
XXXXXXXXXXXXX X XXXXXXXXXXXXXXXX  XXXXXXXXXXXX   RRYYJJJBBBSS         XXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXX          XXXXXXXXXXXXXXXX/XXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX, XX  XXXXX-XXXX 
 
XXXXXXXXXXXXX X XXXXXXXXXXXXXXXX  XXXXXXXXXXXX   RRYYJJJBBBSS         XXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXX          XXXXXXXXXXXXXXXX/XXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX, XX  XXXXX-XXXX 
 
XXXXXXXXXXXXX X XXXXXXXXXXXXXXXX  XXXXXXXXXXXX   RRYYJJJBBBSS         XXXXXXX  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXX          XXXXXXXXXXXXXXXX/XXXXXXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX, XX  XXXXX-XXXX 
 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0147-W -- Remittance Advice - EOB Code Descriptions 
This report lists all the Explanation of Benefits (EOB) codes used in the preceding Remittance Advice (R/A) pages and displays their corresponding 
descriptions. The purpose of this report is to give the provider a better explanation of the reasons why claims were either suspended or denied. The EOB 
codes are also used to explain any discrepancies between amounts billed and amounts paid on paid claims. 


Technical Name 
CRA-0147-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
City The city of the payee. 15 Character 
Description These are the English descriptions corresponding to the EOB codes that were 


used. These descriptions give the provider the reasons why submitted claims were 
suspended, denied or not paid in full. 


100 Character 


EOB Code These are the Explanation of Benefits (EOB) codes that were applied to the 
submitted claims - either on the header or detail lines. These codes are used to 
explain why the claim is in suspense. There could be a maximum of twenty EOB 
codes per claim header and twenty EOB codes per detail line. 


4 Number 


Issue Date This is the date the check was issued. 10 Character 
Payee Number The provider number for the provider receiving the payment and remittance 


advice. 
9 Number 


Payment Number If a check was generated to the billing provider for this week's cycle, this is the 
check number corresponding to the check that was generated. If the provider is an 
EFT participant, this is the control number of the EFT transaction. 


9 Number 


Provider Name The name of the Provider/Payee. 50 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
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Field Description Length Data Type 


State This is the state in which the payee resides. 2 Character 
Zip Code This is the zip code of the payee. It may or may not contain the zip plus four. 10 Character 


Remittance Advice - EOB Code Descriptions Report Layout 
REPORT:   CRA-0147-W                                         STATE OF OKLAHOMA                                            DATE:  MM/DD/CCYY 
PROCESS:  FNIO3011                                 MEDICAID MANAGEMENT INFORMATION SYSTEM                                 PAGE:  9,999 
LOCATION: FINJW201                                       PROVIDER REMITTANCE ADVICE 
                                                           EOB CODE DESCRIPTIONS 
 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                          PAYEE             999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                             PAYMENT NUMBER    999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                             ISSUE DATE        MM/DD/CCYY 
XXXXXXXXXXXXXXX, XX  99999-9999 
 
EOB CODE     DESCRIPTION 
 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
9999        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 


Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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CRA-0148-W -- Remittance Advice Summary 
The Provider Remittance Advice Summary is generated each claims payment cycle. Its purpose is to summarize for the provider all claim and financial 
activity for a each weekly cycle and to report year-to-date totals of all claim and financial activity. In addition, it will supply the provider with 
information regarding lien payments which were made to lien holders by EDS during the current cycle and year-to-date. 


Technical Name 
CRA-0148-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Address The address of the Payee. 31 Character 
Check/EFT Number If a check was generated, this is the check number corresponding 


to the check that was generated. If the provider is an EFT 
participant, this is the control number of the EFT transaction. 


9 Number 


City The city of the payee. 15 Character 
Current Amount Capitation Payment The total dollar amount of the Capitation Payment for the current 


month. This dollar amount will only be reported on the first 
financial cycle of every month. In addition, this number will be 
reported on the Remittance Advice only for those provider's who 
have received admin payments during the current year. 


9 Number 


Current Amount Claim Adjustments The total net dollar amount of all positive adjustments finalized 
during the current financial cycle. Negative adjustments which 
result in an A/R are reported below in the offsets section. Refund 
adjustments are reported in the Refunds section of the Remittance 
Advice. 


9 Number 


Current Amount Claim Specific A/R 
(Offsets Current Cycle) 


The total dollar amount of all claim specific Accounts 
Receivables established during the current financial cycle. 


9 Number 


Current Amount Claim Specific Refunds  The sum dollar amount of all claim specific refunds received and 9 Number 
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Field Description Length Data Type 


applied during the current weekly financial cycle. 
Current Amount Claims Paid The total dollar amount of the claims paid during the current 


weekly financial cycle. 
9 Number 


Current Amount Claims Payments The total dollar amount of all claims paid and positive 
adjustments finalized from the current weekly financial cycle. 
This number is propagated from the Total Claims Payment field 
of the Claims Data section. 


9 Number 


Current Amount FICA Withheld  This is the amount of FICA withheld for certain provider types 
for the current period. 


9 Number 


Current Amount Lien Holder Payment The total dollar amount which is being paid to the lien holder 
during the current weekly financial cycle. If there is more than 
one lien holder, each lien will be printed separately. 


9 Number 


Current Amount Manual Payouts (Non 
Claim Specifid) 


Manual payouts entered into the system during the current 
financial cycle. This only includes those checks which were 
issued outside the system through a manual checkwrite versus a 
system payout which is issued through the system. 


9 Number 


Current Amount Net Earnings Calculates the net earnings for the current weekly financial cycle. 
Calculation is as follows: Payments and manual payouts less 
offsets, refunds and voids. 


9 Number 


Current Amount Net Payment The sum of all claims payments less any offsets for the current 
financial cycle. This amount will equal the provider's weekly 
payment and the provider's check write. NOTE: If a lien has been 
assessed against a provider's payments, this number will still 
represent the total net payment for the provider, but the check 
write will be the payment less any lien payment amounts. A 
double asterisk (**) next to the net payment amount denotes that 
the actual check amount will be reduced by a lien which has been 
assessed against a provider's payments. 


9 Number 


Current Amount Non Claim Specific 
Offsets 


The total dollar amount of all non-claim specific accounts 
receivables established during the current financial cycle. 


9 Number 


Current Amount Non Claim Specific 
Refunds 


The sum dollar amount of all non-claim specific refunds received 
and applied during the current weekly financial cycle. 


9 Number 


Current Amount Outstanding A/R from 
Prev Cycles 


The total dollar amount of all claim specific Accounts 
Receivables established in previous cycles which have not been 
satisfied. 


9 Number 
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Field Description Length Data Type 


Current Amount Reimbursement Amount This is the amount of Reimbursement Amount for the current 
period. 


  


Current Amount State Share Amount This is the amount of State Share (a negative amount) for the 
current period. 


9 Number 


Current Amount System Payouts (Non 
Claim Specific) 


The total dollar amount of all non-claim specific payouts made to 
the provider for the current financial cycle. 


9 Number 


Current Amount Total Claims Payments The total dollar amount of all claims paid and the net dollar 
amount of all positive adjustments finalized during the current 
weekly cycle. 


9 Number 


Current Amount Voids The total dollar amount of all EDS issued checks which were 
voided during the current weekly financial cycle. 
 


9 Number 


Current Number Claim Adjustments The total net dollar amount of all positive adjustments finalized 
during the current financial cycle. Negative adjustments which 
result in an A/R are reported below in the offsets section. Refund 
adjustments are reported in the Refunds section of the Remittance 
Advice. 


6 Number 


Current Number Claims Denied The total number of claims denied during the current financial 
cycle. 


6 Number 


Current Number Claims Paid The total number of claims paid during the current weekly 
financial cycle. 


6 Number 


Current Number Claims in Process The total number of claims in process during the current weekly 
financial cycle. 


6 Number 


Current Number Total Claims Payments The total number of claims paid and adjustments finalized during 
the current weekly financial cycle. 


6 Number 


Issue Date This is the date the check was issued. 10 Character 
Lien Holder Name Prints the name of the lien holder if a lien has been assessed 


against a provider' payments. 
39 Number 


Payee Number The provider number for the provider receiving the payment and 
remittance advice. 


9 Number 


Payment Number If a check was generated to the billing provider for this week's 
cycle, this is the check number corresponding to the check that 
was generated. If the provider is an EFT participant, this is the 
control number of the EFT transaction. 


9 Number 
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Field Description Length Data Type 


Provider Name The name of the Provider/Payee. 50 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the 


billing provider. 
1 Character 


State This is the state in which the payee resides. 
 
 


2 Character 


Y-T-D Amount Capitation Payment The total dollar amount of the Capitation Payment year to date. 
This number will be reported on the Remittance Advice only for 
those provider's who have received admin payments during the 
current year. 


10 Number 


Y-T-D Amount Claim Adjustments The total net dollar amount of all positive adjustments finalized 
year to date Negative adjustments and Refund adjustments are 
reported elsewhere on the Remittance Advice. 


10 Number 


Y-T-D Amount Claim Specific A/R 
(Offsets Current Cycle) 


The total dollar amount of all current cycle claim specific 
Accounts Receivables established year to date. This will be equal 
to the current cycle amount. Accumulated year to date totals for 
claims specific offsets will be reported in the previous cycle A/R 
year to date field. 


10 Number 


Y-T-D Amount Claim Specific 
Adjustment Refunds 


The sum dollar amount of all claims specific refunds received 
and applied year to date. 


10 Number 


Y-T-D Amount Claims Paid The total dollar amount of claims paid year to date. 10 Number 
Y-T-D Amount Claims Payments The total dollar amount of all claims paid and the net dollar 


amount of all positive adjustments finalized year to date. 
10 Number 


Y-T-D Amount FICA Withheld This is the amount of FICA withheld for the year-to-date for 
certain provider types. 


10 Number 


Y-T-D Amount Lien Holder Payment The total dollar amount which has been paid to the lien holder 
year to date. 


10 Number 


Y-T-D Amount Manual Payouts (Non 
Claim Specific) 


Manual payouts issued year to date. 10 Number 


Y-T-D Amount Net Earnings Calculates the net earnings year to date (calculation is the same as 
above). 


10 Number 


Y-T-D Amount Net Payment The sum of all claims payments less any offsets year to date. 10 Number 
Y-T-D Amount Non-Claim Specific 
Offsets 


The total dollar amount of all non-claim specific Accounts 
Receivables established year to date. 


10 Number 
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Field Description Length Data Type 


Y-T-D Amount Non Claim Specific 
Refunds 


The sum dollar amount of all non-claim specific refunds received 
and applied year to date. 


10 Number 


Y-T-D Amount Outstanding A/R from 
Prev Cycles 


The total dollar amount of all claim specific Accounts 
Receivables established year to date. 


10 Number 


Y-T-D Amount State Share Amount This is the amount of State Share (a negative amount) for year-to-
date. 


10 Number 


Y-T-D Amount System Payouts (Non-
Claim Specific) 


The total dollar amount of all non-claim specific payouts made to 
the provider year to date. 


10 Number 


Y-T-D Amount Voids The total dollar amount of all voids for year. 10 Number 
Y-T-D Number Claims Adjustments The total number of adjustments finalized year to date. 7 Number 
Y-T-D Number Claims Denied The total number of claims denied year to date. 7 Number 
Y-T-D Number Claims In Process The total number of claims in process year to date. 7 Number 
Y-T-D Number Claims Paid The total number of claims paid year to date. 7 Number 
Y-T-D Number Total Claims Payments The total number of claims paid and adjustments finalized year to 


date. 
7 Number 


Zip Code This is the zip code of the payee. It may or may not contain the 
zip plus four. 


10 Character 
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Remittance Advice Summary Report Layout 
REPORT:   CRA-0148-W                                         STATE OF OKLAHOMA                                            DATE:  MM/DD/CCYY 
PROCESS:  FNIO3011                                 MEDICAID MANAGEMENT INFORMATION SYSTEM                                 PAGE:  9,999 
LOCATION: FINJW201                                       PROVIDER REMITTANCE ADVICE 
                                                                  SUMMARY 
 
 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                            PAYEE             999999999 X 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                               PAYMENT NUMBER    999999999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                               ISSUE DATE        MM/DD/CCYY 
XXXXXXXXXXXXXXX, XX 99999-9999 
 
                                                 -------------------------CLAIMS DATA--------------------------- 
 
                                                  CURRENT         CURRENT          YEAR-TO-DATE    YEAR-TO-DATE 
                                                   NUMBER         AMOUNT              NUMBER          AMOUNT   
          CLAIMS PAID                             999,999       9,999,999.99        9,999,999      99,999,999.99 
          CLAIM ADJUSTMENTS                       999,999       9,999,999.99        9,999,999      99,999,999.99 
             TOTAL CLAIMS PAYMENTS                999,999       9,999,999.99        9,999,999      99,999,999.99 
          CLAIMS DENIED                           999,999                           9,999,999 
          CLAIMS IN PROCESS                       999,999                           9,999,999 
 
                                                       -----------------------EARNINGS DATA----------------------- 
          PAYMENTS: 
             REIMBURSEMENT AMOUNT                               9,999,999.99                       99,999,999.99 
             STATE SHARE AMOUNT                                (9,999,999.99)                     (99,999,999.99) 
                                                               -------------                      --------------- 
             CLAIMS PAYMENTS                                    9,999,999.99                       99,999,999.99 
 
             CAPITATION PAYMENT†                                9,999,999.99                       99,999,999.99 
             SYSTEM PAYOUTS (NON-CLAIM SPECIFIC)                9,999,999.99                       99,999,999.99 
             ACCOUNTS RECEIVABLE (OFFSETS): 
                CLAIM SPECIFIC: 
                   CURRENT CYCLE                               (9,999,999.99)                     (99,999,999.99) 
                   OUTSTANDING FROM PREVIOUS CYCLES            (9,999,999.99)                     (99,999,999.99) 
                NON-CLAIM SPECIFIC OFFSETS                     (9,999,999.99)                     (99,999,999.99) 
 
             NET PAYMENT**                                      9,999,999.99                       99,999,999.99 
 
          REFUNDS: 
             CLAIM SPECIFIC ADJUSTMENT REFUNDS                 (9,999,999.99)                     (99,999,999.99) 
             NON CLAIM SPECIFIC REFUNDS                        (9,999,999.99)                     (99,999,999.99) 
 
          OTHER FINANCIAL: 
             MANUAL PAYOUTS (NON-CLAIM SPECIFIC)                9,999,999.99                       99,999,999.99 
             VOIDS                                             (9,999,999.99)                     (99,999,999.99) 
 
          NET EARNINGS                                          9,999,999.99                       99,999,999.99 
           
          FICA WITHHELD                                         9,999,999.99                       99,999,999.99 
 
 
**  NET PAYMENT AMOUNT HAS BEEN REDUCED.  LIEN PAYMENTS HAVE BEEN MADE TO THE FOLLOWING LIEN HOLDERS. 
† CAPITATION PAYMENT FOR THE MONTH OF MM/YY.  PLEASE REFER TO YOUR CAPITATION PAYMENT LISTING FOR ADDITIONAL DETAIL. 
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Associated Programs 
Program Description 


FINO3011 This is the RA Report Writer. 
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FIN-0005-W -- Financial Balancing 
The Financial Balancing Report contains system-generated financial counts and dollar totals on claim and non-claim transactions processed in the 
weekly financial cycle. The Financial Balancing Report is a system-generated tool created for the purpose of allowing the cycle monitor to ensure the 
financial weekly cycle is balanced and no errors have occurred. 


Technical Name 
FIN-0005-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R's Recouped in Current Cycle This field contains the AR dispositions that were system-generated. The 
amounts are taken from the AR Disp table where Date activation is within the 
financial weekly cycle dates and the Code Reason Four is '8441'. 


11 Number 


Capitation Payment The dollar amount of capitation payments processed from the Managed Care 
program. To be accumulated the following must be true: the Date effective 
must equal the maximum date effective for the MCO and code region, the 
SAK MCO must be valid and the Code region must be valid. The dollar 
amounts will only be brought in to the financial cycle once every month since 
Managed Care jobs run monthly to produce the current month payments. 
 


11 Number 


Dental - A/R Adjustments Total dollar amount of negative payment result adjustments for claim type D. 
To be accumulated the following must be true:- Adjustment claim may be 
paid or denied, amount paid of adjustment claim will be less than amount paid 
of original claim- ICN will have region 45, 46, or 49 - 60 - If the region is 51 
or 54 then the following equation applies - (adjustment claim amount paid 
minus original claim amount paid) plus cash receipt disposition amount will 
be less than zero - For all other regions 45, 46, 49-50, 52-53, 55-60, the 
adjustment claim amount paid minus the original claim amount paid less than 
zero. 


11 Number 
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Field Description Length Data Type 


Dental - C/R Adjustments Total dollar amount of negative payment result adjustments for claim type D. 
To be accumulated the following must be true:- Adjustment claim may be 
paid or denied, amount paid of adjustment claim equal to or less than amount 
paid of original claim- ICN will have region 51 or 54 and (adjustment claim 
amount paid minus original claim amount paid) plus cash receipt disposition 
amount is zero. 


11 Number 


Dental - Number of Adjusted Claims Total count of all finalized adjustment dental claims processed during the 
weekly financial cycle. Claim type D are paid or denied with an ICN region of 
45, 46, or 49-60. 


9 Number 


Dental - Number of Denied Claims Total count of all denied status dental claims processed in the weekly 
financial cycle. Claim type D with claim status D. 


9 Number 


Dental - Number of Paid Claims Total count of all paid status dental claims processed in the weekly financial 
cycle. Claim type D with claim status P. 


9 Number 


Dental - Number of Suspended 
Claims 


Total count of all suspended status dental claims at the time of the weekly 
financial cycle. Claim type D with claim status S. 


9 Number 


Dental - Original Claims Dollar totals of all claim net payments on paid original claims processed 
during the weekly cycle for claim type D. 


11 Number 


Dental – Paid Adjustments Dollar totals of claim net payments for paid positive result adjustments for 
claim type D. To be accumulated the following must be true:- The region of 
the ICN 45, 46, or 49-60 – The adjustment claim amount is greater or equal to 
the original claim payment. 


11 Number 


Difference (Payments Due – 
Payments Issued) 


This is the difference between (Total Payments Due – Total Payments 
Issued). If the difference is zero, then the cycle has balanced. Anything other 
than a zero will be researched by the cycle monitor for the cause of the out of 
balance situation and corrected where possible. 


11 Number 


HCFA1500 – A/R Adjustments Total dollar amount of negative payment result adjustments for claim types M 
and B. To be accumulated the following must be true:- Adjustment claim may 
be paid or denied –Amount paid of the adjustment will be less than amount 
paid of original claim –ICN has region 45, 46, or 49-60 –If the region is 51 or 
54 then the following equation applies: adjustment amount paid minus 
original claim amount paid) plus cash receipt disposition amount less than 
zero –For all other regions 45, 46, 49-50, 52 – 53, 55-60, adjustment amount 
paid minus original claim amount paid less than zero. 


11 Number 


HCFA1500 – C/R Adjustments Total dollar amount of negative payment result adjustments for claim types M 
and B. To be accumulated the following must be true:- Adjustment claim may 


11 Number 
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Field Description Length Data Type 


be paid or denied- Amount paid of the adjustment will be equal to or less than 
amount paid of original claim- ICN has region 51 or 54 and (adjustment 
amount paid minus original claim amount paid) plus cash receipt disposition 
amount is zero. 


HCFA1500 – Number of Adjusted 
Claims 


Total count of all finalized adjustment HCFA 1500 claims processed during 
the weekly financial cycle. Claim types M and B that are paid or denied with 
an ICN region of 45, 46, or 49-60. 


9 Number 


HCFA1500 – Number of Denied 
Claims 


Total count of all denied status HCFA 1500 claims processed in the weekly 
financial cycle. Claim types M and B with claim status D. 


9 Number 


HCFA1500 – Number of Paid Claims Total count of all paid status HCFA 1500 claims processed in the weekly 
financial cycle. Claim types M and B with claim status P. 


9 Number 


HCFA1500 – Number of Suspended 
Claims 


Total count of all suspended status HCFA 1500 claims at the time of the 
weekly financial cycle. Claim types M and B with claim status S. 


9 Number 


HCFA1500 – Original Claims Dollar totals of all claim net payments for paid original claims processed 
during the weekly cycle for claim types M and B. 


11 Number 


HCFA1500 – Paid Adjustments Dollar totals of claim net payments for paid positive result adjustments for 
claim types M and B. To be accumulated the following must be true:- The 
region of the ICN must 45, 46, or 49-60- The adjustment amount is more than 
or equal to the original claim payment. 


11 Number 


History Credits: System A/R’s 
Created 


This field contains the Accounts Receivable which were system generated. 
The amounts are taken from the Accounts Receivable table where the Date 
added is within the financial weekly cycle dates and the Code Reason Four is 
‘8400’ or ‘8420’. NOTE: For the report to balance, system A/R’s created 
must equal the sum of all A/R adjustments from the claim extracted by form 
section of the report. 


11 Number 


History Credits: System Cash Receipt 
Dispositions 


This field contains the cash receipt dispositions that were system generated. 
The amounts are taken from the Cash Receipt Dispositions table where the 
Date posted is within the financial weekly cycle dates and the Code Reason 
Four is between ‘8000’ and ‘8219’ or the Code Reason Four is ‘8230’. 
NOTE: For the report to balance, system cash receipt dispositions must equal 
the sum of all C/R adjustments from the claim extracted by form section of 
the report. 


11 Number 


History Credits: Total Payments Due This is the sum of (Total Payments Due Before Credits + System A/Rs 
Created + System Cash Receipt Dispositions). 


11 Number 
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Field Description Length Data Type 


Manual Expenditures Extrated The amount of Paid Non-claim Manual Expenditures processed during the 
weekly financial cycle as derived from the Expenditures table where Date 
activation is within the current financial week and the Indicator Processed = 
'N' (meaning that it has not been previously processed - the cycle will change 
processed expenditure to Indicator Processed = 'Y') and an Indicator Manual = 
'Y' (meaning manually-generated expenditures). 


11 Number 


Payments: EFT's Transmitted This is the total accumulated amount of EFT's generated for the current 
financial cycle. 


11 Number 


Payments: Manual Checks 
Issues/Reissued 


This field contains the checks that were manually generated by clerks. The 
amount is derived from the Expenditures table where the Date issued is within 
the financial weekly cycle dates and the Code Payment Type = 'M'(manual). 


11 Number 


Payments: ON-US Transfers This is the total accumulated amount of ON-US Transfers in the weekly 
financial cycle. 


11 Number 


Payments: System Checks Issued This amount is the total accumulated amount of paper checks written in the 
weekly financial cycle. 


11 Number 


Payments: Total Payments Issued This is the sum of all payments. 11 Number 
Pharmacy - A/R Adjustments Total dollar amount of negative payment result adjustments for claim type P 


and Q. To be accumulated the following must be true:- The adjustment may 
be paid or denied - amount paid of the adjustment less than amount paid of 
original claim - ICN region 45, 46, or 49 - 60 - If the region is 51 or 54 then 
the following equation will apply - (adjustment amount paid minus original 
claim amount paid) plus cash receipt disposition amount will be less than zero 
- For all other regions 45, 46, 49 - 50, 52 - 53, 55 - 60, adjustment amount 
paid minus original claim amount paid will be less than zero. 
 
 


11 Number 


Pharmacy - C/R Adjustments Total dollar amount of negative payment result adjustments for claim types P 
and Q. To be accumulated the following must be true:- The adjustment claim 
can be paid or denied - Amount paid of the adjustment will be equal to or less 
than amount paid of original claim- ICN will have region 51 or 54 - 
(adjustment amount paid minus original claim amount paid) plus cash receipt 
disposition amount will be zero. 


11 Number 


Pharmacy - Number of Adjusted 
Claims 


Total count of all finalized adjustment pharmacy claims processed during the 
weekly financial cycle. Claim types P and Q that are paid or denied with an 


9 Number 
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Field Description Length Data Type 


ICN region of 45, 46, or 49-60. 
Pharmacy - Number of Denied 
Claims 


Total count of all denied status pharmacy claims processed in the weekly 
financial cycle. Claim types P and Q with claim status D. 


9 Number 


Pharmacy - Number of Paid Claims Total count of all paid status pharmacy claims processed in the weekly 
financial cycle. Claim types P and Q with claim status P. 


9 Number 


Pharmacy - Number of Suspended 
Claims 


Total count of all suspended status pharmacy claims at the time of the weekly 
financial cycle. Claim types P and Q with claim status S. 


9 Number 


Pharmacy - Original Claims Dollar totals of all claim net payments for paid original claims processed 
during the weekly cycle for claim types P and Q. 


11 Number 


Pharmacy - Paid Adjustments Dollar totals of claim net payments on paid positive result adjustments for 
claim types P and Q. To be accumulated the following must be true:- The 
region of the ICN must 45, 46, or 49 - 60- The adjustment amount is more 
than or equal to the original claim payment. 


11 Number 


System Expenditures Extracted The amount of Paid Non-claim System Expenditures processed during the 
weekly financial cycle as derived from the Expenditures table where Date 
activation is within the current financial week and the Indicator Processed = 
'N' (meaning that it has not been previously processed - the cycle will change 
processed expenditure to Indicator Processed = 'Y') and an Indicator Manual = 
'N' (meaning system-generated expenditures). 


11 Number 


Total Claims Extracted This is the sum of (Original Claims + Paid Claims - A/R Adjustments - C\R 
Adjustments) for all claims processed in the weekly financial cycle. 


11 Number 


Total FICA Deducted in Current 
Cycle 


This is the total dollar amount of FICA withheld in the current cycle. 11 Number 


Total Payments Due Before Credits This is the sum of (Total Weekly Expenses - A/R's Recouped in Current 
Cycle - Total FICA Deducted in Current Cycle). 


11 Number 


Total Weekly Expenses This is the sum of (Total Claims Extracted + System Expenditures Extracted 
+ Manual Expenditures Extracted + Capitation Payment). 


11 Number 


UB92 - A/R Adjustments Total dollar amount of negative payment result adjustments for claim type A, 
C, H, I, L, and O. To be accumulated the following must be true:- Adjustment 
claim may be paid or denied- Amount paid of adjustment less than amount 
paid of original claim- ICN will have region 45, 46, or 49-60 - If the region is 
51 or 54 the following equation applies: adjustment amount paid minus 
original claim amount paid) plus cash receipt disposition amount less than 
zero - For all other regions 45, 46, 49-50, 52 - 53, 55-60, adjustment amount 
paid minus original claim amount paid less than zero. 


11 Number 
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Field Description Length Data Type 


UB92 - C/R Adjustments Total dollar amount of negative payment result adjustments for claim types A, 
C, H, I, L, and O. To be accumulated the following must be true:- Adjustment 
claim may be paid or denied- Amount paid of Adjustment equal to or less 
than amount paid of original claim- ICN region 51 or 54 and (Adjustment 
amount paid minus original claim amount paid) plus cash receipt disposition 
amount is zero. 


11 Number 


UB92 - Number of Adjusted Claims Total count of all finalized adjustment UB92 claims processed during the 
weekly financial cycle. Claim types A, C, H, I, L, and O that are paid or 
denied with an ICN region of 45, 46, or 49 - 60. 


9 Number 


UB92 - Number of Denied Claims Total count of all denied status UB92 claims processed in the weekly 
financial cycle. Claim types A, C, H, I, L, and O with claim status D. 
 


9 Number 


UB92 - Number of Paid Claims Total count of all paid status UB92 claims processed in the weekly financial 
cycle. Claim types A, C, H, I, L, and O with claim status P. 


9 Number 


UB92 - Number of Suspended Claims Total count of all suspended status UB92 claims at the time of the weekly 
financial cycle. Claim types A, C, H, I, L, and O with claim status S. 


9 Number 


UB92 - Original Claims Dollar totals of all claim net payments for paid original claims processed 
during the weekly cycle for claim types A, C, H, I, L, and O. 


11 Number 


UB92 - Paid Adjustments Dollar totals of claim net payments for paid positive result adjustments for 
claim types A, C, H, I, L, and O. To be accumulated the following must be 
true:- The region of the ICN 45, 46, or 49-60 - The adjustment is greater or 
equal to the original claim payment. 


11 Number 
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Financial Balancing Report Layout 
 REPORT:   FIN-0005-W                                         OKLAHOMA MMIS                                  RUN DATE: MM/DD/YYYY 
 PROCESS:  FINJW204                              MEDICAID MANAGEMENT INFORMATION SYSTEM                      RUN TIME:   HH:MM:SS 
 LOCATION: FINP1053                                    FINANCIAL BALANCING REPORT                                PAGE:      9,999 
                                                     PERIOD: MM/DD/YYYY - MM/DD/YYYY                                                
 
 
       Claims Extracted By Form: 
 
 
                 PHARMACY: 
                          Original Claims      +       999,999,999.99                 Number of Paid Claims           999,999,999 
                          Paid Adjustments     +       999,999,999.99                 Number of Denied Claims         999,999,999 
                          A/R Adjustments      -       999,999,999.99                 Number of Suspended Claims      999,999,999 
                          C/R Adjustments      -       999,999,999.99                 Number of Adjusted Claims       999,999,999 
 
                 HCFA 1500: 
                          Original Claims      +       999,999,999.99                 Number of Paid Claims           999,999,999 
                          Paid Adjustments     +       999,999,999.99                 Number of Denied Claims         999,999,999 
                          A/R Adjustments      -       999,999,999.99                 Number of Suspended Claims      999,999,999 
                          C/R Adjustments      -       999,999,999.99                 Number of Adjusted Claims       999,999,999 
 
                 DENTAL: 
                          Original Claims      +       999,999,999.99                 Number of Paid Claims           999,999,999 
                          Paid Adjustments     +       999,999,999.99                 Number of Denied Claims         999,999,999 
                          A/R Adjustments      -       999,999,999.99                 Number of Suspended Claims      999,999,999 
                          C/R Adjustments      -       999,999,999.99                 Number of Adjusted Claims       999,999,999 
 
                 UB92: 
                          Original Claims      +       999,999,999.99                 Number of Paid Claims           999,999,999 
                          Paid Adjustments     +       999,999,999.99                 Number of Denied Claims         999,999,999 
                          A/R Adjustments      -       999,999,999.99                 Number of Suspended Claims      999,999,999 
                          C/R Adjustments      -       999,999,999.99                 Number of Adjusted Claims       999,999,999 
                                              ----------------------- 
                 TOTAL CLAIMS EXTRACTED        =       999,999,999.99 
 
       System Expenditures Extracted           +       999,999,999.99 
       Manual Expenditures Extracted           +       999,999,999.99 
       Capitation Payment                      +       999,999,999.99 
                                              ----------------------- 
       TOTAL WEEKLY EXPENSES                   =       999,999,999.99 
       -------------------------------------------------------------- 
       A/R’s Recouped In Current Cycle         -       999,999,999.99 
       Total FICA Deducted In Current Cycle    -       999,999,999.99 
                                              ----------------------- 
          Total Payments Due Before Credits    =       999,999,999.99 
 
       History Credits: 
          System A/R's Created                 +       999,999,999.99 
          System Cash Receipt Dispositions     +       999,999,999.99 
                                              ----------------------- 
       TOTAL PAYMENTS DUE                              999,999,999.99 
       ============================================================== 
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 REPORT:   FIN-0005-W                                       OKLAHOMA MMIS                                    RUN DATE: MM/DD/YYYY 
 PROCESS:  FINJW204                                   FINANCIAL BALANCING REPORT                             RUN TIME: HH:MM:SS 
 LOCATION: FINP1053                                PERIOD: MM/DD/YYYY - MM/DD/YYYY                           PAGE:     9,999 
 
       Payments: 
          System Checks Issued                         999,999,999.99 
          Manual Checks Issued/Reissued                999,999,999.99 
          EFT's Transmitted                            999,999,999.99 
          ON-US Transfers                              999,999,999.99 
                                              ----------------------- 
       TOTAL PAYMENTS ISSUED                           999,999,999.99 
       ============================================================== 
       Difference (Payments Due - Payments Issued)     999,999,999.99 
 
 
                                                            END OF REPORT 
 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-0008-W -- Financial Payment Xref Balancing 
 
This report is an internal EDS Financial report to verify that the provider earnings files are in balance with the payment transactions. This report 
contains some System Assigned Keys (SAK) to assist the EDS staff to locate and address balancing issues quickly. This report is typically used by EDS 
internal staff.  
 
This report shows checks that are out of balance with the chk_clm_xref file. This report will show any differences between the check amount to the sum 
of all the amounts associated by the check xref table. 


Technical Name 
FIN-0008-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Check Amount This field shows the amount of the check issued. 11 Number 
Check Number This field shows the number of the check in question. 9 Number 
Check Xref Amount This field shows the sum of the records from the check claims xref 


table. 
11 Number 
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Financial Payment Xref Balancing Report Layout 
REPORT:   FIN-0008-W                                       OKLAHOMA MMIS                                       RUN DATE: MM/DD/YYYY 
PROCESS:  XXXXX                                   FINANCIAL CHECK XREF BALANCING                               RUN TIME: HH:MM:SS 
LOCATION: XXXXX                                      CHECK DATE:  MM/DD/YYYY                                       PAGE: 9,999 
                                                       EFT DATE:  MM/DD/YYYY 
 
 
                             CHECK NUMBER            CHECK AMOUNT               CHECK XREF AMOUNT 
                             999999999              999,999,999.99                999,999,999.99 


                             999999999              999,999,999.99                999,999,999.99 
                             999999999              999,999,999.99                999,999,999.99 
                             999999999              999,999,999.99                999,999,999.99 
                             999999999              999,999,999.99                999,999,999.99 
                             999999999              999,999,999.99                999,999,999.99 
                             999999999              999,999,999.99                999,999,999.99 
                             999999999              999,999,999.99                999,999,999.99 
                             999999999              999,999,999.99                999,999,999.99 
                              
* * * REPORT NOT BALANCED * * * 
 
 
REPORT:   FIN-0008-W                                       OKLAHOMA MMIS                                       RUN DATE: MM/DD/YYYY 
PROCESS:  XXXXX                                   FINANCIAL CHECK XREF BALANCING                               RUN TIME: HH:MM:SS 
LOCATION: XXXXX                                      CHECK DATE:  MM/DD/YYYY                                       PAGE: 9,999 
                                                       EFT DATE:  MM/DD/YYYY 
 
 
                             CHECK NUMBER           CHECK AMOUNT               CHECK XREF AMOUNT 
 
 
                                                        * * * REPORT BALANCED * * * 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-0009-W -- Provider YTD Offset Balancing 
 
This report is an internal EDS Financial report to verify that the provider earnings files are in balance with the payment transactions. This report 
contains some System Assigned Keys (SAK) to assist the EDS staff to locate and address balancing issues quickly. This report is typically used by EDS 
internal staff.  
 
This report reports any differences between the sum of AR offsets and the YTD offsets for claims and non-claims transactions. 


Technical Name 
FIN-0009-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


AR Table Offset This is the account recievable Offset amount. 10 Number 
LOC This is the provider location code. 1 Character 
Provider SAK This is the provider SAK for the out of balance record. 8 Number 
YTD Advanced Offset This is the YTD advanced offset amount. 10 Number 
YTD Claim Offset This is the YTD offset amount for claims type transactions. 10 Number 
YTD Non-Claim Offset This is the YTD offset amount for non-claims transactions. 10 Number 
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Provider YTD Offset Balancing Report Layout 
 


REPORT:   FIN-0009-W                                       OKLAHOMA MMIS                                       RUN DATE: MM/DD/YYYY 
PROCESS:  FINJW271                                PROVIDER YTD OFFSET BALANCING                                RUN TIME: HH:MM:SS 
LOCATION: FINP0596                              PERIOD:   MM/DD/YYYY - MM/DD/YYYY                              PAGE:          9,999 
 
 PROVIDER SAK  LOC  YTD NON-CLAIM OFFSET   YTD ADVANCED OFFSET       YTD CLAIM OFFSET      AR TABLE OFFSET 
 
 
                                                          * * REPORT BALANCED * * * 
 
 
 
REPORT:   FIN-0009-W                                       OKLAHOMA MMIS                                       RUN DATE: MM/DD/YYYY 
PROCESS:  FINJW271                                PROVIDER YTD OFFSET BALANCING                                RUN TIME: ##:##:## 
LOCATION: FINP0596                              PERIOD:   MM/DD/YYYY - MM/DD/YYYY                              PAGE:          9,999 
 
 PROVIDER SAK  LOC  YTD NON-CLAIM OFFSET   YTD ADVANCED OFFSET       YTD CLAIM OFFSET      AR TABLE OFFSET 
 
 99999999       X      99,999,999.99           99,999,999.99          99,999,999.99         99,999,999.99 
 99999999       X      99,999,999.99           99,999,999.99          99,999,999.99         99,999,999.99 
 99999999       X      99,999,999.99           99,999,999.99          99,999,999.99         99,999,999.99 
 99999999       X      99,999,999.99           99,999,999.99          99,999,999.99         99,999,999.99 
 
 
                                                   * * * REPORT NOT BALANCED * * * 
 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-0010-W -- Provider YTD Expenditure Balancing 
 
This report is an internal EDS Financial report to verify that the provider earnings files are in balance with the payment transactions. This report 
contains some System Assigned Keys (SAK) to assist the EDS staff to locate and address balancing issues quickly. This report is typically used by EDS 
internal staff.  
 
This report reports any differences between the provider YTD expenditure amount and the sum of expenditures. 


Technical Name 
FIN-0010-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount Expense This is the expense amount. 11 Number 
Amount Expense Total This is the total amount of the expenses. 11 Number 
Manual Check Amount This is the amount of the manual check. 11 Number 
Provider SAK This is the provider SAK. 8 Number 
Service Location This is the service location for the provider. 1 Character 
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Provider YTD Expenditure Balancing Report Layout 
Report:   FIN-0010-W                                       Oklahoma MMIS                                       Run Date: MM/DD/CCYY 
Process:  FINJW272                             Provider YTD Expenditure BALANCING                              Run Time: HH:MM:SS 
Location: FINP1082                              Period:   MM/DD/CCYY - MM/DD/CCYY                              Page:         99,999 
 
 PROVIDER SAK       SERVICE LOCATION       AMOUNT EXPENSE            MANUAL CHECK AMOUNT        AMOUNT EXPENSE TOTAL 
 
  99999999                 A               999,999,999.99                999,999,999.99             999,999,999.99      
  99999999                 A               999,999,999.99                999,999,999.99             999,999,999.99      
  99999999                 A               999,999,999.99                999,999,999.99             999,999,999.99      
  99999999                 A               999,999,999.99                999,999,999.99             999,999,999.99      
  99999999                 A               999,999,999.99                999,999,999.99             999,999,999.99      
  99999999                 A               999,999,999.99                999,999,999.99             999,999,999.99      
  99999999                 A               999,999,999.99                999,999,999.99             999,999,999.99      
  99999999                 A               999,999,999.99                999,999,999.99             999,999,999.99      
  99999999                 A               999,999,999.99                999,999,999.99             999,999,999.99      
 
                                     * * * REPORT OUT OF BALANCE * * *  


Associated Programs 
Program Description 


No associated Programs found 
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FIN-0011-W -- Provider YTD Void Balancing 
 
This report is an internal EDS Financial report to verify that the provider earnings files are in balance with the payment transactions. This report 
contains some System Assigned Keys (SAK) to assist the EDS staff to locate and address balancing issues quickly. This report is typically used by EDS 
internal staff.  
 
This report reports any differences between the provider YTD check voids and the provider voids on the t_check table and t_check_void table. 


Technical Name 
FIN-0011-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Cash Rcpt Amt This is the cash receipt amount. 10 Character 
Cash Rcpt Num This is the unique identifier for the cash receipt. 11 Character 
Check Amt This is the check amount. 10 Number 
Num Check This is the check number identifier. 9 Character 
Number of Void Cash  
Receipts Processed 


This is the number of void cash receipt transactions that were 
processed. 


6 Number 


Number of Void Cash  
Receipts on File 


This is the number of void cash receipt transactions that are on file. 6 Number 


Sak Prov/Loc This is the provider SAK and location. 9 Character 
Void This is the code status of the check. 1 Character 
YTD Void Amt This is the amount of voided checks for the provider. 10 Number 
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Provider YTD Void Balancing Report Layout  
 
 REPORT : FIN-0011-W                                          OKLAHOMA MMIS                                    RUN DATE: MM/DD/YYYY 
 PROCESS: FINJW273                                    PROVIDER YTD VOID BALANCING                              RUN TIME: ##:##:## 
 LOCATION:FBIO4000                                  PERIOD: MM/DD/YYYY - MM/DD/YYYY                            PAGE:          9,999  
 
 SAK PROV/LOC   YTD VOID AMT   CASH RCPT NUM     CASH RCPT AMT   NUM CHECK     VOID      CHECK AMT 
 
 NUMBER OF VOID CASH RECEIPTS PROCESSED:      999,999 
 NUMBER OF VOID CASH RECEIPTS ON FILE:        999,999 
 
 
      * * REPORT BALANCED * *  * 
 
 REPORT : FIN-0011-W                                          OKLAHOMA MMIS                                    RUN DATE: MM/DD/YYYY 
 PROCESS: FINJW273                                    PROVIDER YTD VOID BALANCING                              RUN TIME: ##:##:## 
 LOCATION:FBIO4000                                  PERIOD: MM/DD/YYYY - MM/DD/YYYY                            PAGE:          9,999  
 
 SAK PROV/LOC   YTD VOID AMT   CASH RCPT NUM     CASH RCPT AMT   NUM CHECK     VOID      CHECK AMT 
 99999999X      99,999,999.99   XXXXXXXXX         99,999,999.99   XXXXXXXXX      X        99,999,999.99 
 99999999X      99,999,999.99   XXXXXXXXX         99,999,999.99   XXXXXXXXX      X        99,999,999.99 
 99999999X      99,999,999.99   XXXXXXXXX         99,999,999.99   XXXXXXXXX      X        99,999,999.99 
 99999999X      99,999,999.99   XXXXXXXXX         99,999,999.99   XXXXXXXXX      X        99,999,999.99 
 
 NUMBER OF VOID CASH RECEIPTS PROCESSED:  999,999 
 NUMBER OF VOID CASH RECEIPTS ON FILE:    999,999 
 
 
                                                           * * * REPORT NOT BALANCED * *  * 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-0012-M -- Financial Managed Care Balancing 
 
This report is an internal EDS Financial report to verify that the provider earnings files are in balance with the payment transactions. This report shows 
the Capitation amounts amounts for Providers. It also shows the YTD amounts as well. 


Technical Name 
FIN-0012-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amt Capitation The dollar amount of the capitation payments for the provider for the 
week. 


11 Number 


Amt Capitation YTD The dollar amount of the capitation payments accumulated Year To 
Date. 


11 Number 


LOC The unique code which identifies the provider's service location. 1 Character 
Provider ID This is the provider ID. 9 Number 
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Financial Managed Care Balancing Report Layout 
 


REPORT:   FIN-0012-M                             OKLAHOMA MMIS                                 RUN DATE: MM/DD/CCYY 
PROCESS:  FINP1065                      FINANCIAL MANAGED CARE BALANCING                       RUN TIME:      HH:MM 
LOCATION: FINJM274                       PERIOD:  MM/DD/CCYY – MM/DD/CCYY                      PAGE:          9,999  
 
 PROVIDER      LOC     AMT CAPITATION YTD    AMT CAPITATION         
   ID 
 999999999      X      $999,999,999.99       $999,999,999.99        
 999999999      X      $999,999,999.99       $999,999,999.99        
 999999999      X      $999,999,999.99       $999,999,999.99        
 999999999      X      $999,999,999.99       $999,999,999.99        
 999999999      X      $999,999,999.99       $999,999,999.99        
 999999999      X      $999,999,999.99       $999,999,999.99        
 
 
                                                  ***REPORT BALANCED*** 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-0013-W -- Provider YTD Refund Balancing 
 
This report is an internal EDS Financial report to verify that the provider earnings files are in balance with the payment transactions. This report 
contains some System Assigned Keys (SAK) to assist the EDS staff to locate and address balancing issues quickly. This report is typically used by EDS 
internal staff.  
 
This report reports any differences between the provider YTD refunds and the provider refunds. 


Technical Name 
FIN-0013-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amt Claim Refund This is the amount of claim refund for this period. 11 Number 
Amt Claim Refund YTD This is the amount of claim refund for the year. 11 Number 
Amt Non-Claim Refund This is the amount of non-claim refund for this period. 11 Number 
Amt Non-Claim Refund YTD This is the amount of non-claim refund for the year. 11 Number 
Provider SAK This is the provider SAK. 8 Number 
Service Location This is the provider service location. 1 Character 
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Provider YTD Refund Balancing Report Layout 
 


 
 REPORT : FIN-0013-W                                          OKLAHOMA MMIS                                   RUN DATE: MM/DD/CCYY 
 PROCESS: FINJW275                                    PROVIDER YTD REFUND BALANCING                           RUN TIME: ##:##:## 
 LOCATION:FBIO6000                                   PERIOD: MM/DD/CCYY - MM/DD/CCYY                          PAGE:          9,999 
 
PROVIDER SAK     SERVICE LOCATION    AMT CLAIM REFUND    AMT CLAIM REFUND YTD  AMT NON-CLAIM REFUND     AMT NON-CLAIM REFUND YTD 
 
 
                                                      * * * REPORT BALANCED * * * 
 
 
 
 
REPORT : FIN-0013-W                                          OKLAHOMA MMIS                                   RUN DATE: MM/DD/CCYY 
PROCESS: FINJW275                                    PROVIDER YTD REFUND BALANCING                           RUN TIME: ##:##:## 
LOCATION:FBIO6000                                   PERIOD: MM/DD/CCYY - MM/DD/CCYY                          PAGE:          9,999 
 
PROVIDER SAK     SERVICE LOCATION    AMT CLAIM REFUND    AMT CLAIM REFUND YTD  AMT NON-CLAIM REFUND     AMT NON-CLAIM REFUND YTD 
99999999                A              99,999,999.99       99,999,999.99         99,999,999.99                 99,999,999.99 
99999999                A              99,999,999.99       99,999,999.99         99,999,999.99                 99,999,999.99 
99999999                A              99,999,999.99       99,999,999.99         99,999,999.99                 99,999,999.99 
99999999                A              99,999,999.99       99,999,999.99         99,999,999.99                 99,999,999.99 
99999999                A              99,999,999.99       99,999,999.99         99,999,999.99                 99,999,999.99 
 
 
                                                      * * * REPORT NOT BALANCED * * * 


 


Associated Programs 
Program Description 


No associated Programs found 


Section 5: Financial Reports Finance Procedures Manual 


5-196 Library Reference Number: OKFIN 
Revision Date: September 2002 


Version: 1.0 
 







FIN-8025-W – Administrative Fee Billing 
The Administrative Billing Report will give claim counts on a weekly basis of billable (Paid/Denied) claims. This report lists the number of claims 
processed as defined by the contract. The report will count claims for the following claim types:  


UB-92 
PCS 
Institutional Crossovers 
Pharmacy 
Dental 
Physician 
Physician Crossovers 


Technical Name 
FIN-8025-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
John Calabro 1 Paper   


Field Descriptions 


Field Description Data Type Length 
Claim Type Totals    Totals for paid/denied header counts and paid/denied detail counts    Number    11    
Dental deny detail    Denied detail counts for dental claims    Number    11    
Dental deny header    Denied header counts for dental claims    Number    11    
Dental paid detail    Paid detail counts for dental claims    Number    11    
Dental paid header    Paid header counts for dental claims    Number    11    
Grand Totals    Grand total for each claim type under the requirement.    Number    11    
Institutional crossovers deny detail    Denied detail counts for inst crossover claims    Number    11    
Institutional crossovers deny header    Denied header counts for inst crossover claims    Number    11    
Institutional crossovers paid detail    Paid detail counts for inst crossover claims    Number    11    
Institutional crossovers paid header    Paid header counts for inst crossover claims    Number    11    
Physician crossover deny detail    Denied detail counts for Physican cross over claims    Number    11    
Physician crossover deny header    Denied header counts for physican cross over claims    Number    11    
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Field Description Data Type Length 
Physician crossover paid detail    Paid detail counts for physican cross over claims    Number    11    
Physician crossover paid header    Paid header counts for physican cross over claims    Number    11    
Physician crossovers deny detail    Denied detail counts for physican cross over claims    Number    11    
Physician crossovers deny header    Denied header counts for physican cross over claims    Number    11    
Physician crossovers paid detail    Denied detail counts for physican cross over claims    Number    11    
Physician crossovers paid header    Paid header counts for physican cross over claims    Number    11    
Summary claim type totals    Column totals for each requirement (6.9.2.2a - 6.9.2.2.d)    Number    11    
Dental rfp 6.9.2.2.d    Total for claim type as defined in requirement 6.9.2.2.d    Number    11    
Institutional crossovers rfp 6.9.2.2.b    Total for claim type as defined in requirement 6.9.2.2.b    Number    11    
pcs deny detail    Denied detail counts for pcs claims    Number    11    
pcs deny header    Denied header counts for pcs claims    Number    11    
pcs paid detail    Paid detail counts for pcs claims    Number    11    
pcs paid header    Paid header counts for pcs claims    Number    11    
pcs rfp 6.9.2.2.a    Total for claim type as defined in requirement 6.9.2.2.a    Number    11    
Pharmacy deny detail    Denied detail counts for pharmacy claims    Number    11    
Pharmacy deny header    Denied header counts for pharmacy claims    Number    11    
Pharmacy paid detail    Paid detail counts for pharmacy claims    Number    11    
Pharmacy paid header    Paid header counts for pharmacy claims    Number    11    
Pharmacy rfp 6.9.2.2.c    Total for claim type as defined in requirement 6.9.2.2.c    Number    11    
Physician crossovers rfp 6.9.2.2.d    Total for claim type as defined in requirement 6.9.2.2.d    Number    11    
Physician rfp 6.9.2.2.d    Total for claim type as defined in requirement 6.9.2.2.d    Number    11    
UB-92 deny detail    Denied detail counts for UB-92 claims    Number    11    
UB-92 deny header    Denied header counts for UB-92 claims    Number    11    
UB-92 paid detail    Paid detail counts for UB-92 claims    Number    11    
UB-92 paid header    Paid header counts for UB-92 claims    Number    11    
UB-92 rfp 6.9.2.2.a    Total for claim type as defined in requirement 6.9.2.2.a    Number    11    
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Weekly Administrative Fee Billing Report Layout  


 


 


REPORT:   FIN-8025-W                                     OKLAHOMA MMIS                                 RUN DATE: MM/DD/CCYY
PROCESS:  FINJW280                           MEDICAID MANAGEMENT INFORMATION SYSTEM                    RUN TIME:   HH:MM:SS
LOCATION: FIN8025W                                ADMINISTRATIVE FEE BILLING                               PAGE:      9,999
                                               PERIOD: MM/DD/CCYY – MM/DD/CCYY 
  
 HEADER DETAIL 
CLAIM TYPE     PAID COUNT DENIED COUNT  PAID COUNT DENIED COUNT 
---------------------------------  ----------- ------------  ----------- ------------ 
UB92      999,999,999 999,999,999  999,999,999 999,999,999 
PCS      999,999,999 999,999,999  999,999,999 999,999,999 
INSTITUTIONAL CROSSOVERS   999,999,999 999,999,999  999,999,999 999,999,999 
PHARMACY     999,999,999 999,999,999  999,999,999 999,999,999 
DENTAL      999,999,999 999,999,999  999,999,999 999,999,999 
PHYSICIAN     999,999,999 999,999,999  999,999,999 999,999,999 
PHYSICIAN CROSSOVERS    999,999,999 999,999,999  999,999,999 999,999,999 
      ----------- ------------  ----------- ------------    
TOTAL       999,999,999 999,999,999    999,999,999 999,999,999   
      =========== ============   =========== ============ 
             
CLAIM TYPE   RFP 6.9.2.2.a    RFP 6.9.2.2.b   RFP 6.9.2.2.c    RFP 6.9.2.2.d GRAND TOTAL 
------------------------ -------------    ------------- -------------    ------------- ----------- 
UB92    999,999,999    0      0           0   999,999,999 
PCS    999,999,999    0         0           0   999,999,999 
INSTITUTIONAL CROSSOVERS 0     999,999,999 0           0   999,999,999 
PHARMACY   0     0   999,999,999    0        999,999,999 
DENTAL    0     0         0     999,999,999      999,999,999 
PHYSICIAN   0     0   0     999,999,999      999,999,999 
PHYSICIAN CROSSOVERS  0     0         0     999,999,999      999,999,999 
     -------------    ------------- -------------    ------------ ----------- 
TOTAL    999,999,999    999,999,999 999,999,999    999,999,999      999,999,999 
    =============    ============= =============    ============     =========== 
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FIN-8025-M – Administrative Fee Billing 
 
The Administrative Billing Report will give claim counts on a monthly basis of billable (paid/denied) claims. This report lists the number of claims 
processed as defined by the contract. The report will count claims for the following claim types:  


UB92 
PCS 
Institutional Crossovers 
Pharmacy 
Dental 
Physician 
Physician Crossovers  


The report will contain a detail section which displays Paid/Denied Header/Detail counts for each of the above claim types. It will also contain a 
summary section that will display sums the detail section counts under the appropriate RFP section.  


Technical Name 
   FIN-8025-M  


Distribution 
User Copies Media Week Time 


 1 COLD   
John Calabro 1 Paper   


 


Field Descriptions 


Field Description Data Type Length 
Claim type totals    Totals for paid/denied header counts and paid/denied detail counts    Number    11    
Dental deny detail    Denied detail counts for dental claims    Number    11    
Dental deny header    Denied header counts for dental claims    Number    11    
Dental paid detail    Paid detail counts for dental claims    Number    11    
Dental paid header    Paid header counts for dental claims    Number    11    
Grand totals    Grand total for each claim type under the requirement.    Number    11    
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Field Description Data Type Length 
Institutional crossovers deny header    Denied header counts for institutional crossover claims    Number    11    
Institutional crossovers deny header    Denied Detail counts for institutional crossover claims    Number    11    
Institutional crossovers paid detail    Paid Detail counts for institutional crossover claims    Number    11    
Institutional crossovers paid header    Paid Header counts for institutional crossover claims    Number    11    
Physician crossover deny detail    Denied detail counts for physican crossover claims    Number    11    
Physician crossover deny header    Denied header counts for physican crossover claims    Number    11    
Physician crossover paid detail    Paid detail counts for physican crossover claims    Number    11    
Physician crossover paid header    Paid header counts for physican crossover claims    Number    11    
Physician crossovers deny detail    Denied detail counts for physican crossover claims    Number    11    
Physician crossovers deny header    Denied header counts for physican crossover claims    Number    11    
Physician crossovers paid detail    Denied detail counts for physican crossover claims    Number    11    
Physician crossovers paid header    Paid header counts for physican crossover claims    Number    11    
Summary Claim Type Totals    Column totals for each requirement (6.9.2.2a - 6.9.2.2.d)    Number    11    
Dental rfp 6.9.2.2.d    Total for claim type as defined in requirement 6.9.2.2.d    Number    11    
Institutional crossovers rfp 6.9.2.2.b    Total for claim type as defined in requirement 6.9.2.2.b    Number    11    
pcs deny detail    Denied detail counts for pcs claims    Number    11    
pcs deny header    Denied header counts for pcs claims    Number    11    
pcs paid detail    Paid detail counts for pcs claims    Number    11    
pcs paid header    Paid header counts for pcs claims    Number    11    
pcs rfp 6.9.2.2.a    Total for claim type as defined in requirement 6.9.2.2.a    Number    11    
Pharmacy deny detail    Denied detail counts for pharmacy claims    Number    11    
Pharmacy deny header    Denied header counts for pharmacy claims    Number    11    
Pharmacy paid detail    Paid detail counts for pharmacy claims    Number    11    
Pharmacy paid header    Paid header counts for pharmacy claims    Number    11    
Pharmacy rfp 6.9.2.2.c    Total for claim type as defined in requirement 6.9.2.2.c    Number    11    
Physician crossovers rfp 6.9.2.2.d    Total for claim type as defined in requirement 6.9.2.2.d    Number    11    
Physician rfp 6.9.2.2.d    Total for claim type as defined in requirement 6.9.2.2.d    Number    11    
UB-92 deny detail    Denied detail counts for UB-92 claims    Number    11    
UB-92 deny header    Denied header counts for UB-92 claims    Number    11    
UB-92 paid detail    Paid detail counts for UB-92 claims    Number    11    
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Field Description Data Type Length 
UB-92 paid header    Paid header counts for ub92 claims    Number    11    
UB-92 rfp 6.9.2.2.a    Total for claim type as defined in requirement 6.9.2.2.a    Number    11    
 


Monthly Administrative Fee Billing Report Layout  


 


 


REPORT:   FIN-8025-M                                     OKLAHOMA MMIS                                 RUN DATE: MM/DD/CCYY
PROCESS:  FINJM280                           MEDICAID MANAGEMENT INFORMATION SYSTEM                    RUN TIME:   HH:MM:SS
LOCATION: FIN8025M                                ADMINISTRATIVE FEE BILLING                               PAGE:      9,999
                                                     FOR:  xxxxxxxxxxxxxx 
  
 HEADER DETAIL 
CLAIM TYPE     PAID COUNT DENIED COUNT  PAID COUNT DENIED COUNT 
---------------------------------  ----------- ------------  ----------- ------------ 
UB92      999,999,999 999,999,999  999,999,999 999,999,999 
PCS      999,999,999 999,999,999  999,999,999 999,999,999 
INSTITUTIONAL CROSSOVERS   999,999,999 999,999,999  999,999,999 999,999,999 
PHARMACY     999,999,999 999,999,999  999,999,999 999,999,999 
DENTAL      999,999,999 999,999,999  999,999,999 999,999,999 
PHYSICIAN     999,999,999 999,999,999  999,999,999 999,999,999 
PHYSICIAN CROSSOVERS    999,999,999 999,999,999  999,999,999 999,999,999 
      ----------- ------------  ----------- ------------    
TOTAL       999,999,999 999,999,999    999,999,999 999,999,999   
      =========== ============   =========== ============ 
             
CLAIM TYPE   RFP 6.9.2.2.a    RFP 6.9.2.2.b   RFP 6.9.2.2.c    RFP 6.9.2.2.d GRAND TOTAL 
------------------------ -------------    ------------- -------------    ------------- ----------- 
UB92    999,999,999    0      0           0   999,999,999 
PCS    999,999,999    0         0           0   999,999,999 
INSTITUTIONAL CROSSOVERS 0     999,999,999 0           0   999,999,999 
PHARMACY   0     0   999,999,999    0        999,999,999 
DENTAL    0     0         0     999,999,999      999,999,999 
PHYSICIAN   0     0   0     999,999,999      999,999,999 
PHYSICIAN CROSSOVERS  0     0         0     999,999,999      999,999,999 
     -------------    ------------- -------------    ------------ ----------- 
TOTAL    999,999,999    999,999,999 999,999,999    999,999,999      999,999,999 
    =============    ============= =============    ============     =========== 
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FIN-8025-A – Administrative Fee Billing 
 
The Administrative Billing Report will give claim counts on a annual basis of billable (Paid/Denied) claims. This report lists the number of claims 
processed as defined by the contract. The report will count claims for the following claim types:  


UB-92 
PCS 
Institutional crossovers 
Pharmacy 
Dental 
Physician 
Physician Crossovers  


The report will contain a detail section which displays Paid/Denied Header/Detail counts for each of the above claim types. It will also contain a 
summary section that will display sums the detail section counts under the appropriate RFP section.  


Technical Name 
   FIN-8025-A  


Distribution 
User Copies Media Week Time 


 1 COLD   
John Calabro 1 Paper   


 


Field Descriptions 


Field Description Data Type Length 
Claim Type Totals    Totals for paid/denied header counts and paid/denied detail counts    Number    11    
Dental deny detail    Denied detail counts for dental claims    Number    11    
Dental deny header    Denied header counts for dental claims    Number    11    
Dental paid detail    Paid detail counts for dental claims    Number    11    
Dental paid header    Paid header counts for dental claims    Number    11    
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Field Description Data Type Length 
Grand totals    Grand total for each claim type under the requirement.    Number    11    
Institutional crossovers deny detail    Denied Detail counts for inst crossover claims    Number    11    
Institutional crossovers deny header    Denied Header counts for inst crossover claims    Number    11    
Institutional crossovers paid detail    Paid Detail counts for inst crossover claims    Number    11    
Institutional crossovers paid header    Paid Header counts for inst crossover claims    Number    11    
Physician crossover deny detail    Denied detail counts for physican cross over claims    Number    11    
Physician crossover deny header    Denied header counts for physican cross over claims    Number    11    
Physician crossover paid detail    Paid detail counts for physican cross over claims    Number    11    
Physician crossover paid header    Paid header counts for physican cross over claims    Number    11    
Physician crossovers deny detail    Denied detail counts for physican cross over claims    Number    11    
Physician crossovers deny header    Denied header counts for physican cross over claims    Number    11    
Physician crossovers paid detail    Denied detail counts for physican cross over claims    Number    11    
Physician crossovers paid header    Paid header counts for physican cross over claims    Number    11    
Summary claim type totals    Column totals for each requirement (6.9.2.2a - 6.9.2.2.d)    Number    11    
dental rfp 6.9.2.2.d    Total for claim type as defined in requirement 6.9.2.2.d    Number    11    
institutional crossovers rfp 6.9.2.2.b    Total for claim type as defined in requirement 6.9.2.2.b    Number    11    
pcs deny detail    Denied detail counts for pcs claims    Number    11    
pcs deny header    Denied header counts for pcs claims    Number    11    
pcs paid detail    Paid detail counts for pcs claims    Number    11    
pcs paid header    Paid header counts for pcs claims    Number    11    
pcs rfp 6.9.2.2.a    Total for claim type as defined in requirement 6.9.2.2.a    Number    11    
pharmacy deny detail    Denied detail counts for pharmacy claims    Number    11    
pharmacy deny header    Denied header counts for pharmacy claims    Number    11    
pharmacy paid detail    Paid detail counts for pharmacy claims    Number    11    
pharmacy paid header    Paid header counts for pharmacy claims    Number    11    
pharmacy rfp 6.9.2.2.c    Total for claim type as defined in requirement 6.9.2.2.c    Number    11    
physician crossovers rfp 6.9.2.2.d    Total for claim type as defined in requirement 6.9.2.2.d    Number    11    
physician rfp 6.9.2.2.d    Total for claim type as defined in requirement 6.9.2.2.d    Number    11    
UB-92 deny detail    Denied detail counts for ub92 claims    Number    11    
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Field Description Data Type Length 
UB-92 deny header    Denied header counts for ub92 claims    Number    11    
UB-92 paid detail    Paid detail counts for ub92 claims    Number    11    
UB-92 paid header    Paid header counts for ub92 claims    Number    11    
UB-92 rfp 6.9.2.2.a    Total for claim type as defined in requirement 6.9.2.2.a    Number    11    
 


Annual Administrative Fee Billing Report Layout  


 


 


REPORT:   FIN-8025-A                                     OKLAHOMA MMIS                                 RUN DATE: MM/DD/CCYY
PROCESS:  FINJA280                           MEDICAID MANAGEMENT INFORMATION SYSTEM                    RUN TIME:   HH:MM:SS
LOCATION: FIN8025A                                ADMINISTRATIVE FEE BILLING                               PAGE:      9,999
                                                   FOR YEAR: CCYY 
  
 HEADER DETAIL 
CLAIM TYPE     PAID COUNT DENIED COUNT  PAID COUNT DENIED COUNT 
---------------------------------  ----------- ------------  ----------- ------------ 
UB92      999,999,999 999,999,999  999,999,999 999,999,999 
PCS      999,999,999 999,999,999  999,999,999 999,999,999 
INSTITUTIONAL CROSSOVERS   999,999,999 999,999,999  999,999,999 999,999,999 
PHARMACY     999,999,999 999,999,999  999,999,999 999,999,999 
DENTAL      999,999,999 999,999,999  999,999,999 999,999,999 
PHYSICIAN     999,999,999 999,999,999  999,999,999 999,999,999 
PHYSICIAN CROSSOVERS    999,999,999 999,999,999  999,999,999 999,999,999 
      ----------- ------------  ----------- ------------    
TOTAL       999,999,999 999,999,999    999,999,999 999,999,999   
      =========== ============   =========== ============ 
             
CLAIM TYPE   RFP 6.9.2.2.a    RFP 6.9.2.2.b   RFP 6.9.2.2.c    RFP 6.9.2.2.d GRAND TOTAL 
------------------------ -------------    ------------- -------------    ------------- ----------- 
UB92    999,999,999    0      0           0   999,999,999 
PCS    999,999,999    0         0           0   999,999,999 
INSTITUTIONAL CROSSOVERS 0     999,999,999 0           0   999,999,999 
PHARMACY   0     0   999,999,999    0        999,999,999 
DENTAL    0     0         0     999,999,999      999,999,999 
PHYSICIAN   0     0   0     999,999,999      999,999,999 
PHYSICIAN CROSSOVERS  0     0         0     999,999,999      999,999,999 
     -------------    ------------- -------------    ------------ ----------- 
TOTAL    999,999,999    999,999,999 999,999,999    999,999,999      999,999,999 
    =============    ============= =============    ============     =========== 
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FIN-0014-W -- Provider YTD Check Balancing 
 
This report is an internal EDS Financial report to verify that the provider earnings files are in balance with the payment transactions. This report 
contains some System Assigned Keys (SAK) to assist the EDS staff to locate and address balancing issues quickly. This report is typically used by EDS 
internal staff.  
 
This reports any differences between the total sum of checks for the provider and the YTD check amount 


Technical Name 
FIN-0014-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Adv Offset This is the amount deducted for advance offsets. 10 Number 
Check Tot This is the total amount of the check. 11 Number 
Claim Interest This is the amount paid for claim interest. 9 Number 
Claim Offset This is the amount deducted for claim offsets. 10 Number 
Expense Tot This is the amount paid for expenses. 9 Number 
NonClm Offset This is the amount deducted for non-claim offsets. 10 Number 
Paid Admin This is the amount paid for admin fee. 9 Number 
Paid Cap This is the amount paid for capitation fee. 9 Number 
Paid Tot Adj This is the total amount paid for adjustments. 9 Number 
Provider/Loc This is the provider SAK and service location code. 9 Character 
Total Amt Paid This is the total amount paid for original claims. 9 Number 
Total Check/EFT by Date Issued This is the number of checks or EFTs issued for the payment 


date. 
4 Number 
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Field Description Length Data Type 


Total Check/EFT by Provider This is the number of checks or EFTs issued to providers. 4 Number 
 


Provider YTD Check Balancing Report Layout 
 
REPORT : FIN-0014-W                                               OKLAHOMA MMIS                                        RUN DATE: MM/DD/CCYY 
PROCESS: XXXXX                                            PROVIDER YTD CHECK BALANCING                                 RUN TIME: HH:MM:SS 
LOCATION:XXXXX                                           PERIOD: MM/DD/CCYY - MM/DD/CCYY                               PAGE:     9,999 
 
PROVIDER/LOC 
TOTAL AMT PAID + PAID TOT ADJ + PAID ADMIN  +  PAID CAP + EXPENSE TOT  +  CLAIM INT - CLAIM OFFSET - NONCLM OFFSET  - ADV OFFSET =    CHECK TOT 
 
99999999X  
999,999,999.99   9,999,999.99 9,999,999.99 9,999,999.99  9,999,999.99  9,999.999.99  99,999,999.99   99,999,999.99 99,999,999.99 999,999,999.99 
 
99999999X  
999,999,999.99   9,999,999.99 9,999,999.99 9,999,999.99  9,999,999.99  9,999.999.99  99,999,999.99   99,999,999.99 99,999,999.99 999,999,999.99 
 
99999999X  
999,999,999.99   9,999,999.99 9,999,999.99 9,999,999.99  9,999,999.99  9,999.999.99  99,999,999.99   99,999,999.99 99,999,999.99 999,999,999.99 
 
99999999X  
999,999,999.99   9,999,999.99 9,999,999.99 9,999,999.99  9,999,999.99  9,999.999.99  99,999,999.99   99,999,999.99 99,999,999.99 999,999,999.99 
 
99999999X  
999,999,999.99   9,999,999.99 9,999,999.99 9,999,999.99  9,999,999.99  9,999.999.99  99,999,999.99   99,999,999.99 99,999,999.99 999,999,999.99 
 
99999999X  
999,999,999.99   9,999,999.99 9,999,999.99 9,999,999.99  9,999,999.99  9,999.999.99  99,999,999.99   99,999,999.99 99,999,999.99 999,999,999.99 
 
 
  TOTAL CHECK/EFT BY PROVIDER:         9,999 
  TOTAL CHECK/EFT BY DATE ISSED:       9,999 
 
                                                       * * * END OF REPORT * * * 
 
                                                  * * * REPORT DOES NOT BALANCE!!! * * * 


Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-207 
Revision Date: April 2004 
Version: 1.2 







FIN-0100-Q -- Disproportionate Share Payment Summary 
This report shows the disproportionate share payments that were automatically set up and paid each quarter. 


Technical Name 
FIN-0100-Q 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount Paid This is the disproportionate share payment amount. 10 Number 
Expenditure Number This is the unique identifier of the expenditure payment. 9 Number 
LOC This is the provider service location. 1 Character 
Number of Records This is the total number of payments made. 6 Number 
Period This is the number of the period/quarter for which the payments are 


being made. 
1 Number 


Provider This is the provider's ID followed by the provider's service location. 9 Character 
Provider Name This is the name of the provider getting the payment. 50 Character 
Total Amount This is the grand total of the disproportionate share payment. 11 Number 
Year This is the year in which the payment was made. 4 Number 


 


Section 5: Financial Reports Finance Procedures Manual 


5-208 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 
 







Disproportionate Share Payment Summary Report Layout 
 
Report  : FIN-0100-Q                                   OKLAHOMA MMIS                                            Run Date: MM/DD/YYYY 
Process : FINJQ100                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: FINP3020                     DISPROPORTIONATE SHARE PAYMENT SUMMARY REPORT                                Page:     99,999 
                                                   YEAR: 9999 PERIOD:  9 
 
 
 
                                                                                  EXPENDITURE 
               PROVIDER                      NAME                                   NUMBER        AMOUNT PAID 
             ------------   --------------------------------------------------    -----------    -------------- 
             999999999  X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999999999     $99,999,999.99 
             999999999  X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999999999     $99,999,999.99 
             999999999  X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999999999     $99,999,999.99 
             999999999  X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999999999     $99,999,999.99 
             999999999  X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999999999     $99,999,999.99 
             999999999  X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     999999999     $99,999,999.99 
 
                                NUMBER OF RECORDS:         999,999          TOTAL AMOUNT:       $999,999,999.99 
 
                                                     ** END OF REPORT ** 


Associated Programs 
Program Description 


finp3020 Quarterly Disproportionate Share Payments 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-209 
Revision Date: April 2004 
Version: 1.2 







FIN-9110-C-EXP -- Carrier Expenditure Letter 
This is the letter that will accompany an expenditure check sent to a TPL Carrier. 


Technical Name 
FIN-9110-C-EXP 


Distribution 
User Copies Media Week Time 


 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount This is the amount of the expenditure check 12 Decimal 
Carrier ID This is the unique id for the payee 9 Number 


 


Section 5: Financial Reports Finance Procedures Manual 


5-210 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 
 







Carrier Expenditure Letter Report Layout 


 Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-211 
Revision Date: April 2004 
Version: 1.2 
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5-212 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 
 







FIN-9110-C-REI -- Carrier Reissue Letter 
This is the letter that will accompany a reissued check sent to a TPL Carrier 


Technical Name 
FIN-9110-C-REI 


Distribution 
User Copies Media Week Time 


 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount This is the amount of the reissue check 12 Decimal 
Carrier ID This is the unique id for the payee 9 Number 


 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-213 
Revision Date: April 2004 
Version: 1.2 







Carrier Reissue Letter Report Layout 
 
 


 
 


 
 


Month XX, CCYY 
 
 
 
«CarrierName» 
«Address1» 
«Address 2» 
«City», «State» «PostalCode» 
  
Carrier ID: <sak_carrier> 
  
Subject: Reissue Check  
  
Dear Carrier: 
  
This letter is to notify you that we are sending you a replacement check in the amount of  <check_amt>.  
  
Sincerely, 
 
 
 
CC:  ss 


Section 5: Financial Reports Finance Procedures Manual 


5-214 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 
 







Associated Programs 
Program Description 


No associated Programs found 
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Library Reference Number: OKFIN 5-215 
Revision Date: April 2004 
Version: 1.2 







FIN-9110-O-EXP -- Non Provider Expenditure Letter 
This is the letter that will accompany an expenditure check sent to a Non Provider. 
 
Technical Name 
FIN-9110-O-EXP 


Distribution 
User Copies Media Week Time 


 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount This is the amount of the expenditure check 12 Decimal 
Non Provider ID This is the unique id for the payee 9 Number 
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5-216 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 
 







Non Provider Expenditure Letter Report Layout 
   
 


 
 
 
JUNE 06, 2002  
   
STATE TREASURE OFFICE  
1234 MONEY LANE  
OKC,OK 731050000  
  
  
Carrier ID: 12590  
  
Subject: Expenditure Payment  
  
Dear Payee: 
  
This letter is to notify you that we are sending you a check for an expenditure payment in the amount of  $25.00 .  
  
Sincerely, 
  
HCA 
Finance Unit 
  
Enclosure 


 


ance Procedures Manual  Section 5: F


Library Reference Number: OKFIN 5-217 
Revision Date: April 2004 
Version: 1.2 
 







Associated Programs 
Program Description 


No associated Programs found 
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5-218 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 
 







FIN-9110-O-REI -- Non Provider Reissue Letter 
This is the letter that will accompany a reissued check sent to a non provider. 


Technical Name 
FIN-9110-O-REI 


Distribution 
User Copies Media Week Time 


 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount This is the amount of the reissue check 12 Decimal 
Non Provider ID This is the unique id for the payee 9 Number 
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Library Reference Number: OKFIN 5-219 
Revision Date: April 2004 
Version: 1.2 







Non Provider Reissue Letter Report Layout 
   


 
 
 
JUNE 06, 2002  
   
STATE TREASURE OFFICE  
1234 MONEY LANE  
OKC,OK 731050000  
  
  
Carrier ID: 12590  
  
Subject: Reissue Check 
  
Dear Payee: 
  
This letter is to notify you that we are sending you a replacement check for the amount of  $25.00 .  
  
Sincerely, 
  
HCA 
Finance Unit 
  
Enclosure 


 


ion 5: Financial Reports Finance Pr


5-220 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 
 







Associated Programs 
Program Description 


No associated Programs found 
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Library Reference Number: OKFIN 5-221 
Revision Date: April 2004 
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FIN-9110-P-EXP -- Provider Expenditure Letter 
This is the letter that will accompany an expenditure check sent to a Provider. 


Technical Name 
FIN-9110-P-EXP 


Distribution 
User Copies Media Week Time 


 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount This is the amount of the expenditure check 12 Decimal 
Provider ID This is the unique id for the payee 9 Number 
Service Location Code This is the service location code for the provider. 1 Char 
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5-222 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 







Provider Expenditure Letter Report Layout 
   


 
 
 
JUNE 06, 2002  
  
Provider name  
Provider business name 
Address 
City, state, zip 
  
Provider ID: XXXXXXXXX X  
  
Subject: Expenditure Payment  
  
Dear Provider: 
  
This letter is to notify you that we are sending you a check for an expenditure payment in the amount of  $25.00 .  
  
Sincerely, 
  
HCA 
Finance Unit 


 Enclosure 
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Library Reference Number: OKFIN 5-223 
Revision Date: June 2005 
Version: 3.0 







Associated Programs 
Program Description 


No associated Programs found 
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5-224 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 







FIN-9110-P-REI -- Provider Reissue Letter 
This is the letter that will accompany a reissued check sent to a Provider 


Technical Name 
FIN-9110-P-REI 
 


Distribution 
User Copies Media Week Time 


 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount This is the amount of the expenditure check 12 Decimal 
Provider ID This is the unique id for the payee 9 Number 
Service Location Code This is the service location code for the provider. 1 Char 
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Library Reference Number: OKFIN 5-225 
Revision Date: April 2004 
Version: 1.2 







Provider Reissue Letter Report Layout 
 
   


JUNE 06, 2002  


  


Provider name  
Provider business name 
Address 
City, state, zip 
  
Provider ID: XXXXXXXXX X  
 
  
Subject: Reissue Check  
  
Dear Provider: 
  
This letter is to notify you that we are sending you a replacement check for the amount of  $25.00 .  
  
Sincerely, 
  
HCA 
Finance Unit 
  
Enclosure 


 


ion 5: Financial Reports Finance Pr


5-226 Library Reference Number: OKFIN 
Revision Date: June 2005 


Version: 3.0 







Associated Programs 
Program Description 


No associated Programs found 
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Library Reference Number: OKFIN 5-227 
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Version: 1.2 







FIN-0550-D -- Issue Date Slippage 
This report contains all EFT and ON-US payments for which the date of the payment was changed from the original OHCA payment date to a date set 
by the STO (State Treasurer's Office). 


Technical Name 
FIN-0550-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Check Number This is the number of the EFT or ON-US transfer. 9 Number 
OHCA Issue Date This is the original issue date. 10 Date (MM/DD/CCYY)
OHCA Payment Type This is the original payment type. 2 Character 
OHCA Payment Amount This is the amount of the payment. 10 Number 
STO Issue Date This is the new issue date. 10 Date (MM/DD/CCYY)
STO Payment Type This is the new payment type. 2 Character 
Total Payment Amount for EFT Payments This is the sum of payments for EFT Payments. 10 Number 
Total Payment Amount for ON-US Transfers This is the total amount of payments for ON-US 


transfers. 
10 Number 


Total Payment Amount for all Types This is the sum of payments for all payment types. 11 Number 
 


Section 5: Financial Reports Finance Procedures Manual 


5-228 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 







Issue Date Slippage Report Layout 
 
REPORT:   FIN-0550-W                             OKLAHOMA MMIS                                                 RUN DATE: 
MM/DD/CCYY 
PROCESS:  XXXXX                           ISSUE DATE SLIPPAGE REPORT                                           RUN TIME: 
HH:MM:SS   
                                                                                                                   PAGE: 99,999     
 
                   OHCA           STO                OHCA            OHCA          STO         
CHECK NUMBER    ISSUE DATE     ISSUE DATE        PAYMENT AMOUNT   PAYMENT TYPE  PAYMENT TYPE   
999999999        MM/DD/CCYY     MM/DD/CCYY        99,999,999.99       XX           XX          
999999999        MM/DD/CCYY     MM/DD/CCYY        99,999,999.99       XX           XX          
999999999        MM/DD/CCYY     MM/DD/CCYY        99,999,999.99       XX           XX          
999999999        MM/DD/CCYY     MM/DD/CCYY        99,999,999.99       XX           XX          
999999999        MM/DD/CCYY     MM/DD/CCYY        99,999,999.99       XX           XX          
999999999        MM/DD/CCYY     MM/DD/CCYY        99,999,999.99       XX           XX          
999999999        MM/DD/CCYY     MM/DD/CCYY        99,999,999.99       XX           XX          
999999999        MM/DD/CCYY     MM/DD/CCYY        99,999,999.99       XX           XX          
 
TOTAL PAYMENT AMOUNT FOR ON-US TRANSFERS:   99,999,999.99 
TOTAL PAYMENT AMOUNT FOR EFT PAYMENTS:      99,999,999.99 
TOTAL PAYMENT AMOUNT FOR ALL TYPES:        999,999,999.99 


Associated Programs 
Program Description 


fin0550d Issue date slippage report 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-229 
Revision Date: April 2004 
Version: 1.2 







FIN-1005-W -- Voided Checks by External Number 
The report identifies system checks which have been voided during the current weekly cycle. It will be used to validate that all void transactions have 
processed appropriately through the system. The purpose of this report is to identify any external check numbers which were voided during the current 
weekly cycle. 


Technical Name 
FIN-1005-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


CCN This is a unique number that is used to track checks received. 11 Number 
Check Amount This indicates the amount of the system check being voided. 11 Number 
Check Date This indicates the issue date for the check to be voided. 10 Date (MM/DD/CCYY) 
External Check Number The number assigned to the check during the check printing process. This 


number is encoded in the MICR line on the check and is used by the bank for 
reporting purposes. 


9 Number 


Type This code indicates the type of payee: PRV - provider, CAR - carrier, OTH - 
other 


4 Char 


Provider Number/Payee ID The unique number which identifies the provider/location or payee for which 
the check is being voided. 


10 Character 


Reason This indicates the reason the check was voided. 25 Character 
Total # of Voids This indicates the total number of checks that have been voided. 3 Number 
Total Voided Dollars This indicates the total dollar amount for the total number of checks that 


have been voided. 
11 Number 


 


Section 5: Financial Reports Finance Procedures Manual 


5-230 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 







Voided Checks by External Number Report Layout 
 
Report  : FIN-1005-D                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FINJD400                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: FINP1131                             VOIDED CHECKS BY EXTERNAL NO.                                        Page:     99,999 
                                              Period: MM/DD/CCYY-MM/DD/CCYY 
 
PROVIDER\PAYEE ID   TYPE   EXTERNAL CHECK NUMBER      CHECK DATE           CCN            CHECK AMOUNT          REASON 
    XXXXXXXXXA      XXXX          XXXXXXXXX           MM/DD/CCYY       99999999999        999,999,999.99     XXXXXXXXXXXXXXXXXXXXXXXXX 
    XXXXXXXXXA      XXXX          XXXXXXXXX           MM/DD/CCYY       99999999999        999,999,999.99     XXXXXXXXXXXXXXXXXXXXXXXXX 
    XXXXXXXXXA      XXXX          XXXXXXXXX           MM/DD/CCYY       99999999999        999,999,999.99     XXXXXXXXXXXXXXXXXXXXXXXXX 
    XXXXXXXXXA      XXXX          XXXXXXXXX           MM/DD/CCYY       99999999999        999,999,999.99     XXXXXXXXXXXXXXXXXXXXXXXXX 
    XXXXXXXXXA      XXXX          XXXXXXXXX           MM/DD/CCYY       99999999999        999,999,999.99     XXXXXXXXXXXXXXXXXXXXXXXXX 
    XXXXXXXXXA      XXXX          XXXXXXXXX           MM/DD/CCYY       99999999999        999,999,999.99     XXXXXXXXXXXXXXXXXXXXXXXXX 
    XXXXXXXXXA      XXXX          XXXXXXXXX           MM/DD/CCYY       99999999999        999,999,999.99     XXXXXXXXXXXXXXXXXXXXXXXXX 
 
         TOTAL # OF VOIDS:                       999 
         TOTAL VOIDED DOLLARS        $999,999,999.99 
 
                                               *** END OF REPORT *** 
 
                                              *** NO DATA THIS RUN *** 
 


Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-231 
Revision Date: April 2004 
Version: 1.2 







FIN-1006-W -- Cash Receipts Return to Sender Log 
The Cash Receipts Return to Sender Log lists all checks that were returned on a weekly basis. In addition, it lists all checks in which EDS has deposited 
but needs further documentation to process the cash receipt. Checks that have been returned for further endorsement will also be listed on this report 
under a special batch range. This report will be used as a monitoring and control report for all returned checks returned to sender in which we are 
requesting additional documentation or information. It will also be used to follow-up on those checks that have been returned for further endorsement. 
The checks will remain on this report until a disposition occurs. 


Technical Name 
FIN-1006-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


CCN The unique Cash Control Number assigned to the cash receipt. This 
identifies the year, date, and type of check received. 


11 Character 


Date Returned Date logged for return to sender as stated on the return to sender audit 
table. 


10 Date (MM/DD/CCYY) 


Date Received Date of cash receipt as indicated by the Year and Julian Date of the 
Cash Control Number. 


10 Date (MM/DD/CCYY) 


LOC This is the provider's service location code. 1 Character 
Provider Number The provider as stated on the return to sender table, if applicable (not 


required). 
9 Number 


Return Reason The 3 character reason code that identifies why the check was received 
valid value range: R02 - R99 Pulls in only return to senders with one of 
the following code reason four values: R02 - Does not belong to map 
R03 - No documentation R04 - Check not completed R05 - Other 
endorsement req. R99 - Other. 


3 Character 


Sender Name Name of sender as entered into the return to sender table. 25 Character 
Total returns This indicates the total number of cash receipts received and returned to 6 Number 


Section 5: Financial Reports Finance Procedures Manual 


5-232 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 







Field Description Length Data Type 


sender. 
User ID The unique USER ID that identifies who initiated the return to sender 


action (see audit table). 
8 Character 


 
Cash Receipts Return to Sender Log Report Layout 
 


REPORT:   FIN-1006-W                                      OKLAHOMA MMIS                                RUN DATE:  MM/DD/CCYY 
PROCESS:  XXXXX                                           CASH RECEIPTS                                RUN TIME:  HH:MM:SS 
LOCATION: XXXXX                                        RETURN TO SENDER LOG                                PAGE:  99,999 
                                                 PERIOD:  MM/DD/CCYY – MM/DD/CCYY 
 
  DATE          DATE       PROVIDER                                                     RETURN        USER 
 RECEIVED     RETURNED      NUMBER    LOC          SENDER NAME            --CCN--       REASON         ID 
 
MM/DD/CCYY   MM/DD/CCYY    999999999   X    XXXXXXXXXXXXXXXXXXXXXXXXX  99999999999       XXX        XXXXXXXX 
MM/DD/CCYY   MM/DD/CCYY    999999999   X    XXXXXXXXXXXXXXXXXXXXXXXXX  99999999999       XXX        XXXXXXXX 
MM/DD/CCYY   MM/DD/CCYY    999999999   X    XXXXXXXXXXXXXXXXXXXXXXXXX  99999999999       XXX        XXXXXXXX 
MM/DD/CCYY   MM/DD/CCYY    999999999   X    XXXXXXXXXXXXXXXXXXXXXXXXX  99999999999       XXX        XXXXXXXX 
MM/DD/CCYY   MM/DD/CCYY    999999999   X    XXXXXXXXXXXXXXXXXXXXXXXXX  99999999999       XXX        XXXXXXXX 
MM/DD/CCYY   MM/DD/CCYY    999999999   X    XXXXXXXXXXXXXXXXXXXXXXXXX  99999999999       XXX        XXXXXXXX 
MM/DD/CCYY   MM/DD/CCYY    999999999   X    XXXXXXXXXXXXXXXXXXXXXXXXX  99999999999       XXX        XXXXXXXX 
MM/DD/CCYY   MM/DD/CCYY    999999999   X    XXXXXXXXXXXXXXXXXXXXXXXXX  99999999999       XXX        XXXXXXXX 
 
 
TOTAL RETURNS:  999,999 


Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-233 
Revision Date: April 2004 
Version: 1.2 







FIN-1008-W -- Cash Dispositioned Not Posted 
This report itemizes all provider refund cash receipts which have been fully dispositioned but not fully posted. It lists the original cash receipt amount, 
disposition amounts posted to date and not posted to date for each receipt. It is broken down by Unit and for each Unit it is segregated into age 
categories of 00 - 20, 21 - 45, 46 - 60, 61 - 90, 91 - 120, 121 - 365 and 365 +days. It will be used to identify CCNs with dispositions that still need to be 
posted. Appropriate staff will review this report on a weekly basis and those cash receipts will be prioritized for resolution.  
 
The sequence is by Unit (Drug Rebate, MED, SURS, TPL), then by age in days, then by Cash Control Number (CCN). This is a weekly report. 


Technical Name 
FIN-1008-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


CCN A unique number used for tracking cash receipts in the system. 11 Number 
Dispositions Nonposted to Date This indicates the amount from the original check amount that can be 


directly associated with a specific adjustment or financial transaction 
grouping and has not been posted yet. 


9 Number 


Dispositions Posted to Date This indicates the amount from the original check amount that can be 
directly associated with a specific adjustment or financial transaction 
grouping and has been posted. 


9 Number 


Grand Totals The sum of all units. 12 Number 
Original Amount A check amount received by cash control clerk. 9 Number 
Subtotals Subtotals are calculated for each aging category. 9 Number 
Unit Totals Totals are calculated for each Unit. 11 Number 
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5-234 Library Reference Number: OKFIN 
Revision Date: April 2004 


Version: 1.2 







Cash Dispositioned Not Posted Report Layout 
 
Report  : FIN-1008-W                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FIN1008W                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:   HH:MM:SS 
Location: FINJW219                              CASH DISPOSITION NOT POSTED                                         Page:     99,999 
                                                    UNIT: Medical                                                                   
                                                                                                                                    
                       CCN                ORIGINAL AMOUNT          DISPOSITIONS                 DISPOSITIONS                         
                                                                   POSTED TO DATE               NONPOSTED TO DATE                    
                                                                                                                                  
                                               NO CASH RECEIPTS FOUND THAT ARE +365 DAYS OLD                                        
                                                                                                                                    
 121 - 364 DAYS                                                                                                                     
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99                  
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99                   
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99                   
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
                                                                                                                                    
 91 - 120 DAYS                                                                                                                      
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99 
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99 
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                               
                                                                                                                                    
 61 - 90 DAYS                                                                                                                       
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99 
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                              
                                                                                                                                    
 46 - 60 DAYS                                                                                                                       
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99 
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99 
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                              
                                                                                                                                    
 21 - 45 DAYS                                                                                                                       
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99 
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99 
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                                      
                                                                                                                                    
 0 - 20 DAYS                                                                                                                        
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99 
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                        
                                                                                                                                    
 Medical                     TOTALS             $999,999,999.99             $999,999,999.99               $999,999,999.99                 
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Report  : FIN-1008-W                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FIN1008W                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:   HH:MM:SS 
Location: FINJW219                              CASH DISPOSITION NOT POSTED                                         Page:     99,999 
                                                   UNIT: TPL                                                                       
                                                                                                                                    
                       CCN                ORIGINAL AMOUNT          DISPOSITIONS                 DISPOSITIONS                         
                                                                   POSTED TO DATE               NONPOSTED TO DATE                    
                                                                                                                                    
                                                                                                                                    
 + 365 DAYS                                                                                                                         
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99 
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
                                                                                                                                    
                                               NO CASH RECEIPTS FOUND THAT ARE 121 - 364 DAYS OLD                                  
                                               NO CASH RECEIPTS FOUND THAT ARE 91 - 120 DAYS OLD                                    
                                               NO CASH RECEIPTS FOUND THAT ARE 61 - 90 DAYS OLD                                     
                                               NO CASH RECEIPTS FOUND THAT ARE 46 - 60 DAYS OLD                                     
                                               NO CASH RECEIPTS FOUND THAT ARE 21 - 45 DAYS OLD                                     
                                               NO CASH RECEIPTS FOUND THAT 0 - 20 DAYS OLD                                          
                                                                                                                                    
 TPL                         TOTALS             $999,999,999.99             $999,999,999.99               $999,999,999.99                               


 
 


 
 
 
 
 
Report  : FIN-1008-W                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FIN1008W                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:   HH:MM:SS 
Location: FINJW219                              CASH DISPOSITION NOT POSTED                                         Page:     99,999 
                                                    UNIT: SURS                                                                      
                                                                                                                                    
                       CCN                ORIGINAL AMOUNT          DISPOSITIONS                 DISPOSITIONS                         
                                                                   POSTED TO DATE               NONPOSTED TO DATE                    
                                                                                                                                    
                                               NO CASH RECEIPTS FOUND THAT ARE +365 DAYS OLD                                      
                                               NO CASH RECEIPTS FOUND THAT ARE 121 - 364 DAYS OLD                                   
                                               NO CASH RECEIPTS FOUND THAT ARE 91 - 120 DAYS OLD                                    
                                                                                                                                    
 61 - 90 DAYS                                                                                                                       
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99                   
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
                                                                                                                                    
                                               NO CASH RECEIPTS FOUND THAT ARE 46 - 60 DAYS OLD                                     
                                                                                                                                    
 21 - 45 DAYS                                                                                                                       
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99                   
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
                                                                                                                                    
 0 - 20 DAYS                                                                                                                        
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
                                                                                                                                    
 SURS                        TOTALS             $999,999,999.99             $999,999,999.99               $999,999,999.99                 
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Report  : FIN-1008-W                                   OKLAHOMA MMIS                                            Run Date: 11/30/2001 
Process : FIN1008W                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      11:07 
Location: FINJW219                              CASH DISPOSITION NOT POSTED                                         Page:          4 
                                                    UNIT: Drug Rebate                                                               
                                                                                                                                    
                       CCN                ORIGINAL AMOUNT          DISPOSITIONS                 DISPOSITIONS                         
                                                                   POSTED TO DATE               NONPOSTED TO DATE                    
                                                                                                                                    
                                                                                                                                    
                                               NO CASH RECEIPTS FOUND THAT ARE +365 DAYS OLD                                        
                                               NO CASH RECEIPTS FOUND THAT ARE 121 - 364 DAYS OLD                                   
                                               NO CASH RECEIPTS FOUND THAT ARE 91 - 120 DAYS OLD                                    
                                                                                                                                    
 61 - 90 DAYS                                                                                                                       
                       99999999999                $9,999,999.99               $9,999,999.99                 $9,999,999.99                   
      SUBTOTALS                                   $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
                                                                                                                                    
                                               NO CASH RECEIPTS FOUND THAT ARE 46 - 60 DAYS OLD                                     
                                               NO CASH RECEIPTS FOUND THAT ARE 21 - 45 DAYS OLD                                     
                                               NO CASH RECEIPTS FOUND THAT 0 - 20 DAYS OLD                                          
                                                                                                                                    
 Drug Rebate                 TOTALS             $999,999,999.99             $999,999,999.99               $999,999,999.99                                 


 
 
Report  : FIN-1008-W                                   OKLAHOMA MMIS                                            Run Date: 11/30/2001 
Process : FIN1008W                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      11:07 
Location: FINJW219                              CASH DISPOSITION NOT POSTED                                         Page:          5 
                                                    UNIT: All Units                                                                 
                                                                                                                                    
                                                                                                                                    
 Medical                     TOTALS               $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
 TPL                         TOTALS               $9,999,999.99               $9,999,999.99                 $9,999,999.99                
 SURS                        TOTALS               $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
 Drug Rebate                 TOTALS               $9,999,999.99               $9,999,999.99                 $9,999,999.99                 
                                   ________________________     ________________________     ________________________            
 = GRAND TOTALS FOR ALL UNITS                 $9,999,999,999.99           $9,999,999,999.99             $9,999,999,999.99         
                                   ========================     ========================     ========================            
                                                                                                                                    
                                                        ** END OF REPORT **                                                         


Associated Programs 
Program Description 


fin1008w Financial Cash reports 
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FIN-1430-W -- Prepayment Register by Benefit Plan 
This is a weekly report that generates the Pre-Payment Register by Benefit Plan in benefit plan order. For each benefit plan, the report provides the 
claim count and payment amounts for the category, current fiscal year, and previous fiscal years. It also provides summarized Account Receivables, 
Liens, and FICA information. 


Technical Name 
FIN-1430-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


AR's This is the number of ARs in the prepayment cycle 6 Number 
Benefit Plan This is the benefit plan. 15 Character 
Category Total (Payment Totals) This is the category total. 11 Number 
Claim Count This is the claim count for the corresponding program code. 6 Number 
Claim Totals (Claim Count) This is the subtotal of the benefit plan claim count. 6 Number 
Claim Totals (Payments) This is the subtotal of the benefit plan payment amount. 11 Number 
Current Fiscal YR. (Payment Totals) This is the current fiscal year total. 11 Character 
FICA This is the number of FICA txn's in the prepayment cycle 6 Number 
Grand Total (Amount Fields) This is the grand total for each of the amount fields. 11 Number 
Grand Totals (Claim Count) This is the grand total of the claim counts. 6 Number 
Liens This is the number of Liens in the prepayment cycle 6 Number 
Other Totals (Claim Count) This is the total of the benefit plan claim count. 6 Number 
Other Totals (Payment Totals) This is the total amount of AR's, Liens and FICA transactions 11 Number 
Previous Fiscal YR. (Payment Totals) This is the previous fiscal year total. 11 Number 
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Prepayment Register by Benefit Plan Report Layout 
REPORT:   FIN-1430-W                                     OKLAHOMA MMIS                                 RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                                MEDICAID MANAGEMENT INFORMATION SYSTEM                  RUN TIME: HH:MM:SS 
LOCATION: XXXXX                                 PREPAYMENT REGISTER BY BENEFIT PLAN                        PAGE: 9,999 
                                                        PERIOD: MM/DD/CCYY 
 
                                       ------------------PAYMENT TOTALS------------------- 
BENEFIT PLAN                  CLAIM         CATEGORY        CURRENT          PREVIOUS      
                              COUNT          TOTAL          FISCAL YR.       FISCAL YR.    
 
ALIEN                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
CCP                          999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
CUST                         999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
LOCMR                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
MN                           999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
MNCAT                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
NET                          999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
NFMED                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
PE                           999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
PKU                          999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
Q1                           999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
Q2                           999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
QMB                          999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
S-CHC                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
S-IHS                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
S-PLS                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
SLA                          999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
SLMB                         999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
TB                           999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
TXIX                         999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
W-ADP                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
W-ADV                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
W-IHA                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
W-IHC                        999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
W-MR                         999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
 
                             -------   ---------------   ---------------   --------------- 
      CLAIMS TOTALS          999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                             -------   ---------------   ---------------   --------------- 
 
                  AR’S       999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                   
                  LIENS      999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
 
                  FICA       999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
 
                             -------   ---------------   ---------------   --------------- 
      OTHER TOTALS           999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                             -------   ---------------   ---------------   --------------- 
 
                             -------   ---------------   ---------------   --------------- 
      GRAND TOTALS           999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                             =======   ===============   ===============   =============== 
 
                                                       ** END OF REPORT ** 
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Associated Programs 
Program Description 


fin1430w Prepayment Register by Program Code report 
cat Concatenate 
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FIN-1431-W -- Prepayment Register by Claim Type 
This is a weekly report that generates the Pre-Payment Register by Claim Type in claim type order. For each claim and financial transaction type, the 
report provides the claim count and payment amounts for the category, current fiscal year, and previous fiscal years. 


Technical Name 
FIN-1431-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Category Total (Payment Totals) This is the category total. 11 Number 
Current Fiscal YR. (Payment Totals) This is the current fiscal year total. 11 Number 
Grand Total (Claim count) This is the grand total for the claim count field. 6 Number (Integer) 
Grand Total (amount fields) These are the grand totals for each of the amount fields. 11 Number (Decimal) 
Previous Fiscal YR. (Payment Totals) This is the previous fiscal year total. 11 Number 
Txn Count This is the number of claims or transactions that are 


reimbursement for a claim. 
6 Number 


Txn Type This is the name of the type of claim or transaction. 13 Character 
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Prepayment Register by Claim Type Report Layout 
REPORT:   FIN-1431-W                                     OKLAHOMA MMIS                                 RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                                MEDICAID MANAGEMENT INFORMATION SYSTEM                  RUN TIME:   HH:MM:SS 
LOCATION: XXXXX                                 PREPAYMENT REGISTER BY CLAIM TYPE                          PAGE:      9,999 
                                                        PERIOD: MM/DD/CCYY 
 
 
                                       ------------------PAYMENT TOTALS-------------------  
  TXN TYPE                     TXN          CATEGORY        CURRENT          PREVIOUS      
                              COUNT          TOTAL          FISCAL YR.       FISCAL YR.    
 
CLAIM TYPE 01                999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
CLAIM TYPE 02                999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
CLAIM TYPE 03                999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
CLAIM TYPE 04                999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                             -------   ---------------   ---------------   --------------- 
GRAND TOTALS                 999,999   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                             =======   ===============   ===============   =============== 


 


 
Associated Programs 
 


Program Description 


fin1431w Prepayment Register by Claim Type report 
cat Concatenate 
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FIN-1432-W -- Prepayment Register by Fund Code 
This is a weekly report that generates the Pre-Payment Register by Fund Code (M2750R07) in fund code order. For each fund code, the report provides 
the claim count and payment amounts for the category, current fiscal year, and previous fiscal years. 


Technical Name 
FIN-1432-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Category Total (Payment Total) This is the Category total under payment totals. 11 Number 
Category Total (Recoupment Total) This is the Category total under recoupment totals. 11 Number 
Current Fiscal YR. (Payment Total) This is the Current Fiscal year total under payment totals. 11 Number 
Current Fiscal YR. (Recoupment Total) This is the Current Fiscal year total under recoupment totals. 11 Number 
Fund Code This is the fund code. 12 Character 
Grand totals These are the grand totals for each of the amount fields. 11 Number 
Previous Fiscal YR. (Payment Total) This is the Previous Fiscal year total under payment totals. 11 Number 
Previous Fiscal YR. (Recoupment Total) This is the Previous Fiscal year total under recoupment totals. 11 Number 
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Prepayment Register by Fund Code Report Layout 
REPORT:   FIN-1432-W                                    OKLAHOMA MMIS                                  RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                             MEDICAID MANAGEMENT INFORMATION SYSTEM                     RUN TIME:   HH:MM:SS 
LOCATION: XXXXX                                  PREPAYMENT REGISTER BY FUND CODE                      PAGE:          9,999 
                                                        PERIOD: MM/DD/CCYY 
 
                        -------------------PAYMENT AMOUNT------------------   -----------------RECOUPMENT TOTALS-----------------                  
FUND CODE                   CATEGORY        CURRENT          PREVIOUS            CATEGORY           CURRENT          PREVIOUS   
                             TOTAL          FISCAL YR.       FISCAL YR.           TOTAL            FISCAL YR.        FISCAL YR.  
 
FUND CODE 01            $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
FUND CODE 02            $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
FUND CODE 03            $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
FUND CODE 04            $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                        ---------------   ---------------   ---------------   ---------------   ---------------   --------------- 
GRAND TOTALS            $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                        ===============   ===============   ===============   ===============   ===============   =============== 


 


Associated Programs 
Program Description 


fin1432w Prepayment Register by Fund Code report 
cat Concatenate 
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FIN-1433-W -- Prepayment Register by Provider Type 
This is a weekly report that generates the Pre-Payment Register by Provider Type (M2750R10) in provider type order. For each provider type, the report 
provides both the payment and recoupment amounts for the category, current fiscal year, and previous fiscal years. It also summarizes the Non-Provider 
payment information. 


Technical Name 
FIN-1433-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Category Total (Payment Total) This is the category total for payments. 11 Number 
Category Total (Recoupment Total) This is the category total for recoupments. 11 Number 
Current Fiscal YR. (Payment Total) This is the current fiscal year total for payments. 11 Number 
Current Fiscal YR. (Recoupment Total) This is the current fiscal year total for recoupments. 11 Number 
Grand Totals These are the grand totals for each of the amount fields. 11 Number 
Previous Fiscal YR. (Payment Total) This is the previous fiscal year total for payments. 11 Number 
Previous Fiscal YR. (Recoupment Total) This is the previous fiscal year total for recoupments. 11 Number 
Provider Type This is the type of provider. 16 Character 
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Prepayment Register by Provider Type Report Layout 
 
REPORT:   FIN-1433-W                                       OKLAHOMA MMIS                               RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                                MEDICAID MANAGEMENT INFORMATION SYSTEM                  RUN TIME:   HH:MM:SS 
LOCATION: XXXXX                               PREPAYMENT REGISTER BY PROVIDER TYPE                         PAGE:      9,999 
                                                        PERIOD: MM/DD/CCYY 
 
                            -------------------PAYMENT AMOUNT------------------   -----------------RECOUPMENT TOTALS----------------- 
  PROVIDER                     CATEGORY           CURRENT          PREVIOUS          CATEGORY           CURRENT          PREVIOUS     
   TYPE                         TOTAL            FISCAL YR.       FISCAL YR.          TOTAL            FISCAL YR.        FISCAL YR.   
 
PROVIDER TYPE 01            $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
PROVIDER TYPE 02            $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
PROVIDER TYPE 03            $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
PROVIDER TYPE 04            $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                            ---------------   ---------------   ---------------   ---------------   ---------------   --------------- 
GRAND TOTALS                $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99   $999,999,999.99 
                            ===============   ===============   ===============   ===============   ===============   =============== 


 


Associated Programs 
 


Program Description 


fin1433w Prepayment Register by Provider Type report 
cat Concatenate 
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FIN-1434-W -- Prepayment Register for State Share by Fund Code 
This is a weekly report that generates the Pre-Payment Register for State Share by Fund Code (M2750R12) in fund code order. For each fund code, the 
report provides the state share claim count and payment amounts for the category, current fiscal year, and previous fiscal years. 


Technical Name 
FIN-1434-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Category Total (Payment Total) This is the category total for payments. 11 Number 
Claim Count This is the number of claims included. 6 Number 
Current Fiscal YR. (Payment Total) This is the current fiscal year total for payments. 11 Number 
Fund Code This is the fund code. 12 Character 
Grand Total (Amount Fields) These are the grand totals for each of the amount fields. 11 Character 
Grand Total (Claim count) This is the grand total for the claim count field. 6 Number 
Previous Fiscal YR. (Payment Total) This is the previous fiscal year total for payments. 11 Number 
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Prepayment Register for State Share by Fund Code Report Layout 
REPORT:   FIN-1434-W                                       OKLAHOMA MMIS                               RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                                MEDICAID MANAGEMENT INFORMATION SYSTEM                  RUN TIME:   HH:MM:SS 
LOCATION: XXXXX                           PREPAYMENT REGISTER FOR STATE SHARE BY FUND CODE                      PAGE: 9,999 
                                                        PERIOD: MM/DD/CCYY 
 
 
                             ---------REIMBURSEMENT MINUS PAYMENT TOTALS--------    
FUND CODE        CLAIM           CATEGORY        CURRENT          PREVIOUS             
                 COUNT            TOTAL          FISCAL YR.       FISCAL YR.            
 
FUND CODE 01     999,999     $999,999,999.99   $999,999,999.99   $999,999,999.99    
FUND CODE 02     999,999     $999,999,999.99   $999,999,999.99   $999,999,999.99    
FUND CODE 03     999,999     $999,999,999.99   $999,999,999.99   $999,999,999.99    
FUND CODE 04     999,999     $999,999,999.99   $999,999,999.99   $999,999,999.99    
                             ---------------   ---------------   --------------- 
GRAND TOTALS     999,999     $999,999,999.99   $999,999,999.99   $999,999,999.99    
                             ===============   ===============   =============== 


Associated Programs 
Program Description 


fin1434w Prepayment Register for State Share by Fund Code report 
cat Concatenate 
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FIN-1435-W -- Prepayment Register by Provider Type to be Paid 
This is a weekly report that generates the Pre-Payment Register by Provider Type (M2750R02) in provider type order. For each provider type, the report 
provides the number of providers and the paid amount. It also summarizes Non-Provider payments. 


Technical Name 
FIN-1435-W 


Distribution 
User Copies Media Week Time 


 2 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Grand Totals (Total Amount Paid) This is the grand total of the Total Amount Paid field. 12 Number 
Totals (Total Providers Selected) This is the grand total of the Total Providers Selected field. 6 Number 
Non-Provider Payouts This is the non-provider payout amount 11 Number 
Provider Description This is the description of the provider type 30 Character 
Provider Types This is the provider type. 2 Number 
Total Amount Paid This is the total amount paid. 11 Number 
Total Providers Selected This is the total providers seleced in the provider type. 5 Number 
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Prepayment Register by Provider Type to be Paid Report Layout 
Report  : FIN-1435-W                                   OKLAHOMA MMIS                                            Run Date: 11/28/2001 
Process : FIN1435W                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      15:54 
Location: FINJW435                         PREPAYMENT REGISTER BY PROVIDER TYPE                                     Page:          1 
                                                        TO BE PAID 
                                                    PERIOD: 11/28/2001 
 
       PROVIDER   PROVIDER                                            TOTAL PROVIDERS          TOTAL 
       TYPES      DESC                                                SELECTED                 AMOUNT PAID 
       --------   --------                                            ---------------          ----------- 
       03         Extended Care Facility                                   1                          $10.00 
       31         Physician                                                3                     $233,983.40 
       40         Specialized Foster Care/MR                               1                          $10.00 
                                                                      _______________    ___________________ 
                                                            TOTALS         5                     $234,003.40 
 
                                                             NON-PROVIDER PAYOUTS                 $21,977.76 
                                                                     ==========       ====================== 
                                                                     GRAND TOTAL                 $255,981.17 
 
                                                        ** END OF REPORT ** 
                                                        ** NO DATA THIS REPORT ** 


Associated Programs 
Program Description 


fin1435w Produce Prepayment by Provider Type to be Paid report - weekly 
cat Concatenate 
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FIN-1440-W -- Prepayment Summary 
This is a weekly report that generates the Pre-Payment Summary (M2770R01). The report summarizes the paid and reimbursement amounts for original 
claims, paid adjustments, system expenditures extracted, lien payments, capitation payments, FICA, lien recoupments, offsets applied in current cycle, 
and total payments issued. 


Technical Name 
FIN-1440-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Capitation Payment This is the paid or reimbursement amount for capitation payments. 11 Number 
FICA This is the paid or reimbursement amount total for FICA. 11 Number 
Lien Payments This is the paid or reimbursement amount for lien payments. 11 Number 
Lien Recoupments This is the paid or reimbursement amount for lien recoupments. 11 Number 
Offsets Applied in Current Cycle This is the paid or reimbursement amount for offsets applied in the current 


cycle. 
11 Number 


Original Claims This is the paid or reimbursement amount for original claims. 11 Number 
Paid Adjustments This is the paid or reimbursement amount for paid adjustments. 11 Number 
System Expenditures Extracted This is the paid or reimbursement amount for system expenditures 


extracted. 
11 Number 


Total Claims Extracted This is the paid or reimbursement amount total of the orginal claims, paid 
adjustments, A/R, and C/R. 


11 Number 


Total Cycle Expenses This is the paid or reimbursement amount total of expenditures. 11 Number 
Total Payments Issued This is the paid or reimbursement amount total of all payments issued. 11 Number 
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Prepayment Summary Report Layout 
REPORT:   FIN-1440-W                                       OKLAHOMA MMIS                                  RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                                MEDICAID MANAGEMENT INFORMATION SYSTEM                     RUN TIME:   HH:MM:SS 
LOCATION: XXXXX                                       PREPAYMENT SUMMARY                                      PAGE:      9,999 
                                                        PERIOD: MM/DD/CCYY 
  
  
                                                           PAID AMOUNT         REIMBURSEMENT AMOUNT 
  
                  +  ORIGINAL CLAIMS                      $999,999,999.99         $999,999,999.99 
                  +  PAID ADJUSTMENTS                     $999,999,999.99         $999,999,999.99 
                                                          ---------------         --------------- 
                  =  TOTAL CLAIMS EXTRACTED               $999,999,999.99         $999,999,999.99 
  
                  +  SYSTEM EXPENDITURES EXTRACTED        $999,999,999.99         $999,999,999.99 
                  +  LIEN PAYMENTS                        $999,999,999.99         $999,999,999.99 
                  +  CAPITATION PAYMENTS                  $999,999,999.99         $999,999,999.99 
                  -  FICA                                 $999,999,999.99         $999,999,999.99 
                  -  LIEN RECOUPMENTS                     $999,999,999.99         $999,999,999.99 
                                                          ---------------         --------------- 
                  =  TOTAL CYCLE EXPENSES                 $999,999,999.99         $999,999,999.99 
  
                  -  OFFSETS APPLIED IN CURRENT CYCLE     $999,999,999.99         $999,999,999.99 
                                                          ---------------         --------------- 
                  =  TOTAL PAYMENTS ISSUED                $999,999,999.99         $999,999,999.99 
                                                          ===============         =============== 


 


Associated Programs 
Program Description 


fin1440w Prepayment Register Summary report 
cat Concatenate 
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FIN-1601-W -- Payment Register 
M8740R01. This report is weekly and is ordered by Payment Number. This report lists the name of the payee, their mailing address, their street address 
with the city, state, and zip. Payment number, the type of media that was used (Electronic Funds Transfer or Paper), the amount of reimbursement, the 
FICA withheld, and the Payment amount are displayed for each payee. 
 
On the bottom part of the report the payment types are broken down by Title XIX and non Title XIX. On the line XXX-PAYMENTS (REIMB-AMT) 
the first column is the count, the second column is the reimbursement amount, the third column is the FICA/SSB withheld and the final column is the 
payment amount after FICA/SSB. 
 
The sections under each payment type show the reimbursement amount for Title XIX and non Title XIX. 
 
The very bottom of the report shows the register totals and lists the count, reimbursement amount, FICA/SSB withheld, and the payment amount of the 
three payment types. 


Technical Name 
FIN-1601-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


City and State This field is the payee city and the payee state and payee zip code. 26 Character 
EFT-Payments (Reimb-Amt) 
Count 


This field is the number of EFT payments. 9 Number 


EFT-Payments (Reimb-Amt) 
FICA/SSB 


This field is the total reimbursement amount of FICA or SSB withheld on EFT 
payments. 


12 Number 


EFT-Payments (Reimb-Amt) 
Non-T19 Amount 


This field is the total reimbursement amount of the non-T19 EFT payments. 11 Number 


EFT-Payments (Reimb-Amt) 
Payment Amount 


This field is the total payment amount of warrants on all EFT payments. 13 Number 


EFT-Payments (Reimb-Amt) This field is the total reimbursement amount reimbursed on all the EFT payments. 13 Number 
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Field Description Length Data Type 


Reimbursement Amount 
EFT-Payments (Reimb-Amt) T19 
Amount 


This field is the total reimbursement amount of T19 EFT payments. 11 Number 


FICA/SSB This field is the FICA or SSB dollar amount 8 Number 
Mailing Address This field is where the provider's mail is addressed to. 26 Character 
Media Type This field is the media indicator. The three possible values are: EFTs, Check, or On-


Us. 
5 Character 


Name of Payee This field is the payee name. 31 Character 
On-Us (S) - (Reimb-Amt) Count This field is the number of On-Us payments. 9 Number 
On-Us (S) - (Reimb-Amt) 
FICA/SSB 


This field is the total reimbursement amount of FICA or SSB withheld on On-Us 
payments. 


12 Number 


On-Us (S) - (Reimb-Amt) Non-
T19 Amount 


This field is the total reimbursement amount of Non-T19 On-Us payments. 11 Number 


On-Us (S) - (Reimb-Amt) 
Payment Amount 


This field is the total payment amount of payments (checks) on all On-Us payments. 13 Number 


On-Us (S) - (Reimb-Amt) 
Reimbursement Amount 


This field is the total reimbursement amount reimbursed on the On-Us payments. 13 Number 


On-Us (S) - (Reimb-Amt) T19 
Amount 


This field is the total reimbursement amount of T19 On-Us payments. 11 Number 


Paper-Payments (Reimb-Amt) 
Count 


This field is the number of paper payments paid. 9 Number 


Paper-Payments (Reimb-Amt) 
FICA/SSB 


This field is the total reimbursement amount of FICA or SSB withheld on paper 
payments. 


12 Number 


Paper-Payments (Reimb-Amt) 
Non-T19 Amount 


This field is the total reimbursement amount of non-T19 paper payments. 11 Number 


Paper-Payments (Reimb-Amt) 
Payment Amount 


This field is the total payment amount of payments (checks) on all paper payments. 13 Number 


Paper-Payments (Reimb-Amt) 
Reimbursement Amount 


This field is the total reimbursement amount reimbursed on all the paper payments. 13 Number 


Paper-Payments (Reimb-Amt) 
T19 Amount 


This field is the total reimbursement amount of T19 paper payments. 11 Number 


Payment Amount This field is the payment amount. 14 Number 
Payment Num This field is the payment number. 9 Number 
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Field Description Length Data Type 


Register-Totals Count This field is the total number of payments made for EFT, Paper, and ON-US. 10 Number 
Register-Totals FICA/SSB This field is the total dollar amount of FICA or SSB withheld for EFT, paper 


payments, and ON-US. 
14 Number 


Register-Totals Payment Amount This field is the total payment amount of payments made, both EFT, paper and ON-
US. 


14 Number 


Register-Totals Reimb Amount This field is the total dollar amount of reimbursements made for EFT, paper and 
ON-US. 


14 Number 


Reimb Amount This is reimbursement amount. 13 Number 
 


Payment Register Report Layout 
Report  : FIN-1601-W                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FINJW310                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: FINP1090                                   PAYMENT REGISTER                                               Page:       9991 
 
                                         MAILING ADDRESS         PAYMENT   MEDIA       REIMB           FICA/          PAYMENT 
     NAME OF PAYEE                       CITY AND STATE            NUM     TYPE        AMOUNT           SSB            AMOUNT 
------------------------------- ------------------------------- ---------- ----- ------------------ -----------  ------------------ 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999 EFT   999,999,999,999.99  999,999.99  999,999,999,999.99 
                                XXXXXXXXXXXXXXXXXXXXXXXXXXX 
                                XXXXXXXXXXXXXX, XX 99999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999 CHECK 999,999,999,999.99  999,999.99  999,999,999,999.99 
                                XXXXXXXXXXXXXXXXXXXXXXXXXXX 
                                XXXXXXXXXXXXXX, XX 99999 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999 ON-US 999,999,999,999.99  999,999.99  999,999,999,999.99 
                                XXXXXXXXXXXXXXXXXXXXXXXXXXX 
                                XXXXXXXXXXXXXX, XX 99999 
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Report  : FIN-1601-W                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FINJW310                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: FINP1090                                PAYMENT REGISTER TOTALS                                           Page:       9992 
 
 
                                      COUNT       TOTALS:     REIMB AMOUNT          FICA/SSB          PAYMENT AMOUNT 
                                   -----------             -----------------    ----------------    ------------------ 
EFT-PAYMENTS(REIMB-AMT)            999,999,999             99,999,999,999.99    9,999,999,999.99     99,999,999,999.99 
  T19:      999,999,999.99 
  NON-T19:  999,999,999.99 
PAPER-PAYMENTS(REIMB-AMT)          999,999,999             99,999,999,999.99    9,999,999,999.99     99,999,999,999.99 
  T19:      999,999,999.99 
  NON-T19:  999,999,999.99 
ON-US (S) - (REIMB-AMT)            999,999,999             99,999,999,999.99    9,999,999,999.99     99,999,999,999.99 
  T19:      999,999,999.99 
  NON-T19:  999,999,999.99 
 
 
REGISTER-TOTALS                  9,999,999,999            999,999,999,999.99    9,999,999,999.99    999,999,999,999.99 


Associated Programs 
Program Description 


otsortd Sort - UNIX 
finp1090 Payment Register reports 
lp UNIX Print Command 
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FIN-1602-W -- Payment Register - Totals by FINCAT 
M8740R02. Provides a weekly listing of totals by Financial Category of Service (FINCAT) and gives a grand total for all payments. Each FINCAT list 
the paid, recoupment, payment, state share, and reimbursement amount. A grand total of all categories is shown at the end of the report.  
 
Paid Amount is the net of the following: Claim Payments, Liens, Capitation Payments, and FICA.  
 
Recoupment Amount is the sum of A/R's collected for that Financial Category of Service.  
 
The formula looks like the following: PAID AMOUNT - RECOUPMENT AMOUNT = PAYMENT AMOUNT + STATE SHARE AMOUNT = 
REIMBURSEMENT AMOUNT. 


Technical Name 
FIN-1602-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


FINCAT This field is the financial category of service. 30 Character 
Paid Amount This field is the total paid for that particular FINCAT. 11 Number 
Payment Amount This field is the payment amount for each FINCAT. 11 Number 
Recoupment Amount This field is the amount of recoupment. 11 Number 
Reimbursement Amount This field is the amount reimbursed for each FINCAT. 11 Number 
State Share Amount This is the state share amount for each FINCAT. 11 Number 
Total - Paid Amount This field is the grand total of the paid amount column. 11 Number 
Total - Payment Amount This field is the grand total of the payment amount. 11 Number 
Total - Recoupment This field is the grand total of the recoupment amount column. 11 Number 
Total - Reimbursement Amount This field is the grand total of the reimbursement amount. 11 Number 
Total - State Share Amount This field is the grand total of the state share amount. 11 Number 
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Payment Register - Totals by FINCAT Report Layout 


 
Report  : FIN-1602-W                                   OKLAHOMA MMIS                                            Run Date: 
12/12/2001 
Process : XXXXXXXX                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      
10:54 
Location: XXXXXXXX                        PAYMENT REGISTER - TOTALS BY FINCAT                                   Page:          
1 
 
FINCAT                             PAID               RECOUPMENT            PAYMENT             STATE SHARE      REIMBURSEMENT  
                                  AMOUNT                AMOUNT               AMOUNT                AMOUNT            AMOUNT     
 
73 REFUGEE MEDICAL            $999,999,999.99      $999,999,999.99     $999,999,999.99       $999,999,999.99    $999,999,999.99 
82 T19 MR PRIVATE             $999,999,999.99      $999,999,999.99     $999,999,999.99       $999,999,999.99    $999,999,999.99 
91 T19 HMO CAPITATION         $999,999,999.99      $999,999,999.99     $999,999,999.99       $999,999,999.99    $999,999,999.99 
88 T19 NTMC (INDV AND AGENCY) $999,999,999.99      $999,999,999.99     $999,999,999.99       $999,999,999.99    $999,999,999.99 
96 IN HOME SUPPORT - ADULT    $999,999,999.99      $999,999,999.99     $999,999,999.99       $999,999,999.99    $999,999,999.99 
 
TOTAL                         $999,999,999.99      $999,999,999.99     $999,999,999.99       $999,999,999.99    $999,999,999.99 


Associated Programs 
Program Description 


fin1602w Payment Register by FINCAT report 
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FIN-1604-W -- Payment Register - Summary of Counts 
M8740R04. Provides weekly summary information for the Payment Register. This report gives the total reimbursement amount, minus the total 
payment amount, to get the state share amount. It then gives the paper check amount, EFT amount, and the ON-US transfer amount. Finally the report 
gives a count of paper checks, EFT's, and ON-US transfers. 


Technical Name 
FIN-1604-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


EFT Amount This is the EFT amount. 14 Number 
EFT Count This is the EFT count. 9 Number 
ON-US Transfer Amount This is the ON-US transfer amount. 14 Number 
ON-US Transfer Count This is the ON-US transfer count 9 Number 
Paper Check Amount This is the paper check amount. 14 Number 
Paper Check Count This is the paper check count. 9 Number 
State Share Amount This is the state share amount, this is given by subtracting total payment 


amount from total reimbursement amount. 
14 Number 


Total Payment Amount This is the total payment amount. 14 Number 
Total Reimbursement Amount This is the total reimbursement amount. 14 Number 
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Payment Register - Summary of Counts Report Layout 
Report  : FIN-1604-W                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FINJW310                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:   HH:MM:SS 
Location: FINP1090                          PAYMENT REGISTER SUMMARY OF COUNTS                                      Page:       9999 
                                                    PERIOD: MM/DD/CCYY 
 
 
 
                                          TOTAL REIMBURSEMENT AMOUNT            999,999,999,999.99 
                                          TOTAL PAYMENT AMOUNT                - 999,999,999,999.99 
                                                                               ------------------- 
                                          STATE SHARE AMOUNT                    999,999,999,999.99 
 
 
                                          PAPER CHECK AMOUNT                    999,999,999,999.99 
                                          EFT AMOUNT                            999,999,999,999.99 
                                          ON-US TRANSFER AMOUNT                 999,999,999,999.99 
 
 
                                          PAPER CHECK COUNT                            999,999,999   
                                          EFT COUNT                                    999,999,999 
                                          ON-US TRANSFER COUNT                         999,999,999 
~ 


 
 


Associated Programs 
 


Program Description 


finp1090 Payment Register reports 
lp UNIX Print Command 
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FIN-1605-W -- Provider Payment Pull 
This report is sequenced by the provider ID within Zip Code order. This is a report that is used to pull the Remittance Advises (RA) and checks of all 
providers that the State would like to review after the payment cycle and before they are mailed to the provider. 
 
For each Provider ID there is a payment number, provider ID and location, provider name, issue date, the payment amount, and the requestor name RA 
envelope size and Electronic RA indicator. 


Technical Name 
FIN-1605-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Elec RA Indicates whether the Provider has an electronic RA (value =Y). If 
paper, this value will be “N” 


1 Character 


File Contains RA envelope size. Values are “6x9”, “9x12” and “NON-
CASS” 


8 Character 


Issue Date This is the issue date of the payment. 10 Date (MM/DD/CCYY) 
Payment Amount This is the amount paid in the payment cycle. 11 Number 
Payment Number This is the payment number of the check, EFT, or transfer. 9 Number 
Provider ID This is the provider number and location of the provider to be pulled. 11 Character 
Provider Name This is the name of the provider being paid. 30 Character 
Requester Name This is the person responsible for pulling the payment. 30 Character 
Total Number This is the total number of payment pulls. 6 Number 
Total Amount This is the total amount 12 Number 
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Provider Payment Pull Report Layout 


 
Report  : FIN-1605-W                                   OKLAHOMA MMIS                                                  Run Date: 
MM/DD/YYYY 
Process : FINP2070                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                      Run Time:      
HH:MM 
Location: FINJW610                                 PROVIDER PAYMENT PULL                                                  Page:      
9,999 
                                                      AS OF:  MM/DD/YYYY 
  
  
      PAYMENT                                                ISSUE                                                              ELEC 
 ZIP  NUMBER    PROVIDER ID                 PROVIDER NAME    DATE    PAYMENT AMOUNT           REQUESTOR NAME           FILE       RA 
----- --------- ----------- ------------------------------ -------- ---------------- --------------------------------- -------- ---- 
99999 999999999 999999999 X XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XX/XX/XX  $999,999,999.99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXX   X  
99999 999999999 999999999 X XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XX/XX/XX  $999,999,999.99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXX   X 
99999 999999999 999999999 X XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XX/XX/XX  $999,999,999.99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXX   X 
99999 999999999 999999999 X XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XX/XX/XX  $999,999,999.99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXX   X 
99999 999999999 999999999 X XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XX/XX/XX  $999,999,999.99 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXX   X 
  
                                                                    ---------------- 
                TOTAL NUMBER: 999,999               TOTAL AMOUNT:  $9,999,999,999.99 
                                                                   ================= 
  
  
                                                              ** END OF REPORT ** 


 


Associated Programs 
Program Description 


finp2070 The Provider Payment Pull report Program 
cat Concatenate 
finp2080 Accounts Receivable Recoupment report 
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FIN-1606-W – Unactivated Expenditures Report 
This report runs weekly to give the OHCA a list of all those expenditures that are in the unactivated status. 


Technical Name 
FIN-1606-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Clerk ID This is the user ID of the person entering the expenditure 
into the MMIS. 


8 Character 


Expenditure ID This is the unique expenditure ID 9 Number 
Provider ID This is the provider ID receiving the expenditure. 9 Number 
Provider Name This is the name of the provider receiving the expenditure. 50 Character 
Provider Service Location This is the provider service location. 1 Character 
Reimbursement Amount This is the reimbursement amount being paid to the 


provider. 
11 Number 


Total Amount Unactivated Expenditures This is the sum of reimbursement amounts for all 
unactivated expenditures for the reporting period. 


11 Number 


Total Count Unactivated Expenditures This is the count of the total number of unactivated 
expenditures for the reporting period. 


9 Number 
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Unactivated Expenditures 
REPORT:   FIN-1606-W                                    OKLAHOMA MMIS                                  RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                             MEDICAID MANAGEMENT INFORMATION SYSTEM                     RUN TIME:   HH:MM:SS 
LOCATION: XXXXX                                   UNACTIVATED EXPENDITURES                             PAGE       9,999 
                                                PERIOD: MM/DD/CCYY – MM/DD/CCYY 
  
  
EXPENDITURE           PROVIDER                           PROVIDER NAME                            REIMBURSEMENT      CLERK 
    ID                   ID                                                                          AMOUNT            ID 
  
 999999999           999999999 A       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $999,999,999.99    XXXXXXXX 
 999999999           999999999 A       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $999,999,999.99    XXXXXXXX 
 999999999           999999999 A       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $999,999,999.99    XXXXXXXX 
 999999999           999999999 A       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $999,999,999.99    XXXXXXXX 
  
                                        
  
                                       TOTAL COUNT UNACTIVATED EXPENDITURES:                         999,999,999 
                                        
                                       TOTAL AMOUNT UNACTIVATED EXPENDITURES:                    $999,999,999.99 
  
  
                                                     ***END OF REPORT*** 
                                                  ***NO DATA THIS REPORT*** 


Associated Programs 
Program Description 


finp1606 The Provider Payment Pull report Program 
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FIN-1607-M -- Issued Payments 
M8781R01. The purpose of this monthly report is to summarize, by finance category of service, payments issued during the month. 
 
Date issued and payments amounts are displayed by financial category of service. Subtotals are provided for each financial category of service for the 
total payment for the month. A grand total of all payment amounts is shown at the end of the report. 


Technical Name 
FIN-1607-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Date Issued This is the Date issued. 10 Date (MM/DD/CCYY) 
Grand Totals This is the final total. 11 Number 
Payment Amount This is the payment amount. 11 Number 
Warrant Count Total warrants for issued date. 9 Number 
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Issued Payments Report Layout 
REPORT:   FIN-1607-M                                     OKLAHOMA MMIS                                  RUN DATE: MM/DD/CCYY
PROCESS:  XXXXX                                     ISSUED PAYMENTS REPORT                              RUN TIME: HH:MM:SS  
LOCATION: XXXXX                                       PERIOD: MM/DD/CCYY                                    PAGE: 9,999      
                                                          
  
  
          DATE ISSUED         COUNT                            PAYMENT AMOUNT 
  
           MM/DD/CCYY          999,999,999                      999,999,999.99 
           MM/DD/CCYY          999,999,999                      999,999,999.99 
           MM/DD/CCYY          999,999,999                      999,999,999.99 
           MM/DD/CCYY          999,999,999                      999,999,999.99 
           MM/DD/CCYY          999,999,999                      999,999,999.99 
  
GRAND 
TOTALS                             999,999                      999,999,999.99 


Associated Programs 
Program Description 
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FIN-1608-M -- Payments Cancelled 
M8782R01. The report will provide OHCA with a monthly report of all payments cancelled. The sequence is by finance category of service (FINCAT), 
date issued, date the payment was cancelled, the payment number, the payment amount, and the payee name.  
 
The total issued (cancelled) for that month and the payment amount for each financial category of service will be shown.  
 
Final totals for all FINCAT categories are generated at the end of the report. 


Technical Name 
FIN-1608-M 


Distribution 
User Copies Media Week Time 


 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Date Cancelled This is the cancelled date. 10 Date (MM/DD/CCYY) 
Date Issued This is the date issued. 10 Date (MM/DD/CCYY) 
FINCAT This is the financial category of service. 25 Character 
Grand Total Amount This is the final total amount. 11 Number 
Total Cancelled Warrants This is the final total count for all FINCATs in the period. 5 Number 
Payment Amount This is the amount on the payment. 11 Number 
Payment Number This is the payment number of check, EFT or transfer. 9 Number 
Total Amount This is the total amount of payments per FINCAT. 11 Number 
Total Count This is the total number of payments per FINCAT. 5 Number 
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Payments Cancelled Report Layout 
REPORT: FIN-1608-M                                     OKLAHOMA MMIS                                     RUN DATE: MM/DD/YYYY
PROCESS: XXXXX                             MEDICAID MANAGEMENT INFORMATION SYSTEM                        RUN TIME: HH:MM:SS 
LOCATION: XXXXX                                   PAYMENTS CANCELLED REPORT                                  PAGE: 9,999 
                                                       PERIOD: MM/DD/CCYY 
  
FINCAT:   XX  XXXXXXXXXXXXXXXXXXXXX 
  
DATE                 DATE                PAYMENT       PAYMENT 
ISSUED               CANCELLED           NUMBER        AMOUNT                
  
MM/DD/YY             MM/DD/CCYY          999999999     999,999,999.99       
MM/DD/YY             MM/DD/CCYY          999999999     999,999,999.99       
MM/DD/YY             MM/DD/CCYY          999999999     999,999,999.99       
MM/DD/YY             MM/DD/CCYY          999999999     999,999,999.99       
MM/DD/YY             MM/DD/CCYY          999999999     999,999,999.99       
MM/DD/YY             MM/DD/CCYY          999999999     999,999,999.99       
MM/DD/YY             MM/DD/CCYY          999999999     999,999,999.99       
  
TOTAL                    99,999                        999,999,999.99      
  
GRAND 
TOTALS                                                 999,999,999.99    
  
TOTAL CANCELLED WARRANTS                              999,999,999   


 
Associated Programs 
 


Program Description 


fin1608m Cancelled Payment report 
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FIN-1609-M -- Payments Cancelled by Statute 
M8783R01. The sequence is by finance category of service (FINCAT), then by the date issued. This is a report of all payments cancelled by statute (a 
check is cancelled when it has not cleared within OHCA's specified number of days). By FINCAT the cancelled payments are shown by providing the 
date the payment was issued, date the payment was cancelled, the payment number, the payment amount, and the payee name. 
 
The total issued (cancelled) for that month and the payment amount for each Financial Category of Service will be shown.  
 
Final totals for all of the FINCAT categories is provided at the end of the report. 


Technical Name 
FIN-1609-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Date Cancelled This is the cancelled date. 10 Date (MM/DD/CCYY) 
Date Issued This is the date issued. 10 Date (MM/DD/CCYY) 
FINCAT This is the Financial category of service. 25 Character 
Grand Payments Amount This is the final total amount of payments. 11 Number 
Total Cancelled by Statute Warrant count This is the final total number of payments with Cancelled 


by Statute for all FINCATs.. 
5 Number 


Payment Amount This is the amount on the payment. 11 Number 
Payments Number This is the payment number. 9 Number 
Total Amount This is the total amount of payments cancelled per 


FINCAT. 
11 Number 


Total Count This is the total number of payments cancelled per FINCAT 5 Number 
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Payments Cancelled by Statute Report Layout 
 
REPORT:   FIN-1609-M                                   OKLAHOMA MMIS                     RUN DATE: MM/DD/YYYY 
PROCESS:  XXXXX                            MEDICAID MANAGEMENT INFORMATION SYSTEM        RUN TIME: HH:MM:SS   
LOCATION: XXXXX                             PAYMENTS CANCELLED BY STATUTE REPORT             PAGE: XXXX       
                                                      PERIOD: MM/DD/CCYY 
  
FINCAT:   XX  XXXXXXXXXXXXXXXXXXXX 
  
DATE                   DATE                PAYMENTS      PAYMENTS 
ISSUED               CANCELLED              NUMBER        AMOUNT               
  
MM/DD/CCYY           MM/DD/CCYY           999999999    999,999,999.99     
MM/DD/CCYY           MM/DD/CCYY           999999999    999,999,999.99     
MM/DD/CCYY           MM/DD/CCYY           999999999    999,999,999.99     
MM/DD/CCYY           MM/DD/CCYY           999999999    999,999,999.99     
MM/DD/CCYY           MM/DD/CCYY           999999999    999,999,999.99     
MM/DD/CCYY           MM/DD/CCYY           999999999    999,999,999.99     
MM/DD/CCYY           MM/DD/CCYY           999999999    999,999,999.99     
MM/DD/CCYY           MM/DD/CCYY           999999999    999,999,999.99     
MM/DD/CCYY           MM/DD/CCYY           999999999    999,999,999.99     
  
TOTAL 99,999                                    999,999,999.99                                       
  
GRAND TOTALS 99,999                                    999,999,999.99     
 
TOTAL CANCELLED BY STATUTE WARRANTS                         999,999,999 


 


Associated Programs 
Program Description 


fin1609m Cancelled by statute report 


Section 5: Financial Reports Finance Procedures Manual 


5-270 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







FIN-1610-M -- Stop Payment 
M8784R01. The sequence is by finance category of service (FINCAT), then by the date issued. This is a monthly report of all 'stop payments' that 
OHCA requested. It details the date the payment was issued, date the payment was stopped, the payment number, the payment amount, and the payee 
name. 
 
A subtotal for each FINCAT will be shown. 
 
Final totals of all FINCAT categories are generated at the end of the report. 


Technical Name 
FIN-1610-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Date Issued This is the date issued. 10 Date (MM/DD/CCYY) 
Date of Stop Pay This is the date of stop pay. 10 Date (MM/DD/CCYY) 
FINCAT This is the Financial category of service. 25 Character 
Grand Totals Amount The final total amount. 11 Number 
Total Stop Paid Count The final total count of Stop Pay warrants for all FINCATs. 5 Number 
Payment Amount This is the amount of the payment. 11 Number 
Payment Number This is the payment number. 9 Number 
Total Amount The total stop pay amount per FINCAT. 11 Number 
Total Count The total stop pay amount per FINCAT. 5 Number 
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Stop Payment Report Layout 
REPORT:   FIN-1610-D                                     OKLAHOMA MMIS                          RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                              MEDICAID MANAGEMENT INFORMATION SYSTEM             RUN TIME: HH:MM:SS   
LOCATION: XXXXX                                      STOP PAYMENT REPORT                            PAGE: 9,999      
                                                     PERIOD: MM/DD/CCYY       
                                                 
FINCAT:   XX  XXXXXXXXXXXXXXXXXXXX 
  
 DATE                DATE OF                                PAYMENT                    
ISSUED              STOP PAY               NUMBER           AMOUNT                   
  
MM/DD/CCYY          MM/DD/CCYY           999999999     999,999,999.99       
MM/DD/CCYY          MM/DD/CCYY           999999999     999,999,999.99       
MM/DD/CCYY          MM/DD/CCYY           999999999     999,999,999.99       
MM/DD/CCYY          MM/DD/CCYY           999999999     999,999,999.99       
MM/DD/CCYY          MM/DD/CCYY           999999999     999,999,999.99       
MM/DD/CCYY          MM/DD/CCYY           999999999     999,999,999.99       
MM/DD/CCYY          MM/DD/CCYY           999999999     999,999,999.99       
MM/DD/CCYY          MM/DD/CCYY           999999999     999,999,999.99       
 
TOTAL 99,999                                    999,999,999.99     
  
GRAND TOTALS                                    999,999,999.99     
 
TOTAL STOP PAID                                        999,999,999     


 


 
Associated Programs 
 


Program Description 


fin1610m Stop Payment report 


Section 5: Financial Reports Finance Procedures Manual 


5-272 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







FIN-1611-M -- Cleared Payments 
M8785R01. The sequence is by date paid. This report shows all cleared payments summarized by the paid date, number of payments, and payment 
amount. 


Technical Name 
FIN-1611-M 


Distribution 
User Copies Media Week Time 


 1 COLD   


Field Descriptions 
Field Description Length Data Type 


Date Paid This is the date paid. 10 Date (MM/DD/CCYY) 
Number of Payments This is the number of payments from the corresponding date paid that 


cleared. 
9 Number 


Payment Amount This is the amount of the payment. 11 Number 
Grand Total The total number and payment amounts for all payments cleared in 


the month. 
11 Number 


SubTotal This is the subtotal number of payments for the date paid 11 Number 
Warrant Number This is the number that identifies the payment 9 Number 
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Paid Payments Report Layout 
REPORT: FIN-1611-M                                      OKLAHOMA MMIS                                  RUN DATE: MM/DD/CCYY 
PROCESS: XXXXX                              MEDICAID MANAGEMENT INFORMATION SYSTEM                     RUN TIME: HH:MM:SS 
LOCATION: XXXXX                                      PAID PAYMENTS REPORT                                  PAGE: 9,999 
                                                     PERIOD:  MM/DD/CCYY 
 
              DATE                       WARRANT                             PAYMENT 
              PAID                       NUMBER                              AMOUNT 
 
           MM/DD/CCYY                   999,999,999                        $999,999,999.99 
                                        999,999,999                        $999,999,999.99 
                                        999,999,999                        $999,999,999.99 
                                        999,999,999                        $999,999,999.99 
 
                                        MM/DD/CCYY SUBTOTAL                $999,999,999.99 
 
           MM/DD/CCYY                   999,999,999                        $999,999,999.99 
           MM/DD/CCYY                   999,999,999                        $999,999,999.99 
           MM/DD/CCYY                   999,999,999                        $999,999,999.99 
           MM/DD/CCYY                   999,999,999                        $999,999,999.99 
                                        MM/DD/CCYY SUBTOTAL                $999,999,999.99 
 
 
GRAND TOTAL                                                                $999,999,999.99 


 


 
Associated Programs 
 


Program Description 


fin1611m Cleared Payments report 
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FIN-1612-M – Paid Payments Summary  
This report displays the total number and amount of checks written by the paid date for the selected period. 


Technical Name 
FIN-1612-M 


Distribution 
User Copies Media Week Time 
  1 COLD     
  1 Paper     


Field Descriptions 
Field Description Data Type Length 
Date Paid    Date warrant was paid    Date (MM/DD/CCYY)    10    
Grand Total    Total amount of all warrants for all dates in the period    Number    11    
Payment Amount    Total amount of warrants paid on that date    Number    9    
Warrant Count    Total number of warrants paid on that date    Number    9    


Paid Payments Summary Report Report Layout  


  


  


REPORT: FIN-1612-M                                      OKLAHOMA MMIS                                  RUN DATE: MM/DD/CCYY
PROCESS: XXXXX                              MEDICAID MANAGEMENT INFORMATION SYSTEM                     RUN TIME: HH:MM:SS 
LOCATION: XXXXX                                   PAID PAYMENTS SUMMARY REPORT                             PAGE: 9,999 
                                                     PERIOD:  MM/DD/CCYY 
  
              DATE                       WARRANT                             PAYMENT 
              PAID                       COUNT                               AMOUNT 
           ----------                   -----------                        --------------- 
  
           MM/DD/CCYY                   999,999,999                        $999,999,999.99 
           MM/DD/CCYY                   999,999,999                        $999,999,999.99 
  
GRAND TOTAL                             999,999,999                        $999,999,999.99 
  
  


** END OF REPORT ** 
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Associated Programs 


Program Description 
fin1612m  Paid Payments Summary Report  
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FIN-1613-M -- Outstanding Payments 
M8786R01. The sequence is by Finance Category of Service (FINCAT). This report shows the total number of payments and payment amounts for that 
month that are outstanding. 


Technical Name 
FIN-1613-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Payments Amount This is the amount of the payment. 11 Number 
Grand Total (Payment Amount) This is the total number of payments for all financial category 


of services. 
11 Number 


Date Issued  Issue date on the payment number 10 Date(MM/DD/CCYY) 
Warrant Number This is the number that identifies the check 9 Number 
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Outstanding Payments Report Layout 
REPORTS: FIN-1613-M                                      OKLAHOMA MMIS                                   RUN DATE: MM/DD/YYYY 
PROCESS: XXXXX                               MEDICAID MANAGEMENT INFORMATION SYSTEM                      RUN TIME:   HH:MM:SS 
LOCATION: XXXXX                                  Outstanding Payments Report                                 PAGE:       XXXX 
                                                       Period: MM/DD/CCYY 
 
  DATE                WARRANT NUMBER                           PAYMENT  
  ISSUED              NUMBER                                   AMOUNT 
MM/DD/CCYY            999,999,999                             $999,999,999.99 
                      999,999,999                             $999,999,999.99 
MM/DD/CCYY            999,999,999                             $999,999,999.99 
                      999,999,999                             $999,999,999.99 
 
 
GRAND TOTAL                                                         999,999,999                  $999,999,999.99 
 


Associated Programs 
Program Description 


fin1613m Outstanding Payments report 
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FIN-1620-D -- Daily Manual Check Register 
This report will provide a listing of all manual expenditure checks and reissues that are produced during the daily cycle. It is created in the financial 
daily batch cycle. (The report is sorted by Payment type then by payment number) 


Technical Name 
FIN-1620-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Expenditure Number This is the expenditure number 9 Character 
FICA Amount This is the FICA Amount 8 Number 
FINCAT Code This field is the Financial Category of Service code. (This is 


not shown on the reissue record) 
3 Character 


Fund Code This is the fund code. (This is not shown on the reissue 
record) 


3 Character 


Issue Date This is the issue date of the payment. 10 Date (MM/DD/CCYY) 
Manual Check Total Amount This is the total payment amount of manual checks and total 


FICA amount. 
11 Number 


Original Pymt Number This is the original check payment number that the reissue is 
replacing. 


9 Number 


Payee Name This is the name associated with an organization or person. 45 Character 
Payee Number This is the provider number and location or SSN for which 


the check was made. 
11 Number 


Payee Type PR = Provider, OT = OTHER 2 Character 
Payment Amount This field is the payment amount for each expenditure or 


reissue. 
10 Number 


Payment Number This is the unique check payment number. 9 Number 
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Field Description Length Data Type 


Reissue Check Total Amount This is the total payment amount of checks reissued. 11 Number 
Total Manual Checks This the total number of manual checks issued. 6 Number 
Total Reissue Checks This the total number of manual checks reissued. 6 Number 


 
Daily Manual Check Register Report Layout 
 


NOTE: ‘PAYEE NUMBER’ CONTAINS A PROVIDER NUMBER FOR PROVIDERS AND A SSN FOR ANY OTHER PAYEE TYPES. 
 
Report  : FIN-1620-D                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY  
Process : FINJD110                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: FINP1080                          DAILY MANUAL CHECK REGISTER REPORT                                      Page:      9,999 
                                                  ISSUE DATE: MM/DD/CCYY 
  
EXPENDITURES 
      ---PAYEE---    PAYMENT   EXPENDITURE                                                         PAYMENT           FICA     FUND  FINCAT 
    NUMBER     TYPE  NUMBER      NUMBER          ---------PAYEE NAME---------                      AMOUNT           AMOUNT    CODE   CODE 
  
  999999999 X   XX  999999999   999999999  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99   99,999,999.99  XXX   XXX 
  999999999 X   XX  999999999   999999999  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99   99,999,999.99  XXX   XXX 
  999999999 X   XX  999999999   999999999  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99   99,999,999.99  XXX   XXX 
  999999999 X   XX  999999999   999999999  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99   99,999,999.99  XXX   XXX 
  999999999 X   XX  999999999   999999999  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99   99,999,999.99  XXX   XXX 
  999999999 X   XX  999999999   999999999  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99   99,999,999.99  XXX   XXX 
                                                                  MANUAL CHECK TOTAL AMOUNT:   999,999,999.99  999,999,999.99 
                                                                        TOTAL MANUAL CHECKS:   999,999 
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Associated Programs 
Program Description 


finp1081 Create the Daily manual check report 
cat Concatenate 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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FIN-1650-W -- Agency Bill Back 
This report identifies providers that are State Share bill back providers. This report will identify the providers and OHCA will request funds from that 
State agency. 


Technical Name 
FIN-1650-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Agency This is the state agencies that the provider is associated 
with. 


30 Character 


Agency Total This is the total per agency for current year reimbursement, 
payment amount/prior year reimbursement, paymount 
amount 


10 Number 


Current Year Payment Amount This is the current year payment amount. 10 Number 
Current Year Reimbursement This is the current year reimbursement amount. 10 Number 
LOC This is the provider service location. 1 Character 
Prior Year Payment Amount This is the prior year payment amount. 10 Number 
Prior Year Reimbursement This is the prior year reimbursement amount. 10 Number 
Provider ID This is the provider ID. 9 Number 
Provider Name This is the as much of the provider's name that will fit on 


this report. 
45 Character 


Public Health Service Group This is the service group that the provider is working with. 30 Character 
Public Health Service Group Sub-Totals This is the sub-total for the Public Health Service Group 


for current year reimbursement, payment amount/prior 
year reimbursement, paymount amount. 


10 Number 
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Agency Bill Back Report Layout 
Report:    FIN-1650-W                                OKLAHOMA MMIS                                  RUN DATE: MM/DD/CCYY 
Process:   XXXXX                                   Agency Bill Back                                 RUN TIME:   HH:MM:SS 
Location:  XXXXX                            Period: MM/DD/CCYY – MM/DD/CCYY                             PAGE:     99,999 
 
AGENCY: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
  PUBLIC HEALTH SERVICE GROUP: XXXXXXXXXXXXXXXXXXXXXXXXXX 
                                                                       CURRENT   YEAR                  PRIOR   YEAR 
PROV ID    LOC  PROVIDER NAME                                   REIMBURSEMENT  PAYMENT AMOUNT   REIMBURSEMENT PAYMENT AMOUNT 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
 
  PUBLIC HEALTH SERVICE GROUP SUB-TOTALS                        99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
 
  PUBLIC HEALTH SERVICE GROUP: XXXXXXXXXXXXXXXXXXXXXXXXXX 
                                                                       CURRENT   YEAR                  PRIOR   YEAR 
PROV ID    LOC  PROVIDER NAME                                   REIMBURSEMENT  PAYMENT AMOUNT   REIMBURSEMENT PAYMENT AMOUNT 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
 
  PUBLIC HEALTH SERVICE GROUP SUB-TOTALS                        99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
 
AGENCY TOTAL                                                    99,999,999.99 999,999,999.99  999,999,999.99 999,999,999.99 
 
AGENCY: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
  PUBLIC HEALTH SERVICE GROUP: XXXXXXXXXXXXXXXXXXXXXXXXXX 
                                                                       CURRENT   YEAR                  PRIOR   YEAR 
PROV ID    LOC  PROVIDER NAME                                   REIMBURSEMENT  PAYMENT AMOUNT   REIMBURSEMENT PAYMENT AMOUNT 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
 
  PUBLIC HEALTH SERVICE GROUP SUB-TOTALS                        99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
 
  PUBLIC HEALTH SERVICE GROUP: XXXXXXXXXXXXXXXXXXXXXXXXXX 
                                                                       CURRENT   YEAR                  PRIOR   YEAR 
PROV ID    LOC  PROVIDER NAME                                   REIMBURSEMENT  PAYMENT AMOUNT   REIMBURSEMENT PAYMENT AMOUNT 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
999999999   X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
 
  PUBLIC HEALTH SERVICE GROUP SUB-TOTALS                        99,999,999.99  99,999,999.99   99,999,999.99  99,999,999.99 
 
AGENCY TOTAL                                                    99,999,999.99 999,999,999.99  999,999,999.99 999,999,999.99 


Associated Programs 
Program Description 


fin1650w Agency Bill Back report 
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FIN-1703-M -- Accounts Receivable Recoupment Summary by Reason Code 
This monthly report summarizes the recoupments towards accounts receivable record by the accounts receivable setup reason code. The report will give 
counts and totals for the current month and counts and totals for year to date. 
 
On the bottom of the report are the grand totals for each column. 


Technical Name 
FIN-1703-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Accounts Receivable Setup Reason This is the reason an accounts receivable was setup. 40 Character 
Grand Total - MTD Recoup Amt This is the grand total amount of money dispositioned for 


the month for this reason code. 
12 Number 


Grand Total - MTD Recoup Count This is the grand total number of disposition records for 
the month for this reason code. 


7 Number 


Grand Total - YTD Recoup Amount This is the grand total amount of money dispositioned for 
the year for this reason code. 


13 Number 


Grand Total - YTD Recoup Count This is the grand total number of disposition records for 
the year for this reason code. 


10 Number 


MTD Recoup Amt This is the total amount of money dispositioned for the 
month for this reason code. 


11 Number 


MTD Recoup Count This is the number of disposition records for the month for 
this reason code. 


6 Number 


YTD Recoup Amt This is the total amount of money dispositioned for the 
year for this reason code. 


12 Number 


YTD Recoup Count This is the number of disposition records for the year for 
this reason code. 


9 Number 
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Accounts Receivable Recoupment Summary by Reason Code Report Layout 


Report  : FIN-1703-A                                   OKLAHOMA MMIS                                            Run Date: 03/07/2002 


Process : FINP2080                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      16:30 
Location: FINJW650                 ACCOUNTS RECEIVABLE RECOUPMENT SUMMARY BY REASON CODE                            Page:          1 
                                                    PERIOD: FEBRUARY   2002 
 
                                                 MTD RECOUP                           YTD RECOUP 
      ACCOUNTS RECEIVABLE SETUP REASON             COUNT        MTD RECOUP AMT           COUNT           YTD RECOUP AMT 
    ----------------------------------------     ---------     -----------------      -----------      ------------------ 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX       999,999       $999,999,999.99      999,999,999       $9,999,999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX       999,999       $999,999,999.99      999,999,999       $9,999,999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX       999,999       $999,999,999.99      999,999,999       $9,999,999,999.99 
    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX       999,999       $999,999,999.99      999,999,999       $9,999,999,999.99 
 
                                                 ---------     -----------------    -------------      ------------------ 
           GRAND TOTALS:                         9,999,999     $9,999,999,999.99    9,999,999,999      $99,999,999,999.99 
 
 
                                                   ** END OF REPORT ** 


Associated Programs 
Program Description 


finp2080 Accounts Receivable Recoupment report 
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FIN-1801-A -- W-2 Payment Summary--Annual 
This report is sequenced by the Participant's Social Security Number (SSN). This report is Annually.  
 
This report lists all persons that had money withheld throughout the year for FICA tax. The report lists the participant's Social Security Number, the 
participant's Name, the total amount of the participant's earnings for the year, the amount of SSA tax withheld and the amount of Medicare Tax withheld 
for the year. The bottom of the report lists the total amount of earnings for all participants who had FICA withheld, the total amount of SSA Tax, and the 
total amount of Medicare tax withheld for all participants. 


Technical Name 
FIN-1801-A 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Medicare Amount This is the total amount of Medicare tax withheld for that 
participant. 


10 Number 


Participant Name This is the name of the Participant. 50 Character 
SSA Tax Amount This is the total amount of SSA Tax withheld for that 


participant. 
10 Number 


SSN This is the social security number of the participant. 11 Character 
Total Earnings This is the total earnings for that participant. 10 Number 
W-2 Totals(Medicare Amount) This is the total amount of Medicare tax withheld for all 


providers listed on report. 
11 Number 


W-2 Totals(SSA Tax Amount) This is the total amount of SSA Tax withholdings for all 
participants listed on the report. 


11 Number 


W-2 Totals(Total Earnings) This is the total amount of earnings for all participants listed on 
the report. 


11 Number 
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W-2 Payment Summary--Annual Report Layout 
 
Report:    FIN-1801-A                                OKLAHOMA MMIS                                        RUN DATE: MM/DD/CCYY 
Process:   XXXXX                              W-2 Payment Summary--Annual                                 RUN TIME: HH:MM:SS 
Location:  XXXXX                               For Calendar Year: CCYY                                        PAGE: 9,999 
 
 
 
   SSN                           PARTICIPANT                            TOTAL EARNINGS     SSA TAX AMOUNT     MEDICARE AMOUNT 
                                     NAME                                                                                     
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
                                                      W-2 TOTALS       $999,999,999.99     $999,999,999.99    $999,999,999.99 
  
                                                            ***END OF REPORT*** 


 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-1802-Q -- W-2 Payment Summary--Quarterly 
This report is sequenced by the Participant's Social Security Number (SSN). This report is Quarterly.  
 
This report lists all persons that had money withheld throughout the quarter for FICA tax. The report lists the participant's social security number, the 
participant's name, the total amount of the participant's earnings for the quarter, the amount of SSA tax withheld and the amount of Medicare tax 
withheld for the quarter. The bottom of the report lists the total amount of earnings for all participants who had FICA withheld, the total amount of SSA 
Tax, and the total amount of Medicare tax withheld for all participants. 


Technical Name 
FIN-1802-Q 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Medicare Amount This is the total amount of Medicare tax withheld for that 
participant. 


10 Number 


Participant Name This is the name of the participant. 50 Character 
SSA Amount This is the total amount of SSA tax withheld for that participant. 10 Number 
SSN This is the social security number of the participant. 11 Character 
Total Earnings This is the total earnings for that participant. 10 Number 
W-2 Totals(Medicare Amount) This is the total amount of Medicare tax withheld for all 


providers listed on report. 
11 Number 


W-2 Totals(SSA Amount) This is the total amount of SSA tax withholdings for all 
participants listed on the report. 


11 Number 


W-2 Totals(Total Earnings) This is the total amount of earnings for all participants listed on 
the report. 


11 Number 


 


Section 5: Financial Reports Finance Procedures Manual 


5-288 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







W-2 Payment Summary--Quarterly Report Layout 
Report:    FIN-1802-Q                                OKLAHOMA MMIS                                        RUN DATE: MM/DD/CCYY 
Process:   XXXXX                              W-2 Payment Summary--Quarterly                              RUN TIME: HH:MM:SS 
Location:  XXXXX                           For Period MM/DD/CCYY – MM/DD/CCYY                                 PAGE: 9,999 
 
 
 
   SSN                           PARTICIPANT                            TOTAL EARNINGS      SSA AMOUNT         MEDICARE AMOUNT 
                                     NAME                                                                                     
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
 
                                                      W-2 TOTALS       $999,999,999.99     $999,999,999.99    $999,999,999.99 
 
                                                  ***END OF REPORT*** 
 


Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-289 
Revision Date: December 2004 
Version: 1.6 







FIN-1803-M -- W-2 Payment Summary--Monthly 
This report is sequenced by the Participant's Social Security Number (SSN). This report is Monthly.  
 
This report lists all persons that had money withheld throughout the month for FICA tax. The report lists the participant's social security number, the 
participant's name, the total amount of the participant's earnings for the quarter, the amount of SSA tax withheld and the amount of Medicare tax 
withheld for the month. The bottom of the report lists the total amount of earnings for all participants who had FICA withheld, the total amount of SSA 
tax, and the total amount of Medicare tax withheld for all participants. 


Technical Name 
FIN-1803-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Medicare Amount This is the total amount of Medicare tax withheld for that 
participant. 


10 Number 


Participant Name This is the name of the participant. 50 Character 
SSA Tax Amount This is the total amount of SSA tax withheld for that participant. 10 Number 
SSN This is the social security number of the participant. 11 Character 
Total Earnings This is the total earnings for that participant. 10 Number 
W-2 Totals(Medicare Amount) This is the total amount of Medicare tax withheld for all 


providers listed on report. 
11 Number 


W-2 Totals(SSA Tax Amount) This is the total amount of SSA Tax withholdings for all 
participants listed on the report. 


11 Number 


W-2 Totals(Total Earnings) This is the total amount of earnings for all participants listed on 
the report. 


11 Number 


 


Section 5: Financial Reports Finance Procedures Manual 


5-290 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







W-2 Payment Summary—Monthly Report Layout 
Report:    FIN-1803-M                                OKLAHOMA MMIS                                        RUN DATE: MM/DD/CCYY 
Process:   XXXXX                              W-2 Payment Summary--Monthly                                RUN TIME: HH:MM:SS 
Location:  XXXXX                                  For Month: MM/CCYY                                          PAGE: 9,999 
 
 
 
   SSN                           PARTICIPANT                            TOTAL EARNINGS     SSA TAX AMOUNT     MEDICARE AMOUNT 
                                     NAME                                                                                     
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
XXX-XX-XXXX     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        $99,999,999.99      $99,999,999.99     $99,999,999.99 
 
                                                      W-2 TOTALS       $999,999,999.99     $999,999,999.99    $999,999,999.99 
 
                                                            ***END OF REPORT*** 


 


Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-291 
Revision Date: December 2004 
Version: 1.6 







FIN-1906-D -- Daily Cash Receipts Log by Unit 
The sequence is by Unit (Drug Rebate, MED, SUR, TPL), then Cash Control Number (CCN). Daily, this reports all deposit transactions by each unit. 
This is an online report that can be run at any time for any deposit date. 


This report will sub-total by unit and report the complete total at the bottom of the report for all of the units. 


Technical Name 
FIN-1906-D 


Distribution 
User Copies Media Week Time 


 3 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


CCN This is the cash control number. 11 Character 
Check Amount This is the amount of deposit. 11 Number 
Check Number This is the check number of the check that was sent in as a cash 


receipt. 
9 Character 


Deposit Date This is the deposit date. 10 Date (MM/DD/CCYY) 
Remitter Name This is the name of the remitter. 39 Character 
Total (Check Amount) This is the total check amount. 11 Number 
Total (Checks) This is the total number of deposits. 6 Number 
Unit/Reason This is the unit/reason that applies to MED, TPL, SUR. 15 Character 


 


Section 5: Financial Reports Finance Procedures Manual 


5-292 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







Daily Cash Receipts Log by Unit Report Layout 
REPORT:      FIN-1906-D                 Oklahoma MMIS             Report Date:99/99/9999 
PROCESS:                           Daily Cash Receipt Log        Deposit Date:99/99/9999 
LOCATION:                                  by Unit 
 
                              Check 
CCN          Unit/Reason      Number      Remitter Name                            Check Amount                        
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99   
 
                    Total Cash Receipts for: XXXXXXXXXXXXXXX   Count  999,999      999,999,999.99 
          
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
 
                    Total Cash Receipts for: XXXXXXXXXXXXXXX   Count  999,999      999,999,999.99 
 
      Total          999,999                                                       999,999,999.99 
 
 _________________________________________    _______________________________ 
 ICC                        Date               CASH EXAMINER            Date 


Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-293 
Revision Date: December 2004 
Version: 1.6 







FIN-1907-D -- Daily Cash Receipts Log by CCN 
The sequence is by CCN, then by Unit. Daily, this reports all deposit transactions by CCN Number. This is an online report that can be run at any time 
for any deposit date. 


This report will show the complete total at the bottom of the report for all CCN's. 


Technical Name 
FIN-1907-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


CCN This is the cash control number. 11 Character 
Check Amount This is the amount of deposit. 11 Number 
Check Number This is the check number of the check that was sent in as a cash 


receipt. 
9 Character 


Deposit Date This is the deposit date. 10 Date (MM/DD/CCYY) 
Remitter Name This is the name of the remitter. 39 Character 
Total (Check Amount) This is the total amount of deposits. 11 Number 
Total (Checks) This is the total number of deposits. 6 Number 
Unit/Reason This is the unit/reason that applies to MED, TPL, SUR. 15 Character 


 


Section 5: Financial Reports Finance Procedures Manual 


5-294 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







Daily Cash Receipts Log by CCN Report Layout 
REPORT:      FIN-1907-D                 Oklahoma MMIS             Report Date:99/99/9999 
PROCESS:                           Daily Cash Receipt Log        Deposit Date:99/99/9999 
LOCATION:                                  by CCN 
 
                              Check 


CCN          Unit/Reason      Number      Remitter Name                            Check Amount                        
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
XXXXXXXXXXX  XXXXXXXXXXXXXXX  XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            
 
 
 
      Total          999,999                                                       999,999,999.99 
 
 _________________________________________    _______________________________ 
 ICC                        Date               CASH EXAMINER            Date 


Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-295 
Revision Date: December 2004 
Version: 1.6 







FIN-1908-W -- Cash Control Balance Report 
This report is used to balance the daily cash receipts. It reports the total count of CCN's for the day and the number of CCN's that will be deposited. This 
is an online report that can be run at any time for any deposit date. 
 
Technical Name 
FIN-1908-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


CCN This is the CCN that is part of the variance. 11 Number 
Check Receipts This is the total number of cash receipts for the day. 6 Number 
Deposits This is the total number of cash receipts that will be deposited. 6 Number 
Explanation This is the reason the CCN reported as a variance. 35 Character 
Variance This is the number of difference between the total receipt count and the 


deposit count. 
6 Number 


Section 5: Financial Reports Finance Procedures Manual 


5-296 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







Cash Control Balance Report Layout 
REPORT:      FIN-1908-D         Oklahoma MMIS              Date:99/99/9999 
PROCESS:                    Cash Control Balance Report   
LOCATION:                    
 
CHECKS RECEIPTS          999,999 
DEPOSITS                 999,999 
VARIANCE                 999,999 
 
                         CCN            Explanation 
                         XXXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                         XXXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                         XXXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                         XXXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                         XXXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                         XXXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                         XXXXXXXXXXX    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
 
                                        
Cash Control Clerk        Date         Adj/Cash Control Spr          Date                                                                                    


Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-297 
Revision Date: December 2004 
Version: 1.6 







FIN-1909-D -- Daily Cash Deposit Log 
This is the daily deposit log that is used to balance to deposits. It is summarized by unit/reason and provides the total of the deposit on the bottom of the 
page. 


This is an online report that can be run at any time for any deposit date. 


Technical Name 
FIN-1909-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount Deposited This is the total deposit amount for each unit/reason. 11 Number 
Number of Checks This is the total count of checks for each unit/reason. 6 Number 
Total (Amount Deposited) This is the total amount deposited. 11 Number 
Total (Number of Checks) This is the total number of all checks. 6 Number 
Unit/Reason This is the unit/reason for the cash receipt. 15 Character 


Section 5: Financial Reports Finance Procedures Manual 


5-298 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







Daily Cash Deposit Log Report Layout 
 
REPORT:      FIN-1909-D         Oklahoma MMIS       Report Date:99/99/9999 
PROCESS:                    Daily Cash Deposit Log   
LOCATION:                    
 
Unit/Reason                  Number of Checks             Amount Deposited 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
XXXXXXXXXXXXXXX                  999,999                    999,999,999.99 
 
                TOTAL            999,999                    999,999,999.99 


Associated Programs 
Program Description 


No associated Programs found 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-299 
Revision Date: December 2004 
Version: 1.6 







FIN-1910-M -- Cash Receipts Posted by Fund Code 
This is a monthly detail report listing all posted cash transactions by fund code. The report does NOT show cash refunds or Drug Rebate cash postings. 


Technical Name 
FIN-1910-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Adjusted ICN This is the number of the adjusted claim. 13 Number 
Amount Posted This is the amount of cash posted. 11 Number 
CCN This is the cash control number. 11 Character 
Date Posted This is the date the C/R was posted. 10 Date (MM/DD/CCYY) 
Fund Code This is the recipient fund code category. 10 Character 
Reason Code The reason for the transaction. 4 Character 
Subtotal This is the subtotal of cash posted by fund code. 11 Number 
Total This is the total of all amounts posted for all fund codes. 11 Number 
Unit Description One of the following units: drug rebate, MED, SUR, TPL 3 Character 


Section 5: Financial Reports Finance Procedures Manual 


5-300 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







Cash Receipts Posted by Fund Code Report Layout 
 


Report  : FIN-1910-M                                   OKLAHOMA MMIS                                            Run Date: 12/12/2001 
Process : FIN1910M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:54 
Location: FINJM600                           CASH RECEIPTS POSTED BY FUND CODE                                      Page:          1 
                                                       FOR: NOVEMBER                                                                
     FUND CODE: CCU                                                                                                                  
                                                                                                                                     
                    NUM SEQ                                     REASON                 DATE                     AMOUNT                
       CCN          BATCH    UNIT DESCRIPTION                   CODE   ADJUSTED ICN    POSTED                   POSTED                
                                                                                                                                    
      3842981          1     TPL                                TPL    xxxxxxxxxxxxx   11/09/2001                $50.00             
      3842982          1     TPL                                TPL    xxxxxxxxxxxxx   11/09/2001                $15.00             
                                                                                                                                    
                                                                                   SUBTOTAL:                     $65.00             
 
 
Report  : FIN-1910-M                                   OKLAHOMA MMIS                                            Run Date: 12/12/2001 
Process : FIN1910M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:54 
Location: FINJM600                           CASH RECEIPTS POSTED BY FUND CODE                                      Page:          2 
                                                       FOR: NOVEMBER                                                                
     FUND CODE: OK Juvenile Justice                                                                                                  
                                                                                                                                     
                    NUM SEQ                                     REASON                 DATE                     AMOUNT                
       CCN          BATCH    UNIT DESCRIPTION                   CODE   ADJUSTED ICN    POSTED                   POSTED                
                                                                                                                                    
      3842974          2     TPL                                8331   xxxxxxxxxxxxx   11/09/2001                 $5.60             
      3842974          2     TPL                                8331   xxxxxxxxxxxxx   11/09/2001                 $5.60             
      3842974          2     TPL                                8331   xxxxxxxxxxxxx   11/09/2001                 $5.60             
      3842974          3     TPL                                8331   xxxxxxxxxxxxx   11/09/2001                $34.40             
      3842974          3     TPL                                8331   xxxxxxxxxxxxx   11/09/2001                $34.40             
      3842974          3     TPL                                8331   xxxxxxxxxxxxx   11/09/2001                $34.40             
                                                                                                                                    
                                                                                   SUBTOTAL:                    $120.00             
 
 
Report  : FIN-1910-M                                   OKLAHOMA MMIS                                            Run Date: 12/12/2001 
Process : FIN1910M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:54 
Location: FINJM600                           CASH RECEIPTS POSTED BY FUND CODE                                      Page:          3 
                                                       FOR: NOVEMBER                                                                
     FUND CODE: PA Old Age                                                                                                           
                                                                                                                                     
                    NUM SEQ                                     REASON                 DATE                     AMOUNT                
       CCN          BATCH    UNIT DESCRIPTION                   CODE   ADJUSTED ICN    POSTED                   POSTED                
                                                                                                                                    
      H000010          1     Medical                            1000                   11/09/2001                 $7.90             
                                                                                                                                    
                                                                                   SUBTOTAL:                      $7.90             


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-301 
Revision Date: June 2005 
Version: 3.0 







Report  : FIN-1910-M                                   OKLAHOMA MMIS                                            Run Date: 12/12/2001 
Process : FIN1910M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:54 
Location: FINJM600                           CASH RECEIPTS POSTED BY FUND CODE                                      Page:          4 
                                                       FOR: NOVEMBER                                                                
     FUND CODE: Q2                                                                                                                   
                                                                                                                                     
                    NUM SEQ                                     REASON                 DATE                     AMOUNT                
       CCN          BATCH    UNIT DESCRIPTION                   CODE   ADJUSTED ICN    POSTED                   POSTED                
                                                                                                                                    
      H1556576         1     Medical                            1000                   11/09/2001                 $8.44             
      H1556576         2     Medical                            1000                   11/09/2001                 $8.44             
                                                                                                                                    
                                                                                   SUBTOTAL:                     $16.88             
 
 
Report  : FIN-1910-M                                   OKLAHOMA MMIS                                            Run Date: 12/12/2001 
Process : FIN1910M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:54 
Location: FINJM600                           CASH RECEIPTS POSTED BY FUND CODE                                      Page:          5 
                                                       FOR: NOVEMBER                                                                
     FUND CODE: SLIMB                                                                                                                
                                                                                                                                     
                    NUM SEQ                                     REASON                 DATE                     AMOUNT                
       CCN          BATCH    UNIT DESCRIPTION                   CODE   ADJUSTED ICN    POSTED                   POSTED                
                                                                                                                                    
      H1456576         1     SURS                               1000                   11/09/2001                $67.52             
      H1456576         2     SURS                               1000                   11/09/2001               $101.28             
      H1456576         3     SURS                               1000                   11/09/2001               $101.28             
      3842977          4     TPL                                8331                   11/09/2001                $60.00             
      3842977          4     TPL                                8331                   11/09/2001                $60.00             
      3842977          4     TPL                                8331                   11/09/2001                $60.00             
      3842977          4     TPL                                8331                   11/09/2001                $60.00             
      3842977          4     TPL                                8331                   11/09/2001                $60.00             
      3842977          4     TPL                                8331                   11/09/2001                $60.00             
      H1456576         4     SURS                               1000                   11/09/2001               $101.28             
      3842977          5     TPL                                8331                   11/09/2001                $20.00             
      3842977          5     TPL                                8331                   11/09/2001                $20.00             
      3842977          5     TPL                                8331                   11/09/2001                $20.00             
      3842977          5     TPL                                8331                   11/09/2001                $20.00             
      3842977          5     TPL                                8331                   11/09/2001                $20.00             
      3842977          5     TPL                                8331                   11/09/2001                $20.00             
      H1456576         5     SURS                               1000                   11/09/2001               $101.28             
      3842977          6     TPL                                8331                   11/09/2001                $20.00             
      3842977          6     TPL                                8331                   11/09/2001                $20.00             
      3842977          6     TPL                                8331                   11/09/2001                $20.00             
      3842977          6     TPL                                8331                   11/09/2001                $20.00             
      3842977          6     TPL                                8331                   11/09/2001                $20.00             
      3842977          6     TPL                                8331                   11/09/2001                $20.00             
      H1456576         6     SURS                               1000                   11/09/2001               $101.28             
      H1456576         7     SURS                               1000                   11/09/2001                $65.76             
                                                                                                                                    
                                                                                   SUBTOTAL:                  $1,239.68             


Section 5: Financial Reports Finance Procedures Manual 
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Version: 1.6 







Report  : FIN-1910-M                                   OKLAHOMA MMIS                                            Run Date: 12/12/2001 
Process : FIN1910M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:54 
Location: FINJM600                           CASH RECEIPTS POSTED BY FUND CODE                                      Page:          6 
                                                       FOR: NOVEMBER                                                                
     FUND CODE: No Fund Code                                                                                                         
                                                                                                                                     
                    NUM SEQ                                     REASON                 DATE                     AMOUNT                
       CCN          BATCH    UNIT DESCRIPTION                   CODE   ADJUSTED ICN    POSTED                   POSTED                
                                                                                                                                    
      999999           1     Medical                            8040   xxxxxxxxxxxxx   11/09/2001               $100.00             
      9999996          1     Medical                            8040   xxxxxxxxxxxxx   11/09/2001               $100.00             
      9999998          1     Medical                            8040   xxxxxxxxxxxxx   11/09/2001               $100.00             
      3842972          1     TPL                                TPL                    11/09/2001                $20.00             
      H8456576         1     SURS                               1000                   11/09/2001                $24.15             
      H8456576         2     SURS                               1000                   11/09/2001               $575.10             
      H8456576         3     SURS                               1000                   11/09/2001                $76.05             
      H8456576         4     SURS                               1000                   11/09/2001               $212.40             
                                                                                                                                    
                                                                                   SUBTOTAL:                  $1,207.70             
                                                                                                                                    
                                                                                      TOTAL:                  $2,657.16             
                                                                                                                                    
                                                        ** END OF REPORT **                                                         


Associated Programs 
Program Description 


fin1910m Cash Receipts Posted by Fund Code report 
cat Concatenate 
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FIN-1911-M -- Cash Receipts Posted by Unit 
This is a monthly detail report listing all posted cash transactions by business unit except for Drug Rebate. The report does NOT show cash refunds or 
Drug Rebate cash postings. 


Technical Name 
FIN-1911-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Adjusted ICN This is the number of the adjusted claim. 13 Number 
Amount This is the amount of cash posted. 11 Number 
CCN This is the cash control number. 11 Character 
Date Posted This is the date the C/R was posted. 10 Date (MM/DD/CCYY) 
Fund Code Description This is the fund code category description. 10 Character 
Subtotal This is the subtotal of cash posted by the unit. 11 Number 
Total This is the total of cash posted for all units. 11 Number 
Unit One of the following units: drug rebate, MED, SUR, TPL 3 Character 
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Cash Receipts Posted by Unit Report Layout 
Report  : FIN-1911-M                                   OKLAHOMA MMIS                                            Run Date: 12/12/2001 
Process : FIN1911M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:54 
Location: FINJM600                             CASH RECEIPTS POSTED BY UNIT                                         Page:          1 
                                                       FOR: NOVEMBER                                                                  
       UNIT:  100  Medical                                                                                                         
                                                                                       DATE                                      
     CCN            FUND CODE DESCRIPTION                                ADJUSTED ICN    POSTED               AMOUNT               
                                                                                                                                   
    999999          No Fund Code                                         xxxxxxxxxxxxx   11/09/2001           $100.00              
    9999996         No Fund Code                                         xxxxxxxxxxxxx   11/09/2001           $100.00              
    9999998         No Fund Code                                         xxxxxxxxxxxxx   11/09/2001           $100.00              
    H000010         PA Old Age                                                           11/09/2001             $7.90              
    H1556576        Q2                                                                   11/09/2001             $8.44              
    H1556576        Q2                                                                   11/09/2001             $8.44              
                                                                                                                                    
                                                                                        SUBTOTAL:             $324.78               
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Report  : FIN-1911-M                                   OKLAHOMA MMIS                                            Run Date: 12/12/2001 
Process : FIN1911M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:54 
Location: FINJM600                             CASH RECEIPTS POSTED BY UNIT                                         Page:          2 
                                                       FOR: NOVEMBER                                                                  
       UNIT:  200  TPL                                                                                                             
                                                                                         DATE                                      
     CCN            FUND CODE DESCRIPTION                                ADJUSTED ICN    POSTED               AMOUNT               
                                                                                                                                   
    3842972         No Fund Code                                                         11/09/2001            $20.00              
    3842974         OK Juvenile Justice                                  xxxxxxxxxxxxx   11/09/2001            $34.40              
    3842974         OK Juvenile Justice                                  xxxxxxxxxxxxx   11/09/2001             $5.60              
    3842974         OK Juvenile Justice                                  xxxxxxxxxxxxx   11/09/2001             $5.60              
    3842974         OK Juvenile Justice                                  xxxxxxxxxxxxx   11/09/2001            $34.40              
    3842974         OK Juvenile Justice                                  xxxxxxxxxxxxx   11/09/2001             $5.60              
    3842974         OK Juvenile Justice                                  xxxxxxxxxxxxx   11/09/2001            $34.40              
    3842977         SLIMB                                                                11/09/2001            $60.00              
    3842977         SLIMB                                                                11/09/2001            $60.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $60.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $20.00              
    3842977         SLIMB                                                                11/09/2001            $60.00              
    3842977         SLIMB                                                                11/09/2001            $60.00              
    3842977         SLIMB                                                                11/09/2001            $60.00              
    3842981         CCU                                                  xxxxxxxxxxxxx   11/09/2001            $50.00              
    3842982         CCU                                                  xxxxxxxxxxxxx   11/09/2001            $15.00              
                                                                                                                                    
                                                                                        SUBTOTAL:             $805.00               
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Report  : FIN-1911-M                                   OKLAHOMA MMIS                                            Run Date: 12/12/2001 
Process : FIN1911M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      10:54 
Location: FINJM600                             CASH RECEIPTS POSTED BY UNIT                                         Page:          3 
                                                       FOR: NOVEMBER                                                                  
       UNIT:  300  SURS                                                                                                            
                                                                                         DATE                                      
     CCN            FUND CODE DESCRIPTION                                ADJUSTED ICN    POSTED               AMOUNT               
                                                                                                                                   
    H1456576        SLIMB                                                                11/09/2001            $67.52              
    H1456576        SLIMB                                                                11/09/2001           $101.28              
    H1456576        SLIMB                                                                11/09/2001           $101.28              
    H1456576        SLIMB                                                                11/09/2001           $101.28              
    H1456576        SLIMB                                                                11/09/2001           $101.28              
    H1456576        SLIMB                                                                11/09/2001           $101.28              
    H1456576        SLIMB                                                                11/09/2001            $65.76              
    H8456576        No Fund Code                                                         11/09/2001            $24.15              
    H8456576        No Fund Code                                                         11/09/2001           $575.10              
    H8456576        No Fund Code                                                         11/09/2001            $76.05              
    H8456576        No Fund Code                                                         11/09/2001           $212.40              
                                                                                                                                    
                                                                                        SUBTOTAL:           $1,527.38               
                                                                                                                                   
                                                                                           TOTAL:           $2,657.16              
                                                                                                                                    
                                                        ** END OF REPORT **                                                         


Associated Programs 
Program Description 


fin1911m Cash Receipts Posted by Unit report 
cat Concatenate 
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FIN-1912-M -- Cash Summary - by Reason 
This report summarizes the number and amount of cash receipts posted during the month. It is grouped by reason code. 


Technical Name 
FIN-1912-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount Posted Amount of cash posting for the related reason code. 11 Number 
Number posted Number of cash postings for the related reason code. 5 Number 
Reason Code Reason code for cash dispostion. 4 Character 
Reason Description This is the reason for the transaction. 50 Character 
Total Amount Total amount of cash postings for all reason codes. 11 Number 
Total Number Total number of cash postings for all reason codes. 6 Number 
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Report  : FIN-1912-M                                   OKLAHOMA MMIS                                            Run Date: 
12/12/2001 


Process : FIN1912M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      
10:21 


Location: FINJM600                                CASH SUMMARY BY REASON                                            Page:          
1 


                                                       PERIOD: NOVEMBER                            
                                                  


        REASON     REASON                                                   NUMBER                        AMOUNT  
        CODE       DESCRIPTION                                              POSTED                        POSTED  


                                                        
        1000       CONVERSION                                                   14                      $1,552.16  
        8040       PFR-DUP PAYMENT                                               6                        $360.00   
        8226       CHECK RECD BY EDS FOR CLAIM NOT IN HISTORY                    2                        $480.00  
        8330       TPL/C OREF MAN                                                1                         $20.00  
        8331       TPL REASON                                                    5                        $140.00  
        9999       TXN WRITTEN TO BALANCE NEGATIVE CASH RECEIPT                  4                       $-671.19  
        TPL        NO DESCRIPTION                                                4                         $85.00  


                                                  
                                                                TOTAL                TOTAL              


                                                                NUMBER:         36   AMOUNT:            $1,965.97  
                                                         


** END OF REPORT ** 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-2003-D -- Failed EFT 
M8780R01. This daily report lists all of the failed electronic fund transfers (EFT). The purpose of this report is to provide a listing of all funds, by 
payment number, which have failed to transmit electronically.  
 
For each payment number there is a provider number, the provider's name, the payment amount, and the payment date. 


Technical Name 
FIN-2003-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


Payment Amount This is the payment amount. 11 Number 
Payment Date This is the payment date. 10 Date (MM/DD/CCYY) 
Payment Number This is the payment number. 9 Number 
Prov Loc This is the provider location. 1 Character 
Prov Name This is the name of the provider. 30 Character 
Prov Number This is the provider number. 9 Character 
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Failed EFT Report Layout 
 
REPORT:   FIN-2003-D                                   OKLAHOMA MMIS                                     RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXXXXX                                   FAILED EFT REPORT                                   RUN TIME: HH:MM:SS 
LOCATION: XXXXXXXX                                   PERIOD: MM/DD/CCYY                                      PAGE: 9,999 
                                                       
 
 
          
       PAYMENT       PROV      PROV  PROV                               PAYMENT                PAYMENT    
       NUMBER        NUMBER    LOC   NAME                               AMOUNT                  DATE    
 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 
       999999999     XXXXXXXXX  X    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999,999,999.99            MM/DD/CCYY 


 


 
Associated Programs 
 


Program Description 


fin2003d Failed EFT and NOC report 
fin2003d Failed EFT and NOC report 
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FIN-2004-D – NOC EFT Notice of Change 
This daily report lists the EFT Notice of Changes. The old and new account numbers and the old and new transit numbers are displayed if they are being 
changed. 


Technical Name 
FIN-2004-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 2 Paper   


Field Descriptions 
Field Description Length Data Type 


New Acct Number The new account number to change to. 17 Character 
New Transit Number The new transit number to change to. 9 Character 
Old Acct Number The old account number 17 Character 
Old Transit Number The old transit number 9 Character 
Provider Location The provider location 1 Character 
Provider Number The provider number belonging to the EFT 9 Number 
Type of Change The type of NOC - 01C acct. change, 02C transit change, 03C both 


acct and transit change. 
3 Character  
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NOC EFT Notice of Change Report Layout 
Report  : FIN-2004-D                                   OKLAHOMA MMIS                                            Run Date: 02/14/2002 
Process : FIN2004D                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      11:51 
Location: FINJM502                                    NOC EFT REPORT                                                Page:          1 
                                                    PERIOD: 02/07/2002                                                           
                                                                                                                                     
      PROVIDER  PROV   TYPE OF       OLD ACCT            NEW ACCT              OLD TRANSIT            NEW TRANSIT                    
       NUMBER   LOC    CHANGE         NUMBER              NUMBER                 NUMBER                  NUMBER                      
                                                                                                                                     
       xxxxxxxx  A      01C          xxxxxx              xxxxxxxxx                                                                      
       xxxxxxxx  A      02C                                                      xxxxxxxx                 xxxxxxxx                                  
       xxxxxxxx  A      03C          xxxxxx             xxxxxxx                  xxxxxxx                  xxxxxxx                               


Associated Programs 
Program Description 


No associated Programs found 
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FIN-2050-W -- Financial Transactions Input - Payouts 
M2051R03. The Financial Transaction Input - Payouts report lists all system generated and manual payout transactions entered into the Oklahoma 
MMIS system for the current processing week. It will list each transaction by payee number with summary totals for the number of transactions input 
and their associated dollar amount.  
 
This report will be used as a monitoring and control report for all financial payout transactions entered into the system during the current processing 
cycle. It is one of a series of reports which will be utilized to ensure that all financial transactions received are input into the system on a weekly basis. 
This report will be sorted by reason code. 


Technical Name 
FIN-2050-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


FINCAT Code This is the Financial Category of Service code. 3 Character 
Fund Code This is the recipient fund code category code. 3 Character 
Manual This section details the manual payout transactions which were input this week. 0 Character 
Payee Number The account ID number of the payee. This number is extracted from the following 


sources: Provider-provider number from the provider file; Carrier-carrier ID from the 
TPL carrier file; and Recipient-recipient ID from the recipient file. All other payee 
types are assigned an account ID number by the system which is carried on a payee 
table. This is used to maintain an audit trail of all payees which are not carried on file 
in the system for other purposes such as a third party carrier, etc. 


12 Character 


Payee Type This s the code describing the type of payee; valid values are: 
RE - recipient, OT - other, CY - county, CR - tpl carrier, PR - provider 


2 Character 


Payee-Name The name of the payee. The payee name is extracted from the following sources: 
Provider - provider database; Carrier - TPL database; and Recipient - recipient 
database. All other payee names are manually entered into the expenditure payout file. 


50 Character 
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Field Description Length Data Type 


Payout Amount The payout amount for the specific transaction. 10 Number 
Reason Code The 4 byte reason code assigned to the transaction which identifies the type and 


purpose of the action taken. 
4 Character 


Recipient Number The recipient's Oklahoma Health Coverage Program identification number as assigned 
by DHS. 


12 Number 


System This section details the payout transactions which were system generated for the week. 0 Character 
Total All Payout TXNS The total amount of both system and manual payout transactions input this week. 11 Number 
Total Manual Payout 
TXNS 


The total amount of all manual payout transactions input for the week. 11 Number 


Total No. All Payout 
TXNS Input 


The total number of both system and manual payout transactions input this week. 5 Number 


Total No. Manual 
Payout TXNS Input 


The total number of all manual payout transactions input for the week 5 Number 


Total No. System 
Payout TXNS Input 


The total number of all system generated payout transactions input for the week. 5 Number 


Total System Payout 
TXNS 


The total amount of all system generated payout transactions input for the week. 11 Number 


Transaction Number The transaction number assigned at entry to the payout transaction. 13 Number 
Transaction Number This is the unique transaction number. 13 Number 
User ID This is the user id. 8 Character 
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Financial Transactions Input – Payouts Report Layout 
Report  : FIN-2050-W                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FINJW320                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: FINP1080                             FINANCIAL TRANSACTIONS INPUT                                         Page:     99,999 
                                                          PAYOUTS 
                                              PERIOD: 12/29/2001-01/04/2002 
 
   TRANSACTION      ---PAYEE---                                                         RECIPIENT         PAYOUT  REASON FUND FINCAT   USER 
     NUMBER        NUMBER    TYPE        ---------PAYEE NAME---------                    NUMBER           AMOUNT   CODE  CODE  CODE     ID 
 
SYSTEM 
 9999999999999  999999999999  RE  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  OT  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  CY  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  RE  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  CR  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  PR  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 
                   TOTAL SYSTEM PAYOUT TRANSACTIONS INPUT:         99,999                          999,999,999.99 
 
MANUAL 
 
 9999999999999  999999999999  RE  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  OT  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  CY  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  RE  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  CR  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 9999999999999  999999999999  PR  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXX  99,999,999.99  XXXX   XXX   XXX  XXXXXXXX 
 
                   TOTAL MANUAL PAYOUT TRANSACTIONS INPUT:    99,999                               999,999,999.99           
 
                   TOTAL ALL PAYOUT TRANSACTIONS INPUT:       99,999                               999,999,999.99 
 
                                                   * * * END OF REPORT * * * 
 
 
                                                         * * * NO DATA THIS REPORT * * * 


Associated Programs 
Program Description 


finp1080 Creates payout (expenditure) reports 
lp UNIX Print Command 
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FIN-2051-W -- Financial Transactions Input - Provider Accounts Receivable 
The Financial Transaction Input - Provider Accounts Receivables report lists all manual accounts receivable setups and dispositions entered into the 
Oklahoma MMIS system for the current processing week. It will list each transaction in provider number order with summary totals for the number of 
transactions input and their associated dollar amount. This report will be used as a monitoring and control report for all financial manual accounts 
receivable setups and dispositions transactions entered into the system during the current processing cycle. It is one of a series of reports which will be 
utilized to ensure that all financial transactions received are input into the system on a weekly basis. 


Technical Name 
FIN-2051-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R Number The unique control number assigned to each manual accounts receivable 
transaction. 


13 Character 


Amount The amount of the accounts receivable transaction. For the section on setups, this 
field will contain the original setup amount of the provider accounts receivable. 
For the section titled manual dispositions, this field will contain the manual 
disposition amount (increase or decrease) entered for an existing accounts 
receivable. 


11 Number 


Manual Dispositions This section lists all manual disposition input against existing accounts receivables 
during the current processing cycle. 
 


0 Character 


Provider LOC A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Provider Number The unique identification number assigned to each provider participating in a 


Oklahoma Health Coverage Program. 
9 Number 


RID No. The recipient's Oklahoma Health Coverage Program identification number as 
assigned by DHS. 


12 Character 


Reason code The 4 byte reason code assigned to the transaction which identifies the type and 4 Character 
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Field Description Length Data Type 


purpose of the action taken. 
Setups This section lists all manual accounts receivable setup during the current 


processing cycle 
0 Character 


Total A/R Manual Dispositions 
Input 


The total number and amount (increase or decrease) of manual dispositions input 
during the current processing cycle. 


5 Number 


Total A/R Setups Input The total number of manual accounts receivable setups for the current week. 5 Number 
Total Amount A/R Setups The total amount of manual accounts receivable setups for the current week. 11 Number 
Total Amount Manual 
Dispositions 


The total amount (increase or decrease) of manual dispositions input during the 
current processing cycle. 


11 Number 


User ID The identification number of the clerk who initiated the transaction. 8 Character 
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Financial Transactions Input - Provider Accounts Receivable Report Layout 
Report:   FIN-2051-W                                   OKLAHOMA MMIS                                         Run Date:  MMDDCCYY 
Process:  XXXXXXXX                              FINANCIAL TRANSACTIONS INPUT                                 Run Time:  HH:MM:SS 
Location: XXXXXXXX                              PROVIDER ACCOUNTS RECEIVABLES                                    Page:  9,999 
                                                 Period: MMDDCCYY-MMDDCCYY 
 
              PROVIDER  PROVIDER                            A/R                                REASON             USER 
               NUMBER     LOC         RID NO.              NUMBER              AMOUNT           CODE               ID 
 
     SETUPS 
 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 


             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
 
    TOTAL A/R SETUPS INPUT:                     99,999                       999,999,999.99 
 
 
 
     MANUAL DISPOSITIONS 
 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
             999999999     X        999999999999        RRYYJJJBBBSSS        999,999,999.99     XXXX             XXXXXXXX 
 
     TOTAL A/R MANUAL DISPOSITIONS INPUT:       99,999                       999,999,999.99 
 
 
                                                 * * * END OF REPORT * * * 
 
                                               * * * NO DATA THIS RUN * * * 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-2053-W -- Financial Transactions Input - Claim Payment Hold 
The Financial Transactions Input - Claim Payment Hold report lists all claim payment hold setup and update transactions entered into the MMIS system 
for the current processing week. It will list each transaction by control number with summary totals for the number of transactions input. This report will 
be used as a monitoring and control report for all financial claim payment hold transactions entered into the system during the current processing cycle. 
It is one of a series of reports which will be utilized to ensure that all financial transactions received are input into the system on a weekly basis. 


Technical Name 
FIN-2053-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Claim Dates (From/Thru) Indicates a claim receipt date range (from and thru) which is to be included as 
criteria for the claim payment hold transaction. MMDDYY-MMDDYY 


13 Character 


Claim Type Indicates the claim type(s) which are included or excluded as criteria for the 
claim payment hold. The I or E in parenthesis next to the claim type code will 
indicate if the claim type is to be included (I) or excluded (E) in the claim 
payment hold. X(I) 


1 Character 


Control Number Unique control number assigned upon receipt of claim payment hold request. 
 


8 Character 


DOS (From/Thru) Indicates the dates of service (from and thru) which are to be included as 
criteria for the claim payment hold transaction. MMDDYY-MMDDYY 


13 Character 


Effective Dates (From/Thru) Indicates the claim payment hold start (from) and release (thru) dates. 13 Character 
LOC Provider service location 1 Character 
Program Code Indicates the program code(s) which are included or excluded as criteria for the 


claim payment hold. The I or E in parenthesis next to the program code will 
indicate if the program is to be included (I) or excluded (E) in the claim 
payment hold. XXX(E) 


3 Character 


Provider Number Indicates the provider number(s) which are included or excluded as criteria for 9 Character 
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Field Description Length Data Type 


the claim payment hold. The I or E in parenthesis next to the provider number 
will indicate if the provider is to be included (I) or excluded (E) in the claim 
payment hold. 


Provider Type Indicates the provider type(s) which are included or excluded as criteria for the 
claim payment hold. The I or E in parenthesis next to the provider type will 
indicate if the provider type is to be included (I) or excluded (E) in the claim 
payment hold. 


2 Character 


Reason Code The 4 byte reason code assigned to the transaction which identifies the type and 
purpose of the action taken. 


4 Character 


Setups This section lists the claim payment holds which were setup during the current 
processing cycle. 


0 Character 


Total Setup TXNS Input The total number of claim payment hold request transactions which were input 
during the current processing cycle. 


5 Character 


Total Update TXNS Input The total number of claim payment hold update transaction input during the 
current processing cycle. 


5 Number 


Updates This section lists the claim payment hold updates which were input during the 
current processing cycle. Please note that updates will only be accepted to 
restricted fields such as the release date once a claim payment hold has become 
effective. The only items which will be reported are the changed fields. 


0 Character 


User ID The identification number of the clerk who initiated the transaction. 8 Character 
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Financial Transactions Input - Claim Payment Hold Report Layout 
REPORT:   FIN-2053-W                                      OKLAHOMA MMIS                                     Date: MM/DD/CCYY 
PROCESS:  XXXXX                                     FINANCIAL TRANSACTIONS INPUT                            Time: HH:MM:SS 
LOCATION: XXXXX                                         CLAIM PAYMENT HOLD                                  Page: 99,999 
                                                  Period: MM/DD/CCYY-MM/DD/CCYY 
 
                            -------------------- CLAIM PAYMENT HOLD CRITERIA ---------------------- 
     CONTROL   EFFECTIVE DATES     -DOS-      CLAIM DATES   CLAIM   PROGRAM    PROVIDER         PROVIDER    REASON   USER 


     NUMBER     FROM   THRU     FROM   THRU   FROM   THRU   TYPE     CODE       NUMBER   LOC      TYPE       CODE     ID 
 
     SETUPS 
 
     YYJJJSSS  MMDDYY-MMDDYY   MMDDYY-MMDDYY  MMDDYY-MMDDYY  X (I)    XXX (E) 999999999   X (E)   XX (E)     XXXX   XXXXXXXX 
     YYJJJSSS  MMDDYY-MMDDYY   MMDDYY-MMDDYY  MMDDYY-MMDDYY  X (I)    XXX (I) 999999999   X (E)   XX (I)     XXXX   XXXXXXXX 
                                                             X (I)    XXX (I) 
                                                             X (I)    XXX (I) 
     YYJJJSSS  MMDDYY-MMDDYY   MMDDYY-MMDDYY  MMDDYY-MMDDYY           XXX (E) 999999999   X (I)              XXXX   XXXXXXXX 
                                                                              999999999   X (I) 
                                                                              999999999   X (I) 
     YYJJJSSS  MMDDYY-MMDDYY   MMDDYY-MMDDYY  MMDDYY-MMDDYY  X (E)                                           XXXX   XXXXXXXX 
     YYJJJSSS  MMDDYY-MMDDYY   MMDDYY-MMDDYY  MMDDYY-MMDDYY  X (I)    XXX( E)                                XXXX   XXXXXXXX 
     YYJJJSSS  MMDDYY-MMDDYY   MMDDYY-MMDDYY  MMDDYY-MMDDYY  X (E)            999999999   X (I)   XX (I)     XXXX   XXXXXXXX 
 
     TOTAL NO. SETUP TRANSACTIONS INPUT:  99,999 
 
 
     UPDATES 
 
     YYJJJSSS  MMDDYY-MMDDYY   MMDDYY-MMDDYY  MMDDYY-MMDDYY  X (I)    XXX (E) 999999999   X (I)   XX (I)     XXXX   XXXXXXXX 
     YYJJJSSS  MMDDYY-MMDDYY   MMDDYY-MMDDYY  MMDDYY-MMDDYY  X (E)    XXX (I) 999999999   X (I)   XX (I)     XXXX   XXXXXXXX 


     YYJJJSSS  MMDDYY-MMDDYY                                                                                 XXXX   XXXXXXXX 
     YYJJJSSS  MMDDYY-MMDDYY                                 X (I)                                           XXXX   XXXXXXXX 
 
     TOTAL NO. UPDATE TRANSACTIONS INPUT:  99,999 
 
                                                       *** END OF REPORT *** 
 
                                                      *** NO DATA THIS RUN *** 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-2055-W -- Financial Transactions Input - Payouts by Reason Code 
The Financial Transaction Input - Payouts by reason code report lists all system generated and manual payout transactions entered into the Oklahoma 
MMIS system for the current processing week in Reason Code order. At each reason code break there will be a subtotal line with a count of inputs for 
that reason code and the total amount of the inputs for that reason code. 


Technical Name 
FIN-2055-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


FINCAT Code This is the financial category of service code. 3 Character 
Fund Code This is the recipient fund code category code. 3 Character 
Manual This section details the manual payout transactions which were 


input this week. 
0 Character 


Payee Name The name of the payee. The payee name is extracted from the 
following sources: Provider - provider database; Carrier - TPL 
database; and Recipient - recipient database. All other payee 
names are manually entered into the expenditure payout file. 


50 Character 


Payee Number The account ID number of the payee. This number is extracted 
from the following sources: Provider - provider number from the 
provider file Carrier - carrier ID from the TPL carrier file 
Recipient - recipient ID from the recipient file. All other payee 
types are assigned an account ID number by the system which is 
carried on a payee table. This is used to maintain an audit trail of 
all payees which are not carried on file in the system for other 
purposes such as a third party carrier, etc. 


12 Character 


Payee Type This is the code describing the type of payee; valid values are: 
RE - recipient, OT - other, CY - county, CR - tpl carrier, PR - 
provider 


2 Character 
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Field Description Length Data Type 


Payout Amount The payout amount for the specific transaction. 10 Number 
RID No. The recipient's Oklahoma Health Coverage Program identification 


number as assigned by ICES. 
12 Number 


Reason Code The 4 byte reason code assigned to the transaction which identifies 
the type and purpose of the action taken. 


4 Character 


Reason Code Payout Amount The total amount of payouts by reason code. 10 Number 
Reason Code Payout Transactions The total number of payouts by reason code. 5 Number 
System This section details the payout transactions which were system 


generated for the week. 
0 Character 


Total All Payout Transactions Amount The total amount of both system and manual payout transactions 
input this week. 


11 Number 


Total All Payout Transactions Input The total number of both system and manual payout transactions 
input this week. 


5 Number 


Total Amount All System Payout The total amount of all system generated payout transactions input 
for the week. 


11 Number 


Total Manual Payout Input Amount The total amount of all manual payout transactions input for the 
week. 


11 Number 


Total Manual Payout Transactions Input The total number of all manual payout transactions input for the 
week 


5 Number 


Total System Payout Transactions Input The total number of all system generated payout transactions input 
for the week. 


5 Number 


Transaction Number The transaction number assigned at entry to the payout 
transaction. 


13 Number 


User Id The identification number of the clerk who initiated the 
transaction. 


8 Character 
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Financial Transactions Input - Payouts by Reason Code Report Layout 
Report  : FIN-2055-W                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FINJW320                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: FINP1080                             FINANCIAL TRANSACTIONS INPUT                                         Page:     99,999 
                                                 PAYOUTS - BY REASON CODE 
                                              PERIOD: 12/29/2001-01/04/2002 
 
REASON   TRANSACTION      ---PAYEE---                                                         RECIPIENT         PAYOUT   FUND FINCAT  USER 
 CODE      NUMBER        NUMBER    TYPE         ---------PAYEE NAME---------                   NUMBER           AMOUNT   CODE  CODE    ID 
 
SYSTEM 
 XXXX  9999999999999  999999999999  RE  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999999  99,999,999.99   XXX   XXX  XXXXXXXX 
 XXXX  9999999999999  999999999999  OT  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999999  99,999,999.99   XXX   XXX  XXXXXXXX 
 XXXX  9999999999999  999999999999  CR  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999999  99,999,999.99   XXX   XXX  XXXXXXXX 
                               REASON CODE TOTAL FOR SYSTEM PAYOUT:       99,999                         999,999,999.99  
 
                               TOTAL SYSTEM PAYOUT TRANSACTIONS INPUT:    99,999                         999,999,999.99  
 
MANUAL 
 
 XXXX  9999999999999  999999999999  PR  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999999  99,999,999.99   XXX   XXX  XXXXXXXX 
 XXXX  9999999999999  999999999999  PR  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999999  99,999,999.99   XXX   XXX  XXXXXXXX 
 XXXX  9999999999999  999999999999  PR  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999999  99,999,999.99   XXX   XXX  XXXXXXXX 
   
                              REASON CODE TOTAL FOR MANUAL PAYOUTS:      99,999                          999,999,999.99 
 
 XXXX  9999999999999  999999999999  PR  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999999  99,999,999.99   XXX   XXX  XXXXXXXX 
                              REASON CODE TOTAL FOR MANUAL PAYOUTS:      99,999                          999,999,999.99 
 
                              TOTAL MANUAL PAYOUT TRANSACTIONS INPUT:    99,999                          999,999,999.99 
 
                              TOTAL ALL PAYOUT TRANSACTIONS INPUT:       99,999                          999,999,999.99 
 
                                                   * * * END OF REPORT * * * 
 
                                                 * * * NO DATA THIS REPORT * * * 


Associated Programs 
Program Description 


finp1080 Creates payout (expenditure) reports 
lp UNIX Print Command 
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FIN-3000-W -- Provider Accounts Receivable - Weekly Activity 
This report summarizes weekly activity associated with outstanding provider account receivables (A/R) for each financial cycle. This report will be 
utilized to aid in the tracking and control of account receivables, and to report to OHCA all weekly activity associated with an outstanding A/R. 


Technical Name 
FIN-3000-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R Number This is the number used to track A/R's throughout the system. 13 Number 
Adjustment Changes made to the A/R balance other than cash or offsets, such as state 


directed write-offs or increases. 
11 Number 


Beginning Balance The last receivable balance for this A/R number and provider prior to the start 
of the current financial cycle. This should equal the ending balance of the 
previous week's report. 


11 Number 


Cash Amount This Cycle Indicates cash payments made in this processing cycle to decrease an account 
receivable. 


11 Number 


Ending Balance The current account receivable balance after this cycle date. Calculated by 
taking the A/R Balance, less the cash amount this cycle, less the offset amount 
this cycle, and plus or minus the adjustments. 
 


11 Number 


LOC A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Last Activity Date The date the last activity was posted to the claims system. MMDDCCYY 10 Date (MM/DD/CCYY) 
Offset Amount This Cycle Amount satisfied in this cycle due to offsetting amounts otherwise due to the 


provider. 
11 Number 


Provider Number The ID of the provider for whom the activity was posted. 9 Character 
Reason Code The reason code assigned at the establishment of this A/R. 4 Number 
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Field Description Length Data Type 


Recoupment %/$ The percent or dollar amount determined by OHCA that is to be recouped from 
claims activity for each payment cycle until the A/R balance has been 
recovered. 


20 Number 


Totals Totals are calculated for the appropriate columns. 80 Number 
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Provider Accounts Receivable - Weekly Activity Report Layout 
REPORT  : FIN-3000-W                                      STATE OF OKLAHOMA                                                         DATE: 
MM/DD/CCYY 
PROCESS : FINJW360                                MEDICAID MANAGEMENT INFORMATION SYSTEM                                            TIME: 
HH:MM:SS 
LOCATION: FINP0586                                   PROVIDER ACCOUNTS RECEIVABLE                                                   PAGE: 99,999 
                                                          WEEKLY ACTIVITY 
                                                   PERIOD: MM/DD/CCYY - MM/DD/CCYY 
 
 
                LAST 
PROVIDER  LOC  ACTIVITY         A/R     RSN   ----RECOUPMENT----      BEGINNING       CASH AMOUNT     OFFSET AMOUNT       ADJUSTMENT        
ENDING 
NUMBER          DATE           NUMBER   CODE  PERCENT      AMOUNT      BALANCE        THIS CYCLE       THIS CYCLE                           
BALANCE 
999999999 A   MMDDCCYY  9999999999999 9999  999.99 999,999,999.99 999,999,999.99   999,999,999.99   999,999,999.99   999,999,999.99   
999,999,999.99 
999999999 A   MMDDCCYY  9999999999999 9999  999.99 999,999,999.99 999,999,999.99   999,999,999.99   999,999,999.99   999,999,999.99   
999,999,999.99 
999999999 A   MMDDCCYY  9999999999999 9999  999.99 999,999,999.99 999,999,999.99   999,999,999.99   999,999,999.99   999,999,999.99   
999,999,999.99 
999999999 A   MMDDCCYY  9999999999999 9999  999.99 999,999,999.99 999,999,999.99   999,999,999.99   999,999,999.99   999,999,999.99   
999,999,999.99 
 
                                                      T0TALS    9,999,999,999.99 9,999,999,999.99 9,999,999,999.99 9,999,999,999.99 
9,999,999,999.99 
 
                                                         * * END OF REPORT * * 


 


Associated Programs 
Program Description 


finp0586 Create A\R activity report 
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FIN-3001-W -- Provider Accounts Receivable - Aging by Fund Code 
This report lists all accounts receivable in aged category order. An 'X' in the 'Activity Flag' field indicates that the accounts receivable has aged 30 days 
with no activity within the last 30 day period. This report will be utilized to aid in the control of all aged account receivables and to report all accounts 
which are outstanding at the end of each financial cycle. In addition, it will be used to research and validate those accounts receivables which have aged 
greater than 15 days prior to collection action being initiated. 


Technical Name 
FIN-3001-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R Number This is the number used to track account receivables throughout the system. 13 Number 
Activity Flag Indicates if no activity has occurred within the last 30 days. 1 Character 
Adjustment Amount Changes made to the A/R balance other than cash or offsets, such as state directed 


write-offs or increases. 
10 Number 


Balance This is the original amount less any recovered amounts. 10 Number 
Cash Receipts Indicates a manual payment made to the fund to decrease an account receivable file. 10 Number 
Days Outst This field indicates the number of days from the "effective date" to the current cycle 


date for this A/R number. The field will report in the following groupings: 121+ days, 
91-120 days, 61-90 days, 31-60 days, 16-30 days, 00-15 days. 


4 Number 


Effective Date The date on which the accounts receivable became active. CCYYMMDD 8 Number 
Fund The fund description of which the A/R is associated. 50 Character 
Fund Totals The subtotal amounts for each fund. 11 Number 
Grand Totals The grand total for each column. 12 Character 
ICN The claim number related to the account receivable. 13 Number 
Last Activity Date The date on which the provider last had debit activity. CCYYMMDD 8 Number 
Offset Amount This indicates the amount which has been offset from the weekly claim cycle to 10 Number 
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Field Description Length Data Type 


satisfy the accounts receivable to date. In addition, other state directed offsets will 
also be reflected in this field. 


Original Amount The original amount indicates the setup amount of the receivable. 10 Number 
Provider Number The ID and service location of the provider for whom the A/R is established. 10 Character 
Reason Code Indicates how and why the A/R was established. 4 Character 
Service Location Code A one-byte alphabetic code used to indicate the location of the billing provider. 1 Character 
Subtotals The subtotal amounts for each aging period. 11 Number 
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Provider Accounts Receivable - Aging by Fund Code Report Layout 
Report  : FIN-3001-W                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FINJW370                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: FINP3001                             PROVIDER ACCOUNTS RECEIVABLE                                         Page:      9,999 
                                                    AGING BY FUND CODE 
                                                    PERIOD: MM/DD/CCYY    
 
FUND:  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
PROVIDER  DAYS    LAST     EFF  ACTIVITY   A/R         ICN     RSN     ORGINAL            CASH             OFFSET          ADJUSTMENT         BALANCE 
NUMBER    OUTST   DATE    DATE    FLAG    NUMBER               CODE    AMOUNT            RECEIPTS          AMOUNT            AMOUNT 
 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
SUBTOTALS       00-15                                              999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
SUBTOTALS       16-30                                              999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
SUBTOTALS       31-60                                              999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
SUBTOTALS       61-90                                              999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
SUBTOTALS       91-120                                             999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
999999999X 9999 99999999 99999999 X 999999999999 9999999999999 XXXX 99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99     99,999,999.99 
SUBTOTALS       121+                                               999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
 
FUND TOTALS                                                        999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
 
GRAND TOTALS                                                    99,999,999,999.99 99,999,999,999.99 99,999,999,999.99 99,999,999,999.99 99,999,999,999.99               


 


Associated Programs 
Program Description 


finp3001 AR aging by Fund Code report 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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FIN-3002-W -- Provider Accounts Receivable - Weekly Activity - by RSN Code 
This report summarizes weekly activity associated with outstanding provider account receivables (A/R) for each financial cycle. This report will be 
utilized to aid in the tracking and control of account receivables, and to track all weekly activity associated with an outstanding A/R. This report will be 
grouped by reason code, including subtotals at reason code breaks. 


Technical Name 
FIN-3002-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R Number This is the number used to track account receivables throughout the system. 13 Number 
Adjustment Changes made to the A/R balance other than cash or offsets, such as state 


directed write-offs or increases. 
11 Number 


Beginning Balance The last receivable balance for this A/R number and provider prior to the start 
of the current financial cycle. This should equal the ending balance of the 
previous weeks report. 


11 Number 


Cash Amount This Cycle Indicates cash payments made in this processing cycle to decrease an account 
receivable. 


11 Number 


Ending Balance The current Account Receivable balance after this cycle date. Calculated by 
taking the A/R Balance At the Beginning of the Cycle, less the Cash Receipts 
This Cycle, less the Offset Amount This Cycle, and plus or minus the 
Adjustments. 


11 Number 


LOC The unique code which identifies the provider's service location 1 Character 
Last Activity Date The date the last activity was posted to the claims system. 10 Date (MM/DD/CCYY) 
Offset Amount This Cycle Amount satisfied in this cycle due to offsetting amounts otherwise due to the 


provider. 
11 Number 


Provider Number The ID of the provider for whom the activity was posted. 9 Number 
RSN Code The reason code assigned at the establishment of this A/R. 4 Character 
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Field Description Length Data Type 


Recoument Percent The percent amount determined by OHCA that is to be recouped from claims 
activity for each payment cycle until the A/R balance has been recovered. 


5 Number 


Recoupment Amount The dollar amount determined by OHCA that is to be recouped from claims 
activity for each payment cycle until the A/R balance has been recovered. 


11 Number 


Subtotals This is the subtotal for each column. 11 Number 
Totals This is the total for each column. 12 Number 
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Provider Accounts Receivable - Weekly Activity - by RSN Code Report Layout 
 
REPORT  : FIN-3002-W                                      STATE OF OKLAHOMA                                                         DATE: 
MM/DD/CCYY 
PROCESS : FINJW360                                MEDICAID MANAGEMENT INFORMATION SYSTEM                                            TIME:   
HH:MM:SS 
LOCATION: FINP0586                                   PROVIDER ACCOUNTS RECEIVABLE                                                   PAGE:     
99,999 
                                                    WEEKLY ACTIVITY – BY RSN CODE 
                                                   PERIOD: MM/DD/CCYY - MM/DD/CCYY 
 
               LAST 
--PROVIDER-- ACTIVITY          A/R      ----RECOUPMENT----         BEGINNING         CASH AMOUNT      OFFSET AMOUNT       ADJUSTMENT          
ENDING 
  NUMBER   LOC     DATE       NUMBER     PERCENT    AMOUNT          BALANCE          THIS CYCLE        THIS CYCLE                             
BALANCE 
RSN CODE: XXXX  
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
                                 SUBTOTAL FOR REASON CODE:        999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
 
RSN CODE: XXXX 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
XXXXXXXXX  X  MM/DD/CCYY  XXXXXXXXXXXXX  999.99  999,999,999.99   999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
                                  SUBTOTAL FOR REASON CODE:       999,999,999.99    999,999,999.99    999,999,999.99    999,999,999.99    
999,999,999.99 
 
 
                                                    TOTALS:     9,999,999,999.99  9,999,999,999.99  9,999,999,999.99  9,999,999,999.99  
9,999,999,999.99 
 
                                             * * * * END OF REPORT * * * * 
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Associated Programs 
Program Description 


finp0586 Create A\R activity report 


Finance Procedures Manual  Section 5: Financial Reports 


Library Reference Number: OKFIN 5-335 
Revision Date: December 2004 
Version: 1.6 







FIN-3005-M -- Non-Provider Accounts Receivable 
M8912R01. This report is sequenced by the recipient ID number, then by the receipt date. This report summarizes accounts receivable information for 
all non-providers. A non-provider is a recipient that has an outstanding accounts receivable. The report provides the recipient ID number, then the 
request date, followed by the request amount, after that it is broken down into multiple receipt dates. Each receipt date has a receipt number, a receipt 
amount, and a receipt to date.  
 
This process repeats itself for all of the recipient ID numbers 
 
The bottom of the report shows the total receipt amount for all recipient ID numbers and it also shows the total receipt to date for all ID numbers. 


Technical Name 
FIN-3005-M 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Acctnum This is the account number. 8 Number 
Applied Amount This is the amount that has been applied to date. 11 Number 
Balance Amount This is the outstanding balance of the A/R at the time of the report. 11 Number 
Last-Act Date This is the date that the A/R received it last recoupment. 10 Date (MM/DD/CCYY) 
Original Amount This is the original set up amount of the A/R. 11 Number 
Recipient ID This is the recipient's ID. 12 Character 
Recipient Name This is the recipient's name. 50 Character 
Set-Up Date This is the date that the A/R was set up. 10 Date (MM/DD/CCYY) 
Totals This is the totals for original amount, recouped amount, balance outstanding. 0 Number 


 


Section 5: Financial Reports Finance Procedures Manual 


5-336 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







Non-Provider Accounts Receivable Report Layout 
Report  : FIN-3005-M                                   OKLAHOMA MMIS                                            Run Date: 12/19/2001 
Process : FINJM610                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      15:46 
Location:                                 NON-PROVIDER ACCOUNTS RECEIVABLE REPORT                                   Page:          1 
                                                          DECEMBER 
 
                                                          SET-UP      LAST-ACT          ORIGINAL          APPLIED          BALANCE 
 RECIPIENT ID  RECIPIENT NAME                  ACCTNUM    DATE        DATE                AMOUNT           AMOUNT           AMOUNT 
 ------------  ------------------------------- ---------- ----------  ----------  --------------   --------------   -------------- 
 11111111111   REPORT TEST, TEST T             45298      10/31/2001  12/10/2001           $5.00            $3.00            $2.00 
 11111111111   REPORT TEST, TEST T             45304      11/01/2001  11/01/2001           $6.00           $-2.00            $8.00 
 11111111111   REPORT TEST, TEST T             45336      12/10/2001                       $4.00            $0.00            $4.00 
 22222222222   FLANAGAN, TRACI M               45333      12/10/2001  12/12/2001         $500.00           $80.75          $419.25 
 22222222222   FLANAGAN, TRACI M               45335      12/10/2001  12/10/2001          $10.00            $3.00            $7.00 
 90000000000   IGWEBUIKE, BABY T               45350      12/19/2001                      $55.68            $0.00           $55.68 
                                                                                ---------------- ---------------- ---------------- 
                                                                      TOTALS:            $580.68           $84.75          $495.93 
                                                                                                                  ================ 
 
 
                                                     ** END OF REPORT ** 


Associated Programs 
Program Description 


cat Concatenate 
finp2060 The Monthly Non-provider Accounts Receivable report program 
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FIN-3010-W -- Provider Manually Recovered Accounts Receivable 
This is a report of all A/R's that will not be systematically recouped. These A/R's have been set up for provider's and will be processed and recouped by 
means of the provider sending in payments. 


Technical Name 
FIN-3010-W 


Distribution 
User Copies Media Week Time 


 1 COLD   


Field Descriptions 
Field Description Length Data Type 


Acctnum This is the account number. 8 Number 
Applied Amount This is the amount that has been recouped to date. 11 Number 
Balance Amount This is the outstanding balance of the A/R at the time of the report. 11 Number 
Last-Act Date This is the date that the A/R received it last recoupment. 10 Date (MM/DD/CCYY) 
Original Amount This is the original set up amount of the A/R. 11 Number 
Provider ID This is the provider number (nine characters) and service location (one 


character) of the provider. 
10 Character 


Provider Name This is the provider name. 30 Character 
Set-Up Date This is the date that the A/R was set up. 10 Date (MM/DD/CCYY) 
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Provider Manually Recovered Accounts Receivable Report Layout 
Report  : FIN-3010-W                                   OKLAHOMA MMIS                                            Run Date: 12/19/2001 
Process : FINJW600                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      15:23 
Location:                             PROVIDER MANUALLY RECOVERED ACCOUNTS RECEIVABLE                               Page:          1 
                                                    AS OF:  12/12/2001 
 
                                                          SET-UP      LAST-ACT          ORIGINAL          APPLIED          BALANCE 
 PROVIDER ID   PROVIDER NAME                   ACCTNUM    DATE        DATE                AMOUNT           AMOUNT           AMOUNT 
 ------------  ------------------------------- ---------- ----------  ----------  --------------   --------------   -------------- 
 xxxxxxxx  A   last name, first name MI        45329      12/07/2001  12/07/2001         $100.00           $45.00           $55.00 
 xxxxxxxx  A   last name, first name MI        45330      12/07/2001  12/07/2001          $60.00           $30.00           $30.00 
 xxxxxxxx  A   last name, first name MI        1          11/19/2001  12/07/2001          $50.00          $-50.00          $100.00 
 xxxxxxxx  A   last name, first name MI        2          11/19/2001  12/07/2001          $50.00          $-10.00           $60.00 
 xxxxxxxx  A   last name, first name MI        3          11/19/2001  12/10/2001   $9,999,999.99      $126,011.11    $9,873,988.88 
                                                                                ---------------- ---------------- ---------------- 
                                                                    TOTALS:       $10,000,259.99      $126,026.11    $9,874,233.88 
                                                                                                                  ================ 
 
 
                                                     ** END OF REPORT ** 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-4000-W -- Provider Lien Activity 
The information on this report details provider lien activity for the current and previous payment cycles. The provider lien activity report is used to show 
the current status of a provider lien. 


Technical Name 
FIN-4000-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Applied Amount This Week Indicates the dollar amount from claims processing that was applied to the 
lien this week. 


11 Number 


Applied Amount To Date Indicates the dollar amount from claims processing that was applied to the 
lien to date. 


11 Number 


Balance Indicates the difference between the original amount, less any payments made 
to date or any increases/decreases made. 


11 Number 


Grand Total Amount This is the Grand Total of each amount column. 11 Number 
Grand Total Percentage This is the Grand total of percentage column. 5 Number 
Increase/Decrease Indicates the dollar amount that the lien amount increased or decreased by a 


manual adjustment during the current weekly cycle. 
11 Number 


LOC A one-byte alphabetic code used to indicate the location of the billing 
provider. 
 


1 Character 


Lien Date This is the setup date of the original lien transaction. MMDDCCYY 8 Number 
Lien Number This is the number used to track the lien through the system. 9 Character 
Lien Payment Amount Indicates the dollar amount of the provider's total weekly claims payment to 


be deducted each cycle. 
11 Number 


Lien Payment Percent Indicates the percentage of the provider's total weekly claims payment to be 5 Number 
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Field Description Length Data Type 


deducted each cycle. 
Lien Status This is the lien status. O = Open, C = Closed 1 Character 
Original Lien Amount Indicates the initial setup amount associated with this lien. 11 Number 
Provider Number Indicates the specific provider number's payments that the lien amount will be 


deducted from. 
9 Number 


Reason Code Indicates the reason why a lien is issued and the source of the lien document. 4 Character 
Status Indicates current status (open or closed). 1 Character 
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Provider Lien ActivityReport Layout 
REPORT  : FIN-4000-W                                  OKLAHOMA MMIS                                                  RUN DATE: MM/DD/CCYY 
PROCESS : FINJW350                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                     RUN TIME:      HH:MM 
LOCATION: FINP1180                                 PROVIDER LIEN ACTIVITY                                                PAGE:     99,999 
                                              PERIOD: MM/DD/CCYY - MM/DD/CCYY   
  
                                                                                                      
PROVIDER  LOC STATUS LIEN         LIEN    RSN     ORIG LIEN          LIEN PAYMENTS            APPLIEND AMOUNT            INCREASE      BALANCE      
NUMBER               DATE        NUMBER   CODE      AMOUNT       %                $       THIS WEEK       TO DATE        /DECREASE              
 
999999999  A    9    MMDDCCYY  999999999  9999  999,999,999.99  999.99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 
999,999,999.99 
999999999  A    9    MMDDCCYY  999999999  9999  999,999,999.99  999.99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 
999,999,999.99 


999999999  A    9    MMDDCCYY  999999999  9999  999,999,999.99  999.99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 
999,999,999.99 
999999999  A    9    MMDDCCYY  999999999  9999  999,999,999.99  999.99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 
999,999,999.99 
999999999  A    9    MMDDCCYY  999999999  9999  999,999,999.99  999.99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 
999,999,999.99 
999999999  A    9    MMDDCCYY  999999999  9999  999,999,999.99  999.99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 
999,999,999.99 
999999999  A    9    MMDDCCYY  999999999  9999  999,999,999.99  999.99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 
999,999,999.99 
 
                               GRAND TOTALS     999,999,999.99  999.99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 
999,999,999.99 


             


Associated Programs 
Program Description 


finp1180 Produce lien activity report 
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FIN-4050-W -- Payment Hold - Weekly Summary Report by Provider 
The report will reflect, by provider, both a total count and a total dollar amount associated with claims and financial transactions on hold. This report 
will also give a total dollar amount for all transactions. The report is designed to show by provider how many claims and financial transactions are being 
held and the dollar amount associated with those claims. It will be used to determine the impact of claim payment holds on providers. 


Technical Name 
FIN-4050-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Claim Processing Approved To Pay Amount Indicates the approved to pay amount of all claims on hold, 
by provider. 


11 Number 


Claim Processing Count Indicates the count for the financial transactions on hold, by 
provider. 


8 Number 


Financial Transactions Amount Indicates the dollar amount for the financial transactions on 
hold, by provider. 


11 Number 


Financial Transactions Count Indicates the number of financial transactions on hold, by 
provider. 


8 Number 


LOC A unique code which identifies the provider's service 
location. 
 


1 Character 


Provider Number This is the unique number used to identify the specific 
provider that the hold is being administered against. 


9 Number 


Total Amounts This is the total of the amount columns. 11 Number 
Total Counts This is the total counts 8 Number 
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Payment Hold - Weekly Summary Report by Provider Report Layout 
Report:  FIN-4050-W                                   OKLAHOMA MMIS                                         Date:  MMDDCCYY 
Process:                                            CLAIM PAYMENT HOLD                                      Time:  HH:MM:SS 
Location:                                       WEEKLY SUMMARY BY PROVIDER                                  Page:  99,999 
                                               Period:  MMDDCCYY - MMDDCCYY 
 
 
       PROVIDER  LOC         FINANCIAL TRANSACTIONS-              CLAIMS PROCESSING 
        NUMBER            COUNT               AMOUNT           COUNT          APPROVED TO PAY           TOTAL AMOUNT 
 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
       999999999   X    99,999,999        999,999,999.99      99,999,999        999,999,999.99        999,999,999.99 
 
        TOTALS          99,999,999        999,999,999.99      99,999,999        999,999,999.99      9,999,999,999.99 
 
                                                 * * * END OF REPORT * * * 
* * * NO DATA THIS RUN * * 


Associated Programs 
Program Description 


finp0503 Payment Holds reports 
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FIN-4051-W -- Payment Hold - Weekly Summary by Fund Code 
The report will reflect both a total count and a total dollar amount associated with claims and financial transactions on hold, by fund code. This report 
will also give a total dollar amount for all transactions. The claim payment hold weekly report is designed to show, by fund code, how many claims and 
financial transactions are being held and the dollar amount associated with the claim payment hold. It will also be used to determine the impact of claim 
payment holds on a specific fund code each week. 


Technical Name 
FIN-4051-W 


Distribution 
User Copies Media Week Time 


 1 COLD   


Field Descriptions 
Field Description Length Data Type 


Claim Processing Approved Pay Amount Indicates the dollar amount of all claims approved to pay on hold 
by provider. 


10 Number 


Claim Processing Count Indicates the number claims on hold by provider. 8 Number 
Financial Transactions Amount Indicates the dollar amount for the financial transactions on hold 


by provider. 
10 Number 


Financial Transactions Count Indicates the number of financial transactions on hold by 
provider. 


8 Number 


Fund Code Indicates to which fund code the claim payment hold is 
associated with. 


35 Character 


Program Total Amounts Program totals for each amount column. 12 Number 
Program Total Counts Program totals for each count column. 


 
8 Number 


Provider Number This is the unique number used to identify the specific provider 
that the hold is being administered against. (Nine characters for 
the provider ID, one character for the service location) 


10 Character 


Subtotal Amounts Subtotals for each amount column. 11 Number 
Subtotal Counts Subtotal for each count column. 8 Number 
Total Amount Indicates the total dollar amount for both claims processed and 11 Number 
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Field Description Length Data Type 


financial transactions on hold by provider. 
 


Payment Hold - Weekly Summary by Fund Code Report Layout 
REPORT:   FIN-4051-W                                   STATE OF OKLAHOMA                               RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                                MEDICAID MANAGEMENT INFORMATION SYSTEM                  RUN TIME:   HH:MM:SS 
Location:                                           CLAIM PAYMENT HOLD                                     Page:     99,999 
                                               WEEKLY SUMMARY BY FUND CODE                           
                                                Period:  MMDDCCYY - MMDDCCYY 
 
FUND: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
       PROVIDER            -FINANCIAL TRANSACTIONS-              CLAIMS PROCESSING 
        NUMBER            COUNT               AMOUNT           COUNT          APPROVED TO PAY           TOTAL AMOUNT 
 
       999999999   X    99,999,999        99,999,999.99        99,999,999        99,999,999.99        999,999,999.99 
       999999999   X    99,999,999        99,999,999.99        99,999,999        99,999,999.99        999,999,999.99 
       999999999   X    99,999,999        99,999,999.99        99,999,999        99,999,999.99        999,999,999.99 
       999999999   X    99,999,999        99,999,999.99        99,999,999        99,999,999.99        999,999,999.99 
 
       SUBTOTALS        99,999,999       999,999,999.99        99,999,999       999,999,999.99      9,999,999,999.99 
 
      PROGRAM TOTALS    99,999,999     9,999,999,999.99        99,999,999     9,999,999,999.99      9,999,999,999.99 
 
 * * * END OF REPORT * * * 
* * * NO DATA THIS RUN * * * 


 
Associated Programs 


Program Description 


finp0503 Payment Holds reports 


Section 5: Financial Reports Finance Procedures Manual 


5-346 Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







FIN-4052-W -- Claim Payment Hold - Aging 
This report lists all claim payment hold requests which have aged greater than 30 days. Included are the total number financial transactions and claims 
which are impacted by the hold and their associated dollar amount. The Claim Payment Hold Aging Report is designed to show, by control number, 
claim payment holds will have been kept in 'effective' status greater than 30 days. This report will be used to monitor aged holds on a weekly basis to 
ensure that claim payment holds have been updated with release dates, if applicable. The appropriate staff will review this report and validate that all 
holds which have aged greater than 30 days have been appropriately authorized. 


Technical Name 
FIN-4052-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Claims Amount Indicates the approved to pay amount of all claims on hold. 11 Number 
Claims Count Indicates the number claims on hold. 8 Number 
Control Number This is a unique number assigned to each claim payment hold requested 


by OHCA or other authorizing agent. 
8 Number 


Financial Transactions Amount Indicates the dollar amount for the financial transactions on hold. 11 Number 
Financial Transactions Count Indicates the number of financial transactions on hold. 8 Number 
Total Amount Indicates the total dollar amount for both claims processed and financial 


transactions on hold. 
11 Number 


Total Counts Indicates the total number of financial transactions and claims. 8 Number 
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Claim Payment Hold - Aging Report Layout 
REPORT:   FIN-4052-W                                   STATE OF OKLAHOMA                               RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                                MEDICAID MANAGEMENT INFORMATION SYSTEM                  RUN TIME: HH:MM:SS 
LOCATION: XXXXX                                 Claim Payment Hold Aging (> 30 Days)                       PAGE: 9,999 
                                                        PERIOD: MM/DD/CCYY-MM/DD/CCYY 
 
          CONTROL            -FINANCIAL TRANSACTIONS-              ---------CLAIMS--------- 
          NUMBER            COUNT               AMOUNT             COUNT              AMOUNT              TOTAL AMOUNT 
 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
         YYJJJSSS        99,999,999        999,999,999.99        99,999,999        999,999,999.99        999,999,999.99 
 
         TOTALS          99,999,999        999,999,999.99        99,999,999        999,999,999.99      9,999,999,999.99 
 
                                                         * * * END OF REPORT * * * 
* * * NO DATA THIS RUN * * 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-5000-A -- 1099 Payment Summary 
The 1099 Payment Summary is used to view all entities that have received payment during the year. The sequence is by Tax ID and then Provider ID. 
This report is done annually. This report lists all entities that received money during the year. 
 
The report displays the tax ID, the provider ID, location code (LOC), the check amount, the manual check amount, the claim refunds, the non-claim 
refunds, the voids, and the net 1099. 
 
At the end of the report is the 1099 totals. This gives totals for all of the Tax ID's. It displays totals for check amount, manual check amount, claim 
refunds, non-claim refunds, voids, and the net 1099 amount. 


Technical Name 
FIN-5000-A 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


1099 Totals This is the totals for the columns. 12 Number 
Check Amount The total dollar amount of all checks received by the provider during the year. 10 Number 
Claim Refunds The total dollar amount of all claim specific refunds received and processed 


during the year. 
10 Number 


LOC The service location of the provider who received monies during the year. 1 Character 
Manual Check Amount The total dollar amount of all manual checks received by the provider during the 


year. 
10 Number 


Net 1099 Amount The sum of Check Amount + Manual Check Amount - Claim Refunds - Non 
Claim Refunds - Voids. 


10 Number 


Non-Claim Refunds The total dollar amount of all non-claim specific refunds received and processed 
during the year. 


10 Number 


Number of Records This is the number of 1099 records generated. 9 Number 
Provider ID The provider ID of the provider who received monies during the year. 9 Number 
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Field Description Length Data Type 


Tax ID The tax ID of the provider who received monies during the year. 11 Character 
Voids The total dollar amount of all voids processed during the year. 10 Number 


 
1099 Payment SummaryReport Layout 


Report  : FIN-5000-A                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : FINJA100                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: finp1550                                 1099 PAYMENT SUMMARY                                             Page:      9,999 
                                                        TAX YEAR: YYYY 
  
  
  
                                            MANUAL CHECK                          NON-CLAIM                         
  TAX ID    PROVIDER ID    CHECK AMOUNT        AMOUNT         CLAIM REFUNDS        REFUNDS            VOIDS         NET 1099 AMOUNT 
----------- -----------  ---------------   ---------------   ---------------   ---------------   ---------------    ---------------    
XXX-XX-XXXX XXXXXXXXX X   $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99     
XXX-XX-XXXX XXXXXXXXX X   $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99     
XXX-XX-XXXX XXXXXXXXX X   $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99     
XXX-XX-XXXX XXXXXXXXX X   $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99     
XXX-XX-XXXX XXXXXXXXX X   $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99    $99,999,999.99     
  
         1099 TOTALS:  $9,999,999,999.99 $9,999,999,999.99 $9,999,999,999.99 $9,999,999,999.99 $9,999,999,999.99 $9,999,999,999.99  
 
   NUMBER OF RECORDS:  999,999,999 
  
                                           
           ** END OF REPORT ** 
 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-5001-A -- 1099 Exception 
Produced annually, this report, sorted by tax ID and provider number, lists all errors encountered during the 1099 process. The errors reported are: Total 
Amount Paid is Less than $600.00, Provider Number is Not On File, Provider Pay to Name Missing, Provider Pay to Address Missing, and Provider 
EIN/SSN is Missing or Invalid. 
 
The report displays the tax ID, the provider ID, the location code (LOC), the amount, and the error message that correspond to the tax ID. 


Technical Name 
FIN-5001-A 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Amount The net dollar amount of the entity for whom a 1099 is being processed. 10 Number 
Error Message The description of the error encountered during the 1099 process 30 Character 
LOC The service location of the entity for whom a 1099 is being processed. 1 Character 
Number of Records This is the number of error records. 6 Number 
Provider ID The provider ID or payee ID of the entity for whom a 1099 is being processed. 9 Character 
Tax ID The tax ID of the entity for whom a 1099 is being processed. 11 Character 
Total Amount This is the total dollar amount. 10 Number 
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1099 Exception Report Layout 
Report  : FIN-5001-A                                   OKLAHOMA MMIS                                            Run Date: MM/DD/YYYY 
Process : FINJA100                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: finp1550                                 1099 EXCEPTION REPORT                                            Page:      9,999 
                                                       TAX YEAR: YYYY 
  
  
  
                       TAX ID        PROVIDER ID            AMOUNT                    ERROR MESSAGE 
  
                     -----------     -----------        --------------          ------------------------------ 
                     XXX-XX-XXXX     XXXXXXXXX X        $99,999,999.99          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                     XXX-XX-XXXX     XXXXXXXXX X        $99,999,999.99          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                     XXX-XX-XXXX     XXXXXXXXX X        $99,999,999.99          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                     XXX-XX-XXXX     XXXXXXXXX X        $99,999,999.99          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                     XXX-XX-XXXX     XXXXXXXXX X        $99,999,999.99          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                     XXX-XX-XXXX     XXXXXXXXX X        $99,999,999.99          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                     XXX-XX-XXXX     XXXXXXXXX X        $99,999,999.99          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
                     XXX-XX-XXXX     XXXXXXXXX X        $99,999,999.99          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
  
        NUMBER OF RECORDS:   999,999   TOTAL AMOUNT:    $99,999,999.99 
  
                                                     ** END OF REPORT ** 
 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-5010-A -- Missing Provider Information 
This report shows which providers are missing tax related information. The information that they are missing is shown and the totals of the different 
pieces of information that is missing is shown. 


Technical Name 
FIN-5010-A 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Cycle Date This is the date of the cycle. 10 Date (MM/DD/CCYY) 
Error Msg This is the error message. 27 Character 
Number of Missing IRS Tax Ids This is the number of providers that are missing the tax id 


number. 
6 Number 


Number of Missing IRS Tax Information Total number of providers that are missing tax information 
in the T_IRS_W9_INFO table 


6 Number 


Number of Missing Tax ID's Total number of providers that are missing a Tax ID 6 Number 
Provider ID This is the provider number and service location. 11 Character 
Provider Name This is the provider's name. 39 Character 
Tax ID This is the tax identification number assigned to a provider 


by the Internal Revenue Service. 
11 Character 
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Missing Provider Information Report Layout 
Report  : FIN-5010-A                                   OKLAHOMA MMIS                                            Run Date: MM/DD/YYYY 
Process : FINJA600                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: finp1566                             MISSING PROVIDER INFORMATION                                         Page:      9,999 
                                                       TAX YEAR: YYYY 
  
         PROVIDER ID                PROVIDER NAME                   CYCLE DATE      TAX ID                ERROR MSG 
         -----------   ------------------------------------------   ----------   -----------    --------------------------- 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
         999999999 X   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   MM/DD/YYYY   999-99-9999    XXXXXXXXXXXXXXXXXXXXXXXXXXX 
  
         NUMBER OF MISSING TAX IDs            :    999,999 
         NUMBER OF MISSING IRS TAX INFORMATION:    999,999     


 


Associated Programs 
Program Description 


lbmsprnt2 Formats the Provider Name, Address and Tax ID Report 
lp UNIX Print Command 
prvphon1 Provider Phone Inquiry Report 
cat Concatenate 
COLD Report Storage and Indexing COLD Report Storage and Indexing 
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FIN-5011-A -- Provider Name Address and Tax ID 
This is an annual report. It is sequenced by provider number. This report gives provider name, address, provider number, and tax ID for each provider. 


Technical Name 
FIN-5011-A 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


City Mailing address city. This is the city where a carrier would deliver business mail. 15 Character 
IRS Provider Number Provider system assigned key to uniquely identify a provider within the system. 9 Character 
Provider Name This is the IRS Provider name 40 Character 
ST Mailing address state. The carrier entity uses this to designate what state to direct 


business mail. 
2 Character 


Street Address This is the street address for a carrier. 30 Character 
Tax ID This is the tax identification number assigned to a provider by the Internal Revenue 


Service. 
9 Character 


Zip Mailing address zip code. This is the first 5 digits of the zip code for a business 
mailing zip code. 


5 Character 
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Provider Name Address and Tax ID Report Layout 
Report : FIN-5011-A                                             Oklahoma MMIS                                Run Date: MM/DD/CCYY 
Process: XXXXX                                     Provider Name, Address, & Tax Id Report                   Run Time: HH:MM:SS 
Location:XXXXX                                        Period: MM/DD/CCYY - MM/DD/CCYY                        Page:     99,999 
 
Provider No.  IRS Provider Name                          Tax Id      Provider Address 
 
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  
 
                                                       *** NO DATA THIS RUN *** 


Associated Programs 
Program Description 


lbmsprnt2 Formats the Provider Name, Address and Tax ID Report 
lp UNIX Print Command 
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FIN-6006-W -- EFT Activity 
This report summarizes electronic funds transfer (EFT) activity for the current payment cycle. It lists each individual transaction for the providers 
participating in EFT for the week and the total dollar amount transferred. This report will be used to identify EFT activity for each payment cycle. It will 
also allow tracking of EFT participation trends and the dollars associated. 


Technical Name 
FIN-6006-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Account Name The name of the provider on the EFT. 22 Character 
Account Number The bank account number to which the EFT will be transferred. 21 Character 
Acct ID The identification provider number and service location number to which the 


EFT was issued. 
10 Character 


Bank Routing Number Indicates the bank routing number to which the EFT will be transferred. 9 Number 
EFT Amount The amount of the Electronic Funds Transfer. 11 Number 
EFT Number Indicates the unique number assigned for EFT tracking purposes. 9 Number 
Total EFT Amount The total dollar amount of all Electronic Funds Transfers for the current 


financial cycle. 
11 Number 
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EFT Activity Report Layout 
REPORT: FIN-6006-W                                       (Report Title)                               RUN DATE: MMDDCCYY 
PROCESS: FINJW200                           ELECTRONIC FUNDS TRANSFER ACTIVITY REPORT                 RUN TIME: HH:MM:SS 
LOCATION:                                         PERIOD: MMDDCCYY – MMDDCCYY                             PAGE: 99,999 
 
 
ACCT ID             ACCOUNT NAME           BANK ROUTING          ACCT NUMBER           EFT NUMBER          EFT AMOUNT 
999999999 B   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
999999999 A   XXXXXXXXXXXXXXXXXXXXXXX       999999999       999999999999999999999       999999999       $999,999,999.99 
 
                                             TOTAL:                                                     $999,999,999.99 
 
                                               * * END OF REPORT * * 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-6007-W – Stoppay/Void Reissue Detail Report Layout 
This report will list all stopped check numbers that have been reissued, dates and amounts, the reissued check number, the provider number and name, 
the reason code, the stoppay and reissue dates. It is run on a weekly basis, showing the activity for the week. This report will be used by the Provider 
Relations Reps to follow-up with providers as necessary, and will provide detail backup for bank reconciliations. 


Technical Name 
FIN-6007-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Check Amount The dollar amount of the original check. 11 Number 
Date Action Occurred The date the stoppay was performed. MMDDCCYY 8 Number 
Original Check Date The date of the original check. MMDDCCYY 8 Number 
Original Check Number The check number of the original check. 9 Number 
Payee ID # The ID of the payee for whom the stoppay and reissue has been requested. 9 Number 
Payee Name The name of the payee for whom the stoppay and reissue has been requested. 23 Character 
Reason Indicates the reason the stoppay request was issued. 40 Character 
Reason Code The reason code which identifies the status of the originally issued check. 1 Character 
Reissue Check Date The date of the reissue (replacement) check. MMDDCCYY 8 Number 
Reissue Check Number The check number of the reissued (replacement) check. 9 Number 
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Stoppay/Reissue Detail Weekly Activity Report Layout 
REPORT:   FIN-6007-W                                   STATE OF OKLAHOMA                               RUN DATE: MM/DD/CCYY 
PROCESS:  XXXXX                                MEDICAID MANAGEMENT INFORMATION SYSTEM                  RUN TIME: HH:MM:SS 
LOCATION: XXXXX                                 Stoppay/Void Reissue Detail                                PAGE: 9,999 
                                                        PERIOD: MM/DD/CCYY 
 
 
REASON         F MUTILATED 
                CHECK 
 
 
ORIGINAL     ORIGINAL     REISSUE     REISSUE     PAYEE            PAYEE NAME                  CHECK          REASON        DATE 
  CHECK       CHECK        CHECK       CHECK      ID #                                        AMOUNT           CODE        ACTION 
 NUMBER        DATE        NUMBER       DATE                                                                              OCCURRED 
999999999    MMDDCCYY    999999999   MMDDCCYY   999999999   XXXXXXXXXXXXXXXXXXXXXXX     $999,999,999.99          F        MMDDCCYY 
999999999    MMDDCCYY    999999999   MMDDCCYY   999999999   XXXXXXXXXXXXXXXXXXXXXXX     $999,999,999.99          F        MMDDCCYY 
999999999    MMDDCCYY    999999999   MMDDCCYY   999999999   XXXXXXXXXXXXXXXXXXXXXXX     $999,999,999.99          F        MMDDCCYY 
999999999    MMDDCCYY    999999999   MMDDCCYY   999999999   XXXXXXXXXXXXXXXXXXXXXXX     $999,999,999.99          F        MMDDCCYY 
 
 
   REASON:   0 FAILED EFT 
 
 
 
ORIGINAL     ORIGINAL     REISSUE     REISSUE     PAYEE            PAYEE NAME                  CHECK          REASON        DATE 
  CHECK       CHECK        CHECK       CHECK      ID #                                        AMOUNT           CODE        ACTION 
 NUMBER        DATE        NUMBER       DATE                                                                              OCCURRED 
999999999    MMDDCCYY    999999999   MMDDCCYY   999999999   XXXXXXXXXXXXXXXXXXXXXXX     $999,999,999.99          0        MMDDCCYY 
999999999    MMDDCCYY    999999999   MMDDCCYY   999999999   XXXXXXXXXXXXXXXXXXXXXXX     $999,999,999.99          0        MMDDCCYY 
999999999    MMDDCCYY    999999999   MMDDCCYY   999999999   XXXXXXXXXXXXXXXXXXXXXXX     $999,999,999.99          0        MMDDCCYY 
999999999    MMDDCCYY    999999999   MMDDCCYY   999999999   XXXXXXXXXXXXXXXXXXXXXXX     $999,999,999.99          0        MMDDCCYY 
 
 
 
 
                                                              * * END OF REPORT * * 
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Reissue Reason Codes 
 
REISSUE 
REASON 


DESCRIPTION 


CHECK OUTSTANDING 


C CHECK VOIDED 
D STOP/CHECK PRESENT 
E STOP/CHECK NOT PRESENTED 
F MUTILATED CHECK 
G VOID/INCORRECT PAYMENT 
H VOID/WRONG PROVIDER 
I VOID/DUPLICATE PAYMENT 
J VOID/WRONG LOCATION 
K VOID/WRONG PROVIDER ID 
L VOID/CHECK STALE-DATED 
M VOID/NEW TAX ID NUMBER 
N VOID/WRONG PROCEDURE CODE 
O VOID/FAILED EFT 


Associated Programs 
Program Description 


No associated Programs found 
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FIN-9100-D -- Lien Letter 
This letter is generated through the online windows. The user will key a specific cycle date and will then match the lien checks generated from the 
weekend financial cycle with the letters generated. 


Technical Name 
FIN-9100-D 


Distribution 
User Copies Media Week Time 


 1 Paper   
 1 COLD   


Field Descriptions 
Field Description Length Data Type 


City, ST Zip This is the Lien Holder's City 2 digit state and 5+4 zip code. 20 Character 
Cycle Date This is the Cycle date. 20 Character 
Lien Document Number This is the Lien Document Number. 20 Character 
Lien Holder's Address 1 This is the Lien Holder's mailing address line 1. 30 Character 
Lien Holder's Address 2 This is the Lien Holder's mailing address line 2 if necessary. 30 Character 
Lien Holder's name This is the Lien Holder's Name. 30 Character 
Lien Payment amount This is the Lien payment amount. 11 Number 
Original setup amount This is the Original setup amount. 11 Number 
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FIN-9100-D -- Lien Letter Report Layout 


{Cycle Date} 
 
 
{Lien Holder's Name} 
{Lien Holder's Address 1} 
{Lien Holder's Address 2} 
{City}, {ST}   {Zip Code}-{Zip Code 4} 
 
RE:  Lien Document {Lien Document Number} 
 
Dear {Lien Holder's Name} 
 
This letter is to notify you that we have received and processed your notice of levy/lien against payments or money 
owed to tax identification, lien order, or court order number {Lien Document Number}.  Enclosed is a check in the 
amount of ${$Lien Payment Amount} which accounts for all payments or money owed to this provider of service 
for the current week.   
 
In addition, we have set up a levy/lien against this provider's payments in our system in the amount of {$original 
setup amount}.  We will continue to assess this levy/lien order against this provider's payments until further 
notification is received or until the original lien amount has been satisfied.  Any increases or decreases to the 
original  levy/lien amount should be sent to the following address: 
 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
 
 
Sincerely, 
 
 
 
HCA 
Finance Unit 
 
Enclosure 
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Associated Programs 
Program Description 


No associated Programs found 
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FIN-9120-D -- Provider Accounts Receivable Notification Letter 
This report is generated online from the A/R Setup/Maintenance window. The purpose of this letter is to inform the owner of the outstanding accounts 
receivable record displaying on the window. The text for the letter will come from a Microsoft(R) word template, and the unique information related to 
the record will be plugged into the variables listed below. 


Technical Name 
FIN-9120-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R number This is the number of the A/R. 13 Number 
Address 1 This is the Provider's mailing address line 1. 30 Character 
Address 2 This is the Provider's mailing address line 2. 30 Character 
Balance This is the balance of the A/R. 10 Number 
City St, Zip5 + Zip4 This is the Provider's city 2 digit state and 5+4 zip code. 20 Character 
Cycle Date This is the date the A/R was generated in the following format: 


MONTH DD, CCYY. 
30 Character 


Name This is the Provider's full name or business name. 50 Character 
Provider ID This is the ID of the Provider. 9 Character 
Setup Amount This is the original setup amount. 11 Number 
Setup Date This is the setup date of the A/R in the following format: Month DD, 


CCYY. 
30 Character 
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Provider Accounts Receivable Notification Letter Report Layout 


   
JUNE 05, 2002  
name  
address  
city, state, zip 
  
Provider ID: xxxxxxxxx x  
  
Subject: Accounts Receivable record: 128  
  
Dear Provider: 
  
This letter is to notify you that we currently have an accounts receivable record with an outstanding balance of 
$35.00 set up in your name.  The above accounts receivable was originally set up for the amount of $35.00 on June 
05, 2002 .   We will assess this accounts receivable record against any payments until the outstanding balance has 
been satisfied.   
  
Sincerely, 
  
  
  
HCA 
Finance Unit 
  
Enclosure 
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Associated Programs 
Program Description 


No associated Programs found 
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FIN-9121-D -- Recipient Accounts Receivable Notification Letter 
This report is generated online from the A/R Setup/Maintenance window. The purpose of this letter is to inform the owner of the outstanding account 
receivable record displaying on the window. The text for the letter will come from a Microsoft(R) word template, and the unique information related to 
the record will be plugged into the variables listed below. 


Technical Name 
FIN-9121-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R number This is the Number of the A/R. 13 Character 
Address 1 This is the Recipient's mailing address line 1. 30 Character 
Address 2 This is the Recipient's mailing address line 2. 30 Character 
Balance This is the balance of the A/R. 10 Number 
City St, Zip5 + Zip4 This is the Recipient's city, 2 digit state and 5+4 zip code. 20 Character 
Cycle Date This is the date the A/R was generated in the following format: 


MONTH DD, CCYY. 
20 Character 


Client Number This is the Medicaid ID for the Recipient. 12 Character 
Name This is the full name of the name of the recipient in the following 


format: First Middle Init Last 
20 Character 


Setup Amount This is the original setup amount. 10 Number 
Setup Date This is the setup date of the A/R in the following format: Month DD, 


CCYY. 
30 Character 
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Recipient Accounts Receivable Notification Letter Report Layout 
   
JUNE 05, 2002  
name  
address  
city, state, zip  
  
Client Number: xxxxxxx xx  
  
Subject: Accounts Receivable record: 129  
  
Dear Sir or Madam: 
  
This letter is to notify you that we currently have an accounts receivable record with an outstanding balance of 
$10.00 set up in your name.  The above accounts receivable was originally set up for the amount of $10.00 on June 
05, 2002   Please contact us for information on how to close this account. 
  
Sincerely, 
  
  
  
HCA 
Finance Unit 
  
Enclosure 
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Associated Programs 
Program Description 


No associated Programs found 
 


Section 5: Financial Reports Finance Procedures Manual 


5-370  Library Reference Number: OKFIN 
Revision Date: December 2004 


Version: 1.6 







FIN-9122-D -- Provider Accounts Receivable Notification Letter Two 
This report is generated online from the A/R Setup/Maintenance window. The purpose of this letter is to inform the owner of the outstanding accounts 
receivable record displaying on the window. The text for the letter will come from a Microsoft(R) word template, and the unique information related to 
the record will be plugged into the variables listed below. 


Technical Name 
FIN-9122-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R number This is the number of the A/R 13 Character 
Address 1 This is the Provider's mailing address line 1. 30 Character 
Address 2 This is the Provider's mailing address line 2. 30 Character 
Balance This is the Balance of the A/R. 10 Number 
City St, Zip5 + Zip4 This is the Provider's city 2 digit state and 5+4 zip code 20 Character 
Cycle Date This is the date the A/R was generated in the following format: 


MONTH DD, CCYY. 
30 Character 


Name This is the Provider's full name or business name. 50 Character 
Provider ID This is the ID of the Provider and the provider’s service location. 10 Character 
Setup Amount This is the original setup amount. 11 Number 
Setup Date This is the setup date of the A/R in the following format: Month DD, 


CCYY. 
30 Character 
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Provider Accounts Receivable Notification Letter Two Report Layout 
 
 
JUNE 05, 2002  
name  
address  
city, state, zip  
  
Provider ID: xxxxxxxxx x  
  
Subject: Accounts Receivable record: 128  
  
Dear Provider: 
  
This letter is to remind you that we still have an accounts receivable record with an outstanding balance of $35.00 
set up in your name.  The above accounts receivable was originally set up for the amount of $35.00 on June 05, 2002 
.   We will continue to assess this accounts receivable record against any payments until the outstanding balance has 
been satisfied.   
  
Sincerely, 
  
  
  
HCA 
Finance Unit 
  
Enclosure 
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Associated Programs 
Program Description 


No associated Programs found 
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FIN-9123-D -- Recipient Accounts Receivable Notification Letter Two 
This report is generated online from the A/R Setup/Maintenance window. The purpose of this letter is to inform the owner of the outstanding account 
receivable record displaying on the window. The text for the letter will come from a Microsoft(R) word template, and the unique information related to 
the record will be plugged into the variables listed below. Technical Name 


Technical Name 
FIN-9123-D 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


A/R number This is the number of the A/R. 13 Character 
Address 1 This is the Recipient's mailing address line 1. 30 Character 
Address 2 This is the Recipient's mailing address line 2. 30 Character 
Balance This is the balance of the A/R. 10 Number 
City St, Zip5 + Zip4 This is the Recipient's city, 2 digit state and 5+4 zip code. 20 Character 
Cycle Date This is the date the A/R was generated in the following format: 


MONTH DD, CCYY. 
30 Character 


Client Number This is the Medicaid ID for the Recipient. 12 Character 
Name This is the full name of the name of the recipient in the following 


format: First Middle Init Last 
31 Character 


Setup Amount This is the original setup amount. 10 Number 
Setup Date This is the setup date of the A/R in the following format: Month DD, 


CCYY. 
30 Character 
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Recipient Accounts Receivable Notification Letter Two  
   
JUNE 05, 2002  
name  
address  
city, state, zip 
  
Client Number: X111111 11  
  
Subject: Accounts Receivable record: 129  
  
Dear Sir or Madam: 
  
This letter is to remind you that we still have an accounts receivable record with an outstanding balance of $10.00 
set up in your name.  The above accounts receivable was originally set up for the amount of $10.00 on June 05, 2002 
  Please contact us for information on how to close this account. 
  
Sincerely, 
  
  
  
HCA 
Finance Unit 
  
Enclosure 
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Associated Programs 
Program Description 


No associated Programs found 
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FIN-ERR-W -- Financial Extractor Error Report 
This reports all claims that have failed various edits within the financial extractor process. 


Technical Name 
FIN-ERR-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Error Description The description of the error. 100 Char 
Error Num The number assigned to the error which corresponds to the 


fin_error_code table. 
4 Number 


Error Type Type of edit which error occurred in. (PROVIDER, CLAIM, FUND 
CODE, RECIP.) 


10 Char 


Ext Type Type of Extractor the error occurred in (PHYS, PHRM, DNTL, 
UB92) 


4 Char 


SAK Sak of the claim in error. 9 Number (Integer) 
Total Number of Dental The total number claims in error for dental 9 Number 
Total Number of Error Messages The total number of all error messages on the report. (This is not the 


total number of claims in error) 
9 Number 


Total Number of Physician The total number claims in error for physician. 9 Number 
Total Number of UB992 The total number claims in error for UB992. 9 Number 
Total Numer of Pharmacy The total number claims in error for pharmacy. 9 Number 
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Financial Extractor Error Report Layout 
Process: FINJWERR Financial Extractor Error Report Run Time: 17:29:41 Location:FNIO6825 Period: 02/07/2002 - 02/13/2002 Page: 1 DEVELOPMENT 
Database is okmism1 Ext. Sak Error Type Error Num Error Description Type PHYS 70007251 FUND CODE 5040 Invalid Fund Code PHYS 70007359 PROVIDER 
1010 Provider Name Not Found PHYS 70007360 PROVIDER 1010 Provider Name Not Found PHYS 70007361 PROVIDER 1010 Provider Name Not Found PHYS 
70007362 PROVIDER 1010 Provider Name Not Found PHYS 70007364 PROVIDER 1010 Provider Name Not Found PHYS 70007365 PROVIDER 1010 Provider Name Not 
Found PHYS 70007378 PROVIDER 1010 Provider Name Not Found PHYS 70007380 PROVIDER 1010 Provider Name Not Found PHYS 70007386 CLAIM 9000 Invalid 
Claim Status Code CLAIM 2060 Phys Processed Dtls <> Header Dtls PHYS 70007440 PROVIDER 1010 Provider Name Not Found PHYS 70007467 FUND CODE 5040 
Invalid Fund Code PHYS 70007553 FUND CODE 5040 Invalid Fund Code UB92 70007169 FUND CODE 5040 Invalid Fund Code UB92 70007170 FUND CODE 5040 
Invalid Fund Code UB92 70007171 FUND CODE 5040 Invalid Fund Code UB92 70007177 FUND CODE 5040 Invalid Fund Code UB92 70007181 FUND CODE 5040 
Invalid Fund Code UB92 70007263 PROVIDER 1010 Provider Name Not Found UB92 70007265 FUND CODE 5040 Invalid Fund Code UB92 70007268 FUND CODE 5040 
Invalid Fund Code UB92 70007273 FUND CODE 5040 Invalid Fund Code UB92 70007274 FUND CODE 5040 Invalid Fund Code UB92 70007336 CLAIM 9000 Invalid 
Claim Status Code CLAIM 2080 UB92 Processed Dtls <> Header Dtls UB92 70007367 PROVIDER 1010 Provider Name Not Found UB92 70007411 FUND CODE 5040 
Invalid Fund Code  Report : FIN-ERR-W OKLAHOMA MMIS Run Date: 02/13/2002 Process: FINJWERR Financial Extractor Error Report Run Time: 17:29:41 
Location:FNIO6825 Period: 02/07/2002 - 02/13/2002 Page: 2 DEVELOPMENT Database is okmism1 Ext. Sak Error Type Error Num Error Description Type 
*************************************************************** *************************************************************** TOTAL NUMBER OF 
UB92 CLAIMS IN ERROR THIS RUN = 13 TOTAL NUMBER OF DENTAL CLAIMS IN ERROR THIS RUN = 0 TOTAL NUMBER OF PHARMACY CLAIMS IN ERROR THIS RUN = 0 
TOTAL NUMBER OF PHYSICIAN CLAIMS IN ERROR THIS RUN = 13 TOTAL NUMBER OF ERROR MESSAGES THIS RUN = 28 
***************************************************************  


Associated Programs 
Program Description 


No associated Programs found 
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FIN-RECID-W -- Financial Missing Receiver ID Error Report 
This report lists the provider IDs that were errored off during the electronic RA creation process in FINJW201. These providers were supposed to get an 
electronic RA but were sent a paper RA because they did not have a receiver ID set up. 


Technical Name 
FIN-RECID-W 


Distribution 
User Copies Media Week Time 


 1 COLD   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


LOC This is the provider service location. 1 Character 
Provider ID This is provider ID number. 9 Number 
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Financial Missing Receiver ID Error Report Layout 
Report  : FIN-RECID-W                                  OKLAHOMA MMIS                                            Run Date: MM/DD/YYYY 
Process : FINJW285                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MM 
Location: FINP1045                      FINANCIAL MISSING RECIEVER ID ERROR REPORT                                  Page:      9,999 
                                              PERIOD: MM/DD/YYYY-MM/DD/YYYY 
 
PROVIDER ID    LOC 
 
XXXXXXXXX      X 
XXXXXXXXX      X 
XXXXXXXXX      X 
XXXXXXXXX      X 
XXXXXXXXX      X 
XXXXXXXXX      X 
XXXXXXXXX      X 
 
                                                      ******* END OF REPORT ****** 


Associated Programs 
Program Description 


finp1045 Missing Receiver ID Error report 
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PAPR1099 -- Paper 1099 
The paper 1099 report is printed on preprinted 1099 forms. The form will be systematically generated and printed as defined by federal guidelines. 


Technical Name 
PAPR1099 


Distribution 
User Copies Media Week Time 


 1 Paper   


Field Descriptions 
Field Description Length Data Type 


Payee Address 1 Mailing address street 1. This is the street address for a carrier. 30 Character 
Payee Address 2 Mailing address street 2. This is the street address for a carrier. 30 Character 
Payee City Mailing address city. This is the city where a carrier would deliver 


business mail. 
15 Character 


Payee Name This is the name associated with an organization or person. 39 Character 
Payee Payment Amount This is the totals accumulated for one 1099 record. 11 Number 
Payee State Mailing address state. The carrier entity uses this to designate what 


state to direct business mail. 
2 Character 


Payee Tax ID This is the tax identification number assigned to a provider by the 
Internal Revenue Service. 
 


9 Character 


Payee Zip Code Mailing address zip code. This is the first 5 digits of the zip code 
for a business mailing zip code. 


5 Character 


Payee Zip Code 4 Mailing address zip code + 4. This is the last 4 digits of a zip code. 4 Character 
Payer Address This is the Payer's address. 30 Character 
Payer City, State, and Zip This is the Payer's city, state, and zip code. 30 Character 
Payer EIN This is the Payer's employee identification number. 10 Character 
Payer Name This is the Payer's name. 30 Character 
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Associated Programs 
Program Description 


lbms1099 Format Paper 1099's 
cat Concatenate 
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PAPRW2 -- Paper W2 
This is the Paper W-2 form sent to providers who have FICA withheld from their earnings. The form will be systematically generated and printed as 
defined by federal guidelines. 


Technical Name 
PAPRW2 


Distribution 
User Copies Media Week Time 


 1 Paper   
 1 Paper   


Field Descriptions 
Field Description Length Data Type 


No field documentation found for this report 
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Paper W2 Report Layout 
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Associated Programs 
Program Description 


No associated Programs found 
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Glossary 


This glossary defines the universal terms of the OHCA as presented in the Request 
for Proposals (RFP).   


AB Aid to the Blind 


ABD Aged, Blind and Disabled; references the SSA eligibility programs for these 
populations. 


(Microsoft or MS) 
Access 


PC-based database management system and application development language, 
made by Microsoft, that assists with the transfer of data into reports, invoices, and 
so forth. 


Ad Hoc Report A report produced for a particular purpose and not intended to become a permanent 
reporting requirement. Claim detail reporting in support of SURS is a part of 
normal SURS operations and is not included as an ad hoc report. 


ADA  American Dental Association 


Adjudicated Claim  A claim that has reached final disposition such that it is either to be paid or denied. 


Adjustment  A transaction that changes any information on a claim that has been adjudicated. 


AFDC  Aid to Families with Dependent Children 


AHCPR  Agency for Health Care Policy Research 


Allowed Amount  The amount payable or covered by the Oklahoma Medicaid Program. 


ALOS  Ambulatory Length of Stay 


ANSI  American National Standards Institute, an accepted standards-setting body for the 
computer industry. 


APD  Advance Planning Document – a document utilized to request enhanced federal 
financial participation. 


API  Application program interface 


AR  Accounts Receivable 


ASC Ambulatory surgical center 


ASCII American Standard Code for Information Interchange 


AVR(S)  Automated voice response eligibility verification (system) 


AWP  Average wholesale price 


BENDEX  Beneficiary data exchange system; a file containing data from HCFA regarding 
persons receiving benefits from the Social Security Administration. 


Bill  As refers to a bill for medical services, the submitted claim document, or EMC 
record; may contain one or more services performed. 
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Business Days  Official hours of operation based on a five (5)-day workweek, excluding Saturdays, 
Sundays, and official State of Oklahoma holidays. 


Buy-In  A procedure whereby the State pays a monthly premium to the Federal government 
on behalf of eligible medical assistance clients to enroll them in the Medicare  
Part B program. 


Capitated Service  Any Medicaid-covered service for which the contractor receives capitation 
payment. 


Capitation  A contractual arrangement through which a health plan or other entity agrees to 
provide specified health care services to enrollees for a specified prospective 
payment per member, per month. 


Capitation Claim  The monthly claim created by the MMIS which represents a specified prospective 
payment per member, per month for contracted health care services through a 
health plan or other entity. The payment is made to the health plan or other entity. 


Capitation Rate  The amount paid per member, per month for services provided at risk. 


CASE  Computer-aided software engineering 


Case Management  A health care method in which medical, social, and other services for a recipient 
are coordinated by one (1) entity. 


Case Manager  An individual who coordinates, monitors, and ensures that appropriate and timely 
care is provider to the recipient. 


CASS  USPS form #3553 


CD-ROM  Compact disk – read only memory 


Certification  Refers to the process utilized by HCFA to determine that an MMIS meets 
minimum requirements to be eligible for federal financial participation. 


CFR  Code of Federal Regulations 


CICS  Customer Information Control System, a communication manager software used 
for on-line applications in an IBM mainframe environment. 


Claim  A provider’s request for reimbursement for health care service delivery, the 
definition for vendor reimbursement purposes is included in the body of the ITB. 


Clean Claim  A claim which can be adjudicated without obtaining additional information from 
the provider of service or a third party; clean claims do not include claims from a 
provider that is under investigation for potential fraud and/or abuse or claims that 
routinely suspend even if due to billing errors by the provider. 


CLIA  Clinical Laboratory Improvement Act of 1988; a federally mandated set of 
certification criteria and a data collection and monitoring system to ensure proper 
certification of clinical laboratories. 


COBOL II  Common Object Business-Oriented Language, a programming language 


Glossary Finance Procedures Manual 


G-2 Library Reference Number: OKFIN 
Revision Date: September 2002 


Version: 1.0 







Contract  Referring to the written, signed agreements resulting from the RFP, for the 
implementation and operation of an MMIS and Contractor services for the State of 
Oklahoma, unless context clearly requires otherwise. 


Contract 
Amendment  


Any written alteration in the specifications, delivery point, rate of delivery, contract 
period, price, quantity, or other contract provisions of any existing contract, 
whether accomplished by unilateral action in accordance with a contract provision, 
or by mutual action of the parties to the contract; it shall include bilateral actions, 
such as change orders, administrative changes, notices of termination, and notices 
of the exercise of a contract option.  


Contractor  Bidder with whom the State has successfully executed a contract under this RFP. 
Fiscal Agent may refer to contractor within this document. 


Cost Avoidance  The payment methodology of avoiding part or all of Medicaid's payment when a 
third party resource is available to pay a claim. 


CPAS  Claims Processing Assessment System, an automated claims database used by the 
State for contractor quality control reviews. 


CPHA  Committee on Professional and Hospital Activities, which submits update tapes to 
the states for ICD-9-CM. 


CPT-4  Common Procedure Terminology, 4th Revision 


CPU  Claims Processing Unit 


DSMD  Data Systems Management Division 


Days  A twenty-four (24) hour period between midnight and midnight; regardless of 
whether or not it occurs on a weekend or holiday; it is a calendar day unless 
otherwise specified. 


DBMS  An integrated (object-oriented or relational) comprehensive database management 
system, including all data and all internal and linked databases. 


DDI  Design, development, and implementation 


DDSD  Developmental Disability Services Division 


DEA  Drug Enforcement Agency 


DEERS/CHAMPUS  Defense Enrollment Eligibility Reporting System/Civilian Health and Medical Plan 
of the Uniformed Services. 


DHS  State of Oklahoma Department of Human Services 


Deliverable  A product of a task milestone or MMIS requirement 


Denied Claim  A claim for which no payment is made because the claim is for noncovered 
services, is for an ineligible client, was performed by an ineligible provider, is a 
duplicate of a previously paid claim, or does not otherwise meet OCHA payment 
standards. 


DESI  Drug-effectiveness source identifier 
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DHHS  U.S. Department of Health and Human Services 


DHS  Oklahoma Department of Human Services 


DIS  Detailed Implementation Schedule 


DME  Durable Medical Equipment 


DMERC  Medicare durable medical equipment crossover file 


DRS  Oklahoma Department of Rehabilitation Services 


DSS  Decision Support System 


DTL  Detail 


DUR  Drug Utilization Review 


DUR Board  The State’s Drug Utilization Review Board, composed of physicians, pharmacists, 
and others experienced in drug therapy problems; the Board makes 
recommendations to the Oklahoma Medicaid Agency on DUR policies and 
procedures. 


EAC  Estimated acquisition cost for drugs 


EPSDT  Early and periodic screening, diagnosis, and treatment for medical, dental, vision, 
and hearing services. 


ECM  Electronic claims management 


ECS  Electronic claims submittal 


EDI  Electronic data interchange 


EFT  Electronic funds transfer 


EIS  Executive Information System 


Eligibility Files  The VSAM files which contain Medicaid recipient eligibility data. The Master 
Eligibility File (PS/2) is currently maintained by DHS on the State of Oklahoma 
mainframe and the files are transferred to the fiscal agent. The fiscal agent 
currently loads this file to create the Recipient Eligibility File for use in processing 
claims. 


EMC  Electronic media claims 


Encounter  A record of a medically related service (or visit) rendered to a Medicaid recipient 
who is enrolled in a participating health plan during the date of service; it includes 
(but is not limited to) all services for which the health plan incurred any financial 
responsibility. 


Encounter Data 
Claim  


A claim submitted by a coordinated care provider for the actual provider of service 
to plan enrollee. These claims go through full adjudication to determine payment, if 
any, which would have been made if the recipient had not been under the plan. 
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Enhanced Funding  Refers to the “enhanced” federal financial participation rates available for a state’s 
certified MMIS; 75% for operations and 90% for development. 


Enrollee  A person who has enrolled in a managed care health plan 


EOB  Explanation of Benefits 


EOMB  Explanation of Medical Benefits 


EOP  Explanation of Payments 


EVS  Electronic Verification System for verifying eligibility 


FACCT  Foundation for Accountability Conquest 2.0. 


FAF  Foundation for Accountability Fact 


Fee-for-Service  A method of health care reimbursement based upon payment for specific services 
on a client’s behalf. 


FEIN  Federal Employee Identification Number 


FFP  Federal Financial Participation; a percent of State expenditures to be reimbursed to 
the State by the Federal government for medical services and for administrative 
costs of the Medicaid program. 


FFS  Fee-For-Service 


FIPS  Federal Information Processing Standards 


FIPS PUB  Federal Information Processing Standards Publication 


Financial Cycle  The processing of claims from adjudication to payment. A financial cycle includes 
the updating of financial history and the preparation of provider payments and 
remittance advices. Actual release of payments is not considered part of the 
financial cycle. 


First Data Bank  A private firm supplying drug prices and other information to the Oklahoma 
MMIS. 


Fiscal Year 
(Federal)  


October 1 - September 30 


Fiscal Year (State)  July 1 - June 30 


FQHC  Federally Qualified Health center 


FY  Fiscal year 


GIS  Geographic Information System software package (for example, GEOACCESS). A 
software package that allows geographical information to be displayed using maps. 


GUI  Graphical User Interface. A graphical user interface is a "point and click" interface 
to a program, composed of menus, dialog windows, push-buttons, and so forth. 


HCBS  Home and Community Based Services, 
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HCFA  Health Care Financing Administration, responsible for the national administration 
of the Medicaid and Medicare programs. 


HCFA-1500  HCFA-approved claim form used to bill professional services. 


HCPCS  HCFA Common Procedure Coding System; a uniform health care procedural 
coding system approved for use by HCFA, describing the physician and non-
physician services covered by the Medicaid and Medicare programs and used 
primarily to report reimbursable services provided to patients. 


HHS  Health and Human Services. Refers to the U.S. Department of Health and Human 
Services. 


HDR  Header 


HEDIS  Health Plan Employer Data and Information Sheet 


HIPAA  Health Information Portability and Accountability Act – in general usage in this 
document the reference is to the Administrative Simplification provisions of this 
act.  


HMOs  Health Maintenance Organizations 


ICD-9-CM  International Classification of Diseases, 9th Revision, Clinical Modification. 


ICF  Intermediate Care Facility 


ICF-MR  Intermediate Care Facilities for the Mentally Retarded; services are covered for 
those who are mentally retarded or who have related conditions. 


ITF  Integrated Test Facility; allows the State and contractor to monitor the accuracy of 
the MMIS and to test proposed changes to the system by processing test claims and 
other transactions through the system without affecting normal operations. 


JAD Joint Application Design 


JCL  Job Control Language 


JCAHO  Joint Commission for the Accreditation of Healthcare Organizations 


Key Date  A specified date which, if not met, may jeopardize the operations start date. 


LAN  Local Area Network 


Lock-In  A recipient who has been identified as abusing the Medicaid program may be 
restricted, or "locked- in," to a specified physician and/or pharmacy. The recipient's 
eligibility record will indicate that the recipient is restricted. Only claims from the 
specified providers shall be paid, except as otherwise authorized by Medicaid. 


LTC  Long-Term Care, used to describe institutional-based services such as nursing 
facility and ICF/MR facility care.  


MAC  Medical Advisory Committee. Also refers to the state and federal Maximum 
Allowed Charge for drugs, depending upon context. 
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Managed Care  A comprehensive approach to the provision of health care that combines clinical 
services and administrative procedures with an integrated, coordinated system to 
provide timely access to cost-effective primary care and other medically necessary 
services. 


MCE  Managed Care Entity 


MARS  Management and Administrative Reporting System of the MMIS 


MCDATA  HCFA-proposed managed care universal data element 


Manual Check  A check issued by the state which is not generated by the system during a financial 
cycle. 


Medicaid  A federal/state medical assistance program authorized by Title XIX of the Social 
Security; it provides medical benefits for low-income persons and is jointly 
administered by the Federal and State governments. 


Medicare Buy-In  A procedure whereby the State pays a monthly premium to the Social Security 
Administration on behalf of eligible medical assistance clients to enroll them in the 
Medicare Part B program. 


MEQC  Medicaid Eligibility Quality Control 


MH  Mental Health 


Milestone  Completion of a task or a set of many tasks 


MMIS  Oklahoma’s federally-certified Medicaid Management Information System. 


MR  Mentally Retarded 


MSIS  Medicaid Statistical Information System (electronic 2082) 


MTS  Medicare Transaction System 


Must  Indicates a mandatory requirement or condition to be met; see "shall" and "will". 


NCPDP  National Council for Prescription Drug Programs (current standard is 3.2.C). 


NDC  National Drug Code; a generally accepted system for the identification of 
prescription and non-prescription drugs available in the U.S. 


NPI  National Provider Identification 


NDM  Network Data Mover 


NF  Nursing Facility; a long-term care facility licensed under State law and certified by 
Medicare to provide skilled and intermediate levels of care. 
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Normative Data  Data which has been compiled, often on a national level, to allow comparison with 
local data on the same subject. In health care, comparing providers' clinical 
performance has become increasingly important as competition has intensified and 
clinical outcomes are scrutinized more carefully. Severity-adjusted Weights and 
Normative Data are essential ingredients in these comparisons, because they allow 
managed care stakeholders to adjust for differences in casemix and severity.  


By utilizing standard weights and normative data appropriate for comparing 
differences in inpatient charges, lengths of stay, mortality, and so forth, local 
outcomes can be compared to nationally representative data for millions of 
services. 


Objection  An unwillingness to accept or acknowledge a mandatory requirement. 


OBDC  Open Database Connectivity 


OBRA  Omnibus Budget Reconciliation Act 


OFMQ  Oklahoma Foundation for Medical Quality 


OHCA  Oklahoma Health Care Authority, the Designated Single State Agency for 
administration of the Oklahoma Title XIX Medicaid Program. 


OIG  Office of the Inspector General 


OKMMIS  The State of Oklahoma fiscal agent operated Medicaid Management Information 
System. 


On-Line  Use of a computer workstation with visual display to immediately access computer 
files. 


ORYX  Name of the JCAHO hospital utilization database. 


OSCAR File  Online Survey Certification And Reporting; CLIA file and updates from HCFA 


OSI  Open Systems Interconnection 


Outcomes Data  In health care, Outcomes Data is that data which represents the results of medical 
treatment. Collection of initial information, for instance, documenting length, 
width, depth, volume, base, and location wound data, along with dressing type and 
changes for the treatment of the wound along with the diagnosis, age, and other 
health conditions collected during the patient's initial visit are necessary. The 
outcome of the treatment, for instance, degree of healing, time to heal, and so forth, 
must also be collected. Data analysis can be performed by the drawing of 
conclusions based on consistent data collection over time.  


Data such as frequencies for diagnosis, time to heal, type of procedure, average 
age, and so forth, can be developed. From this data benchmarks and best practices 
can be developed. 


PA  Prior Authorization 


PASARR  Pre-Admission Screening and Resident Review 


Pass-through 
Expenses  


Those expenses of a Contractor which are to be reimbursed at cost by Medicaid. 
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Patient Liability  Monthly income of a recipient in a long-term care or inpatient setting for more than 
thirty (30) days which must be applied to cost of care before Medicaid payment is 
made. 


PETI  Post Eligibility Treatment of Income 


PCCM  Primary Care Case Management 


PCP  Primary Care Provider 


PHP  Prepaid Health Plan 


PF  Program Function keys 


PMF  Provider Master File 


PMMIS  Pre-paid Medicaid Management Information System; refers to the system used to 
capture and process data related to the Oklahoma managed care program. 


POS  Point-Of-Service (also place of service on claims) 


PQAS  Prior Quarter Adjustment Statement 


Prime Contractor  The vendor with whom the State will contract for the services outlined in this ITB. 


PRO  Peer Review Organization 


Processed  Refund The correction of claim history performed in accordance with the 
instructions attached to a provider refund check. 


Pro-DUR  Prospective Drug Utilization Review 


Program Code  A series of codes reflecting the various programs in which the recipient is active for 
the particular eligibility period; the client may be assigned more than one program 
code at a time. 


Proposer  The corporation, partnership, or joint venture (including any and all subcontractors 
proposed thereby) that submits a timely, complete, and correctly formatted 
technical and business proposal in response to this RFP. 


Protest  A complaint about a governmental action or decision brought by a prospective 
bidder to the appropriate administrative section with the intention of achieving a 
remedial result. 


PS/2  The eligibility system operated by the Oklahoma Department of Human Services; it 
is used to determine eligibility for AFDC, Medicaid, Food Stamps, and so forth. 
This system interfaces with the OKMMIS in order to provide information about 
client eligibility. 


QA  Quality Assurance 


QARI  Quality Assurance Reporting Initiative 


QC  Quality Control 


QISM  Quality Improvement System for Managed Care 
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QMBs  Qualified Medicare Beneficiaries; Medicare Part A beneficiaries whose income is 
under one hundred percent (100%) of the poverty level but whose income or assets 
are too high to qualify for other regular Medicaid benefits. 


QWDI  Qualified Working Disabled Individual 


RA  Remittance Advice 


RDBMS  Relational Data Base Management System 


RDD  Requirements Definition Document 


RDT  Requirements Definition Task 


Refund  A repayment made by a provider, usually needed because of an error in billing, 
receipt of a late insurance payment, or a duplicate payment which resulted in an 
overpayment by Medicaid for services rendered. 


Returned Claim A claim which is returned to the provider prior to entry into the system due to lack 
of clean claim data or a claim which is returned after deletion. 


REVS  Recipient Eligibility Verification System, under the MMIS/Fiscal agent contract, 
the REVS consists of a voice response system accessed by a touch-tone telephone 
and an electronic communication system that can be accessed by a PC with a 
modem or point-of-sale device with a plastic swipe ID card. 


RFP  Request for Proposals 


RHC  Rural Health Clinic 


ROSI  Reconciliation of State Invoices 


RSD  Requirement Specifications Document 


Shadow Claims  Encounter claims equivalent to a regular claim  


Shall Indicates a mandatory requirement or condition to be met; see "must" and "will". 


SDX  State Data Exchange System; the Social Security Administration’s method of 
transferring SSI entitlement information to the State. 


SLIMB  Specified Low-Income Medicare Beneficiary; Medicare Part A beneficiaries under 
one hundred twenty percent (120%) of the Federal poverty level who have income 
or assets that are too high to qualify for regular Medicaid benefits. 


SNF  Skilled Nursing Facility; an institution (nursing facility) licensed under State law 
and certified by Medicare to provide skilled nursing and rehabilitative services. 


SoonerCare  The managed health care program through which the State of Oklahoma serves 
various populations, including the AFDC, Title XXI, and the ABD client 
populations. 


Spenddown  A periodic, usually six- (6-) month, “deductible” amount that must be incurred by 
medically needy recipients in order to reduce their income to Medicaid eligibility 
levels through payments to providers. 
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SQL  Structured Query Language for the definition, organization, and retrieval of data in 
a database management system (DBMS), including the tools for transaction, 
management, data integrity, and data administration. 


SSA  Social Security Administration of the Federal government 


SSI  Supplemental Security Income 


State Plan  The State Plan for Medical Assistance of the State of Oklahoma as approved by 
HHS for federal financial participation under Title XIX of the Social Security Act, 
as amended. 


State  The State of Oklahoma; refers to policies, decisions, procedures, receipt of data, 
and the like that are defined by Oklahoma State agencies. 


SUL  State Upper Limit 


Subcontractor  Any and all corporations, partnerships, agents, and/or individuals retained by the 
contractor (with prior written approval from the State) to perform services under 
this ITB, regardless of the amount, duration, or scope of the services provided and 
regardless of whether identified in the contractor’s proposal in response to this ITB 
or subsequently retained during the contract term. 


SURS  Surveillance and Utilization Review Subsystem; a federally- mandated MMIS 
subsystem that builds a statistical base for health care delivery and utilization 
pattern profiles for both providers and recipients and generates a listing of potential 
abusers for review by the Oklahoma Medicaid Agency. 


TAD  Turnaround Billing Document, usually refers to the LTC reimbursement document. 


TCN  Transaction Control Number used to uniquely identify the MMIS health care 
claims. 


Time Slice  The set of software and data files provided to the Contractor for system testing. The 
time slice shall include MMIS source and object modules, JCL, copy members, 
run-time input parameters, production files listed below, and a copy of actual claim 
input data, all created at the initial step of a full adjudication/financial cycle. 
Immediately prior to the running of a financial cycle, all files accessed in the 
complete adjudication and payment of a claim will be copied to tape by the current 
Contractor. These files/data and the MMIS software provided should allow 
Contractor to duplicate the actual production run for the same cycle. 


Title IV-E  The title of the Social Security Act which is an entitlement program whereby there 
is Federal financial participation in the costs of foster care maintenance and 
adoption assistance payments. 


Title XIX  Of the Social Security Act enacted Medicaid in 1965; synonymous with Medicaid. 


Title XVIII  Of the Social Security Act (Medicare). 


Title XXI  Of the Social Security Act. Establish the child health care programs for the 
uninsured. 


TPL  Third-Party Liability; also refers to the TPL subsystem of the MMIS. 


TPR  Third-Party Resource 
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TQM  Total Quality Management 


Turnover  Refers to the period of time for the transition from the current vendor to a 
replacement vendor either at the fulfillment of the contract or in the event of 
contract termination during the term of the contract. 


UB-92  Standard claim form used to bill hospital inpatient, outpatient, nursing facility, and 
other State-defined services. 


UPIN  Universal Provider Identification Number 


USPS  United States Postal Service 


Utilization Review  A review performed to determine the quality, quantity, appropriateness, and cost of 
care and services provided and to compare the findings against established norms. 


VAN’s  Value Added Networks 


WAC  Wholesale Average Cost 


WAN  Wide Area Network 


WIC  Women, Infants, and Children’s program 


Will  Indicates a mandatory requirement or condition to be met; see "must" and "shall". 


Working  Days Official hours of operation based on a five (5)-day workweek, excluding 
Saturdays, Sundays, and official state holidays. 


Workshops  General statewide training sessions conducted by Contractor to educate providers 
regarding proper billing procedures. 


YTD  Year-to-date 
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Preface 


 
The contents of this document include the minimum Information Security Policy, as well 
as procedures, guidelines and best practices for the protection of the information assets 
of the State of Oklahoma (hereafter referred to as the State).  The Policy, as well as the 
procedures, guidelines and best practices apply to all state agencies.  As such, they 
apply equally to all State employees, contractors or any entity that deals with State 
information.  
 
The Office of State Finance will communicate the Policy, procedures, guidelines and 
best practices to all state agencies.  In turn, all agencies are required to review the 
Policy and make all staff members aware of their responsibility in protecting the 
information assets of the State.  Those agencies that require additional controls should 
expand on the content included in this document, but not compromise the standards set 
forth. 
 
The Policy and those procedures prefaced by ―must‖ are mandatory as the system 
involved will be classified as insecure without adherence.  Guidelines and best practices 
are generally prefaced with ―should‖ and are considered as mandatory unless limited by 
functional or environmental considerations. 
 
It is recognized that some agencies have their own proprietary systems that may not 
conform to the Policy, procedures, guidelines and best practices indicated in this 
document.  A plan for resolution of these system limitations should be created.  Any 
exceptions are to be documented and be available on request.  Other non system 
related standards that do not require system modification, should be instituted as soon 
as possible.   
 
Revisions to this document are maintained collectively in Appendix E: Revisions, which 
includes a ―Revision Table‖ describing each addition, change or deletion and the date it 
was implemented.  All revisions are referenced using this procedure.  The original 
document will remain intact. 
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State of Oklahoma 


 
 


Information Security Policy 


 
 
Information is a critical State asset.  Information is comparable with other assets in that 
there is a cost in obtaining it and a value in using it.  However, unlike many other assets, 
the value of reliable and accurate information appreciates over time as opposed to 
depreciating.  Shared information is a powerful tool and loss or misuse can be costly, if 
not illegal.  The intent of this Security Policy is to protect the information assets of the 
State.   
 
This Security Policy governs all aspects of hardware, software, communications and 
information.  It covers all State Agencies as well as contractors or other entities who 
may be given permission to log in, view or access State information. 
 
Definitions: 


 Information includes any data or knowledge collected, processed, stored, 
managed, transferred or disseminated by any method. 


 The Owner of the information is the State Agency responsible for producing, 
collecting and maintaining the authenticity, integrity and accuracy of information.   


 The Hosting State Agency has physical and operational control of the hardware, 
software, communications and data bases (files) of the owning Agency.  The 
Hosting Agency can also be an Owner. 


 
The confidentiality of all information created or hosted by a State Agency is the 
responsibility of that State Agency.  Disclosure is governed by legislation, regulatory 
protections and rules as well as policies and procedures of the owning State Agency.  
The highest of ethical standards are required to prevent the inappropriate transfer of 
sensitive or confidential information.   
 
All information content is owned by the State Agency responsible for collecting and 
maintaining the authenticity, integrity and accuracy of the information.  The objective of 
the owning State Agency is to protect the information from inadvertent or intentional 
damage, unauthorized disclosure or use according to the owning Agency‘s defined 
classification standards and procedural guidelines.   
 
Information access is subject to legal restrictions and to the appropriate approval 
processes of the owning State Agency.  The owning State Agency is responsible for 
maintaining current and accurate access authorities and communicating these in an 
agreed upon manner to the security function at the State Agency hosting the 
information.   The hosting State Agency has the responsibility to adhere to procedures 
and put into effect all authorized changes received from the owning State Agencies in a 
timely manner.  
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Information security - The State Agency Director whose Agency collects and maintains 
(owns) the information is responsible for interpreting confidentiality restrictions imposed 
by laws and statutes, establishing information classification and approving information 
access.    The hosting State Agency will staff a security function whose responsibility will 
be operational control and timely implementation of access privileges.  This will include 
access authorization, termination of access privileges, monitoring of usage and audit of 
incidents.  The State Agencies that access the systems have the responsibility to protect 
the confidentiality of information which they use in the course of their assigned duties.   
 
Information availability is the responsibility of the hosting State Agency.  Access to 
information will be granted as needed to all State Agencies to support their required 
processes, functions and timelines.  Proven backup and recovery procedures for all data 
elements to cover the possible loss or corruption of system information are the 
responsibility of the hosting State Agency.  
 
The hosting State Agency is responsible for securing strategic and operational control of 
its hardware, software and telecommunication facilities.  Included in this mandate is the 
implementation of effective safeguards and firewalls to prevent unauthorized access to 
system processes and computing / telecommunication operational centers.  Recovery 
plans are mandatory and will be periodically tested to ensure the continued availability 
of services in the event of loss to any of the facilities. 
 
Development, control and communication of Information Security Policy, Procedures 
and Guidelines for the State of Oklahoma are the responsibility of the Office of State 
Finance.  This Policy represents the minimum requirements for information security at all 
State Agencies.  Individual agency standards for information security may be more 
specific than these state-wide requirements but shall in no case be less than the 
minimum requirements.  
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1.0 Introduction 


This document states the Policy and outlines procedures, guidelines and best practices 
required for creating and maintaining a secure environment for the storage and 
dissemination of information.   
 
It is critical that all agencies and their staff are fully aware of the Policy, procedures, 
guidelines and best practices and commit to protecting the information of the State.  
Common sense and high ethical standards are required to complement the security 
guidelines.    
 
The Policy, procedures, guidelines and best practices outlined represent the minimum 
security levels required and must be used as a guide in developing a detailed security 
plan and additional policies (if required).   
 


1.1 Background 


The Policy, procedures, guidelines and best practices are developed to coincide with the 
introduction of CORE systems to be hosted by the Office of State Finance; however 
they are not restricted to the systems being introduced.  The information Policy, 
procedures, guidelines and best practices apply to all agencies and are inclusive of their 
hardware facilities, software installations, communication networks / facilities as well as 
information. 
 


1.2 Policy, Procedures, Guidelines 


The Office of State Finance has, among other responsibilities, the mandate to establish 
minimum mandatory standards for information security and internal controls as well as 
contingency planning and disaster recovery (reference: Oklahoma Statute, Title 
62.Public Finance, Chapter 1, Budget Law of 1947, Section 41.5a – Duties of 
Information Systems Division).   
 
In reference to the responsibilities stated above, the Statute reads as follows: 


“Such standards shall, upon adoption, be the minimum requirements applicable to all 
agencies. These standards shall be compatible with the standards established for the 
Oklahoma Government Telecommunications Network created in Section 1 of this act. 
Individual agency standards may be more specific than state-wide requirements but 
shall in no case be less than the minimum mandatory standards. Where standards 
required of an individual agency of the state by agencies of the federal government are 
more strict than the state minimum standards, such federal requirements shall be 
applicable.”  


1.3 Audience 


The Policy, procedures, guidelines and best practices are for distribution to all State 
agencies through their respective Security Representative who will then be responsible 
for communicating the details to State employees as well as contractors or other entities 
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whose position responsibilities include the creation, maintenance, or access of State 
information residing on any computer system or platform.  Appendix C assigns the 
primary responsibility of the procedures, guidelines and best practices to the User, 
Owning Agency, or Hosting Agency. 
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2.0 Information 


Management of information requires a working set of procedures, guidelines and best 
practices that provide guidance and direction with regards to security.  The primary 
focus is on the confidentiality and integrity of the information required for delivering 
information throughout the State. 
 


2.1 Information Confidentiality 


The overriding premise is that all information hosted or created by a State Agency is 
property of the State.  As such, this information will be used solely for performance of 
position related duties.  Any transfers or disclosures are governed by this rule.   
 
The confidentiality of all information created or hosted by a State Agency is the 
responsibility of all State Agencies.  Disclosure is governed by legislation, regulatory 
protections, rules as well as policies and procedures of the State and of the owning 
State Agency.  The highest of ethical standards are required to prevent the 
inappropriate transfer of sensitive or confidential information.   
 
Release of information is strictly for job related functions.  Confidentiality is 
compromised when knowingly or inadvertently, information crosses the boundaries of 
job related activities. 
 
Users must be required to follow good security practices in the selection and use of 
passwords.  Passwords provide a means of validating a user‘s identity and thereby 
establish access rights to information processing facilities or services.  All agency staff 
must be advised to: 


 keep passwords confidential, 
 avoid keeping a paper record of passwords, unless this can be stored securely, 
 change passwords whenever there is any indication of possible system or 


password compromise, 
 select quality passwords with a minimum length of eight characters which are: 


 easy to remember, 
 not based on anything somebody else could easily guess or obtain 


using person related information, e.g. names, telephone numbers 
and dates of birth etc., 


 free of consecutive identical characters or all-numeric or all-
alphabetical groups, 


 change passwords at regular intervals (passwords for privileged accounts should 
be changed more frequently than normal passwords),  


 avoid reusing or cycling old passwords, 
 change temporary passwords at the first log-on, 
 not include passwords in any automated log-on process, e.g. stored in a macro 


or function key, and 
 not share individual user passwords. 
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2.2 Information Content 


All information content hosted by a state agency is owned by and is the primary 
responsibility of the Agency responsible for collecting and maintaining the 
authenticity, integrity and accuracy of information.  The objective of the owning State 
Agency is to protect the information from inadvertent or intentional damage as well 
as unauthorized disclosure or use according to the classification standards and 
procedural guidelines of the owning State Agency.   


 
The following procedures must be followed by all State Agencies:  


 All information content must reflect the actual state of affairs of the respective 
Agency. 


 Changes in the status of personnel who have system access are entered in the 
system immediately and the appropriate authorization / change form sent to the 
hosting agency‘s Security Administration. 


 In the event of a dismissal, the respective Agency is to call and notify the hosting 
agency‘s Security Administration immediately. 


 


2.3 Information Access 


Information access is subject to legal restrictions and to the appropriate approval 
processes of the owning State Agency.  The owning State Agency is responsible for 
maintaining current and accurate access authorities and communicating these in an 
agreed upon manner to the security function at the State Agency hosting the 
information.    
 
All agencies must designate a security representative whose role includes: 


 communicating the information security Policy to all their respective agency‘s 
employees,  


 communicating the appropriate  procedures, guidelines and best practices to the 
responsible  user, owner, or people directly responsible for hosting activities as 
indicated in Attachment C, 


 granting, on behalf of their agency, user access to system functions, and 
 reporting all deviations to the Policy, procedures, guidelines and best practices. 


 
Procedures for the Security Administration function at the Hosting Agency are: 


 Confirm set up to the Agency Director and the individual concerned via email 
when the set up is complete for the role of Security Representative. 


 Confirm set up to the Security Representative and the individual concerned when 
the set up is complete for the use roles assigned. The email confirmation will 
include access rights assigned in the system. 


 A daily report will be run by the hosting agency to list terminations.  Security 
Administration at the hosting agency will lock the access privileges at the end of 
day on the effective date.  This does not preclude the responsibility of all 
agencies to notify the hosting agency of terminations using agreed upon formal 
notice or by the phone and/or email in the case of dismissals. 


 The hosting agency will run a weekly report of transfers and follow up with the 
agencies concerned if a change notification is not received. 
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 Users not using the system for 60 days will be automatically deactivated.  
Security Administration at the hosting agency will notify the respective user 
agency and will require an email or new activation form from the user agency‘s 
security representative to reactivate the individual.  


 
The hosting State Agency has the responsibility to adhere to procedures and put into 
effect all authorized changes received from the owning State Agencies in a timely 
manner. 
  


2.4 Information Security 


The State Agency Director whose Agency collects and maintains (owns) the information 
is responsible for interpreting all confidentiality restrictions imposed by laws and statutes 
as well as establishing information classification and approving information access.  The 
hosting State Agency will staff a Security Administration function whose responsibility 
will be operational control and timely implementation of access privileges.   
 
System limitations may prevent all of the following procedures to be implemented, 
however, when possible, these rules apply: 


 Passwords will be required to be a minimum of 8 characters long, containing at 
least one (1) numeric character. 


 Passwords will expire in a maximum of 90 days. 
 Passwords will be deactivated if not used for a period of 60 days. 
 Passwords for a given user should not be reused in a 12 month period.   


 
The State Agencies that access the systems have the responsibility to protect the 
confidentiality of information which they use in the course of their assigned duties.   
 


2.5 Information Availability  


Information availability is the responsibility of the hosting State Agency.  Access to 
information will be granted as needed to all State Agencies to support their required 
processes, functions and timelines.  Proven backup and recovery procedures for all 
information elements to cover the possible loss or corruption of system data are the 
responsibility of the hosting State Agency.  
 
Required availability will vary with normal cycles of use (i.e. information is used 
constantly throughout the day, but is only periodically accessed during the evening by a 
backup process, becomes archival after the backup is complete).  The following asset 
availability definitions should include a statement detailing over what time period the 
definition is accurate for (i.e. Constant during business hours, archival after year-end, 
etc.):  
 


Availability Frequency of Use Loss / Absence Impact 


Constant Accessed at all times Immediate cessation of supported 
business functions 
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Availability Frequency of Use Loss / Absence Impact 


Regular Accessed intermittently by 
individuals but constantly by 
all users as a group (i.e. 
email) 


Interruption or degradation, but 
not cessation, of supported 
business functions 


Periodic Accessed intermittently, or on 
a schedule (i.e. year-end 
records) 


Delay of supported business 
functions 


Archival Not normally accessible Disruption of business support 
objectives 


 
The hosting State Agency will be responsible for: 


 publishing a Service Level Agreement for all users of the system including 
response time, hours of availability and all other services contracted, 


 ensuring all backups are current, secure and accessible, 
 ensuring information facilities and data can be recovered, and 
 ensuring adequate technical support for systems, data base access and 


operating systems. 
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3.0 Security Program Management 


Managing information security within the State can be layered into three components: 
 Central organization (Office of State Finance) is responsible for direction and 


leadership in all aspects of information security. 
 Agencies that host data services are responsible for creating system specific 


policies and guidelines to complement, but not contradict those issued by the 
central organization. 


 All agencies are required to develop procedures specific to their information and 
process flows to protect the integrity of information and guard against misuse or 
loss.  This is not limited to, but includes computer based information systems. 


 


3.1 Central Security Program 


In regards to information services, the Office of State Finance will develop, maintain and 
communicate polices and guidelines for the protection of information assets including 
but not limited to hardware, software, information and communications.  The Policy, 
Procedures, Guidelines and Best Practices will be mandatory for all agencies and 
represent the minimum standards that all agencies will adopt. 
 
Minimum standards will be issued for: 


 systems planning, 
 systems development methodology, 
 documentation, 
 hardware requirements and compatibility, 
 operating systems compatibility, 
 software and hardware acquisition, 
 information security and internal controls, 
 data base compatibility, and 
 contingency planning and disaster recovery. 


 


3.2 Hosting Agency Security 


Under the boundaries established by the minimum mandatory standards issued by the 
Office of State Finance, agencies hosting information and systems for their own use or 
for the use of other agencies will further develop, maintain and communicate polices 
and guidelines for the protection of information assets including but not limited to 
hardware, software, information and communications.   
 
All hosting agencies will: 


 follow a systems development methodology, 
 create and maintain adequate documentation, 
 develop hardware requirements and compatibility for review by the Office of 


State Finance, 
 ensure operating systems compatibility, 
 expand and apply information security and internal controls, 
 ensure data base compatibility, and 
 develop and test contingency planning and disaster recovery. 
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3.3 Agency Security 


All agencies have the responsibility of protecting their information assets from 
disclosure, loss or misuse.  As such all agencies are required to adhere to and have 
documented procedures for: 


 security of information flow within their area of control, 
 information retention, 
 information disposal (including shredding and deletion of electronic information), 


and 
 communication of information security Policy, procedures, guidelines and best 


practices monitoring adherence with polices. 
 


3.4 Incident Management 


Incident management responsibilities and procedures must be established by the 
hosting agency to ensure a quick, effective and orderly response to security incidents.  
Procedures must be established to cover all potential types of security incidents, 
including: 


 information system failures and loss of service, 
 denial of service, 
 errors resulting from incomplete or inaccurate business information, and 
 breaches of confidentiality. 


 
In addition to normal contingency plans (designed to recover systems or services as 
quickly as possible), the procedures must also cover: 


 analysis and identification of the cause of the incident, 
 planning and implementation of remedies to prevent recurrence, if necessary, 
 collection of audit trails and similar evidence, 
 communication with those affected by or involved with recovery from the incident, 


and 
 reporting the action to the security administration function at the hosting agency. 
 


Audit trails and similar evidence must be collected and secured as appropriate, for: 
 internal problem analysis, 
 use as evidence in relation to a potential breach of contracts, policies, or 


regulatory requirements, 
 use in the event of civil or criminal proceedings, e.g. under computer misuse or 


information protection, and 
 use in negotiating for compensation from software and service suppliers. 


 
Action to recover from security breaches and correct system failures should be carefully 
and formally controlled.  The procedures must ensure that: 


 only clearly identified and authorized staff are allowed access to live systems and 
information, 


 all emergency actions taken are documented in detail, 
 emergency action is reported to management and reviewed in an orderly 


manner, and 
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 the integrity of business systems and controls is confirmed with minimal delay. 
 


3.5 Event Logging and Monitoring 


Audit logs recording exceptions and other security-relevant events must be produced 
and kept for an agreed period to assist in future investigations and access control 
monitoring.  Audit logs should include: 


 user IDs, 
 dates and times for log-on and log-off, 
 terminal identity or location if possible, 
 records of successful and rejected system access attempts, and 
 records of successful and rejected data and other resource access attempts. 


 
Certain audit logs may be required to be archived as part of the record retention 
procedures or because of requirements to collect evidence. 
 
Procedures for monitoring use of information processing facilities must be established 
and the result of the monitoring activities reviewed regularly.  Such procedures are 
necessary to ensure that users are only performing activities that have been explicitly 
authorized.  The level of monitoring required for individual facilities should be 
determined by a risk assessment.  Areas that should be considered include: 


 Authorized access, including detail such as: 
 the user ID, 
 the date and time of key events, 
 the types of events, 
 the files accessed, and 
 the program/utilities used. 


 All privileged operations, such as: 
 use of supervisor account, 
 system start-up and stop, and 
 I/O device attachment/detachment. 


 Unauthorized access attempts, such as: 
 failed attempts,  
 access procedure violations and notifications for network gateways 


and firewalls, and 
 alerts from proprietary intrusion detection systems. 


 System alerts or failures such as: 
 console alerts or messages, 
 system log exceptions, and 
 network management alarms. 
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4.0 Risk Management 


Risk management encompasses risk assessment, risk mitigation as well as evaluation 
and assessment.  The risk assessment process includes identification and evaluation of 
risks and risk impacts and recommendation of risk-reducing measures.  Risk mitigation 
refers to prioritizing, implementing and maintaining the appropriate risk-reducing 
measures recommended from the risk assessment process.  Through a continual 
evaluation process, the hosting agency is responsible for determining whether the 
remaining risk is at an acceptable level or whether additional security controls should be 
implemented to further reduce or eliminate the residual risk.  
 


4.1 Risk Assessment 


The hosting agency will be responsible for determining the likelihood of an adverse 
event, the threats to system resources, the vulnerability of the system and the impact 
such an adverse event may have.   
 
To determine the likelihood of an adverse event, consider: 


 Motivation 
 Nature of the vulnerability 
 Current controls 


 
A threat needs, and cannot exist without a vulnerability.  A vulnerability is a weakness 
that can be intentionally or accidentally triggered.  Threats can be posed from a lot of 
sources, some of which are: 


 System Intruders (hackers) 
 Criminals 
 Terrorists 
 Espionage 
 Insiders which could be malicious or a result of poor training 


 
In identifying the vulnerabilities, consideration must be given to: 


 Hardware 
 Software 
 Network 
 System Interfaces 
 Data and information 
 People who support and use the system 
 Information sensitivity 


 
The impact of an adverse event is the: 


 Loss of Integrity 
 Loss of Availability 
 Loss of Confidentiality 
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4.2 Risk Mitigation 


All hosting agencies are responsible for reducing risk to all information assets.  The 
following are options provided in analyzing the alternatives. 
 Risk Assumption.  To accept the potential risk and continue operating the IT 


system or to implement controls to lower the risk to an acceptable level. 
 Risk Avoidance.  To avoid the risk by eliminating the risk cause and/or 


consequence (e.g., forgo certain functions of the system or shut down the system 
when risks are identified). 


 Risk Limitation.  To limit the risk by implementing controls that minimizes the 
adverse impact of a threat exercising a vulnerability (e.g., use of supporting, 
preventive, detective controls).   


 Risk Planning.  To manage risk by developing a risk mitigation plan that 
prioritizes, implements and maintains controls.   


 Research and Acknowledgment.  To lower the risk of loss by acknowledging the 
vulnerability or flaw and researching controls to correct the vulnerability.    


 Risk Transference.  To transfer the risk by using other options to compensate for 
the loss, such as purchasing insurance.   
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5.0 Personnel / User Issues 


Personnel awareness of the information security Policy, procedures, guidelines and best 
practices is the responsibility of all agencies.  Adherence to the Policy, procedures, 
guidelines and best practices is the responsibility of all state agencies on behalf of their 
employees. 
 
Information security must be adopted at all levels as a ―norm‖ of job performance.  
Information systems and data are vulnerable.  With constant re-enforcement and 
monitoring, individuals will accept their responsibility to protect the information assets of 
the State and relate their performance in this area to standards of performance. 
 
The IT staff must be alert and trained in offensive and defensive methods to protect the 
State information assets.  Adequate staffing and key position backup are essential to 
run and maintain a secure environment. 
 


5.1 Staffing 


Adequate staffing, training and backup is the responsibility of all hosting agencies.  Each 
agency will be responsible for: 


 ensuring qualifications meet position requirements, 
 identifying roles that will impact operations when not filled, i.e. if the incumbent 


leaves  or cannot perform the function, 
 ensuring training is in place to keep key individuals current with the technology 


available in the marketplace (this is particularly important with regards to the 
Internet and data base controls), and 


 documenting contingency plans if critical functions are not available. 
 


5.2 Awareness / Training 


Awareness is not training. The purpose of awareness presentations are simply to focus 
attention on security and are intended to allow individuals to recognize IT security 
concerns and respond accordingly.  Awareness relies on reaching broad audiences, 
whereas training is more formal, having a goal of building knowledge and skills to 
facilitate job performance. 
 
Effective IT security awareness presentations must be designed.  Awareness 
presentations must be on-going, creative and motivational, with the objective of focusing 
attention so that the learning will be incorporated into conscious decision-making.   
 
The Office of State Finance will be responsible for: 


 communicating the minimum standards for all related policies and procedures,  
 providing recommendations for best practices in selected areas related to 


information security, and 
 providing all necessary information for the development of an awareness 


program by the agencies. 
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All state agencies will: 
 create and present  security awareness sessions for their staff members, and 
 ensure all staff members have attended an awareness session.  


 
All current employees as well as new employees or contractors when hired that have 
access to any information assets must be briefed by the hiring or contracting agency as 
follows: 


 the access requirements of their position or contract, 
 their responsibilities for safeguarding sensitive information and assets, 
 all information security policies, procedures, guidelines and best practices, and 
 a written document outlining the contents of the briefing and the date, which 


should be signed by the individual briefed acknowledging receipt of its contents.  
 


5.3 Personal Computer Usage 


The agency computers of the State are provided for job related activities.  To this end, 
the hosting agency provides support in networking and information resources for its 
computing community.  
 
All users are given access to computers for job related duties and this usage must 
remain in compliance with State and agency policies as well as all state and federal 
laws governing usage and communication of information.  Failure to comply will result in 
the denial of access privileges and may for employees lead to disciplinary action up to 
and including dismissal.  For contractors, it may lead to the cancellation of the 
contractual agreement.  Litigation may ensue.  
 
In the effort to protect the integrity of the statewide network and its systems, any proof of 
unauthorized or illegal use of any agency computer and/or its accounts will warrant the 
immediate access to these files, accounts and/or systems by the hosting agency‘s 
security and information systems staff and appropriate action will be taken. 
 
Information Security Policy for computer usage prohibits the use of its resources to: 


 Send email using someone else's identity (Email forgery).  
 Take any action that knowingly will interfere with the normal operation of the 


network, its systems, peripherals and/or access to external networks. 
 Install any system or software on the network without prior approval. 
 Install any software systems or hardware that will knowingly install a virus, Trojan 


horse, worm or any other known or unknown destructive mechanism. 
 Attempt IP spoofing.  
 Attempt the unauthorized downloading, posting or dissemination of copyrighted 


materials.  
 Attempt any unauthorized downloading of software from the Internet. 
 Transmit personal comments or statements in a manner that may be mistaken as 


the position of the State. 
 Access, create, transmit (send or receive), print or download material that is 


discriminatory, derogatory, defamatory, obscene, sexually explicit, offensive or 
harassing based on gender, race, religion, national origin, ancestry, age, 
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disability, medical condition, sexual orientation or any other status protected by 
state and federal laws.  


 
Furthermore, it is the State‘s position that all messages sent and received, including 
personal messages and all information stored on the agency‘s electronic mail system, 
voicemail system  or computer systems are State property regardless of the content.  As 
such, the hosting agency reserves the right to access, inspect and monitor the usage of 
all of its technology resources including any files or messages stored on those 
resources at any time, in its sole discretion, in order to determine compliance with its 
policies, for purposes of legal proceedings, to investigate misconduct, to locate 
information or for any other business purpose.  
 


5.4 Email Usage 


Electronic mail (email) is a highly efficient form of modern communication media. Used 
appropriately, email provides people with a means to communicate thereby facilitating 
business contact.  However, this convenience also tempts users to experiment or take 
advantage of this media, resulting in email of unwelcome types (collectively known 
along with other unwelcome activity as Net Abuse).   The improper use of this email 
technology may jeopardize systems integrity, security and service levels.  Access to 
email is provided to users to assist them to perform their work and their use of email 
must not jeopardize operation of the system or the reputation and/or integrity of the 
State. 
 
Email accounts are made available to all agency staff that require the service for the 
performance of job related functions.  The following statements apply: 


 All email and associated system resources are the property of the State.  Email is 
subject to the same restrictions on its use and the same review process as is any 
other government furnished resource provided for the use of employees.  Its use 
and content may be monitored. 


 Email usage must be able to withstand public scrutiny.  Users must comply with 
all applicable legislation, regulations, policies and standards.  This includes 
complying with copyright and license provisions with respect to both programs 
and data.  


 While email is provided as a business tool to users, its reasonable, incidental use 
for personal purposes is acceptable.  This use must not, however, detrimentally 
affect employee productivity, disrupt the system and/or harm the government's 
reputation.  


 Users may not:  
 use email for commercial solicitation or for conducting or pursuing 


their own business interests or those of another organization, 
 use email to distribute hoaxes, chain letters  or advertisements 


and/or send rude, obscene, threatening or harassing messages, 
 use email to distribute pornographic material or hate literature, 
 use email to harass other staff members, 
 use email to send executable programs or games, 
 use email to send potentially offensive material, and  
 propagate viruses knowingly or maliciously. 
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 Users must not send, forward and/or reply to large distribution lists concerning 
non-government business.  In addition, users must consider the impact on the 
network when creating and using large, work-related distribution lists.  


 Email is a record and therefore management of email must comply with existing 
legislation, regulations, policies and standards. 


 Alleged inappropriate use of the email technology will be reviewed by the agency 
involved as well as the hosting agency on a case by case basis and may lead to 
disciplinary action up to and including dismissal.  In respect to contractors, it may 
lead to cancellation of the contractual arrangement.  In any of the cases, it may 
lead to litigation. 


 


5.5 Internet / Intranet Security 


The World Wide Web (WWW) is a system for exchanging information over the Internet.  
An Intranet is a proprietary network that is specific for an entity, such as the State. 
 
At the most basic level, the Web can be divided in two principal components:  Web 
servers, which are applications that make information available over the Internet (in 
essence publish information) and Web browsers (clients), which are used to access and 
display the information stored on the Web servers.  The Web server is the most targeted 
and attacked host on most organizations‘ network.  As a result, it is essential to secure 
Web servers and the network infrastructure that supports them.   
 
The specific security threats to Web servers generally fall into one of the following 
categories: 


 Malicious entities may exploit software bugs in the Web server, underlying 
operating system or active content to gain unauthorized access to the Web 
server.  Examples of unauthorized access are gaining access to files or folders 
that were not meant to be publicly accessible or executing privileged commands 
and/or installing software on the Web server. 


 Denial of Service attacks may be directed to the Web server denying valid users 
an ability to use the Web server for the duration of the attack. 


 Sensitive information on the Web server may be distributed to unauthorized 
individuals. 


 Sensitive information that is not encrypted when transmitted between the Web 
server and the browser may be intercepted. 


 Information on the Web server may be changed for malicious purposes.  Web 
site defacement is a commonly reported example of this threat. 


 Malicious entities may gain unauthorized access to resources elsewhere in the 
organization‘s computer network via a successful attack on the Web server. 


 Malicious entities may attack external organizations from a compromised Web 
server, concealing their actual identities and perhaps making the organization 
from which the attack was launched liable for damages. 


 The server may be used as a distribution point for illegal copies software attack 
tools, or pornography, perhaps making the organization liable for damages. 


 
The hosting agency is responsible for the Web server.  Some examples of controls to 
protect from unauthorized access or modification are: 
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 install or enable only necessary services, 
 install Web content on a dedicated hard drive or logical partition,  
 limit uploads to directories that are not readable by the Web server,  
 define a single directory for all external scripts or programs executed as part of 


Web content, 
 disable the use of hard or symbolic links, 
 define a complete Web content access matrix that identifies which folders and 


files within the Web server document directory are restricted and which are 
accessible (and by whom), and 


 use host-based intrusion detection systems and/or file integrity checkers to 
detect intrusions and verify Web content. 


 
Maintaining a secure Web server is the responsibility of the hosting agency and involves 
the following steps: 


 configuring, protecting and analyzing log files, 
 backing up critical information frequently, 
 maintaining a protected authoritative copy of the organization‘s Web content, 
 establishing and following procedures for recovering from compromise,  
 testing and applying patches in a timely manner, and 
 testing security periodically. 


 
A firewall environment must be employed to perform the following general functions: 


 filter packets and protocols, 
 perform inspection of connections,  
 perform proxy operations or selected applications, 
 monitor traffic allowed or denied by the firewall, and 
 provide authentication to users using a form of authentication that does not rely 


on static, reusable passwords that can be sniffed. 
 
The hosting agency responsible for Internet security will: 


 Keep operational systems and applications software up to date.  Because 
software systems are so complex, it is common for security-related problems to 
be discovered only after the software has been in widespread use.  Although 
most vendors try to address known security flaws in a timely manner, there is 
normally a gap from the time the problem is publicly known, the time the vendor 
requires to prepare corrections and the time you install the update.  This gap 
gives potential intruders an opportunity to take advantage of this flow and mount 
an attack on computers and networks.  To keep this time interval as short as 
possible, it is required to stay aware of: 


 announcements of security-related problems that may apply, 
 immediate actions to reduce exposure to the vulnerability, such as 


disabling the affected software and 
 permanent fixes from vendors. 


 Restrict only essential network services and operating system on the host server.   
 Ensure that only the required set of services and applications are 


installed on the host server.  Either do not install unnecessary 
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services or turn the services off and remove the corresponding files 
(and any other unnecessary files) from the host. 


 Configure computers for file backup. 
 Protect computers from viruses and programmed threats. 
 Allow only appropriate physical access to computers. 
 Design, implement and monitor an effective firewall system.   
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6.0 Help Desk Management 


A world class Help Desk is characterized by responsiveness, knowledge, feedback and 
improvement.  The speed at which issues are resolved, the number of requests handled 
by the first level in support, the follow-up with the user community on status, security 
and the monitoring of performance with the goal of continuous improvement are the 
characteristics that separate a progressive, secure, mission critical operation from the 
ordinary, reactive operation.   
 
The mandate of the help desk function should include: 


 Adherence to all policies and procedures as published. 
 Recommendation of new and/or changes to policies and procedures. 
 Ownership of all the calls until reassigned or routed.   
 Performance of all front line tasks such as password resets, printer resets, etc. 
 Routing of system or technical queries to the knowledge expert responsible.   
 Reporting on and monitor calls. 
 Reporting and escalation of all incidents of suspicious activity or violations of 


security. 


The following is a list of suggested reports required for managing the Help Desk. 
 Incident Report – Content: all known information, status.  


Schedule: Immediately.  Distribution: Security Administration at 
hosting Agency. 


 Call Activity – Content: calls by type agency, severity average 
resolution time.  Schedule: Monthly.  Distribution: Management. 


 Open Calls – Content: calls by user agency, severity, ranked by 
oldest time open.  Schedule: Weekly.  Distribution: Help Desk, 
Knowledge Experts. 


 Daily Activity – Content: calls received by time of day.  Schedule: 
Daily.  Distribution: Help Desk. 


 Repeat Calls - Content: number of calls ranked by user (over 3) 
showing Agency, type.  Schedule: Monthly.  Distribution: 
Knowledge Expert and Director of the agency generating the calls. 


 


6.1 Support Calls 


Call handling and routing is the responsibility of the hosting agency‘s help desk function.  
This function should present a standard front to all users of their services including 
telephone calls, emails and voice mails.  Information on all calls will be logged and 
violations in security or suspicious activity will be reported immediately to the 
appropriate designated authority. 
The help desk function will verify the identity of the caller by: 


 Obtaining their name. 
 Verifying a question and answer submitted on a Systems Access Authorization 


Request. 
 Requesting additional information, such as: 


 User ID (interchangeable with Log-on ID) 
 Agency 
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 Phone number  
 


6.2 Password Resets 


Password resets are the responsibility of the hosting state agency‘s help desk function.  
Identities of requestors will be verified by the help desk, logged and confirmed back to 
the user at the respective State Agency.     
 
It is the responsibility of the requestor from all State Agencies, in requesting a password 
reset, to confirm their identity.  This may be accomplished by: 


 Providing their name. 
 Answering a unique question and answer submitted on sign up, such as:  place 


of birth, mother‘s maiden name, etc.). 
 Providing additional information as may be requested, such as:  


 Agency 
 Phone number  


 
The responsibility of the host agency‘s Help Desk is to: 


 Confirm the identity of the requestor. 
 Report all suspicious activity to the security Administrator immediately.  


Discrepancies in answers, inability to provide the correct User ID, frequent 
requests for changes to the same User ID, or obvious password sharing 
constitute security breaches and will be reported. 


 Reset the password. 
 Log details of the call. 
 Confirm the password reset to the user registered to the User ID via email. 
 Report activity monthly to each State Agency involved. 


 


6.3 Voice Mail Security 


The voice mail feature of many PBXs can be a particularly vulnerable feature. This is 
because voice mail is typically used to let someone store voice messages at a central 
location by calling in from any inside or outside line and then retrieve the messages from 
any inside or outside line.  It also grants the general public access to the PBX system. 
 
In retrieving messages, the target extension and a password are usually required to gain 
access to the messages.  Since the target extension is usually easy to determine, the 
only significant restriction to an adversary is the password.  Once an adversary 
determines a target user‘s password all messages left for the target user are accessible 
to the adversary.  The adversary could also delete messages from the target user‘s 
mailbox to prevent an important message from getting to the target user.  Some 
guidelines to secure the contents of voice mail include the following: 


 Default and obvious passwords must be changed at initial log-in.  The target 
user‘s extension is easily known.  Default passwords established at system 
initialization time may never have been changed. 


 Fixed length passwords are more vulnerable than variable length passwords.  
Variable length passwords can be terminated by a special key such as the # or * 
key.  If not, the passwords would probably be of fixed length and it reduces the 
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number of random combinations that may be tried before a correct password is 
found. 


 Non-terminated password entry should be avoided.  Some systems accept a 
continuous string of digits, granting entry when the correct password sequence is 
entered.  By not requiring a password entry to be terminated, the length of the 
average sequence needed to guess a four-digit password is reduced by a factor 
of five. 


 A complete password must be entered before an incorrect password is rejected.  
If it is rejected on the first incorrect digit, sequential guessing becomes much 
more practical.  For example, on such a system that has a fixed password length 
of four and uses the digits 0-9, it would take at most 40 sequential attempts to 
guess a password. On a system that required all four digits to be entered at most 
10,000 guesses would be required. 


 Disallow access to external lines via the Voice Mail system. 
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7.0 Physical and Environmental Security 


The hosting agency has the responsibility for documentation, execution, monitoring and 
testing of a physical security plan for both computer and telecommunication assets.  
This physical security plan would evaluate the risks from potential losses due to: 


 physical destruction or theft of physical assets, 
 loss or destruction of information and program files, 
 theft of information, 
 theft of indirect assets, and 
 delay or prevention of computer processing. 


 
Included in the plan would be measures for reducing the possibility of a loss and must 
address: 


 changes in the environment to reduce exposure, 
 measures to reduce the effect of a threat, 
 improved control procedures, 
 early detection, and 
 contingency plans. 


 


7.1 Operations Center 


The following are guidelines of the action items for establishing, implementing and 
maintaining a physical security program at the hosting agency: 


 conduct a risk analysis (refer to section 4), 
 determine local natural disaster probabilities, 
 protect supporting utilities 
 ensure computer reliability, 
 provide physical protection 
 implement procedural security, 
 plan for contingencies, 
 develop security awareness, and 
 validate the program. 
 


7.2 Operations Monitoring 


Hosting agencies can monitor security effectiveness by comparing performance to the 
metrics in a service level agreement and incidents that occur in violation of security 
policies, procedures, guidelines and best practices. 
 
Guidelines for hosting agencies in establishing a service level agreement are: 


 hours of system availability, 
 hours of application system support, 
 hours of technical support, 
 off hours support, 
 average system response time, and 
 other metrics as suitable for agency specific applications. 
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Hosting agencies should have a goal of achieving 99.9%+ of the metrics established in 
the service level agreement.  Failure to achieve these targets could be an indication of 
security breaches. 
 
Insofar as incidents are concerned, both offensive and defensive actions to protect the 
security of physical assets should be considered routine.  Examples of offensive actions 
include: 


 routine changes of passwords, 
 develop an escalation procedure of incidents, 
 routine changes of locks or combinations to the facilities, 
 have more than one person knowledgeable for critical functions, 
 rotate shifts or people between functions, 
 monitor all incursion attempts, 
 install latest versions of firewall software, 
 maintain 24x7 vendor contact list, 
 routine backups, 
 off site storage of system information and programs, 
 redundant components, lines for critical systems, and 
 testing of recovery procedures. 


 
Examples of defensive actions include: 


 report and action all deviations to security policies, procedures, guidelines and 
best practices, 


 shut down any infected machine immediately, 
 disconnect any problem areas from the network, 
 revoke privileges of users violating policies, 
 assign severity to an issue and escalate, and 
 acquire knowledgeable resources. 


 


7.3 Back up of Information 


Back-up copies of essential business information and software must be taken regularly. 
Adequate backup facilities should be provided to ensure that all essential business 
information and software can be recovered following a disaster or media failure.  Back-
up arrangements for individual systems should be regularly tested to ensure that they 
meet the requirements of business continuity plans.  The following controls must be 
considered: 


 A minimum level of back-up information, together with accurate and complete 
records of the back-up copies and documented restoration procedures, should 
be stored in a remote location at a sufficient distance to escape any damage 
from a disaster at the main site.  At least three generations or cycles of back-up 
information should be retained for important business applications. 


 Back-up information should be given an appropriate level of physical and 
environmental protection consistent with the standards applied at the main site.  
The controls applied to media at the main site should be extended to cover the 
back-up site. 


 Back-up media should be regularly tested, where practicable, to ensure that they 
can be relied upon for emergency use when necessary. 
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 Restoration procedures should be regularly checked and tested to ensure that 
they are effective and that they can be completed within the time allotted in the 
operational procedures for recovery. 


 The retention period for essential business information and also any requirement 
for archive copies to be permanently retained should be determined. 


 


7.4 Access Control 


Logical and physical access controls are required to ensure the integrity of the 
information and physical assets. 
 
The following guidelines for controlling logical access should be implemented by all 
state hosting agencies: 


 document and adhere to procedures for granting, modifying and revoking access, 
 install detection mechanisms for unauthorized access attempts, 
 timeout a session after 15 minutes of inactivity, and 
 revoke access after an inactivity period of 60 days. 


 
Physical access control guidelines for all agencies include: 


 all telecommunication and computer related equipment are to be in a secured, 
locked environment, 


 access codes for secure environments must be changed at least every 60 days 
or in the event of a individual departing that previously had access, 


 account for all keys issued for those facilities using this method and replace 
locking mechanism when a key is missing, 


 when the system permits, log all accesses and retain, and 
 secure all peripherals such as air conditioning, generators, etc. 


 


7.5 Network 


Unsecured connections to network services can affect the whole organization. Users 
must only have direct access to the services that they have been specifically authorized 
to use.  This control is particularly important for network connections to sensitive or 
critical business applications or to users in high-risk locations, e.g. public or external 
areas that are outside the organization‘s security management and control. 
 
Procedures concerning the use of networks and network services should cover: 


 the networks and network services which are allowed to be accessed, 
 authorization procedures for determining who is allowed to access which 


networks and networked services, and 
 management controls and procedures to protect the access to network 


connections and network services. 
 
The path from the user terminal to the computer service must be controlled.  Networks 
are designed to allow maximum scope for a sharing of resources and flexibility of 
routing.  These features may also provide opportunities for unauthorized access to 
business applications, or unauthorized use of information facilities.  Incorporating 
controls that restrict the route between a user terminal and the computer services its 
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user is authorized to access, e.g. creating an enforced path can reduce such risks.  The 
objective of an enforced path is to prevent any users selecting routes outside the route 
between the user terminal and the services that the user is authorized to access.  This 
usually requires the implementation of a number of controls at different points in the 
route.  The principle is to limit the routing options at each point in the network, through 
predefined choices. 
  
The following methods should be implemented to limit the path to a service: 


 allocating dedicated lines or telephone numbers, 
 automatically connecting ports to specified application systems or security 


gateways, 
 limiting menu and submenu options for individual users, 
 preventing unlimited network roaming, 
 enforcing the use of specified application systems and/or security gateways for 


external network users, 
 actively controlling allowed source to destination communications via security 


gateways, e.g. firewalls, and 
 restricting network access by setting up separate logical domains, e.g. virtual 


private networks, for user groups within the organization. 
 
External connections provide a potential for unauthorized access to business 
information, e.g. access by dial-up methods. Therefore, access by remote users must be 
subject to authentication. There are different types of authentication method, some of 
these provide a greater level of protection than others, e.g. methods based on the use of 
cryptographic techniques can provide strong authentication.  It is important to determine 
from a risk assessment the level of protection required.  This is needed for the 
appropriate selection of an authentication method. 
  
Authentication of remote users should be achieved using one of the following 
techniques: 


 a cryptographic based technique, 
 hardware tokens, 
 a challenge/response protocol, 
 dedicated private lines or a network user address checking, and 
 call-back procedures. 


 
Dial-back procedures and controls, e.g. using dial-back modems, can provide protection 
against unauthorized and unwanted connections to an organization‘s information 
processing facilities.  This type of control authenticates users trying to establish a 
connection to an organization‘s network from remote locations.  When using this control 
an organization should not use network services which include call forwarding or, if they 
do, they should disable the use of such features to avoid weaknesses associated with 
call forwarding.  It is also important that the call back process includes ensuring that an 
actual disconnection on the organization‘s side occurs.  Otherwise, the remote user 
could hold the line open pretending that call back verification has occurred.  Call back 
procedures and controls should be thoroughly tested for this possibility. 
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A facility for automatic connection to a remote computer could provide a way of gaining 
unauthorized access to a business application.  Connections to remote computer 
systems must therefore be authenticated.  This is especially important if the connection 
uses a network that is outside the control of the organization‘s security management. 
  
Node authentication can serve as an alternative means of authenticating groups of 
remote users where they are connected to a secure, shared computer facility. 
  
Access to diagnostic ports must be securely controlled.  Many computers and 
communication systems are installed with a dial-up remote diagnostic facility for use by 
maintenance engineers.  If unprotected, these diagnostic ports provide a means of 
unauthorized access.  They should therefore be protected by an appropriate security 
mechanism, e.g. a key lock and a procedure to ensure that they are only accessible by 
arrangement. 
 
Networks are increasingly being extended beyond traditional organizational boundaries 
as business partnerships are formed that may require the interconnection or sharing of 
information processing and networking facilities.  Such extensions will increase the risk 
of unauthorized access to already existing information systems that use the network, 
some of   which might require protection from other network users because of their 
sensitivity or criticality.  In such circumstances, controls must be introduced in networks 
to segregate groups of information services, users and information systems. 
  
The security of large networks should be controlled by dividing them into separate 
logical network domains, e.g. an organization‘s internal network domains and external 
network domains, each protected by a defined security perimeter.  Such a perimeter 
should be implemented by installing a secure gateway between the two networks to be 
interconnected to control access and information flow between the two domains.  This 
gateway should be configured to filter traffic between these domains and to block 
unauthorized access in accordance with the organization‘s access control procedures.  
An example of this type of gateway is what is commonly referred to as a firewall.  The 
criteria for segregation of networks into domains should be based on the access control 
procedures and access requirements and also take account of the relative cost and 
performance impact of incorporating suitable network routing or gateway technology. 
 
The connection capability of users must be restricted in shared networks, in accordance 
with the access control procedures. 
 
Such controls should be implemented through network gateways that filter traffic by 
means of pre-defined tables or rules.  The restrictions applied should be based on the 
access procedures and requirements of the business applications and should be 
maintained and updated accordingly.  Examples of applications to which restrictions 
should be applied are: 


 electronic mail, 
 one-way file transfer, 
 both-ways file transfer, 
 interactive access, and 
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 network access linked to time of day or date. 
 
Shared networks must have routing controls to ensure that computer connections and 
information flows do not breach the access control procedures of business applications.  
This control is essential for networks shared with third party (non-organization) users. 
 
Routing controls should be based on positive source and destination address checking 
mechanisms.  Network address translation is also a very useful mechanism for isolating 
networks and preventing routes to propagate from the network of one organization into 
the network of another.  They can be implemented in software or hardware.  
Implementers should be aware of the strength of any mechanisms deployed. 
A wide range of public or private network services is available, some of which offer value 
added services.  Network services may have unique or complex security characteristics. 
 
A clear description of the security attributes of all network services used by the 
organization must be provided. 
 


7.6 Electronic Commerce Security 


Electronic commerce can involve the use of electronic data interchange (EDI), electronic 
mail and on line transactions across public networks such as the Internet.  Electronic 
commerce is vulnerable to a number of network threats which may result in fraudulent 
activity, contract dispute and disclosure or modification of information and must be 
protected.  The following issues must be resolved: 


 Authentication.  What level of confidence should the customer and trader require 
in each others claimed identity? 


 Authorization.  Who is authorized to set prices, issue or sign key trading 
documents? How does the trading partner know this? 


 Contract and tendering processes.  What are the requirements for confidentiality, 
integrity and proof of dispatch and receipt of key documents and the non-
repudiation of contracts? 


 Pricing information.  What level of trust can be put in the integrity of the 
advertised price list and the confidentiality of sensitive discount arrangements? 


 Order transactions.  How is the confidentiality and integrity of order, payment and 
delivery address details and confirmation of receipt, provided? 


 Vetting.  What degree of vetting is appropriate to check payment information 
supplied by the customer? 


 Settlement.  What is the most appropriate form of payment to guard against 
fraud? 


 Ordering.  What protection is required to maintain the confidentiality and integrity 
of order information and to avoid the loss or duplication of transactions? 


 Liability.  Who carries the risk for any fraudulent transactions? 
 
Electronic commerce arrangements between trading partners should be supported by a 
documented agreement which commits both parties to the agreed terms of trading, 
including details of authorization.  Other agreements with information service and value 
added network providers may be necessary. 
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Consideration should be given to the resilience to attack of the host used for electronic 
commerce and the security implications of any network interconnection required for its 
implementation. 
 


7.7 Mobile Computing 


Formal procedures must be in place and appropriate controls must be adopted to 
protect against the risks of working with mobile computing facilities, in particular in 
unprotected environments.  For example such procedures should include the 
requirements for: 


 physical protection, 
 access controls, 
 cryptographic techniques, 
 back-ups, and 
 virus protection. 


 
Procedures should also include rules and advice on connecting mobile facilities to 
networks and guidance on the use of these facilities in public places. 
 
Care should be taken when using mobile computing facilities in public places, meeting 
rooms and other unprotected areas outside of the organization‘s premises.  Protection 
should be in place to avoid the unauthorized access to or disclosure of the information 
stored and processed by these facilities, e.g. using cryptographic techniques. 
 
It is important that when such facilities are used in public places care is taken to avoid 
the risk of overlooking by unauthorized persons.  Procedures against malicious software 
should be in place and be kept up to date.  Equipment should be available to enable the 
quick and easy back-up of information.  These back-ups should be given adequate 
protection against, e.g., theft or loss of information. 
 
Suitable protection should be given to the use of mobile facilities connected to networks. 
 
Remote access to business information across public network using mobile computing 
facilities should only take place after successful identification and authentication and 
with suitable access control mechanisms in place. 
 
Mobile computing facilities should also be physically protected against theft especially 
when left, for example, in cars and other forms of transport, hotel rooms, conference 
centers and meeting places.  Equipment carrying important, sensitive and/or critical 
business information should not be left unattended and, where possible, should be 
physically locked away, or special locks should be used to secure the equipment. 
 


7.8 Remote Computing 


Remote computing uses communications technology to enable staff or agencies to work 
remotely from a fixed location outside of their organization.  Suitable protection of the 
remote computing site should be in place against, e.g., the theft of equipment and 
information, the unauthorized disclosure of information, unauthorized remote access to 







Information Security 
Policies, Procedures, Guidelines 


 


 


Revised December 1, 2008 Page 35 of 80  


the organization‘s internal systems or misuse of facilities.  It is important that remote 
computing is both authorized and controlled by management and that suitable 
arrangements are in place for this way of working. 
 
Procedures must be developed from best practices to authorize and control remote 
computing activities.  Agencies should only authorize remote computing activities if they 
are satisfied that appropriate security arrangements and controls are in place and that 
these comply with the agency‘s security procedures.  The following should be 
considered: 


 the existing physical security of the remote computing site, taking into account 
the physical security of the building and the local environment, 


 the communications security requirements, taking into account the need for 
remote access to the organization‘s internal systems, the sensitivity of the 
information that will be accessed and passed over the communication link and 
the sensitivity of the internal system, and 


 the threat of unauthorized access to information or resources from other people 
using the accommodation. 


 
The controls and arrangements to be considered include: 


 the provision of suitable equipment and storage furniture for the remote 
computing activities, 


 a definition of the work permitted, the hours of work, the classification of 
information that may be held and the internal systems and services that the user 
is authorized to access, 


 the provision of suitable communication equipment, including methods for 
securing remote access, 


 physical security, 
 the provision of hardware and software support and maintenance, 
 the procedures for back-up and business continuity, and 
 audit and security monitoring. 


 


7.9 External Facilities 


The use of an external contractor to manage information processing or communication 
facilities may introduce potential security exposures, such as the possibility of 
compromise, damage or loss of data at the contractor‘s site. 
 
Prior to using external facilities, the risks must be identified and appropriate controls 
agreed with the contractor and incorporated into the contract.  Particular issues that 
should be addressed include: 


 identifying sensitive or critical applications better retained in-house, 
 obtaining the approval of business application owners, 
 implications for business continuity plans, 
 security standards to be specified and the process for measuring compliance, 
 allocation of specific responsibilities and procedures to effectively monitor all 


relevant security activities, and 
 responsibilities and procedures for reporting and handling security incidents. 
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7.10 Encryption 


Encryption should be applied to protect the confidentiality of sensitive or critical 
information. 
 
Based on a risk assessment, the required level of protection should be identified taking 
into account the type and quality of the encryption algorithm used and the length of 
cryptographic keys to be used. 
 
Specialist advice should be sought to identify the appropriate level of protection, to 
select suitable products that will provide the required protection and the implementation 
of a secure system of key management.  In addition, legal advice may need to be 
sought regarding the laws and regulations that might apply to the organization‘s 
intended use of encryption. 
 
Procedures for the use of cryptographic controls for the protection of information must 
be developed and followed.  Such procedures are necessary to maximize benefits and 
minimize the risks of using cryptographic techniques and to avoid inappropriate or 
incorrect use. 
 
When developing procedures the following should be considered: 


 the management guidelines on the use of cryptographic controls across the 
organization, 


 including the general principles under which business information should be 
protected, 


 the approach to key management, including methods to deal with the recovery of 
encrypted information in the case of lost, compromised or damaged keys, 


 roles and responsibilities, e.g. who is responsible for: the implementation of the 
procedures; the key management, 


 how the appropriate level of cryptographic protection is to be determined, and 
 the standards to be adopted for the effective implementation throughout the 


organization (which solution is used for which business processes). 
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8.0 Business Continuity 


Information Technology facilities and systems are vulnerable to a variety of disruptions, 
some of which are short term (measured in minutes and hours) and others lasting for a 
day or longer.  The intent of Business Continuity Planning is to be alert and ready to 
sustain an organization‘s processes during and following a significant unforeseen 
disruption in services caused by disasters and security failures.   
 
Business continuity should begin by identifying events that can cause interruptions to 
business processes, e.g. equipment failure, flood and fire.  This should be followed by a 
risk assessment to determine the impact of those interruptions (both in terms of 
magnitude and recovery time frame).  Both of these activities should be carried out with 
full involvement from owners of business resources and processes. This assessment 
considers all business processes, and is not limited to the information processing 
facilities. 
 
A strategy plan, based on appropriate risk assessment, must be developed for the 
overall approach to business continuity. 
 
All hosting State Agencies will develop contingency plans for each major application or 
general support system to meet the needs of critical IT operations in the event of a 
disruption extending beyond a given time period.  The length of the time period may 
vary with the system or facility involved.  The procedures for execution of such a 
capability will be documented in a formal contingency plan, be reviewed annually and 
updated as necessary by the hosting agency.  The procedures must account for 
differential daily backups and complete weekly backups to be conducted and sent to a 
designated off-site facility.  As well, the plans should assign specific responsibilities to 
designated staff or positions to facilitate the recovery and/or continuity of essential IT 
functions.  Designated personnel will be trained to execute contingency procedures.  An 
annual test of the recovery procedures will be conducted. 
 
Business continuity management should include controls to identify and reduce risks, 
limit the consequences of damaging incidents, and ensure the timely resumption of 
essential operations. 
 


8.1 Contingency Plan 


A contingency plan provides the documented organizational plan to mitigate risks of 
business interruption and minimize the impact of any disruption of service.  It must 
maintain instructions for achieving a full or minimally acceptable set of business 
objectives in the absence of assets, through cost-effective strategies to provide 
replacements for assets as they become unavailable.  The Plan must involve advance 
planning and preparations to respond to external circumstances as determined by a risk 
assessment and continue to provide a pre-determined acceptable level of business 
functionality.  Procedures and guidelines must be defined, implemented, tested and 
maintained to ensure continuity of organizational services in the event of a disruption.  
Each contingency plan is unique and must be tailored to organization‘s requirements; it 
must be flexible enough to allow additions, modifications and maintenance.  The plan 
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should minimize dependency on individuals for interpretation and implementation – in 
the event of emergency, key personnel may not be available.  It must ensure 
completeness and establish critical decisions. Always make sure that the plan remains 
current.  The following questions must be answered: 


 What risks the organization is facing in terms of their likelihood and their impact, 
including an identification and prioritization of critical business processes? 


 How long can the enterprise operate without this asset? 
 What is the impact interruptions are likely to have on the business (it is important 


that solutions are found that will handle smaller incidents, as well as serious 
incidents that could threaten the viability of the organization), and establishing 
the business objectives of information processing facilities? 


 What is the maximum acceptable delay before which temporary systems must be 
made available? 


 What is the minimum time in which temporary systems may be expected to 
become available? 


 At what minimally acceptable level of functionality can the enterprise operate? 
 How long can the enterprise operate at a minimally acceptable level of 


performance? 
 At what point can the enterprise begin to resume normal operations? 
 At what point must the enterprise begin to resume normal operations? 


 
A Contingency Plan should contain the roles, responsibilities and procedures for 
restoring a system or facility following a major disruption.  The following guidelines 
represent the stages to be followed in preparing and executing a Contingency Plan: 


 Documentation – A plan must be documented, tested and communicated.  
Included in the plan should be a mission, a scope of what is included and not 
included assumptions, requirements, staffing and responsibilities. 


 Notification/Activation – Internally within IT, the notification, timing and paths 
should be documented.  There should only be one voice talking for the recovery 
team for communication and escalation outside the boundaries of IT.  
Immediately following damage assessment, the plan is activated. 


 Recovery – The sequence of recovery activities should be documented in 
procedures.  These activities are to restore operations which may be in 
temporary locations or with incomplete data. 


 Reconstitution - Restoring facilities and systems to the ―norm‖ will include testing 
and proof of operations viability. 


 
Every contingency plan must detail the assumptions upon which the plan is based; the 
assumptions limit the circumstances that the plan addresses.  The limits define the 
magnitude of the disaster the organization is preparing to address.  Assumptions must 
be identified by asking the following questions: 


 What equipment / facilities are expected to be unavailable? 
 What is the timing of the disruption? 
 What records, files and materials may / may not be expected to be protected 


from destruction? 
 What resources are available or required following the event? 


 Applications / Processes 
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 Functionality / Capacity 
 Equipment / Infrastructure 
 Staff / Skills 
 Connectivity / Network 
 Data Sources 
 Facilities / Services / Physical Premises 
 Transportation 
 Documentation / Reference material 
 Security Policies and Procedures 
 Specific Policies and Procedures 
 Authorization 


 
Following is a list of considerations that, at a minimum, must be addressed in creating 
contingency plans: 


 What additional security measures are required to protect assets in the planning, 
execution and maintenance of procedures to assure business continuity? 


 What degree of functionality is still available at the main facility, if any? 
 Availability of staff to perform critical functions defined within the plan. 
 Ability of staff to be notified and report to the backup site(s) to execute 


contingency plans. 
 Backup files and recovery methods. 
 Off-site storage facilities and materials availability. 
 Disaster recovery plan. 
 Suitability of subsets of the overall plan, to be used to recover from minor 


interruptions. 
 Availability of an alternate facility. 
 Off-site availability of critical forms and supplies, either at an alternate facility or 


off-site storage. 
 Existence of a backup site for processing the organization‘s work. 
 Availability of long distance and local communications lines. 
 Quality of surface transportation in from local to remote sites. 
 Ability of vendors to perform according to their general commitments to support 


the organization in a disaster. 
 Provisions for staff while at off-site location (food, water, telephones, beds, etc.) 


This list of considerations is not all inclusive and must be added to as appropriate. 
 
General requirements of contingency plans must include: 


 Definitions of conditions under which the Business Recovery Strategy must be 
implemented. 


 Recovery point objective stages. 
 Recovery time objective stages. 
 Security preservation checklist. 
 Task Assignments. 
 Post-event Recovery Analysis. 
 Required resources, by priority. 
 Required recovery time / levels of availability of resources. 
 Documentation of normal and response procedures. 







Information Security 
Policies, Procedures, Guidelines 


 


 


Revised December 1, 2008 Page 40 of 80  


 
Refer to the considerations outlined in Appendix D. 
 


8.2 Disaster Recovery Plan 


A Disaster Recovery Plan is intended to maintain critical business processes in the 
event of the loss of any of the following areas for an extended period of time: 


 desktop computers and portable systems, 
 servers, 
 Web sites, 
 local area networks, 
 wide area networks, 
 distributed systems, and 
 mainframe systems. 


Teams should be formed to address each of the areas indicated consisting of a team 
lead and designate as well as key knowledge personnel required for that particular area.  
All contact information must be available for IT management, team members, all IT 
personnel and designated business unit management.  When available, this information 
should include: 


 work telephone number, 
 pager number, 
 home telephone number, 
 cellular telephone number, 
 work email address, 
 home email address, and 
 home address. 


 
Upon receiving the information of a serious incident any member of management can 
invoke the Plan.  Depending on the nature of the incident a command center will be 
established and appropriate teams mobilized.  Management and the team leads are 
responsible for contacting all required personnel.  Appendix B represents a sample 
crisis team organization and roles corresponding with potential disaster situations.  All 
roles would have designates in the event one or more individuals are unavailable. 
 
Communications to the IT department is the responsibility of Management and the 
Team Lead.  In respect to external communications, it is extremely important that there 
is a single point of disclosure in order to ensure accurate and timely updates.  The 
following roles and individuals must be determined and documented: 


 Upwards, within the affected agency‘s organization. 
 Outwards to affected agencies. 
 Outwards to the public. 


 
Hard copies of the Plan must be: 


 stored off site at a secure location, 
 stored at the personal residence of the team leads,  
 stored at the personal residence of all IT managers and directors, and 
 stored on a secure internet site. 


 







Information Security 
Policies, Procedures, Guidelines 


 


 


Revised December 1, 2008 Page 41 of 80  


As soon as an emergency is detected: 
 Identify the problem and, 


 Notify emergency services in cases of physical threats to 
personnel or facilities, 


 Notify the IT Director and his alternate. 
 Notify the appropriate team leads.  In the event of a mainframe 


disaster, notify all team leads. 
 Notify vendors and business partners. 


 Evacuate the premises if there are concerns of personal safety.  All personnel 
should: 


 be aware of evacuation routes and 
 have in possession or be aware of notification numbers. 


 Reduce any exposure: 
 In the event of air conditioning failure, (this usually involves 


powering down the systems at a temperature determined by the 
tolerances set by the manufacturer). 


 In the event of fire, (this usually involves the automatic releasing of 
fire retardant, cutting of power, notification to emergency services 
and evacuation). 


 In the event of electrical failure, (If a UPS and generator are 
available, usually the only action is to monitor fuel levels of the 
generator.  If a UPS only is available, shut down procedures 
should begin and be terminated with at least 20% of rated capacity 
left). 


 In the event of flood, water or wind damage, (this usually involves 
the normal powering down all systems if possible.  If not, the 
immediate cut off of power is required, followed by notification to 
emergency services and evacuation). 


 In the event of malicious intrusion, (this usually involves the 
immediate isolation of affected hardware from all networks and 
connectivity.  Usually the extent of exposure and damage is not 
immediately known so the immediate isolation of all network links 
is recommended and processing on affected facilities halted 
pending analysis by crisis teams). 


 Initiate backup site procedures: 
 The Plan Coordinator establishes a command and control center 


(usually an onsite and offsite center have been previously 
identified and the necessary computer and communication links 
are readily available). 


 The Plan Coordinator ensures all team leaders are notified (usually 
it is the responsibility of the Team Lead to get in touch with all team 
members). 


 The Plan Coordinator notifies the off site storage facility that a 
contingency event has occurred and to ship the necessary 
materials as determined in the damage assessment to the 
alternate site. 
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 The Plan Coordinator notifies the alternate site that a contingency 
event has occurred and to prepare the facility for the organization‘s 
arrival. 


 Both upward and outward communication on status is the 
responsibility of the Plan Coordinator (usually set times are pre-
established such as: immediate after 1 hour after 3 hours, etc. or at 
major milestones such as problem determination, resolution plan, 
when planned resumption of services is known and start up of 
services is accomplished). 


 The Plan Coordinator is responsible for managing expectations. 
 Initiate recovery at the alternate site: 


 Contingency plan is followed using documented recovery points 
and defined priorities. 


 The Plan Coordinator reviews responsibilities with all team 
members and establishes recovery logs. 


 Recovery goals and procedures are established and prioritized by 
the Plan Coordinator. 


 
The Disaster Plan appendices should include: 


 Personnel Contact List 
 Vendor Contact List 
 Equipment and Specifications. 
 Service Level Agreements. 
 Related Contracts. 
 Standard Operating Procedures. 


 


8.3 Business Recovery Strategy 


A Business Recovery Strategy provides the documented organizational plan to restore 
full business functionality as quickly and as cost-effectively as possible.  The Business 
Recovery Strategy is initiated as soon as the enterprise is deemed able to resume 
normal operations following a disaster. 
 
The Business Recovery Strategy must involve advance planning and preparations to 
recover from external circumstances.  Recovery strategies must be created, 
implemented, tested and maintained to ensure restoration of organizational services in 
the event of an interruption. 
 
A ―worst case scenario‖ must be the basis for developing the plan, where the worst-case 
scenario is the destruction of the main or primary facility.  Because the plan is written 
based on this premise, less critical situations can be handled by using subsets of the 
plan, with minor (if any) alterations required.   Recovery from, or mitigation of a scenario 
should not be considered an all-or-nothing proposition.  Many stages may be required, 
each with its own success conditions, before a ‗final‘ state of continuity or recovery is 
reached. 
 
Specific goals of the Business Recovery Strategy must include: 
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 Complete service functionality recovery objectives, in stages, by delay, duration 
and degree. 


 Details of processes already in place to recover from an incident. 
 Details of what degree of business functionality they may be expected to restore. 
 In what length of time existing process may be expected to restore service. 
 Requirements to bridge from existing processes to sufficient processes. 
 Lead time to secure additional resources. 


 
The Business Recovery Strategy must include detailed, step-by-step instructions for 
how to replace / restore the following, in appropriate sequence: 


 Applications / Processes 
 Functionality / Capacity 
 Equipment / Infrastructure 
 Staff / Skills 
 Execution Duration / Delay 
 Connectivity / Network 
 Data Sources 
 Facilities / Services / Physical Premises 
 Transportation 
 Documentation / Reference material 
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9.0 Data Center Management 


Related specifically to security of information and data center management, the pace of 
change, the reality of the World Wide Web and the increasing numbers of internal and 
external portals demand constant monitoring with both offensive and defensive 
strategies.   
 


9.1 Operating Procedures 


The operating procedures identified by security procedures should be documented and 
maintained.  Operating procedures should be treated as formal documents and changes 
authorized by management. 
 
The procedures should specify the instructions for the detailed execution of each job 
including the following: 


 processing and handling of information, 
 scheduling requirements, including interdependencies with other systems, 


earliest job start and latest job completion times, 
 instructions for handling errors or other exceptional conditions, which might arise 


during job execution, including restrictions on the use of system utilities, 
 support and owner contacts in the event of unexpected operational or technical 


difficulties, 
 special output handling instructions, such as the use of special stationery or the 


management of confidential output, including procedures for secure disposal of 
output from failed jobs, and 


 system restart and recovery procedures for use in the event of system failure. 
Documented procedures should also be prepared for system housekeeping activities 
associated with information processing and communication facilities, such as computer 
start-up and close-down procedures, back-up, equipment maintenance, computer room 
and mail handling management and safety. 
 


9.2 Operational Change Control 


Changes to information processing facilities and systems must be controlled.  
Inadequate control of changes to information processing facilities and systems is a 
common cause of system or security failures.  Formal management responsibilities and 
procedures should be in place to ensure satisfactory control of all changes to 
equipment, software or procedures. 
 
Operational programs should be subject to strict change control. When programs are 
changed an audit log containing all relevant information should be retained.   Changes 
to the operational environment can impact applications.  Wherever practicable, 
operational and application change control procedures should be integrated. 
 
In particular, the following controls must be implemented: 


 identification and recording of significant changes, 
 assessment of the potential impact of such changes, 
 formal approval procedure for proposed changes, 
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 communication of change details to all relevant persons, and 
 procedures identifying responsibilities for aborting and recovering from 


unsuccessful changes. 
 


9.3 Segregation of Duties  


Duties and areas of responsibility must be segregated in order to reduce opportunities 
for unauthorized modification or misuse of information or services. 
 
Small agencies may find this method of control difficult to achieve, but the principle 
should be applied as far as is possible and practicable.  Whenever it is difficult to 
segregate, other controls such as monitoring of activities, audit trails and management 
supervision must be implemented.  It is important that security audit remains 
independent. 
 
Care should be taken that no single person can perpetrate fraud in areas of single 
responsibility without being detected.  The initiation of an event should be separated 
from its authorization. 
 
The following controls must be implemented: 


 It is important to segregate activities which require collusion in order to defraud, 
e.g. raising a purchase order and verifying that the goods have been received. 


 If there is a danger of collusion, then controls need to be devised so that two or 
more people need to be involved, thereby lowering the possibility of conspiracy. 


 


9.4 Separation of Development and Operational Facilities 


Development and testing facilities must be separated from operational facilities.  Rules 
for the transfer of software from development to operational status should be defined 
and documented. 
 
Development and test activities can cause serious problems, e.g. unwanted modification 
of files or system environment or of system failure.  The level of separation that is 
necessary, between operational, test and development environments, to prevent 
operational problems should be considered.  A similar separation should also be 
implemented between development and test functions.  In this case, there is a need to 
maintain a known and stable environment in which to perform meaningful testing and to 
prevent inappropriate developer access. 
 
Where development and test staff have access to the operational system and its 
information, they may be able to introduce unauthorized and untested code or alter 
operational information.  On some systems this capability could be misused to commit 
fraud, or introduce untested or malicious code.  Untested or malicious code can cause 
serious operational problems. 
 
Developers and testers also pose a threat to the confidentiality of operational 
information. Development and testing activities may cause unintended changes to 
software and information if they share the same computing environment.  Separating 
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development, test and operational facilities is therefore desirable to reduce the risk of 
accidental change or unauthorized access to operational software and business 
information. 
 
The following controls should be considered: 


 Development and operational software should, where possible, run on different 
computer processors, or in different domains or directories. 


 Development and testing activities should be separated the best way possible. 
 Compilers, editors and other system utilities should not be accessible from 


operational systems. 
 Different log-on procedures should be used for operational and test systems, to 


reduce the risk of error. Users should be encouraged to use different passwords 
for these systems and menus should display appropriate identification messages. 


 Development staff should only have access to operational passwords where 
controls are in place for issuing passwords for the support of operational 
systems.  Controls should ensure that such passwords are changed after use. 


 


9.5 Systems Planning and Acceptance 


To minimize the risk of systems failure: 
 Advance planning and preparation are required to ensure the availability of 


adequate capacity and resources. 
 Projections of future capacity requirements should be made, to reduce the risk of 


system overload. 
 The operational requirements of new systems should be established, 


documented and tested prior to their acceptance and use. 
 


9.6 Capacity Planning 


Capacity demands must be monitored and projections of future capacity requirements 
made to ensure that adequate processing power and storage are available.  These 
projections should take account of new business and system requirements and current 
and projected trends in the organization‘s information processing. 
 
Mainframe computers require particular attention, because of the much greater cost and 
lead time for procurement of new capacity.  Operations managers of mainframe services 
should monitor the utilization of key system resources, including processors, main 
storage, file storage, printers and other output devices and communications systems. 
They should identify trends in usage, particularly in relation to business applications or 
management information system tools. 
 
These managers should use this information to identify and avoid potential bottlenecks 
that might present a threat to system security or user services and plan appropriate 
remedial action. 


9.7 Systems Acceptance 


Acceptance criteria for new information systems, upgrades and new versions must be 
established and suitable tests of the system carried out prior to acceptance.  Operations 
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managers should ensure that the requirements and criteria for acceptance of new 
systems are clearly defined, agreed, documented and tested. 
 
The following controls should be considered: 


 performance and computer capacity requirements, 
 error recovery and restart procedures and contingency plans, 
 preparation and testing of routine operating procedures to defined standards, 
 agreed set of security controls in place, 
 effective manual procedures, 
 business continuity arrangements as required, 
 evidence that installation of the new system will not adversely affect existing 


systems, particularly at peak processing times, such as month end, 
 evidence that consideration has been given to the effect the new system has on 


the overall security of the organization, and 
 training in the operation or use of new systems. 
 


For major new developments, the operations function and users should be consulted at 
all stages in the development process to ensure the operational efficiency of the 
proposed system design.  Appropriate tests should be carried out to confirm that all 
acceptance criteria are fully satisfied. 
 


9.8 Operations and Fault Logging 


Operational staff must maintain a log of their activities.  Logs should include as 
appropriate: 


 system starting and finishing times, 
 system errors and corrective action taken, 
 confirmation of the correct handling of data files and computer output, and 
 the name of the person making the log entry. 


 
Faults must be reported and corrective action taken.  Faults reported by users regarding 
problems with information processing or communications systems should be logged.  
There should be clear rules for handling reported faults including: 


 review of fault logs to ensure that faults have been satisfactorily resolved, and 
 review of corrective measures to ensure that controls have not been 


compromised and that the action taken is fully authorized. 
 


9.9 Management of Removable Computer Media 


Appropriate operating procedures must be established to protect documents, computer 
media (tapes, disks, cassettes, etc.), input/output data, and system documentation from 
damage, theft and unauthorized access.  The following procedures should be followed: 


 If no longer required, the previous contents of any re-usable media that are to be 
removed from the organization should be erased. 


 Authorization should be required for all media removed from the organization and 
a record of all such removals maintained. 


 All media should be stored in a safe, secure environment, in accordance with 
manufacturers‘ specifications. 
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 All procedures and authorization levels should be clearly documented. 
 


9.10 Disposal of Media 


Formal procedures for the secure disposal of media should be established to minimize 
this risk.  The following controls should be considered: 


 Media containing sensitive information should be stored and disposed of securely 
and safely, e.g. by incineration or shredding or emptied of information for use by 
another application within the organization. 


 The following list identifies items that might require secure disposal: 
 paper documents, 
 voice or other recordings, 
 output reports, 
 one-time-use printer ribbons, 
 magnetic tapes, 
 removable disks or cassettes,  
 optical storage media (all forms and including all manufacturer 


software distribution media), 
 program listings, 
 test information, and 
 system documentation. 


 It may be easier to arrange for all media items to be collected and disposed of 
securely, rather than attempting to separate out the sensitive items. 


 Disposal of sensitive items should be logged where possible in order to maintain 
an audit trail. 


 Disposal of certain hardware must conform to the current EPA requirements or 
other relevant legislation in effect. 


 


9.11 Exchanges of Information and Software 


Exchanges of information and software between organizations should be controlled and 
should be compliant with any relevant legislation. 
 
Exchanges should be carried out on the basis of agreements.  Procedures and 
standards to protect information and media in transit must be established.  The business 
and security implications associated with electronic data interchange, electronic 
commerce and electronic mail and the requirements for controls should be considered. 
 
Agreements, some of which must be formal, must be established for the electronic or 
manual exchange of information and software between organizations.  The security 
content of such an agreement should reflect the sensitivity of the business information 
involved.  Agreements on security conditions should include: 


 responsibilities for controlling and notifying transmission, dispatch and receipt, 
 procedures for notifying sender, transmission, dispatch and receipt, 
 minimum technical standards for packaging and transmission, 
 courier identification standards, 
 responsibilities and liabilities in the event of loss of information, 
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 information and software ownership and responsibilities for information 
protection, software copyright compliance and similar considerations, 


 technical standards for recording and reading information and software, and 
 any special controls that may be required to protect sensitive items, such as 


cryptographic. 
 
Information can be vulnerable to unauthorized access, misuse or corruption during 
physical transport, for instance when sending media via the postal service or via courier. 
As such, media being transported must be protected from unauthorized access, misuse 
or corruption. 
 


9.12 Publicly Available Systems 


Information on a publicly available system, e.g. information on a Web server accessible 
via the Internet, may need to comply with laws, rules and regulations in the jurisdiction in 
which the system is located or where trade is taking place.  There must be a formal 
authorization process before information is made publicly available and the integrity of 
such information must be protected to prevent unauthorized modification. 
 
Software, data and other information requiring a high level of integrity, made available 
on a publicly available system, should be protected by appropriate mechanisms, e.g. 
digital signatures.  Electronic publishing systems, especially those that permit feedback 
and direct entering of information, should be carefully controlled so that: 


 information is obtained in compliance with any information protection legislation, 
 information input to and processed by, the publishing system will be processed 


completely and accurately in a timely manner, 
 sensitive information will be protected during the collection process and when 


stored, and 
 access to the publishing system does not allow unintended access to networks to 


which it is connected. 
 


9.13 Use of System Utilities 


Most computer installations have one or more system utility programs that might be 
capable of overriding system and application controls.  Use of these system utility 
programs must be restricted and tightly controlled.   The following controls should be 
considered: 


 use of authentication procedures for system utilities, 
 segregation of system utilities from applications software, 
 limitation of the use of system utilities to the minimum practical number of trusted 


authorized users, 
 authorization for ad hoc use of systems utilities, 
 limitation of the availability of system utilities, e.g. for the duration of an 


authorized change, 
 logging of all use of system utilities, 
 defining and documenting of authorization levels for system utilities, and 
 removal of all unnecessary software based utilities and system software. 
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9.14 Monitoring Systems Access and Use 


Systems should be monitored to detect deviation from access control procedures and 
record system events to provide evidence in case of security incidents.  System 
monitoring allows the effectiveness of controls adopted to be checked. 
 
Audit logs recording exceptions and other security-relevant events must be produced 
and kept for a period defined by the agency and within the mandate of both federal and 
State legislation to assist in future investigations and access control monitoring.  Audit 
logs should also include: 


 user IDs, 
 dates and times for log-on and log-off, 
 terminal identity or location if possible, 
 records of successful and rejected system access attempts, and 
 records of successful and rejected data and other resource access attempts. 
 


Certain audit logs may be required to be archived as part of the record retention 
procedures or because of requirements to collect evidence. 
 
Procedures for monitoring use of information processing facilities must be established 
and the result of the monitoring activities reviewed regularly.  Such procedures are 
necessary to ensure that users are only performing activities that have been explicitly 
authorized.  The level of monitoring required for individual facilities should be 
determined by a risk assessment.  Areas that should be included are: 


 authorized access, including detail such as: 
 the user ID, 
 the date and time of key events, 
 the types of events, 
 the files accessed, and 
 the program/utilities used. 


 all privileged operations, such as: 
 use of supervisor account, 
 system start-up and stop, and 
 I/O device attachment/detachment. 


 unauthorized access attempts, such as: 
 failed attempts, 
 access procedure violations and notifications for network gateways 


and firewalls, and 
 alerts from proprietary intrusion detection systems. 


 system alerts or failures such as: 
 console alerts or messages, 
 system log exceptions, and 
 network management alarms. 


 
The result of the monitoring activities should be reviewed regularly.  The frequency of 
the review should depend on the risks involved.  Risk factors that should be considered 
include: 


 the criticality of the application processes, 
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 the value, sensitivity or criticality of the information involved, 
 the past experience of system infiltration and misuse and 
 the extent of system interconnection (particularly public networks). 


 
A log review involves understanding the threats faced by the system and the manner in 
which these may arise.  System logs often contain a large volume of information, much 
of which is extraneous to security monitoring.  To help identify significant events for 
security monitoring purposes, the copying of appropriate message types automatically 
to a second log and/or the use of suitable system utilities or audit tools to perform file 
interrogation should be considered.  When allocating the responsibility for log review a 
separation of roles should be considered between the person(s) undertaking the review 
and those whose activities are being monitored. 
 
Particular attention should be given to the security of the logging facility because if 
tampered with it can provide a false sense of security.  Controls should aim to protect 
against unauthorized changes and operational problems including: 


 the logging facility being de-activated, 
 alterations to the message types that are recorded, 
 log files being edited or deleted, and 
 log file media becoming exhausted and either failing to record events or 


overwriting itself. 
 


9.15 Control of Operational Software 


Control must be applied to the implementation of software on operational systems. 
To minimize the risk of corruption of operational systems, the following controls should 
be considered: 


 The updating of the operational program libraries should only be performed by 
the nominated librarian upon appropriate management authorization. 


 Operational systems should only hold executable code. 
 Executable code should not be implemented on an operational system until 


evidence of successful testing and user acceptance is obtained and the 
corresponding program source libraries have been updated. 


 An audit log should be maintained of all updates to operational program libraries. 
 Previous versions of software should be retained as a contingency measure. 


 
Vendor supplied software used in operational systems should be maintained at a level 
supported by the supplier.  Any decision to upgrade to a new release should take into 
account the security of the release, i.e. the introduction of new security functionality or 
the number and severity of security problems affecting this version. Software patches 
should be applied when they can help to remove or reduce security weaknesses. 
 


9.16 Access Control to Source Library 


In order to reduce the potential for corruption of computer programs, strict control must 
be maintained over access to program source libraries. 


 Program source libraries should not be held in operational systems. 
 A program librarian should be nominated for each application. 







Information Security 
Policies, Procedures, Guidelines 


 


 


Revised December 1, 2008 Page 52 of 80  


 IT support staff should not have unrestricted access to program source libraries. 
 Programs under development or maintenance should not be held in operational 


program source libraries. 
 The updating of program source libraries and the issuing of program sources to 


programmers should only be performed by the nominated librarian upon 
authorization from the IT support manager for the application. 


 Program listings should be held in a secure environment. 
 An audit log should be maintained of all accesses to program source libraries. 
 Old versions of source programs should be archived, with a clear indication of 


the precise dates and times when they were operational, together with all 
supporting software, job control, data definitions and procedures. 


 Maintenance and copying of program source libraries should be subject to strict 
change control procedures. 


 


9.17 Change Control Procedures 


The implementation of changes must be strictly controlled by the use of formal change 
control procedures to minimize the risk of system corruption.  These formalized change 
controls must be enforced.  They should ensure that security and control procedures are 
not compromised, that programmers are given access to only those units required for 
their work and that formal approvals are obtained.  Changing application software can 
impact the operational environment.  Whenever practical, application and operational 
change procedures should be integrated.  These processes should include: 


 maintaining a record of agreed authorization levels, 
 ensuring changes are submitted by authorized personnel, 
 reviewing controls and procedures to ensure they will not be compromised by 


the changes submitted, 
 identifying all the software, databases and hardware that require change, 
 obtaining formal approval before work commences, 
 ensuring the changes are carried out to minimize any possible disruptions, 
 ensuring the system documentation is current, 
 maintaining version control on all updates, 
 maintaining an audit trail of all change requests, 
 ensuring that operational documentation and user procedures reflect the new 


environment, and 
 ensuring that the changes are implemented without business disruption. 


 
Test environments should be separated from development and production 
environments. 
 


9.18 Restrictions on Changes to Software 


Modification to software packages must be discouraged and essential changes 
controlled.  Only when deemed essential, should the packages be modified.  The 
following points should be considered: 


 the possibility of controls and processes included in the base software being 
compromised, 


 the necessity of obtaining  the vendor‘s consent, 
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 the possibility of the vendor including the changes into the base offering, and 
 the impact of incorporating these changes in future releases of the base 


software.  
 


9.19 Intrusion Detection Systems (IDS) 


Network IDS utilize traffic analysis to compare session data against a known database 
of popular application attack signatures.  On detection, the network IDS can react by 
logging the session alerting the administrator, terminating the session and even re-
configuring the firewall or router to block selected traffic 
 
Host IDS compare application / internal service log events against a known database of 
security violations and custom policies.  If a breach of policy occurs, the host IDS can 
react by logging the action alerting the administrator and in some cases stopping the 
action prior to execution. 
 
Application-Level IDS rely upon custom applications to log unauthorized or suspect 
activity and / or produce an alert.  An example of an Application-Level IDS would be a 
Web application which maintains its own internal user / password system.  Attempts to 
circumvent this system would not be noticed by a Network IDS, or recorded by a Host 
IDS. 
 


9.20 Controls on Malicious Software 


Detection and prevention controls to protect against malicious software and appropriate 
user awareness procedures must be implemented.  Protection against malicious 
software should be based on security awareness appropriate system access and 
change management controls. 
The following procedures should be implemented: 


 compliance with software licenses and prohibiting the use of unauthorized 
software, 


 protection against risks associated with obtaining files and software either from or 
via external networks  or on any other medium, indicating what protective 
measures should be taken, 


 installation and regular update of anti-virus detection and repair software to scan 
computers and media either as a precautionary control or on a routine basis, 


 regular reviews of the software and information content of systems supporting 
critical business processes—the presence of any unapproved files or 
unauthorized amendments should be formally investigated, 


 verification of files on electronic media of uncertain or unauthorized origin, or files 
received over un-trusted networks, for viruses before use, 


 verification of any electronic mail attachments and downloads for malicious 
software before use—this check may be carried out at different places, e.g. at 
electronic mail servers, desk top computers or when entering the network of the 
organization, 


 assignment of responsibilities to deal with the virus protection on systems, 
training in their use, reporting and recovering from virus attacks, 
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 appropriate business continuity plans for recovering from virus attacks, including 
all necessary data and software back-up and recovery arrangements, 


 verification of all information relating to malicious software and ensure that 
warning bulletins are accurate and informative, and 


 verification that qualified sources, e.g. reputable journals, reliable Internet sites or 
anti-virus software suppliers are used to differentiate between hoaxes and real 
viruses. 


 
Staff should be made aware of the problem of hoaxes and what to do on receipt of 
them. These controls are especially important for network file servers supporting large 
numbers of workstations. 
 


9.21 Firewalls 


Firewalls‘ functionality must be documented and detail how they manage security policy 
as applied to network traffic and how they maintain internal security. 
 
System documentation must detail the following: 


 Purpose / Business rationale for the system 
 Services offered, including business rationale 
 Rationale for the choice of platform, operating system, components and 


configuration. 
 Adjacent or integrated systems. 
 Modifications to the default system software configuration 
 Installed software 
 Installed software configuration 
 Installed hardware 
 Installed hardware configuration 
 Support contracts 
 Software licenses 
 Hardware lease details 
 Procedures for shutdown, restart and recovery 
 System maintenance schedule 


 


9.22 External Facilities Management 


The use of an external contractor to manage information processing facilities may 
introduce potential security exposures, such as the possibility of compromise, damage, 
or loss of data at the contractor‘s site.  Prior to using external facilities management 
services, the risks must be identified and appropriate controls agreed with the 
contractor, and incorporated into the contract. 
 
Particular issues that should be addressed include: 


 identifying sensitive or critical applications better retained in-house, 
 obtaining the approval of business application owners, 
 implications for business continuity plans, 
 security standards to be specified, and the process for measuring compliance, 
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 allocation of specific responsibilities and procedures to effectively monitor all 
relevant security activities, and 


 responsibilities and procedures for reporting and handling security incidents. 
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10.0 Legal Requirements 


All security related aspects of information processing may be subject to statutory or 
contractual security requirements.  Each agency must be aware of their responsibilities 
as dictated by legislation and other legal commitments particularly as they apply to the 
information systems and practices required by the federal and state governments.  All 
agencies should put in place the appropriate procedures to ensure compliance with 
legal considerations. 
 


10.1 Software Copyright 


Proprietary software products are usually supplied under a license agreement that limits 
the use of the products to specified machines and may limit copying to the creation of 
back-up copies only.  The following controls should be implemented: 


 publishing software copyright compliance procedures which define the legal use 
of software and information products, 


 maintaining awareness of the software copyright and acquisition procedures and 
giving notice of the intent to take disciplinary action against staff who breach 
them, 


 maintaining appropriate asset registers, 
 maintaining proof and evidence of ownership of licenses, master disks, manuals, 


etc., 
 implementing controls to ensure that any maximum number of users permitted is 


not exceeded, 
 carrying out checks that only authorized software and licensed products are 


installed, 
 providing procedures for maintaining appropriate license conditions, and 
 providing procedures for disposing or transferring software to others. 


 


10.2 Protection of Information 


Important records of an organization must be protected from loss, destruction and 
falsification.  Some records may need to be securely retained to meet statutory or 
regulatory requirements as well as to support essential business activities.  The time 
period and information content for retention may be set by federal and state laws or 
regulations. 
 
Records should be categorized into record types, such as accounting records, database 
records, transaction logs audit logs and operational procedures, each with details of 
retention periods and type of storage media, e.g. paper, microfiche, magnetic, optical. 
Any related cryptographic keys associated with encrypted archives or digital signatures, 
should be kept securely and made available to authorized persons when needed. 
 
Consideration should be given to the possibility of degradation of media used for 
storage of records.  Storage and handling procedures should be implemented in 
accordance with Manufacturer‘s recommendations. 
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Wherever electronic storage media are chosen, procedures to ensure the ability to 
access information (both media and format readability) throughout the retention period 
should be included, to safeguard against loss due to future technology change. 
 
The system of storage and handling should ensure clear identification of records and of 
their statutory or regulatory retention period.  It should permit appropriate destruction of 
records after that period if they are not needed by the organization. 
To meet these obligations, the following steps should be taken within an organization: 


 Guidelines should be issued on the retention, storage, handling and disposal of 
records and information. 


 A retention schedule should be drawn up identifying essential record types and 
the period of time for which they should be retained. 


 An inventory of sources of key information should be maintained. 
 Appropriate controls should be implemented to protect essential records and 


information from loss, destruction and falsification. 
 


10.3 Privacy of Personal Information 


In many cases, legislation controls the processing and transmission of personal 
information (generally information on living individuals who can be identified from that 
information).  Such controls impose responsibilities on those collecting, processing and 
disseminating personal information. 
Controls must be applied to protect personal information in accordance with relevant 
legislation. Compliance with information protection legislation requires appropriate 
management structure and control.  It is the responsibility of the owner of the 
information to ensure the information is protected and that there is awareness by all 
users of the information protection principles defined in the relevant legislation. 
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11.0 Compliance with Security Policy 


Agencies must ensure that all security procedures within their area of responsibility are 
documented and carried out correctly.  All areas within the organization may be subject 
to regular review to ensure compliance with security procedures and standards.  These 
should include the following: 


 information systems, 
 systems providers, 
 owners of information and information assets, 
 hosting agencies of information and information assets, and 
 users. 


 
Both the owning and hosting agencies should support regular reviews of the compliance 
of their systems with the appropriate security procedures, standards and any other 
security requirements.  All variances must be documented. 
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APPENDIX A: GLOSSARY 


 


Backup: A copy of files and programs made to facilitate recovery if necessary.  


Business Continuity: The predetermined set of instructions or procedures that 
describe how an organization‘s business functions will be sustained during and after a 
significant disruption of the normal business environment.  


Business Recovery Strategy: The documentation of a predetermined set of 
instructions or procedures that describe how business processes will be restored after a 
significant disruption to the normal business environment has occurred.  


Cold Site: A backup facility that has the necessary electrical and physical components 
of a computer facility, but does not have the computer equipment in place. The site is 
ready to receive the necessary replacement computer equipment in the event that the 
user has to move from their main computing location to an alternate site.  


Contingency Plan: Management policy and procedures designed to maintain or restore 
business operations, including computer operations, possibly at an alternate location, in 
the event of emergencies, system failures or disaster.  


Critical Application: An application that requires special attention to security because 
of the risk and magnitude of the harm resulting from the loss, misuse or unauthorized 
access to, or modification of, the information in the application.  A breach in a critical 
application might comprise many individual application programs and hardware, 
software and telecommunications components.  Critical applications can be either a 
major software application or a combination of hardware and software in which the only 
purpose of the system is to support a specific mission-related function.  


Disaster Recovery Plan:  An information technology plan  designed to restore 
operability of the target system, application, telecommunication, or computer facility after 
a major hardware or software failure or destruction of facilities.  


Disruption: An unplanned event that causes the general system or major application to 
be inoperable for an unacceptable length of time (e.g., minor or extended power outage, 
extended unavailable network, equipment or facility damage or destruction, or corruption 
of files by accidental or malicious intent).  


Distributed System: A distributed system is an interconnected set of multiple 
autonomous processing units, configured to exchange and process information to 
complete a single business function.  To the user a distributed system appears to be a 
single source.  Distributed systems use the client-server relationship model to make the 
application more accessible to users in different locations. 


Environmental Considerations: Those physical or tangible factors that affect the 
performance of, or compliance with, a given procedure or process. 


Facilities: Interconnected information resources that share common functionality.  They 
include hardware, software, information, information applications and communications. 
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Functional Considerations: Those process or procedure factors that affect the 
performance of, or compliance with, a given function. 


Hosting Agency: The Hosting State Agency has physical and operational control of the 
hardware, software, communications and data bases (files) of the owning Agency.  The 
Hosting Agency can also be an Owner. 


Hot Site: A fully operational off-site information processing facility equipped with 
hardware and system software to be used in the event of a disaster.  


Incident: A malicious attack against an organization‘s IT systems.  It is normally 
associated with cyber attacks but includes any unauthorized violation of policies and 
procedures.  


Information: Any data or knowledge collected, processed, stored, managed, transferred 
or disseminated by any method. 


Intrusion Detection System: The function of an Intrusion Detection System (IDS) is to 
monitor and analyze captured activity data and issue alerts when unauthorized activity is 
detected.  The functionality of the IDS must be documented as well as details on how 
the IDS discovers, filters and reports events based on guidelines set by security policy. 


Local Area Network (LAN): A local area network (LAN) is a data communications 
network owned by a single organization.  It can be as small as two PCs attached or can 
include hundreds of users and multiple servers. 


Mainframe: A mainframe is a multi-user computer designed to meet the computing 
needs of a large organization.  The term was created to describe the large central 
computers developed in the late 1950s and 1960s to process bulk accounting and 
information management functions.  Mainframe systems store most, if not all data in a 
central location rather than dispersing data among multiple machines as with distributed 
systems. 


Owner: The Owner of the information is the State Agency responsible for producing, 
collecting and maintaining the authenticity, integrity and accuracy of information.   


Risk Management:  Risk management is the ongoing process of assessing, controlling 
and mitigating the risks to information systems and technologies.   Risk management 
should prevent or reduce the likelihood of damage to its information resources through 
implementation of security controls to protect a system or technologies against natural, 
human and environmental threats.  Risk management should encompass actions to 
reduce or limit the consequences of risks in the event they disrupt a system or 
technological component.  


Security Representative: An individual designated by a state agency to approve user 
access, communicate security policies, procedures, guidelines and best practices to 
agency personnel, and report on all deviations to security policies, procedures, 
guidelines and best practices. 


Server: A server is a computer that runs software to provide access to a resource or 
part of the network and network resources, such as disk storage, printers and network 
applications. A server can be any type of computer running a network operating system. 
A server may be a standard PC or it can be a large computer containing multiple disk 
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drives and a vast amount of memory that will allow the computer to process multiple, 
concurrent requests.  


Service Level Agreement: A documented commitment on products, services or service 
levels to be provided.  This must be agreed upon by the provider as well as the recipient 
and serves to manage expectations and monitor performance. 


Shared Network:  A network shared with third party or non-organizational users. 


System: A generic term used for briefness to mean either a major application or a 
general support system.  


Systems Access Authorization Request: Documented authorization for an individual‘s 
system access signed and approved by the requesting manager, the designated 
Security Representative and the Owner. 


System Development Life Cycle: The scope of activities associated with a system, 
encompassing the system‘s initiation, development and acquisition, implementation, 
operation and maintenance and ultimately its disposal that instigates another system 
initiation.  


Vetting: Verification of information or individuals associated with the process or task 
assigned. 


Warm Site: An environmentally conditioned workspace that is partially equipped with IT 
and telecommunications equipment to support relocated IT operations in the event of a 
significant disruption.  


Web Site: A Web site is used for information dissemination on the Internet or an 
intranet. The Web site is created in Hypertext Markup Language (HTML) code that may 
be read by a Web browser on a client machine.  A Web site is hosted on a computer 
(Web server) that serves Web pages to the requesting client browser.  The Web server 
hosts the components of a Web site (e.g., pages, scripts, programs and multimedia files) 
and serves them using the Hypertext Transfer Protocol (HTTP).  Web sites can present 
static or dynamic content.  A Web site can be either internal to an organization (an 
intranet) or published to the public over the Internet. 


Wide Area Network (WAN):  A wide area network (WAN) is a data communications 
network that consists of two or more LANs that are dispersed over a wide geographical 
area. Communications links, usually provided by a public carrier, enable one LAN to 
interact with other LANs. 
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APPENDIX B: SAMPLE CRISIS TEAM ORGANIZATION 


The following sample illustrates crisis team compositions insofar as skills mix required 
for the disaster recovery components.  Alternates should be assigned for all critical 
skills. 
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APPENDIX C: RESPONSIBILITY GRID 


 
The following grid outlines the primary responsibilities (in bold) for all the security 
considerations listed in the Policy, Procedures, and Guidelines document.  In addition, 
the considerations are applied to the major components listed under disaster recovery.  
This does not preclude the fact that all State employees and agencies share in all 
responsibilities pertaining to information security. 
 


 
 


Security Considerations 


U
s


e
rs


 


O
w


n
 A


g
c


y
 


H
o


s
t 


A
g


c
y
 


D
e


s
k
to


p
s
 


S
e


rv
e


rs
 


W
e


b
 S


it
e


s
 


L
A


N
 


W
A


N
 


D
is


t.
 S


y
s
. 


M
a


in
fr


a
m


e
 


Information Confidentiality X X X x x x x x x x 


Information Content  X  x x x   x x 


Information Access  X X x x x    x 


Information Security  X  x x x   x x 


Information Availability   X x x x x x x x 


Hosting Agency Security   X x x x x x x x 


Agency Security X X X x x x x x x x 


Incident Management  X X x x x x x x x 


Event Logging and Monitoring   X  x x x x x x 


Risk Assessment   X x x x x x x x 


Risk Mitigation   X x x x x x x x 


Staffing   X  x x x x x x 


Awareness / Training  X X x x x x x x x 


Personal Computer Usage X X  x       


Email Usage X X X x   x x   


Internet/ Intranet Security   X  x x     


Support Calls   X  x x x x x x 


Password Resets  X   x    x x 


Voice Mail Security  X X     x   


Operations Center   X x x x x x  x 


Operations Monitoring   X  x x x x x x 


Back Up of Information X  X x x    x x 


Access Control   X x x x x x x x 


Network   X    x x x  


Electronic Commerce Security   X  x  x x x x 


Mobile Computing X  X x     x  


Remote Computing   X x x x  x x  


External Facilities   X x x x x x x x 


Encryption  X  x x  x x x x 


Contingency Plan  X X  x x x x x x 


Disaster Recovery Plan   X X  x x x x x x 


Business Recovery Strategy  X X  x x x x x x 
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Operating Procedures   X  x x x x x x 


Operational Change Control   X  x x x x x x 


Segregation of Duties   X  x    x x 


Separation of Development & Operational 
Facilities   X  x    x x 


Systems Planning & Acceptance   X  x    x x 


Capacity Planning   X x x   x x x x 


Systems Acceptance   X  x x x x x x 


Fault Logging   X  x    x x 


Management of Removable Computer Media  X X  x    x x 


Disposal of Media X X X x x    x x 


Exchanges of Information & Software  X X  x  x x x x 


Publicly Available Systems  X   x x    x 


Use of System Utilities   X  x    x x 


Monitoring Systems Access & Use  X X x x x x x x x 


Control of Operational Software   X  x    x x 


Access Control to Source Library   X  x     x 


Change Control Procedures   X  x    x x 


Restrictions on Changes to Software   X  x    x x 


Intrusion Detection Systems (IDS)   X  x    x x 


Controls on Malicious Software   X  x    x x 


Firewalls  X X x x    x x 


External Facilities Management   X x x x x x x x 


Software Copyright X X X x x    x x 


Protection of Information X X X x x x x x x x 


Privacy of Personal Information X X X x x    x x 


Compliance with Security Policy X X X x x x x x x x 
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APPENDIX D: CONTINGENCY PLAN CONSIDERATIONS 
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Maintain an up to date inventory of hardware and software. x x    x x 


Standardize hardware, software, and peripherals. x x    x x 


Coordinate with security policies and procedures. x x x x x x x 


Backup and storage of critical information offsite. x x    x x 


Ensure interoperability among system components. x x    x x 


Implement redundancy in critical system components. x x  x x x x 


Use uninterruptible power supplies. x x  x x x x 


Document system and application configurations x x x x x x x 


Document environmental requirements.  x  x x x x 


Backup and storage of information and applications offsite. x x    x x 


Implement fault tolerance in critical system components.  x    x x 


Replicate information.  x    x x 


Document Web site.   x     


Code and program the Web site uniformly.   x     


Consider contingencies of supporting infrastructure.   x   x x 


Implement load balancing.   x     


Coordinate with incident response procedures.   x   x x 


Document the network.    x x   


Coordinate with vendors.  x  x x x x 


Identify single points of failure.  x  x x   


Monitor the network.    x x   


Institute service level agreements  x  x x  x 


Consider a hot site or reciprocal agreement.  x   x x x 
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APPENDIX E: Revisions 


 


Description Revision Date 


1. Cyber Security Incident Reporting Procedure December 1, 2005 


2. Incident Management Procedure March 1, 2007 


3. Media Sanitization Procedures December 1, 2008 


  


 


1. Computer (Cyber) Incident Reporting Procedures 


Purpose: The purpose of this document is to provide a computer incident reporting and 
response process that the State of Oklahoma will employ in the event of an intrusion to 
or an attack on government computer systems.  This reporting and response process 
provides a coordinated approach to handling incidents across all levels of government.  
The intention of this coordinated process is to minimize or eliminate the propagation of 
an event to other computers and networks.  Reporting computer crimes is the only way 
for law enforcement to deter and apprehend violators. 
 
Centralized reporting serves the goal of increasing awareness of vulnerabilities and 
threats to state government as a whole.  Centralized reporting is necessary to discern 
patterns, identify areas of vulnerability, allocate resources, and develop statewide 
solutions. 
 
Scope: This procedure applies to all agency, authority, board, department, division, 
commission, institution, institution of higher education, bureau, or like government entity 
of the executive branch of the state government. 
 
Definitions: A computer or cyber incident is an event violating an explicit or implied 
computer security policy.  The following types of events or activities are widely 
recognized as being in violation of a typical security policy.  These activities include but 
are not necessarily limited to: 
 


 Attempts or activities interpreted by the agency as legitimate attempts to gain 
unauthorized access to a system or its data; 


 
 Unwanted disruption or denial of service; 


 
 Unauthorized use of a system for the transmission, processing or storage of 


data; 
 


 Storage and/or distribution of child pornography; 
 


 Changes to system hardware, firmware, or software characteristics without the 
owner's knowledge, instruction, or consent; and 
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 Cyber-terrorism is the unlawful and deliberate use, modification, disruption or 
destruction of computing resources to intimidate or coerce a government, the 
civilian population, or any segment thereof, in furtherance of political or social 
objectives. 


 
The Oklahoma Computer Crimes Alliance (OCCA) is a partnership of federal, state, and 
local law enforcement agencies within the state of Oklahoma to aggressively address 
cyber threats and crime in a coordinated manner. 
 
Procedures: It is the responsibility of all state employees to report suspected computer 
incidents as quickly as possible.  The ultimate goals, regardless of incident, are the 
protection of assets, containment of damage, and restoration of service. 
 
The reported cyber incident will be coordinated by the Oklahoma Office of Homeland 
Security, Information Analysis/Infrastructure Protection Division (OHS IA/IPD) and the 
Oklahoma State Bureau of Investigation (OSBI). 
 
Primary support for an incident response will be at the request of the OHS IA/IPD and 
OSBI and be provided by the OCCA. 
 


NOTIFICATION 


 
Initial notification of a cyber incident should be made to the Lead Technology 
Position (Chief Information Officer, IT Director, Manager or Administrator) of the 
affected state agency or office.  The affected state agency or office will make the 
appropriate cyber incident notification to law enforcement.  
 
Notification of this cyber incident should be made through the OHS IA/IPD, the 
OSBI, and the OCCA by completing the Incident Reporting Form contained at the 
OCCA website ( www.cybercrime.ok.gov ).  The OCCA website will provide 
notification to the Supervisory Special Agent of the Computer Intrusion Squad at 
the Federal Bureau of Investigation (FBI) and the Electronic Crimes Special 
Agent at the United States Secret Service. 
 
The OHS IA/IPD and the OSBI will contact the OCCA to coordinate the response 
to the cyber incident. 
 
A significant cyber incident (denial of service, compromise of sensitive data or 
information, mass viral infections) notification can be made by calling the FBI at 
405-290-7770.  The FBI Communications Center will contact the OHS IA/IPD, 
OSBI and the Electronic Crimes Special Agent at the United States Secret 
Service. 
 



https://www.cybercrime.ok.gov/logout.php
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RESPONSE ACTIONS 


 
Once an incident has been reported to the OHS IA/IPD, OSBI, and the OCCA, 
the incident specifics such as time, date, location, affected systems, and the 
nature and consequence of the incident will be obtained. 
 
An initial response team consisting of the OCCA and the affected agency will 
respond to the incident. 
 
The OCCA will focus on identifying the origins of the incident and apprehending 
those responsible.  If the initial response team suspects the incident to be a 
cyber terrorism incident, the FBI Joint Terrorism Task Force (JTTF), and 
Oklahoma Office of Homeland Security will be notified.  Based on continuing 
analysis and assessments, the initial response team will focus on remediation of 
mission critical information and telecommunications systems, as well as those 
systems whose loss would constitute an immediate threat to public health or 
safety.   
 
The OCCA shall apprise the agency chief information officer, or person 
responsible for Information Technology, affected by the computer incident of the 
progress of the investigation to the extent possible. 
 


AGENCY RESPONSIBILITIES 


 
Employee: 
 
 To adhere to this procedure and any other state or agency security policies 


and procedures. 
 
 To report all suspected computer incidents to their supervisors and to the 


appropriate business or technical area manager who in turn will notify the 
OCCA using the OCCA website ( www.cybercrime.ok.gov ) or the FBI at 405-
290-7770.  This number is monitored 24 x 7 x 365. 


 
 To fully cooperate with any subsequent investigation of a computer incident. 
 
Agency: 
 
 To communicate this procedure to all employees. 
 
 To provide periodic security awareness training to agency employees. 
 
 To implement procedures to ensure compliance with the initial notification 


procedures described in this policy. 
 



https://www.cybercrime.ok.gov/logout.php
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It is the responsibility of each agency to identify procedures, whereby its IT staff 
will determine if a computer or cyber incident has taken place and if it should be 
reported using this process. 


 


The Incident Reporting Form is attached. 
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INCIDENT REPORTING FORM 


Note: This form is required for all suspected or actual privacy or security breaches.   
This form will be sent in confidence to the state Incident Response Center.   


Type of Incident (Privacy, Security, Virus, etc) 
 
 


 Incident Date 


Individuals Providing Report (Full Name) 
 
 


 Report Date  


Phone 
 
 


Division  Supervisor / Manager 


 


Incident Description 
Complete all information known at the time of the report preparation.  Supervisors and investigators will complete 
other items on the report as results become available. 


Incident Description 


 


 


Information Compromised (or at 
risk) 


 


Information Systems Compromised 


(Hardware, software, sites): include 
host name(s), host IP address(es), 
& primary purpose of host 
machine(s) 


 


Location of the Incident or 
Systems: include street, city, state, 
zip 


 


Other affected hosts/sites / 
information (include 3rd parties, 


local public health, other state 
agencies, etc.) 


 


Damage or observations resulting 
from attack  
 
(Impact on Operations to include 
downtime, costs, other damages) 


 


Summary of Incident Investigation 
Results  
 


(i.e., number of hosts attacked, 
how access was obtained, how was 
attack identified, was an incident 
response organization contacted 
prior to submission of this report, 
etc…)  


 


Identify the agency or agencies 
which received a report concerning 
this incident. 


 


Report Completed by: Information Reviewed by: 


 _____________________________________________  ____________________________________________ 


 Date: ______________________  Date: ______________________ 
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2. Incident Management Procedure 


 


OVERVIEW 


The Office of State Finance (OSF) monitors the State of Oklahoma network backbone, primarily 
focusing on the segments used by OSF and by the agencies to which OSF provides services.  When 
abnormal and excessive traffic are revealed, further investigation is conducted.  OSF will notify the 
agencies involved when events are observed and recorded that clearly indicate questionable 
activities.  Examples of such activity include events indicating the possible presence of computers 
compromised by unknown attackers or computers actively being used to scan and perhaps exploit 
other cyber assets belonging to State or other entities.  These activities are indicative of a serious and 
potentially critical intrusion and as such are considered a possible criminal act.  In these cases, OSF 
will notify the agencies so they can open an incident report using the Oklahoma Computer Crimes 
Alliance (OCCA) Incident Reporting system.  The agency will be given a period of time to evaluate 
their environment and report the results of their evaluation.  If the suspected incident is not reported 
within 24 hours and depending on the suspected severity of the observed activity, OSF can submit a 
report on behalf of the agency, after notifying the agency Director.  Agencies can submit, update and 
modify reports for their agency, regardless of who submits them. 


These procedures will be used together with the Computer (Cyber) Incident Reporting Procedures, 
which are explained starting on page 66.  In this section, a computer or cyber incident is defined as 
―an event violating an explicit or implied computer security policy‖.  The goal of these procedures is to 
define the process for reporting and responding to ―significant‖ incidents, whether they originate 
externally or internally. 


When any intrusion occurs, it is the responsibility of the agency to analyze and validate each incident, 
documenting each step taken. When the agency believes that an incident has occurred, they shall 
perform an initial analysis to determine the incident‘s scope, such as which networks, systems, or 
applications are affected; who or what originated the incident; and how the incident is occurring (e.g., 
what tools or attack methods are being used, what vulnerabilities are being exploited). The initial 
analysis should provide enough information for the agency to prioritize subsequent activities, such as 
containment of the incident and deeper analysis of the effects of the incident. The agency shall 
assume the worst until thorough analysis concludes the root cause(s) of the incident and steps have 
been taken to mitigate or remediate the vulnerabilities and the results of any exploit(s). 


Below is the list of recommended actions for the agency to follow. 


Recommended Actions: 


1. Report this incident to the OCCA, following the procedures provided in the current state policy—
see Appendix E: Revision 1. Computer (Cyber) Incident Reporting Procedures on page 66 in the 
Appendix of the statewide Information Security Policy, Procedures, and Guidelines document 
which can be found at: 
http://www.ok.gov/OSF/documents/StateOfOklahomaInfoSecPPG_osf_12012008.pdf. 


2. The initial incident response activities are the responsibility of the agency experiencing the event.  
Whenever possible, it is imperative to preserve evidence in case of a criminal investigation.  This 
means avoiding actions that would alter or destroy physical evidence that resides in memory 
and/or on the disk drives of suspected host computers. 


3. Our first priority must always be to protect state assets and ensure the continuity of critical 
services.  So the statements in #2 above must be weighed in light of the criticality, urgency and 
perceived risk(s) to the state.  If the impact and/or risk to the state are significant, then those 
factors override the importance of preserving data.  If the agency is able to make this decision, it 
must be based on the results gathered during steps #4 and #5 below.  


4. Analyze the computer(s) in question to determine if any sensitive data may have been exposed, 



http://www.ok.gov/OSF/documents/StateOfOklahomaInfoSecPPG_osf_12012008.pdf
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lost or damaged.  House Bill 2357 defines sensitive data to include ―personal information‖, 
consisting of the first name or first initial and last name of an individual in combination with any 
one or more of the following data elements, when either the name or the data elements are not 
encrypted: a) social security number; b) driver license number; or c) account number, credit or 
debit card number, in combination with any required security code, access code, or password that 
would permit access to the financial account of an individual.  This statute also specifies that if 
such information is reasonably believed to have been, acquired by an unauthorized person, then 
disclosure shall be made in the most expedient time possible and without unreasonable delay, 
consistent with the legitimate needs of law enforcement. 


5. Conduct an analysis of the network traffic flows between the compromised computer(s) and other 
inbound and/or outbound computer(s), including all known assets that communicate with the 
primary suspect devices involved in questionable activities; also, do not initiate communication 
with unknown assets or IP addresses of any kind, including use of the ―ping command‖ — such 
activity will alert the intruder that we are aware of their presence, which may produce undesired 
results.  If the agency is not able to perform this analysis, please notify OSF for assistance. 


6. The OCCA will evaluate the reported incident and determine if a criminal investigation is needed.  
If not, the incident will be turned over to the agency and/or OSF to continue the response 
activities.   


7. The remaining actions will depend on the decisions made by the agency based on the results of 
the analysis above that set the expectations for the overall impact of the event on critical agency 
assets and services. 


The following describes the computer incident response team organization and roles.  These 
procedures define the agency‘s roles and the roles of the state and/or other agencies where 
appropriate. 


INCIDENT RESPONSE TEAM ORGANIZATION 


Response to significant cyber incidents is guided by the agency‘s Incident Response Team (IRT).  
Although first responders may be general IS or IT staff and can include other agency staff with prior 
approval, the IRT provides overall response guidance.  This team‘s first effort during an incident is to take 
control of the situation with the intent of mitigating potential damage to the agency or its customers.   


It is the IRT‘s responsibility to: 


 Manage the incident response process 


 Defend against attacks and prevent further damage from occurring when an incident does 


occur 


 Implement improvements that prevent attacks from reoccurring  


 Report the outcome of any security incidents to the Information Security Officer or Cyber 


Security Representative, who will report the incident using established state procedures 


The agency will appoint a qualified IRT with current members listed in the following table, if available. 


IRT Groups IRT Functional Members* IRT Member Roles 


State Agency Agency Director Decisions related to assets & services 


 IT/IS Director Technology decisions & alternatives 


 Security Manager/Admin Response coordinator & documentation 


 Network Manager/Admin Address network related questions/issues 


 Server Manager/Admin Address server questions/issues 


 Workstation 
Manager/Admin 


Address workstation questions/issues 
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 Operations Manager/Admin Address operational questions/issues 


 Applications 
Manager/Admin 


Address application questions/issues 


Office of State 
Finance 


(OSF) ISD Director Notify Agency Director if issues are identified 
Coordinate with OKOHS & OSBI to enforce the 
statewide minimum information security and 
internal control standards  


 Information Security Officer Coordinate IRT activities with agency & OCCA 
Coordinate IRT support for agencies requesting 
or requiring assistance 


 Information Security Admin Document & clarify monitored events 
Coordinate/support non-criminal IRT activities 
with agency & other group team members 


 Network Manager/Admin Coordinate/support OSF customer equipment 


Oklahoma Office of 
Homeland Security 


(OKOHS) Agency Director  Enforce the statewide minimum information 
security and internal control standards 


 Information Analysis / 
Infrastructure Protection 


Enforce the statewide minimum information 
security and internal control standards 


Oklahoma State 
Bureau of 
Investigation 


(OSBI) Division Director  Enforce the statewide minimum information 
security and internal control standards 


 Computer Crimes Unit Enforce the statewide minimum information 
security and internal control standards 


OCCA Office of Homeland 
Security 


Assess incident reports for prosecutable value 
and investigate and gather evidence when 
necessary 


 OSBI Assess incident reports for 
prosecutable value and investigate 
and gather evidence when 
necessary 


 FBI Coordinate OCCA resources & investigations 


 OSF Maintain OCCA incident reporting system 


*Note: It is recognized that multiple functions may be handled by the same incident response team 
member(s), depending on how each agency is organized.  If the agency uses a third party to perform 
any of these functions, then that group will be responsible for providing the support necessary to 
identify and address the requirements or issues involved. 
 


INCIDENT RESPONSE PROCEDURES 


Each agency will develop an IRT Plan based on the FBI's National Infrastructure Protection Center 
guidelines, which are now part of the Office of Domestic Preparedness/Department of Homeland Security 
and US-CERT (United States Computer Emergency Readiness Team).  These guidelines are 
segmented into three phases: 


Phase I: Detection, Assessment and Triage 


Phase II: Containment, Evidence Collection, Analysis and Investigation, and Mitigation 


Phase III: Remediation, Recovery and Post-Mortem 


Checklists for agency incident response are provided in the following tables.  The original checklists have 
been updated to reflect statewide policy and statute requirements.   
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The IRT or other staff will generally respond to incidents by following these steps in the order given.  
Every step, however, may not apply to each incident, and the IRT shall use discretion and experience 
when applying these steps to actual incidents.  The checklist steps below are initiated at the point in time 
when a potential incident is detected and declared. 


Phase I activities are designed to control risk and damage and are particularly critical to the successful 
response.  These Phase I tasks shall be conducted by technical staff or by the IRT. 


Phase I 
Detection, Assessment and Triage 


Step I-1 Document all aspects of the incident.  Documentation is one of the most critical success 
factors for incident response.  Documentation is electronic or handwritten and need not be 
well-organized initially.  The purpose of this step is to capture everything that occurs in detail, 
especially names, times and events as they actually occurred.  For the initial incident handler, 
a notebook and pen may be adequate.  Screen shots and digital pictures are used when 
possible to capture information completely and unambiguously.  Detailed documentation 
continues by the IRT throughout the response. 


Step I-2 Notify the IRT leader and, on a need-to-know basis only, other relevant entities.  In this 
step all appropriate contacts and only appropriate contacts shall be made.  Incidents may 
have legal, human resources and public relations implications and shall not be disclosed to 
anyone without a specific need-to-know.  Care shall be taken not to communicate at any time 
using potentially compromised data or voice systems.  


Step I-3 Protect evidence.  During this step, evidence is not collected but care is taken to preserve 
the integrity of potential evidence by guarding against: (a) destruction of evidence through 
established processes like re-use of backup media, system use or hard-disk wiping; and 
(b) destruction or tainting of evidence through incident handling actions (logging onto affected 
systems, etc).  If deliberate destruction is considered likely (e.g., by a suspect or attacker), 
then more aggressive actions may be required to preserve evidence (i.e., removing systems 
from the network, placing evidence in safe storage, etc.) 


Step I-4 Determine if an actual incident has occurred.  Based on available data, establish whether 
or not an incident has occurred.  This action shall consider the previous steps so that actions 
such as logging on to affected systems, sending out broadcast e-mails and other similar 
activities shall be avoided.  An event is verified by reaching one of three conclusion-action 
pairs: 


1. verified and proceed 
2. undetermined and proceed 
3. refuted and terminate (this conclusion must be fully documented and verified) 


Step I-5 Notify Appropriate Personnel.  Once the incident is validated (or undetermined), the 
appropriate internal and external personnel shall be notified immediately.  These contacts 
follow the communication plan established by the IRT and shall include technical and 
management staff, human resource, public relations, legal, as well as appropriate external 
contacts, including the OCCA if they have not been already. 


Step I-6 Determine Incident Status.  This step determines whether the attack / incident remains 
active or has ceased; and if it has ceased, if it likely to resume.  If this step will cause only 
minimal delay to communications in Step I-5, then activities in Step I-6 may actually occur 
prior to Step I-5. 


Step I-7 Assess Scope.  Activities in this step determine which and how many systems and data are 
potentially affected, including whether or not compromised system(s) are the end target or 
part of a more distributed attack on other systems. 


Step I-8 Assess Risk.  This activity determines agency risk based on the incident activity, scope 
assessment and potential impact. 
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Phase I 
Detection, Assessment and Triage 


Step I-9 Establish Goals.  This step determines appropriate business goals to guide the response.  
For instance, the agency may determine that the incident has potential regulatory impact 
which may guide response activities.  The agency realizes that accommodating all business 
goals may be impossible (i.e., protecting confidential data and maintaining resource 
availability may conflict). 


Step I-10 Evaluate response options.  Based on information gained in the previous steps, this activity 
identifies and evaluates appropriate options to meet the goals determined in Step I-9. 


Step I-11 Implement Triage.  Implement the agreed to strategy and option(s) identified in the previous 
step. 


Step I-12 Escalation and handoff.  At this point, evidence is preserved, appropriate communications 
made, containment activities executed, and goals identified as possible.  If the IRT has not 
been handling the incident directly, at this point, primary incident response is transferred to the 
IRT. 


 
Phase II activities are intended to: address containment; stabilization of the environment; evidence 
collection and analysis; evaluate impact to operations; and determine if interim mitigation actions are 
available and need to be implemented.  These Phase II tasks shall be conducted by the OCCA, where 
deemed appropriate, by technical staff and/or by the IRT. 
 


Phase II 
Containment, Evidence Collection, Analysis and Investigation and Mitigation 


(Note: The OCCA must be contacted and participate, if criminal activity is suspected.) 
Step II-1 Containment.  Since triage actions are often executed in a crisis environment, the first step in 


Phase II is to validate that the containment and related triage activities are effective. 


Step II-2 Re-assess.  Once a relatively stable state is established, the scope, risk assessment and 
response goals are re-analyzed and re-validated.  The following questions are generally 
addressed during this step: 


 How did the incident happen?  When? What is the verified scope or depth of the incident? 


 Was there any activity after the initial incident? 


 Who was the source of the attack? 


 What are the immediate and future recommendations for response? 
 
Reestablishing the specific goals of the investigation may alter the response approach (i.e., trap 
and trace, disconnect systems, active or passive searching, etc.) 


Step II-3 Collect evidence.  Evidence collection involves the identification and capture of data relevant 
to an incident investigation.  Evidence is collected in a way that the integrity of the evidence is 
ensured and a solid chain of custody is maintained.  All evidence relevant to the investigation is 
captured and may include evidence from systems not actually affected by the incident (e.g., 
firewall logs, IDS logs, DHCP logs, mail servers, physical access logs, etc.).  It‘s possible some 
evidence collection activities may involve outside entities (e.g., ISPs web hosting services, etc), 
legal, human resource and other agency resources are recruited as necessary to ensure proper 
processes are followed.   


Step II-4 Analyze Evidence.  If the OCCA determines that criminal prosecution is appropriate, the 
appropriate law enforcement agency will conduct a criminal investigation. 


Step II-5 Develop Hypotheses and Verify. Previous activities formulate hypothetical answers to 
questions identified in Step II-2. Each hypothesis is substantiated by evidence, but answers are 
often not absolute requiring qualitative interpretation with reasoned conclusions.  It may be 







Information Security 
Policies, Procedures, Guidelines 


 


 


Revised December 1, 2008 Page 76 of 80  


Phase II 
Containment, Evidence Collection, Analysis and Investigation and Mitigation 


(Note: The OCCA must be contacted and participate, if criminal activity is suspected.) 
necessary to collect additional evidence to support a given conclusion. 


Step II-6 Intermediate Mitigation.  As the investigation proceeds, interim mitigation recommendations 
may be formulated and implemented to control risk.  As resources and priorities permit, and as 
the criticality of the incident indicates, such interim recommendations may be implemented 
while the investigation continues. 


 
Phase III activities are intended to: finalize the analysis and reporting; secure evidence; implement required 
remediation; recover any lost of damaged data; and document lessons learned.  These Phase III tasks will 
typically take place after the OCCA has completed any required investigation activities and shall be 
conducted by the technical staff and/or by the IRT. 
 


Phase III 
Remediation, Recovery, Post-Mortem 


Step III-1 Finalize Analysis and Report.  In this step, a report is prepared to include, at a minimum: 


 A statement of the circumstances surrounding the incident 


 A summary of the incident activities and timeline 


 Conclusions and supporting evidence 


 Recommendations for short and long term mitigation 


Step III-2 Archive Evidence.  All evidence is securely archived and stored. In most cases, at least the 
original evidence, one back-up copy, the report and supporting documentation are maintained 
at least until the incident is resolved. Special circumstances may dictate that some 
investigation material is destroyed.  If this is necessary, secure disposal processes are 
followed. 


Step III-3 Implement Remediation.  Short term and long term remediation activities are implemented 
based on a risk-justified approach.  Remediation activities may include, among others, policy 
updates, modifications to business partner processes and upgrades to technical 
infrastructure. 


Step III-4 Execute Recovery.  If an incident results in the destruction or corruption of data, then a 
recovery is necessary. Even if temporary recoveries are executed during the incident 
response, after the remediation is complete a complete, reliable recovery is made. 


Step III-5 Post-Mortem Analysis.  Following the incident response, or during implementation of 
remediation activities, an analysis is completed to identify the strong and weak aspects of the 
response and to facilitate plan improvements.   


 







Information Security 
Policies, Procedures, Guidelines 


 


 


Revised December 1, 2008 Page 77 of 80  


3. Media Sanitization Procedures for the Destruction or Disposal of Electronic 
Storage Media 


INTRODUCTION 


Senate Bill No. 81 of the 2nd Session of the 51st Oklahoma Legislature states the following: 


A. The Information Service Division of the Office of State Finance is authorized to: 


1. Develop and publish a state policy and procedures for the destruction or disposal 
of all electronic storage media to ensure that all confidential information stored on 
such electronic media devices is destroyed or disposed of in a secure and safe 
manner; 


2. Define the requirements for the secure destruction or disposal of electronic 
storage media; and 


3. Assist the Department of Central Services (DCS) in implementing the policy and 
procedures for the destruction or disposal of state electronic storage media. 


B. The Office of State Finance shall notify all agencies, boards, commission and 
authorities of the policy and procedures for the secure and safe destruction or 
disposal of electronic storage media. 


C. The Department of Central Services shall remove all electronic storage media from 
all surplus information technology and telecommunication equipment before it is sold, 
donated, stored or destroyed. 


D. The Department of Central Services shall use existing and future funds from the sale 
of state surplus equipment and appropriations, as necessary, to pay for the 
destruction of electronic storage media. 


POLICY 


The policy for the disposal of the electronic media is included in Section 9.10 – Disposal 
of Media – in the State of Oklahoma Information Security Policy, Procedure and 
Guidelines at: 
http://www.ok.gov/OSF/documents/StateOfOklahomaInfoSecPPG_osf_12012008.pdf. 


PROCEDURES 


These procedures apply to all agencies, authorities, boards, commissions, and other 
government entities of the executive branch of the State of Oklahoma. 


Electronic Equipment Destruction or Disposal Rules 


1. For the purpose of this procedure, electronic storage media is defined as follows: 


a. Magnetic Disk Drives: from any kind of computer, whether internally or externally 
installed and/or accessed, including floppy disks, ATA hard drives, SCSI Drives, 
Reel and Cassette format magnetic tapes, Optical Disks (CDs, DVDs, WORM), 
Zip Disks, USB removable media (pen drives, thumb drives, flash drives, and 
memory sticks) with recordable, non-volatile memory capabilities; 


b. Hand-Held Devices: including Personal Digital Assistants (i.e., Palm, PocketPC, 
iPAQ, BlackBerry, etc.); basically any PDA, cell phone or media player (MP3, 



http://www.ok.gov/OSF/documents/StateOfOklahomaInfoSecPPG_osf_12012008.pdf
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iPod, etc.) that has been connected to a computer or computer network and/or 
may have received messages or data wirelessly; 


2. If an asset belonging to a state entity is no longer needed and it is not in satisfactory 
working condition, it can be surplused to DCS pursuant to State Surplus Property 
administrative rules.  All associated electronic media shall be destroyed by DCS, if 
the agency has not destroyed the electronic media. 


3. If an asset belonging to a state entity is no longer needed and it is in satisfactory 
working condition, then it can be surplused to DCS pursuant to State Surplus 
Property administrative rules and DCS shall destroy all associated electronic media. 


4. All ―electronic media‖ to be ―destroyed‖ shall be logged on the DCS Surplus Property 
Transfer form, by ―asset and/or serial number‖, as has been destroyed or released 
for destruction. 


5. If an asset belonging to a state entity is no longer needed, is in satisfactory working 
condition and the agency is willing to provide the resources needed to perform the 
required sanitization purging process described below, a state entity can submit a 
written request for approval to OSF for an exemption to support the agency‘s asset 
donation program.  Prior to approval of a written request for exemption, the state 
entity shall demonstrate accountability and justification by implementing a formal 
program that includes the following: 


a. The Office of State Finance (OSF) shall review and approve the process used by 
the state entity to sanitize the electronic media; and OSF can designate an entity 
to perform random audits of sanitized media to ensure that the process is 
working satisfactorily; 


b. The state entity donating the surplus assets shall provide OSF and DCS with a 
list of the nonprofit organization(s) receiving them, including an inventory of the 
equipment, with serial number(s), donated to each organization; 


c. A signed agreement between the entity donating the surplus assets and the 
organization(s) receiving the donation(s) shall be in place; and 


d. The agreement shall specify that the organization(s) receiving the donated 
asset(s) accept transfer of ownership, which includes proper disposal, once the 
asset(s) are no longer needed, or if they stop working. 


APPROVED DESTRUCTION OR DISPOSAL METHODS 


Destruction or Disposal Rule #1 


All electronic media shall be removed from the surplus asset and delivered to or held for 
pickup by a state authorized destruction agent.  Such agents shall be identified by a 
statewide contract specifically for this purpose.  All such equipment shall be destroyed 
using one of the approved methods described below. 


There are many different types, techniques and procedures for media destruction.  If 
destruction is decided on because of the high security categorization of the 
information, the media should be able to withstand a laboratory attack after its 
destruction (defined below in Background and Guidelines).  


 Disintegration, Pulverization, Melting and Incineration.  These sanitization 
methods are designed to completely destroy the media.  They are typically 
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carried out at an outsourced metal destruction or licensed incineration facility with 
the specific capabilities to perform these activities effectively, securely and 
safely.  


 Shredding.  Paper shredders can be used to destroy flexible media such as 
diskettes once the media are physically removed from their outer containers.  
The shred size of the refuse should be small enough that there is reasonable 
assurance in proportion to the data confidentiality that the data cannot be 
reconstructed.  


Optical mass storage media, including compact disks (CD, CD-RW, CD-R, CD-
ROM), optical disks (DVD) and MO disks, shall be destroyed by pulverizing, crosscut 
shredding or burning.  When material is disintegrated or shredded all residues shall 
be reduced to nominal edge dimensions of five millimeters (5 mm) and surface area 


of twenty-five square millimeters (25 mm
2


).  


Destruction or Disposal Rule #2 


All electronic media shall be destroyed using the same method(s) described in rule #1; 
or they may be sanitized using the following Secure Erase procedure, provided that an 
approved exemption program is in place: 


Secure Erase is a set of commands embedded in most advanced technology attachment 
(ATA) standard drives built since 2001 (drives greater than 15 GB).  Secure Erase 
overwrites every track on the hard drive, which includes all data on bad blocks, data left 
at the end of partly overwritten blocks and directories.  


HDDerase is a DOS-based utility that utilizes this set of commands to securely erase, 
sanitize, all data on ATA hard disk drives in Intel architecture computers.  


In order for the utility to work, the BIOS chip on the motherboard must support the 
secure erase function.  Some BIOS chips prohibit the secure erase option (Freeze 
Lock).  HDDerase will attempt to bypass the Freeze Lock, but in the event that it cannot, 
there are a few workarounds located in the utilities documentation.  


The user must have a bootable device to use the utility.  This device may be a: 


 Windows boot disk 


 Bootable CD (Ultimate Boot CD works well and it contains HDDerase 3.1) 


 A bootable USB Device 


 A Secure Erase Drive eRazer (which is a 3rd party hardware appliance from 


WiebeTechTM) 


http://www.wiebetech.com/products/Drive_eRazer.php (Testing has shown this 


device to provide the most consistent results with the least amount of issues, at a 


cost of around $200 per appliance.) 


(Note: The bootable media must be able to run an “. Exe” file) 


HDDerase can be used as follows: 


 Boot the computer in DOS using the bootable disk (CD, Floppy or USB) containing 


HDDerase 


 Type "hdderase" at system/DOS prompt 


 All ATA hard disk drives connected to the motherboard will be identified 



http://www.wiebetech.com/products/Drive_eRazer.php
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 Select the Device you want to ―sanitize‖ 


 HDDerase will test whether the device supports this feature 


 It can take from 30 to 180 minutes to complete the secure erase process. 


(Note: Ensure that the hard disk drive jumpers are NOT set to cable select, but rather to 
Master or Slave.) 


THIS PROCESS SHALL BE EXECUTED BY A TRAINED, EXPERIENCED AND 
AUTHORIZED INFORMATION TECHNOLOGY TECHNICIAN. 


Links: 


 WiebeTechTM Secure Erase Drive eRazer - 
http://www.wiebetech.com/products/Drive_eRazer.php 


 Ultimate boot CD - http://www.ultimatebootcd.com/ 


 HDDerase 3.3 - http://cmrr.ucsd.edu/people/Hughes/SecureErase.shtml 


 HDDerase Documentation - 
http://cmrr.ucsd.edu/people/Hughes/HDDEraseReadMe.txt 


BACKGROUND AND GUIDELINES 


The above procedure is based on NIST SP800-88, a standard from the National Institute 
of Standards and Technology (NIST) – a federal technology agency that develops and 
promotes measurement, standards and technology.  NIST SP800-88 is the Guidelines 
for Media Sanitization standard developed by the Information Technology Laboratory in 
the Computer Security Division of NIST.   


Definitions: In order for organizations to have appropriate controls on the information 
they are responsible for safeguarding, they must properly safeguard used media.  An 
often rich source of illicit information collection is either through dumpster diving for 
improperly disposed hard copy media, acquisition of improperly sanitized electronic 
media or through keyboard and laboratory reconstruction of media sanitized in a manner 
not commensurate with the confidentiality of its information.  Media flows in and out of 
organizational control through recycle bins in paper form, out to vendors for equipment 
repairs and hot swapped into other systems in response to emergencies.  This potential 
vulnerability can be mitigated through proper understanding of where information is 
located, what that information is and how to protect it.  


The following are some examples of electronic storage media covered by this procedure.  
Electronic (or soft copy) media are the bits and bytes contained in hard drives, random 
access memory (RAM), read-only memory (ROM), disks, memory devices, phones, 
mobile computing devices, networking equipment and many others.  This is not a 
complete list.  Other types can exist that may include older and newer/future versions, 
which are also covered by the statute and this procedure.  For a complete list of media 
types (electronic and non-electronic) a full copy of the standard can be found at:  
http://csrc.nist.gov/publications/nistpubs/800-88/NISTSP800-88_rev1.pdf.  


Users of these procedures should categorize the information to be disposed of, assess 
the nature of the medium on which it is recorded, assess the risk to confidentiality and 
determine the future plans for the media.  Then use the information in the Sanitization 
Methods description(s) to decide on the appropriate method for sanitization.  The 
selected method should be assessed as to cost, environmental impact, etc., and a 
decision should be made that best mitigates the risk(s) of unauthorized disclosure.  



http://www.wiebetech.com/products/Drive_eRazer.php

http://www.ultimatebootcd.com/

http://cmrr.ucsd.edu/people/Hughes/SecureErase.shtml

http://cmrr.ucsd.edu/people/Hughes/HDDEraseReadMe.txt

http://csrc.nist.gov/publications/nistpubs/800-88/NISTSP800-88_rev1.pdf







Provider enrollment forms are located at the following link: Provider Enrollment Forms 
 



http://www.okhca.org/providers.aspx?id=105&menu=56&parts=7551_7553_7555
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Recurring External Requests: 
Monthly MMA process (73 Business Objects (BO) queries, due the Monday after 
monthly roll) 
Weekly MMA process (1 BO query, due each Monday) 
DDSD PA extract (1 BO query, due on or near the 10th of each month) 
MEDai production extracts (22 SQLPLUS queries run on DSS server, due 4th 
week of each month) 
IFMC extracts (3 BO queries, due each week) 
IFMC new potentials extracts (3 BO queries, as requested) 
PHPG extracts (10 SQLPLUS queries run on DSS server) 
DMH extracts (9 SQLPLUS queries run on DSS server, due every Monday) 
OSF extract for ARRI (1 BO query, due quarterly) 
OSDH data matching extract (12 BO queries, as requested) 
Medi-Medi extracts (21 SQLPLUS queries run on DSS server, due as requested) 
PERM Smart extracts (10 BO queries, due as requested) 
 


Recurring Internal Requests: 
Psych claims extract & export to DSS temp table for Behavioral Health unit (1 BO 
query every Monday) 
TANF/ABD/TEFRA/O-EPIC eligibles reports for Finance unit (48 BO queries, due 
quarterly) 
MAR 372 waiver budget neutrality reports (77 BO queries, due yearly) 
S-CHC/S-IHS members and TANF potentials mailing (2 BO queries, due as 
requested) 
MARS Reports 


            Quarterly delivery of former SP members. 
 
AD-HOC BUSINESS OBJECTS REPORTING 
 
WEEKLY: 


Run Claims Universe balancing reporting. 
 


Run provider data extract. 
 
MONTHLY: 


Run a series of 3 BO Citizenship queries.   This involves running 8 custom SQL 
scripts before running the BO queries. 


 
Run a ‘Paid for Birth’ BO query using RIDs. 


 
Run a ‘Total Claims’ BO query against the ‘Paid for Birth’ results. 


 
Import applicable Excel file to run a ‘Family Planning’ BO query. 


 
Generate a ‘Claims count by Region’ report. 


 
Generate a PDEN report. 
 
Download and process the monthly immunization data from the Health Dept. 
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AT VARYING TIMES: 


Create Provider mail-out data extract files for Provider Services.    
 
ATLANTES SCHEDULED REPORTING 
 
WEEKLY: 
            Report Name: 


Member Services - BC members at 45 Day notice for prior 7 days (run 
Monday morning) 
Then run BO query MS BC with claims - 45 Day notice members 


 
Member Services - BC members at 60 Day notice for prior 7 days (run 
Monday morning) 
Then run BO query MS BC with claims - 60 Day notice members 


 
Member Services - Dear Bev letter Mailmerge data (run Monday morning) 


 
Staff case count of BC prog in Open-Following status (run after 11:00 a.m. 
each Friday) 


 
MONTHLY (1st of Month) 
            Report Name: 


Ad-hoc Report (run at first of month) 
 


BCC Aid Cat with Stage of Case (run at first of month) 
 


BC New LOC case count (run at first of month) 
 


BCC Renewal - 1st run (run at first of month) 
 
Behavioral Health referral - HROB (run at first of month) 
 
Behavioral Health referral - OB Outreach (run at first of month) 
 
Cherokee BCC (run at first of month) 
 
CM - LOC counts for new and following cases (run at first of month) 
 
Count of High Risk OB Cases Opened by month (run at first of month) 
 
Count of High Risk OB in Following status (run at first of month) 
 
HROB - OB Outreach - Staff time spent (run at first of month) 
 
Newborn Outreach New and Following case counts (run at first of month) 
 
PDN New and Following case counts (run at first of month) 


  
OB Outreach to HROB count (run at first of month) 
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Member Services - Count of Dear Bev calls by Month (run at first of month) 
 
Member Services - Count of Dear Bev letters sent (run at first of month) 


 
MONTHLY (25th of Month) 
            Report Name: 


BCC Renewal - 2nd run (run on or around 25th of the month) 
 
QUARTERLY (run Jan 1st, Apr 1st, Jul 1st, Oct 1st) 
            Report Name: 


Behavioral Health - Activity log (run at first of the quarter) 
 
BC Qtrly counts - FTF INI INT PHO ROU OTH (run at first of the quarter) 
 
BC Qtrly counts - MC1 MC2 MC3 LTR (run at first of the quarter) 








Standard State Workstation Configuration: 
 
 
We are currently using the following: 
 
Dual Core Processor with 2 GB of RAM 
Windows XP SP3  
Office 2003 SP3 
Internet Explorer 7.0 
Adobe Acrobat Reader 9.X 
RightFax Client 9.3 
The majority of the network devices we print to are Xerox Copiers and printers.   
We also have a few DELL and HP print devices. 
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Information Technology Accessibility Standards 


Preface 
 
The contents of this document include the Information Technology 
Accessibility standards to comply with the law passed by the Oklahoma 
Legislature and signed by the Governor of Oklahoma in 2004.  The standards 
apply to all state agencies, as defined.  As such, they apply equally to all 
state employees, contractors or any entity that deals with the State of 
Oklahoma. 
 
The Office of State Finance will communicate the standards to all state 
agencies.  In turn, all agencies are required to review the Policy and make all 
staff members aware of their responsibility. 
 
It is recognized that some agencies have their own proprietary systems that 
may not conform to the standards indicated in this document or it would 
cause the agency an undue burden to comply.  Any exceptions or undue 
burden are to be documented and be available on request.
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Information Technology Accessibility Standards 


 
1.0 Purpose 
These standards are intended to advise agencies on the procedures necessary to ensure 
compliance with Oklahoma law requiring electronic and information technology 
accessibility and the related information technology accessibility standards.  The purpose 
of the law indicates that state agencies, when developing, procuring, maintaining or using 
information technology, or when administering contracts or grants that include the 
procurement, development, upgrading or replacement of information technology, shall 
ensure, unless an undue burden would be imposed on the agency, that the information 
technology allows employees, program participants and members of the general public 
with disabilities access to and use of information and data that is comparable to the access 
and use by individuals without disabilities.  
 
2.0 Scope 
Each state agency shall work diligently to assure compliance with the provisions of  
the Oklahoma law regarding electronic and information technology accessibility through 
statewide implementation of information technology accessibility standards issued by the 
Information Services Division of the Office of State Finance.  
 
The law covers all state agencies.  “State agency” is defined in the law as any office, 
officer, bureau, board, counsel, court, commission, institution, unit, division, body or house 
of the executive or judicial branches of the state government, whether elected or 
appointed, excluding political subdivisions of the state.  State agency shall include the 
Oklahoma State Regents for Higher Education, the institutions, centers or other constituent 
agencies of the Oklahoma State System of Higher Education, the State Board of Career 
and Technology Education and Technology Center school districts. 
 
Overview  
 
3.0 Introduction 
The State of Oklahoma’s Information Technology (IT) Accessibility Standards provide 
direction for complying with Oklahoma law regarding electronic and information technology 
accessibility.  The law requires state agencies to make information technologies 
accessible to individuals with disabilities and was adopted to: 


 
 Reduce information technology barriers. 
 Provide new opportunities for individuals with disabilities. 
 Encourage the development of new technologies to adhere to these goals. 


 
Oklahoma law for electronic and information technology accessibility and the related 
development of information technology accessibility standards applies to all State 
departments and agencies as defined by law and requires that members of the public and 
state employees with disabilities have access to information that is comparable to the 
access available to others.  These standards apply to all information technologies subject 
to the conditions as specified in the General Exception section of this document and its 
attachments. 
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Information Technology Accessibility Standards 


 
The State of Oklahoma IT Accessibility Standards are based on the standards developed 
to implement Section 508 of the Rehabilitation Act, as amended by the Workforce 
Investment Act of 1998 and partially on the World Wide Web Consortium (W3C) 
Accessibility Guidelines.  For further information on Section 508 Standards and W3C 
guidelines go to: 


 
 Federal Section 508 Electronic and Information Technology Accessibility 


Standards http://www.access-board.gov/sec508/508standards.htm 


 World Wide Web Consortium Accessibility Guidelines http://www.w3c.org/WAI/ 
 


NOTE:   Exact Section 508 terminology is frequently used to minimize potential confusion resulting 
from different wording between these standards and Section 508.  However, the wording and content 
of Section 508 have not been adopted in all situations.  Modifications to Section 508 wording have 
been made to clarify or adapt the standards consistent with Oklahoma resources and needs.  State 
departments and agencies should use these state standards to comply with the Oklahoma law 
requiring IT accessibility.   
 


3.1 General Overview 
These standards cover technology procured or developed by state departments or 
agencies and apply only to those products directly relevant to the contract and its 
deliverables.  Products covered by the standards shall comply with all applicable 
standards, e.g. software products will comply with the software standards, unless an 
undue burden would be imposed.  Standards provide direction for documentation of undue 
burden.   


 
An exception clarifies that the standards do not apply to technology that is incidental to a 
state contract.  Thus, those products that are not specified as part of a contract with a state 
agency would not need to comply with the standards.  For example, a firm that produces a 
report for a state agency under a contract would not have to procure accessible computers 
and word processing software even if they were used exclusively for the contract; 
however, compliance would be required if such products were to become the property of 
the state agency as contract deliverables or if the state agency purchased the products to 
be used by the contractor as part of the project.  If a state agency contracts with a firm to 
develop its Web site, the standards would apply to the new Web site for the agency but not 
to the firm's own Web site.  


 
These standards also cover technology procured by grantees or contractors who receive 
dollars from a state department or agency administering a grant or contract program when 
the program includes the allotment of funding for the procurement, development or 
upgrading of information technology.  As with the previous example, if the grantee’s 
purchase or development of information technology is incidental to the grant program 
purpose, these standards do not apply.  However, if the purchase or development is an 
integral part of the grant program the standards do apply.   
 
3.2 Definitions 
The following definitions apply to these standards: 
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Information Technology Accessibility Standards 


 
 Accessibility.  This term means compliance with nationally accepted 


accessibility and usability standards, such as those established in Section 508 of 
the Rehabilitation Act, as amended by the Workforce Investment Act of 1998.  


 Accommodation.  Accommodations are changes in the way things are 
customarily done that enable individuals with disabilities to enjoy equal access 
and benefits.  Most often in these standards the term refers to the provision of 
effective communication through delivery of auxiliary aids and services such as 
qualified interpreters, note takers, transcription or captioning, qualified readers, 
Braille, video description and assistive devices.   


 Alternate formats.  Alternative formats usable by people with disabilities may 
include, but are not limited to, Braille, ASCII text, large print, recorded audio and 
electronic formats.  


 Alternate methods.  Alternative methods are different means of providing 
information, including product documentation, to people with disabilities. 
Alternate methods may include, but are not limited to, voice, fax, relay service, 
TTY, Internet posting, captioning, text-to-speech synthesis and audio 
description.  


 Assistive Technology Device.  Any item, piece of equipment or product 
system, whether acquired commercially off the shelf, modified or customized, 
that is used to increase, maintain or improve functional capabilities of individuals 
with disabilities. 


 Captioning.  Captions are a written representation of audio or dialogue that 
accompanies video information.  Captions are similar to subtitles but also 
convey non-dialogue auditory information that is important to the video, such as 
laughter.  


 Electronic content.  Electronic information presented in an aural, visual or 
textual manner, which is produced, manipulated or provided by information 
technology, including, but not limited to, formats such as word processor 
documents, spreadsheets, PDFs, images, slideshows/presentations and markup 
languages. 


 Individual with Disabilities.  Any individual who is considered to have a 
disability or handicap for the purposes of any Federal or Oklahoma law. 


 Information Technology.  Any electronic information equipment or 
interconnected system that is used in the acquisition, storage, manipulation, 
management, movement, control, display, switching, interchange, transmission 
or reception of data or information, including audio, graphic and text.   


 Operable Controls.  A component of a product that requires physical contact for 
normal operation.  Operable controls include, but are not limited to, mechanically 
operated controls, input and output trays, card slots, keyboards or keypads. 


 Self-Contained, Closed Products.  Products that generally have embedded 
software and are commonly designed in such a fashion that a user couldn’t 
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easily attach or install assistive technology.  These products include, but are not 
limited to, information kiosks and information transaction machines, copiers, 
printers, fax machines, voting machines and other similar types of products. 


 State agency.  Any office, officer, bureau, board, counsel, court, commission, 
institution, unit, division, body or house of the executive or judicial branches of 
the state government, whether elected or appointed, excluding political 
subdivisions of the State.  State agency shall include the Oklahoma State 
Regents for Higher Education, the institutions, centers or other constituent 
agencies of the Oklahoma State System of Higher Education, the State Board of 
Career and Technology Education and Technology Center school districts. 


 Telecommunications.  The transmission, between or among points specified 
by the user, of information of the user's choosing, without change in the form or 
content of the information as sent and received.  


 Television Broadcast.  Pertains to any video production that was distributed via 
an FCC regulated television station, but does not include the same video 
production distributed or redistributed via the Internet or an internal Intranet. 


 Teletypewriter (TTY).  An abbreviation for teletypewriter.  Machinery or 
equipment that employs interactive text-based communications through the 
transmission of coded signals across the telephone network.  TTYs may include, 
for example, devices known as TDDs (telecommunication display devices or 
telecommunication devices for deaf persons) or computers with special 
modems.  TTYs are also called text telephones.  


 Undue Burden.  Significant difficulty or expense, including, but not limited to, 
difficulty or expense associated with technical feasibility.  


 Video Description.  Video description is the insertion of verbal descriptions 
about the setting and/or action in a video program when information about these 
visual elements is not contained in the audio portion of the program.  These 
descriptions supplement the regular audio track of the program.  Video 
descriptions are a way to let people who are blind or have low vision know what 
is happening on screen.  Note:  In these standards the term video description is 
used rather than audio description.  The term audio description is reserved for 
verbal descriptions of live events. 


 Web pages:  Electronic content connected to the World Wide Web or an intranet 
and available via a browser.  


 
3.3 Application of the Standards 
The following defines the application of the standards: 


 
(a) Information technology products covered by these standards shall comply with 


all applicable provisions.  When developing, procuring, maintaining or using 
information technology products (either directly or through administration of 
contracts or grants), each state department or agency shall ensure that the 
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products comply with these standards, unless an undue burden would be 
imposed on the agency.  


(1) Information technology products are those as defined by Oklahoma’s 
legislation regarding accessible electronic and information technology. 


(2) State departments or agencies are those as defined by Oklahoma’s 
legislation regarding accessible electronic and information technology. 


(3) Undue burden is as defined by Oklahoma’s legislation regarding accessible 
electronic and information technology.   


(i) When procuring a product, if an agency determines that compliance with 
any provision of these standards imposes an undue burden, the 
documentation by the agency supporting the procurement shall explain 
why, and to what extent, compliance with each such provision creates an 
undue burden.  This documentation must be maintained with the 
requisition.  


(ii) When compliance with these standards imposes an undue burden, 
agencies shall provide individuals with disabilities the information and 
data involved by an alternative means of access that allows the individual 
to use the information and data in accordance with other applicable State 
and Federal laws such as Title I and Title II of the Americans with 
Disabilities Act and Section 504 of the Rehabilitation Act.  


(b) When procuring a product, the accessibility determination will be conducted as 
part of the objective evaluation and will be subservient to the general, technical 
and functional requirements of the procurement specifications.  At a minimum, it 
will be done through review of vendor provided information submitted in the form 
of the Voluntary Product Accessibility Template (VPAT) or comparable 
document with judgments made regarding degree of conformance to the access 
standards.  The relative accessibility weighing may be adjusted for due cause 
based on the specific procurement.    


(c) When developing software applications, web pages or other information 
technology systems, each covered entity shall require conformance with the 
applicable technical access standards unless an undue burden would be 
imposed.    


(d) Except as described under “Exceptions to the Standards” provided below, these 
standards apply to information technology developed, procured, maintained or 
used by state departments or agencies directly; or used by a contractor under a 
contract with a state department or agency which requires the use of such 
product, or requires the use, to a significant extent, of such product in the 
performance of a service or the furnishing of a product; or when state 
departments or agencies administer contracts or grant programs that include a 
significant allotment of funding for the procurement, development or upgrading 
of information technology.  
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(e) These standards apply to all information technology purchased after the 
effective date of these standards, providing the solicitation process was not 
initiated prior to the effective date.    


(f) These standards apply to all information technology developed and/or 
substantially modified or substantially enhanced after the effective date of these 
standards, providing the procurement and/or development process was not 
initiated prior to the effective date.  


 
3.4 Exceptions to the Standards  
The following defines the exception to the standards: 
 


(a) These standards do not apply to any information technology operated by state 
departments or agencies, the function, operation or use of which involves 
intelligence activities, crypto logic activities related to public safety, command 
and control of law enforcement, equipment that is an integral part of a weapon or 
weapons system or systems which are critical to the direct fulfillment of public 
safety or intelligence missions.  Systems which are critical to the direct fulfillment 
of public safety or intelligence missions do not include a system that is to be 
used for routine administrative and business applications (including payroll, 
finance, logistics and personnel management applications).  


 
(b) These standards do not apply to information technology that is acquired by a 


contractor or grantee incidental to a contract or grant, provided the technology 
does not become State property upon the completion of the contract.  


 
(c) Except as required to comply with these standards, state departments and 


agencies are not required to install specific accessibility-related software or 
attach an assistive technology device to information technology products unless 
required by other applicable State or Federal laws.   


 
NOTE:  In general, compliance with these standards provides built-in access features in 
products or provides compatibility with add-on assistive technology devices.  Compliance with 
these standards does not necessarily ensure access needed by individual people with 
disabilities as an additional assistive device may be required, a substitute product may be 
required or another type of accommodation may be needed to meet their individual needs.  
Provision of assistive technology, substitute products with specific access features and other 
types of accommodation should be done in accordance with the requirements of applicable State 
and Federal laws, e.g. the Americans with Disabilities Act and Section 504 of the Rehabilitation 
Act.   


 
(d) When state departments or agencies provide public access to information or 


data through information technology, agencies are not required to make 
products owned by the agency available for access and use by individuals with 
disabilities at a location other than where the information technology is provided 
to the public, or to purchase products for access and use by individuals with 
disabilities at a location other than that where the information technology is 
provided to the public.  
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(e) These standards shall not be construed to require a fundamental alteration in 


the nature of a product or its components.  
 


(f) Products located in spaces frequented only by service personnel for 
maintenance, repair or occasional monitoring of equipment are not required to 
comply with these standards.  


 
3.5 Equivalent Facilitation 
Nothing in these standards is intended to prevent the use of designs or technologies as 
alternatives to those prescribed in these standards provided they result in substantially 
equivalent or greater access to and use of a product for people with disabilities.  
 
Agencies may accept IT offered by vendors, which uses designs or technologies that do 
not meet the applicable technical provisions, but provide substantially equivalent or greater 
access to and use of a product for people with disabilities.  This is referred to as 
"equivalent facilitation."  
 
Equivalent facilitation is not an exception or variance from the requirement to provide 
comparable access.  Rather, it is recognition that technologies may be developed or used 
in ways not envisioned by the technical provisions of this document but still result in the 
same or better functional access.  Functional outcome – not form – is the key to evaluating 
whether a technology results in "substantially equivalent or greater access."  
 


3.6 Complaint Process  
Agencies shall designate an accessibility compliance representative(s) responsible for 
ensuring compliance to Oklahoma law for electronic and information technology 
accessibility and the related information technology accessibility standards. 
 
Effective one year after the effective date of the Oklahoma information technology access 
standards, any individual may file a complaint alleging that a state department or agency 
fails to comply with Oklahoma law for electronic and information technology accessibility 
and the related information technology accessibility standards.    
 
The procedure to be followed by any individual who alleges given information technology 
owned or managed by the State or its authorized agent does not comply with Oklahoma 
law for electronic and information technology accessibility and the related information 
technology accessibility standards are defined in OAC 260:15 (Oklahoma Administrative Code). 
 
4.0 Technical 
The purpose of technical standards is to implement Oklahoma legislation regarding 
accessible electronic and information technology.  The statute requires that when state 
agencies develop, procure, maintain, use or administer contracts or grants that include the 
procurement, development or upgrading of information technology, state employees with 
disabilities have access to and use of information and data comparable to the access and 
use by state employees who do not have disabilities, unless an undue burden would be 
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imposed on the agency.  The legislation also requires that individuals with disabilities, who 
are members of the public seeking information or services from a state agency, have 
access to and use of information and data comparable to that provided to the public who 
do not have disabilities, unless an undue burden would be imposed on the agency. 
 
4.1 Technical Overview 
These standards identify criteria specific to various types of technologies, including:  


 
 Software applications and operating systems  
 Web-based information or applications  
 Telecommunication products  
 Video and multimedia products  
 Desktop and portable computers  
 Information, documentation and support 


 
At this time, standards have not been established for self-contained - closed products 
due to the lack of specifications and availability of products related to this category.  


 
4.2 Software Applications and Operating Systems 
The standards in this section provide for improved access and usability for people with 
vision, motor and/or cognitive disabilities.  For example, one provision requires alternative 
keyboard navigation, which is essential for people who are blind or have low vision or for 
people with motor or dexterity disabilities who cannot rely on pointing devices, such as a 
mouse.  Other provisions address animated displays, color and contrast settings, flash rate 
which can affect epileptic seizures and electronic forms, among others.   
 
The standards follow: 
 


(a) When software is designed to run on a system that has a keyboard, product 
functions shall be executable from a keyboard where the function itself or the 
result of performing a function can be discerned textually.  


 
(b) Applications shall not disrupt or disable activated features of other products that 


are identified as accessibility features, where those features are developed and 
documented according to industry standards.  Applications also shall not disrupt 
or disable activated features of any operating system that are identified as 
accessibility features where the application programming interface for those 
accessibility features has been documented by the manufacturer of the 
operating system and is available to the product developer.  


 
(c) A well defined on-screen indication of the current focus shall be provided that 


moves among interactive interface elements as the input focus changes.  The 
focus shall be programmatically exposed so that assistive technology can track 
focus and focus changes.  
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(d) Sufficient information about a user interface element, including the identity, 
operation and state of the element, shall be available to assistive technology. 
When an image represents a program element, the information conveyed by the 
image must also be available in text.  


 
(e) When bitmap images are used to identify controls, status indicators or other 


programmatic elements, the meaning assigned to those images shall be 
consistent throughout an application's performance.  


 
(f) Textual information shall be provided through operating system functions for 


displaying text.  The minimum information that shall be made available is text 
content, text input caret location and text attributes.  


 
(g) Applications shall not override user selected contrast and color selections and 


other individual display attributes.  
 


(h) When animation is displayed, the information shall be displayable in at least one 
non-animated presentation mode at the option of the user.  


 
(i) Color-coding shall not be used as the only means of conveying information, 


indicating an action, prompting a response or distinguishing a visual element.  
 


(j) When a product permits a user to adjust color and contrast settings, a variety of 
color selections capable of producing a range of contrast levels shall be 
provided.  


 
(k) Software shall not use flashing or blinking text, objects or other elements having 


a flash or blink frequency greater than 2 Hz and lower than 55 Hz.  
 


(l) When electronic forms are used, the form shall allow people using assistive 
technology to access the information, field elements and functionality required 
for completion and submission of the form, including all directions and cues.  


 
4.3 Web-based Intranet and Internet Information and Applications 
The standards are based on the Federal Section 508 Electronic and Information 
Technology Accessibility Standards developed by the Access Board as well as the access 
guidelines, version 1.0, developed by the Web Accessibility Initiative of the World Wide 
Web Consortium.  These provisions ensure access for people with visual, hearing, motor 
and cognitive disabilities who rely on various assistive products to access computer-based 
information, such as screen readers.  Screen readers translate the computer screen 
display into automated audible output and refreshable Braille displays.  Certain 
conventions, such as verbal tags or identification of graphics and format devices, such as 
frames, are necessary so that these devices can "read" them for the user in a sensible 
way.  The standards do not prohibit the use of Web site graphics or animation.  Instead, 
the standards help ensure that such information is also available in an accessible format.  
Generally, this means use of text labels or descriptors for graphics and certain format 
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elements.  (HTML code already provides an "Alt Text" tag for graphics, which can serve as 
a verbal descriptor for graphics.)  This section also addresses the usability of multimedia 
presentations, image maps, style sheets, scripting languages, applets and plug-ins, and 
electronic forms.  
 
The standards apply to state Web sites but not to private sector Web sites (unless a site is 
provided under contract to a state agency, in which case only that Web site or portion 
covered by the contract would have to comply).  
 


Definitions 
The following definitions apply to these standards. 


 
 Flicker.  A repeated, rapid or fluctuating variation of brightness, contrast or 


position on a display. 


 Key pages.  Pages that represent the upper portions of a website’s hierarchy 
with respect to navigation including home pages of major subdivisions of content 
or services.  


 Meaningful text equivalent.  Text that accurately and thoroughly conveys the 
content of a non-text element.  


 Modification.  Alterations or deletions in a web page, document or component, 
except where the changes are the result of: 


o Automated retrieval of information from a database; 
o Content retrieved, framed or otherwise imported from an external site or 


web-based service; 
o Replacement of digital publications received from outside sources.  


 
The standards follow: 
 


(a) A meaningful text equivalent for every non-text element shall be provided (e.g., 
via "alt", "longdesc", or in element content) except for captioning of audio 
information which shall comply with (b) of this section. 


 
(b) Equivalent alternatives for any multimedia presentation shall be synchronized 


with the presentation.   
 


(c) Web pages shall be designed so that all information conveyed with color is also 
available without color, for example from context or markup.  Ensure that 
foreground and background color combinations provide sufficient contrast when 
viewed by someone having color deficits or when viewed on a black and white 
screen.  


 
(d) Documents shall be organized so that they are readable without requiring an 


associated style sheet. 
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(e) Redundant text links shall be provided for each active region of a server-side 
image map.  


 
(f) Client-side image maps shall be provided instead of server-side image maps 


except where the regions cannot be defined with an available geometric shape.  
 


(g) Row and column headers shall be identified for data tables.  
 


(h) Markup shall be used to associate data cells and header cells for data tables 
that have two or more logical levels of row or column headers.  


 
(i) Frames shall be titled with text that facilitates frame identification and navigation.  


 
(j) Pages and elements shall be designed so that screen flicker does not occur 


between frequencies 2Hz and 55 Hz. 
 


(k) A text-only page, with equivalent information or functionality, shall be provided to 
make a Web site comply with the provisions of these standards when 
compliance cannot be accomplished in any other way.  The content of the text-
only page shall be updated whenever the primary page changes.  The non- 
accessible version must be as accessible as possible. 


 
(l) When pages utilize scripting or other programmatic elements to display content, 


the information provided by the script shall also be provided in an equivalent text 
format that can be processed and interpreted by assistive technology.  When 
pages utilize scripting or other programmatic elements to create user interfaces, 
user interaction shall be input device independent. 


 
(m) When a Web page requires that an applet, plug-in or other application be 


present on the client system to interpret page content, the page must provide a 
link to a plug-in or applet that complies with Oklahoma Software Applications 
and Operating Systems standards (a) through (l).  


 
(n) When electronic forms are designed to be completed on-line, the form shall 


allow people using assistive technology to access the information, field elements 
and functionality required for completion and submission of the form, including 
all directions and cues.  


 
(o) A method shall be provided that permits users to skip repetitive navigation links.  


 
(p) When a timed response is required, the user shall be alerted and given sufficient 


time to indicate more time is required.  
 


(q) Use valid, industry recognized web programming standards including a 
document type definition or the equivalent.  
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(r) Identify the primary natural language of the document. 
 


(s) A link to the agency's Web site accessibility policy (if existing) and contact 
information for compliance issues related to the accessibility of electronic and 
information technology shall be included on home pages and other key pages. 


 
 
4.4 Telecommunications Products 
The standards of this section are designed to ensure access to telecommunications 
products for individuals who are deaf or hard-of-hearing, individuals with speech 
disabilities and individuals with low vision or motor disabilities. The standards are designed 
to ensure access to telecommunications products for individuals who may use assistive 
technology such as hearing aids, cochlear implants, assistive listening devices and 
teletypewriters (TTYs).  TTYs are devices that enable people who are deaf or hard-of-
hearing the ability to communicate over the telephone; they typically include an acoustic 
coupler for the telephone handset, a simplified keyboard and a visible message display.  
One requirement calls for a standard non-acoustic TTY connection point for 
telecommunication products that allow voice communication but also provide TTY 
functionality.  Other specifications address adjustable volume controls for output, product 
interface with hearing technologies and the usability of keys and controls by people who 
may have low vision or limited dexterity or motor control.  
 
The standards follow: 
 


(a) Telecommunications products or systems that provide a function allowing voice 
communication and do not themselves provide TTY functionality, shall provide a 
standard non-acoustic connection point for TTYs.  Microphones shall be capable 
of being turned on and off to allow the user to intermix speech with TTY use.  


 
(b) Telecommunications products, which include voice communication functionality, 


shall support all commonly used cross-manufacturer non-proprietary standard 
TTY signal protocols.  


 
(c) Voice mail, messaging auto-attendant and interactive voice response 


telecommunications systems shall be usable by TTY users either through direct 
TTY access or through use of the relay service and by Voice Carry Over (VCO), 
Hearing Carry Over (HCO), Video Relay Services (VRS) or Speech To Speech 
users through the relay service.    


 
(d) Voice mail, messaging, auto-attendant and interactive voice response 


telecommunications systems that require a response from a user within a time 
interval shall give an alert when the time interval is about to run out and shall 
provide sufficient time for the user to indicate more time is required.  


 
(e) Where provided, caller identification and similar telecommunications functions 


shall also be available for users of TTYs and for users who cannot see displays.  
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(f) For transmitted voice signals, telecommunications products shall provide a gain 


adjustable up to a minimum of 20 dB.  For incremental volume control, at least 
one intermediate step of 12 dB of gain shall be provided.  Notwithstanding gain 
requirements, maximum output shall not exceed 125 db SPL.   


 
(g) If the telecommunications product allows a user to adjust the receive volume, a 


function shall be provided to automatically reset the volume to the default level 
after every use if the volume is capable of greater than 18 dB of gain.   


 
(h) Where a telecommunications product delivers output by an audio transducer 


which is normally held up to the ear, a means for effective magnetic wireless 
coupling to hearing technologies shall be provided.  


 
(i) Products that transmit or conduct information or communication shall pass 


through cross-manufacturer, non-proprietary, industry-standard codes, 
translation protocols, formats or other information necessary to provide the 
information or communication in a usable format.  Technologies which use 
encoding, signal compression, format transformation or similar techniques shall 
not remove information needed for access or shall restore it upon delivery.  


 
(j) Products which have mechanically operated controls or keys, shall comply with 


the following:  
 


(1) Controls and keys shall be tactilely discernible without activating the 
controls or keys.  


(2) Controls and keys shall be operable with one hand and shall not 
require tight grasping, pinching or twisting of the wrist.  The force 
required to activate controls and keys shall be 5 lbs. (22.2 N) 
maximum.  


(3) If key repeat is supported, the delay before repeat shall be adjustable 
to at least 2 seconds.  The key repeat rate shall be adjustable to 2 
seconds per character.  


(4) The status of all locking or toggle controls or keys shall be visually 
discernible and discernible either through touch or sound.  


 
4.5 Video or Multimedia Products 
Multimedia products involve more than one media and include, but are not limited to, video 
programs, narrated slide production and computer-generated presentations.  Standards 
address caption decoder circuitry (for any system with a screen larger than 13 inches) and 
secondary audio channels for television tuners, including tuner cards for use in computers. 
The standards also require captioning and video description for certain training and 
informational multimedia productions developed or procured by state agencies in 
accordance with a time schedule.  The standards also provide that viewers are able to turn 
captioning or video description features on or off.  
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The standards follow: 
 


(a) All analog television displays 13 inches and larger, and computer equipment that 
includes analog television receiver or display circuitry, shall be equipped with 
caption decoder circuitry which appropriately receives, decodes and displays 
closed captions from broadcast, cable, videotape and DVD signals.  Widescreen 
digital television (DTV) displays measuring at least 7.8 inches vertically, DTV 
sets with conventional displays measuring at least 13 inches vertically and 
stand-alone DTV tuners, whether or not they are marketed with display screens, 
and computer equipment that includes DTV receiver or display circuitry, shall be 
equipped with caption decoder circuitry which appropriately receives, decodes 
and displays closed captions from broadcast, cable, videotape and DVD signals. 


 
(b) Television tuners, including tuner cards for use in computers, shall be stereo and 


equipped with secondary audio program playback circuitry. 
 


(c) All training and informational video and multimedia productions, excluding 
television broadcasts, live Webcasts and live video conferencing, which contain 
speech or other audio information necessary for the comprehension of the 
content, shall be open or closed captioned. 


 
(d) All training and informational video and multimedia productions, excluding 


television broadcasts, live Webcasts and live video conferencing, which contain 
visual information necessary for the comprehension of the content, shall be 
audio described. 


 
(e) Display or presentation of alternate text or audio descriptions shall be user-


selectable unless permanent 
 


(f) Television broadcasts, both live and pre-recorded, are subject to all the rules 
and regulations as specified by the Federal Communications Commission (FCC) 
regarding the inclusion of captioning and video descriptions.  (See www.fcc.gov) 


 
(g) An alternate method with equivalent information or functionality shall be provided 


to make the multimedia content comply with the provisions of these standards, 
when compliance cannot be accomplished in any other way. 


 
4.6 Desktop and Portable Computers 
This section focuses on keyboards and other mechanically operated controls, touch 
screens, use of biometric forms of identification, and ports and connectors.  
 
The standards follow: 
 


(a) All mechanically operated controls and keys shall comply with Paragraphs (j.1) 
through (j.4) as specified under the topic “Telecommunications Products”. 
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(b) If a product utilizes touch screens or touch-operated controls, an input method 
shall be provided that complies with Paragraphs (j.1) through (j.4) as specified 
under the topic “Telecommunications Products”. 


 
 (c) When biometric forms of user identification or control are used, an alternative 


form of identification or activation, which does not require the user to possess 
particular biological characteristics, shall also be provided.  


 
(d) Where provided, at least one of each type of expansion slots, ports and 


connectors shall comply with publicly available industry standards.  
 


4.7 Information, Documentation and Support 
These standards address access to all information, documentation and support provided 
to end users (e.g., state employees) for covered technologies.  This includes user guides, 
installation guides for end-user installable devices, customer support and technical support 
communications.  Such information must be available in alternate formats upon request at 
no additional charge.  Alternate formats or methods of communication, can include Braille, 
cassette recordings, large print, electronic text, Internet postings, TTY access and 
captioning and audio description for video materials. 
 
The standards follow: 
 


(a) Product support documentation provided to end-users shall be made available in 
alternate formats upon request, at no additional charge.  


 
(b) End-users shall have access to a description of the accessibility and 


compatibility features of products in alternate formats or alternate methods upon 
request, at no additional charge.  


 
(c) Support services for products shall accommodate the communication needs of 


end-users with disabilities.  


 
4.8 Self-Contained, Closed Products 
Oklahoma will not adopt standards in this category at this time. 
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Appendix A – Revisions 
 
Revision Date Change 
 
February, 2006 Section 3.3 (b) – deleted “commercial, off the shelf” from the 


first sentence.  Sentence reads “When procuring a product, the 
accessibility determination will be conducted as part of the 
objective evaluation and will be subservient to the general, 
technical and functional requirements of the procurement 
specifications.” 
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Section 1: Introduction 


Overview 


Welcome to OnDemand – a system designed to help you get control of 
information. 


OnDemand manages electronic archives of documents and searches 
for and retrieves documents.  OnDemand client programs have the 
functionality to view, save and print copies of documents and attach 
electronic notes to documents.  OnDemand can support almost any 
process that can benefit from hard copy or microfiche replacement and 
fast access to information. 


Some of the advantages of OnDemand include the ability to: 


• Retrieve individual pages of a report without processing the entire 
report 


• Locate data easily without specifying the exact report  


• View selected data from within a report 


OnDemand includes the following features: 


• Integrates data created by application programs into an online, 
electronic information archive and retrieval system 


• Provides the controlled and reliable access to all of an 
organization’s reports 


• Retrieves the data needed at the time it is needed 


• Provides an intuitive Web client for searching for and retrieving 
documents 


OnDemand Documents 


OnDemand documents represent indexed groups of pages. Typically 
an OnDemand document is a logical section of a larger report, such as 
an individual customer statement within a report of thousands of 
statements.  For reports that do not have logical groups of pages, such 
as transaction logs, OnDemand can divide the report into groups of 
pages. The groups of pages are individually indexed and can be 
retrieved by the client much more efficiently than the entire report. 
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OnDemand Folders 


The OnDemand administrator stores information in related collections 
called folders. Folders are identified by name (i.e., Customer 
Statements).  This folder system is a container for related information, 
such as statements, invoices, or correspondence, just like a manila 
folder is used in a metal filing cabinet. When a folder is opened, access 
is gained to the information contained in that folder. For example, a 
billing folder could contain the reports for customer transactions over 
the past two years. 


Note: Some functions, features, and access within the 
OnDemand System are not available to all users. 


This business practice manual assumes that the user 
has a basic understanding and knowledge of a 
Microsoft® Windows desktop environment and 
Web browsers. 
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Section 2: Starting OnDemand 


Starting OnDemand from the Desktop 


1. Locate the Internet Explorer icon on the desktop. 


2. Double-click the Internet Explorer icon to open the Web browser. 


3. At the address bar, type the Web address of the OnDemand server: 
http://128.212.227.200/logon.htm.  The logon Web page displays. 


4. Type the appropriate OnDemand user ID in the box next to the 
word User 


5. Type the appropriate OnDemand user ID password in the box next 
to the word Password 


6. Click Submit.  OnDemand opens the Select a Folder Web page. 


Starting OnDemand from the Start Menu 


1. Click Start on the Taskbar. Windows opens the Start menu. 


2. Click Programs 


3. Click the Internet Explorer icon to start the Web browser 


4. Click the Internet Explorer icon 


5. At the Address bar, type the Web address of the OnDemand server, 
http://128.212.227.200/logon.htm.  The logon Web page displays. 


6. Type the OnDemand user ID in the box next to the word User. 


7. Type the OnDemand user ID password in the box next to the word 
Password. 


8. Click Submit.  OnDemand opens the Select a Folder Web page. 


Starting OnDemand from the Run Dialog Box 


1. Click Start on the Task bar to open the Start menu. 


2. Click Run to open the Run dialog box. 


3. At the Run Dialog box, type the Web address of the OnDemand 
Server: http://128.212.227.200/logon.htm.  The logon Web page 
displays. 


4. Type the OnDemand user ID in the box next to the word User. 
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5. Type the OnDemand user ID password in the box next to the word 
Password. 


6. Click Submit.  OnDemand opens the Select a Folder Web page. 
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Figure 2.1 – Example of OKMMIS Cold Web Site Window 


Opening OnDemand Folders 


Note: OnDemand opens the Select a Folder Web page 
only if there is more than one folder to choose. 
Otherwise, OnDemand opens the Search Criteria 
Web page immediately after logging on to the 
server. 


Opening a Folder 


1. Log on to OnDemand to display the Select a Folder Web page. 
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2. The folders the user can access are listed in the Select a Folder box.  
Click the folder name or use the arrow keys on the keyboard to 
move to the folder name. 


3. Click Open. OnDemand opens the Search Criteria and Document 
List Web page. 


 


 


Figure 2.2 – Example of Select a Folder Window 
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Section 3: Searching for OnDemand Documents 


Overview 


The name of the folder indicated is listed above the Search Criteria 
section. In the example that follows, the name of the folder is Reports 
– Standard. 


The Search Criteria field contains entry fields, operators, and 
commands that can be used to search for documents. 
 
 


 


Figure 3.1 – Example of Reports-Standard Window 
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Entry Fields 


These areas allow entry of search values, including text, numbers, and 
dates.  The number and names of the fields vary by folder. In the 
example, there are three search fields: Report Run Date, Report 
Number, and Report Name. 


Operators 


There is one operator active for each field.  In the example, the 
operator for the Run Date field is Between. OnDemand uses standard 
Structured Query Language (SQL) search operators to search for 
documents.  The search operators available for a field are set by an 
OnDemand administrator and can vary by folder and field.  All criteria 
entered by the user is AND together during the query process. 


Commands 


• Search – Initiates a search. 


• Reset – Erases the values from all search fields. 


1. Type one or more of the search values into the correct search entry 
fields, for example, a Report Number, As Of Date, or Run Date. 


Searching for 
Documents 


2. Press the Tab key to move from one entry field to another.  At least 
one field must have a value, however, it is not required that every 
field have a value. Contact the OnDemand administrator for 
answers to questions about required field values. Wildcards can be 
used with the Like and Not Like search operators to represent other 
letters, numbers, or special characters. OnDemand uses two 
wildcards. The _ (underscore) character matches any single letter, 
number, or other special character. For example, if 1_0 is typed in a 
search field, OnDemand finds 100, 110, 120...190. The % 
(percentage) character matches zero or more letters, numbers, or 
other special characters. For example, if MARS% is typed in a 
search field, OnDemand finds MARS, MARSCH, MARSHELL, 
MARSTEENS, and so forth. 


3. Click Search. OnDemand displays the Document List with the 
documents that match the search criteria, in the order they occur on 
the server or the order chosen by the OnDemand administrator. 
OnDemand displays all matches found, up to the maximum matches 
allowed.  By default, this value is 200.  This value is a global setting 
for the folders.  The OnDemand administrator can change the 
settings as needed. 
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Figure 3.2 – Example of Document List 
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Section 4: Working with OnDemand Documents 


Overview 


Select the desired document from the displayed list of matches. A 
single document has one link for each of the search values presented 
on the Search Criteria Web page. 


Selecting Documents to View 


To select a document for viewing, move the cursor to the document 
and left-click the link to the document or the document name. Each 
row represents a document. Each column, in every row is linked to the 
document represented by that row. 


You may also press Ctrl+F to search by Report Run Date, Report 
Number, or Report Name. 
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Figure 4.1 – Example of List of Documents Window 


Finding Information in a Document 


Use the Find dialog box to locate information in the selected 
document. For example, if the document being viewed contains 
hundreds, or thousands, of customer names, use the Find command to 
locate a specific customer name. 
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Figure 4.2 – Example of the Find Dialogue Box 


Adding Notes to a Document 


In OnDemand, an annotation is an electronic note that an authorized 
user can attach to a document.  The note can contain any information 
including clarifications, reminders, or discussion about a document. 


To add a note to a document or view the notes to a document, use one 
of the following methods: 


• Click Annotations. OnDemand opens the Add a Note dialog box.  
This occurs when the first annotation is added. 


• After the first annotation has been added, all annotations can be 
viewed in the View Notes dialog box. If the Annotations button is 
selected and the first annotation has been added, click Annotations.  
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OnDemand opens the Notes dialog box. From the Notes dialog box, 
the user can add notes, read existing notes delete notes, and search 
notes. 


 


 


Figure 4.3 – Example of Add Notes Dialogue Box 
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Figure 4.4 – Example of Notes Dialogue Box 


Note: An OnDemand administrator must give a user 
permission to add, update, and delete notes. 
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Printing From a Document 


To open the print dialogue box and print pages of the document use 
the method: 


1. Click the Print icon on the toolbar. 
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2. Select the OK Button.  This will cause an additional Print Dialog 
box to appear. 
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3. From this Dialog Box, select All Pages, Current Page or Print 
Range Radio Button.  Enter the Start and End Page number if your 
only want to print a specific section of the document 


 


Figure 4.5 – Example of Document to Print 


Note: The user can print all the pages of the document, 
the page currently being viewed (the default 
choice), or selected pages of the document. 


Logging Out of OnDemand 


Follow these steps to log out of OnDemand: 


1. Click Logoff the OnDemand System link at the bottom of any 
OnDemand Web page.  The User Logged Off Web page displays. 


2. Click Close to exit the Web browser.
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Section 5: Document Viewer Command Buttons 


Overview 


The following table describes the most frequently used document 
viewer command buttons: 
 


Table 5.1 – Description of Document Viewer Command Buttons 


Document Viewer Command Buttons 
Command Button Description 


 
Print command button opens the Print dialog box and allows 
the user to print the current document to any printer configured 
on the user’s desktop. 


 
GoTo command button opens the GoTo dialog box and allows 
the user to select the page number of the current document and 
takes the user to the specified page. 


 
Page command buttons allow the user to go to the prior page, 
next page, or the beginning or end of the current document. 


 
Annotation command button allows the user to add an 
annotation to the current document. 


 


Find command button opens the find dialog box and allows the 
user to enter information and click the Find button.  If the 
information is found in the current document, the page number 
is displayed. 


 
Find Next command button allows the user to go to the next 
occurrence of the information. 


 
Font command button allows the user to change the text 
displayed in the Document Viewer. These settings are saved 
and stay in effect for any additional documents viewed. 


 
Copy to Clipboard command button allows the user to move 
highlighted information to the clipboard for use in other 
documents. 


 
Copy to File command button allows the user to move the 
information from the current page, selected pages, or all pages, 
and sends the information to another file. 
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Section 6: Image Viewer Command Buttons 


Overview 


The following table describes the most frequently used image viewer 
command buttons: 
 


Table 6.1 – Description of Image Viewer Command Buttons 


Image Viewer Command Buttons 
Command Button Description 


 
Print command button opens the print dialog box and allows the user to 
print the current image to any printer that is configured on the user’s 
desktop. 


 
Image Rotation command buttons allow 90-degree rotation of an image 
in the direction of the arrow. 


 
 


Best Fit command button fits the selected image to either the height or 
the width of the window to use the space most efficiently. 


 
Best Width command button fits the selected image to the width of the 
window to use the space most efficiently. 


 
Zoom command buttons reduce or enlarge image by a factor of two. 
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Section 7: OnDemand Web Browser Configuration 


Note: The following configuration steps must be 
completed for each user during the testing phase. 


1. Open Internet Explorer session 


2. Click Tools on the menu bar.  


3. Click Internet Options from the drop-down menu shown in Figure 
7.1.. This opens a multi-tabbed window. An example is provided in 
Figure 7.2. 


 


Figure 7.1 – Example of Tools Drop-Down Menu 
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Figure 7.2 – Example of Multi-tabbed Window 


4. Click Connections tab 


5. Click LAN Settings 


6. Place a check mark in the box in front of “Use a proxy server.” 


7. Click Advanced. This opens the Proxy Settings window. 


8. Add the information from Figure 7.3 into the text box below the 
exceptions heading. 


9. Click OK for all windows until returned to the Web browser. 
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Figure 7.3 – Proxy Server LAN Settings 
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Glossary 


This glossary defines the universal terms of the OHCA as presented in 
the Request for Proposals (RFP). The spelling and capitalization are 
approved by the OHCA for use in all documents. Any changes made 
to the original RFP glossary were made at the request of the OHCA.  


ARCH Aid to Residents in County Homes. A State-funded program that provides medical 
services to certain residents of county nursing homes. 


AVR Automated Voice-Response System used by providers to verify member eligibility 
by phone. 


AWP Average Wholesale Price used for drug pricing. 


auto assignment OKMMIS process that automatically assigns a managed care member to a managed 
care provider if the member does not select a provider within a specified time 
frame. 


BA Business associate 


BENDEX Beneficiary Data Exchange. A file containing data from CMS regarding persons 
receiving OHCA benefits from the Social Security Administration. 


bill Refers to a bill for medical services, the submitted claim document, or the 
electronic media claims (EMC) record. A bill may request payment for one or more 
performed services. 


buy-in A procedure whereby the State pays a monthly premium to the Social Security 
Administration on behalf of eligible medical assistance members, enrolling them in 
Medicare Part A or Part B or both programs. 


CCF Claim Correction Form. A CCF is generated by OKMMIS and sent to the provider 
who submitted the claim. The CCF requests the provider to correct selected 
information and return the CCF with the additional or corrected information. 


CCN Cash control number. A financial control number assigned to identify individual 
transactions. 


CFR Code of Federal Regulations. Federal regulations that implement and define 
Federal Medicaid law and regulations. 


claim A provider’s request for reimbursement of OHCA-covered services. Claims are 
submitted to the State’s contractor using standardized claim forms: HCFA-1500, 
UB-92, ADA Dental Form, and State-approved pharmacy claim forms. 


CLIA Clinical Laboratory Improvement Amendments. A federally mandated set of 
certification criteria and a data collection monitoring system designed to ensure the 
proper certification of clinical laboratories. 
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CMS Centers for Medicare & Medicaid Services.  Effective August 2001, this is the new 
name of the federal agency in the Department of Health and Human Services that 
oversees the Medicaid and Medicare programs.  It was formerly known as the 
Health Care Financing Administration (HCFA). 


contract 
amendment 


Any written alteration in the specifications, delivery point, rate of delivery, contract 
period, price, quantity, or other contract provisions of any existing contract, 
whether accomplished by unilateral action in accordance with a contract provision, 
or by mutual action of the parties to the contract. It includes bilateral actions, such 
as change orders, administrative changes, notices of termination, and notices of the 
exercise of a contract option. 


county office County offices of the Division of Family and Children. Offices responsible for 
determining eligibility for OHCA using the OKMMIS. 


covered service Mandatory medical services required by CMS and optional medical services 
approved by the State. Enrolled providers are reimbursed for these services 
provided to eligible OHCA members. 


CPAS Claims Processing Assessment System. An automated claims analysis tool used by 
the State for contractor quality control reviews. 


CRF/DD Community Residential Facility for the Developmentally Disabled. 


CSHCS Children’s Special Health Care Services. A State-funded program providing 
assistance to children with chronic health problems. CSHCS members do not have 
to be OHCA-eligible. If they are also eligible for OHCA, children can be enrolled 
in both programs. 


CSR Customer Service Request 


customer Individuals or entities that receive services or interact with the contractor 
supporting the OHCA program, including State staff, members, and OHCA 
providers (managed care PMPs, managed care organizations, and waiver 
providers). 


designee A duly authorized representative of a person holding a superior position. 


DHHS U.S. Department of Health and Human Services. DHHS is responsible for the 
administration of OHCA at the federal level through CMS. 


DME Durable medical equipment. Examples: wheelchairs, hospital beds, and other 
nondisposable, medically necessary equipment. 


DRG Diagnosis-Related Grouping. Used as the basis for reimbursement of inpatient 
hospital services. 


DSH Disproportionate Share Hospital. A category defined by the State identifying 
hospitals that serve a disproportionately higher number of indigent patients. 


DSS Decision Support System. A data extraction tool used to evaluate OHCA data, 
trends, and so forth, for the purpose of making programmatic decisions. 
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DUR Drug Utilization Review. A federally mandated, OHCA-specific prospective and 
retrospective drug utilization review system and all related services, equipment, and 
activities necessary to meet all applicable federal DUR requirements. 


EAC Estimated Acquisition Cost of drugs. Federal pricing requirements for drugs. 


ECC Electronic Claims Capture. Refers to the direct transmission of electronic claims 
over phones lines to OKMMIS. ECC uses point-of-sale devices and PCs for 
eligibility verification, claims capture, application of Pro-DUR, prepayment editing, 
and response to and acceptance of claims submitted on-line. Also known as ECS 
and EMC. 


ECS Electronic Claims Submittal. Claims submitted in electronic format rather than 
paper. See ECC, EMC. 


EDP Electronic data processing. 


EFT Electronic funds transfer. Paying providers for approved claims via electronic 
transfer of funds from the State directly to the provider’s account. 


EMC Electronic Media Claims. Claims submitted in electronic format rather than paper. 
See ECC, ECS. 


EOB Explanation of Benefits. An explanation of claim denial or reduced payment 
included on the provider’s remittance advice. 


EOMB Explanation of Medicare Benefits. A form provided by OKMMIS and sent to 
members. The EOMB details the payment or denial of claims submitted by 
providers for services provided to members. 


EOP Explanation of Payment. Describes the reimbursement activity on the provider’s 
remittance advice (RA). 


EPSDT Early and Periodic Screening, Diagnosis, and Treatment program (EPSDT). EPSDT 
is a program for OHCA-eligible members under the age of 21 offering free 
preventive health care services, such as: screenings, well-child visits, and 
immunizations. If medical problems are discovered, the member is referred for 
further treatment. 


EVS Eligibility Verification System. A system used by providers to verify member 
eligibility using a point-of-sale device, on-line PC access, or an automated voice 
response system. 


FEIN Federal employer identification number. A number assigned to businesses by the 
federal government. 


FFP Federal Financial Participation. The federal government reimburses the State for a 
portion of the OHCA administrative costs and expenditures for covered medical 
services. 


FIPS Federal Information Processing Standards. 


fiscal year - 
Oklahoma 


July 1 - June 30. 
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fiscal year - federal  October 1 - September 30. 


HCBS Home- and Community-Based Services waiver programs. A federal category of 
OHCA services, established by Section 2176 of the Social Security Act. HCBS 
includes: adult day care, respite care, homemaker services, training in activities of 
daily living skills, and other services that are not normally covered by OHCA. 
Services are provided to disabled and aged members to allow them to live in the 
community and avoid being placed in an institution. 


HCFA-1500 CMS-approved standardized claim form used to bill professional services. 


HCI Hospital Care for the Indigent. A program that pays for emergency hospital care for 
needy persons who are not covered under any other medical assistance program. 


HCPCS HCFA Common Procedure Coding System. A uniform health care procedural 
coding system approved for use by CMS. HCPCS includes all subsequent editions 
and revisions. 


HIC Health insurance carrier number. 


HIO Health Insuring Organization. 


HMO Health Maintenance Organization. 


HRI Health-related items. 


ICD-9-CM International Classification of Diseases, 9th Revision, Clinical Modification. ICD-
9-CM codes are standardized diagnosis codes used on claims submitted by 
providers. 


ICF/MR Intermediate Care Facility For The Mentally Retarded. An ICF/MR provides 
residential care treatment for OHCA-eligible, mentally retarded individuals. 


ICN Internal control number. Number assigned to claims, attachments, or adjustments 
received in the fiscal agent contractor’s mailroom. 


IMD Institutions for Mental Disease. 


IOC Inspection of Care. A core contract function reviewing the care of residents in 
psychiatric hospitals and ICFs/MR. The review process serves as a mechanism to 
ensure the health and welfare of institutionalized residents. 


ITF Integrated Test Facility. A copy of the production version of OKMMIS used for 
testing any maintenance and modifications before implementing changes in the 
production system. 


JCL Job control language. 


LAN Local area network. 


LOC Level-of-Care. Medical LOC review determinations are rendered by OHCA staff 
for purposes of determining nursing home reimbursement. 


lock-in  Restriction of a member to particular providers, determined as necessary by the 
State. 
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LTC Long-Term Care. Used to describe facilities that supply long-term residential care 
to members. 


MAC Maximum Allowable Charge for drugs as specified by the federal government. 


MARS Management and Administrative Reporting Subsystem. A federally mandated 
comprehensive reporting module of the OKMMIS that includes data and reports as 
specified by federal requirements. 


MCO Managed Care Organization. 


MEQC OHCA eligibility quality control. 


MMIS Medicaid Management Information System. Oklahoma’s current MMIS is referred 
to as OKMMIS. 


Medicaid fiscal 
agent 


Contractor that provides the full range of services supporting the business functions 


NCPDP National Council for Prescription Drug Programs. 


NDC National Drug Code. A generally accepted system for the identification of 
prescription and non-prescription drugs available in the United States. NDC 
includes all subsequent editions, revisions, additions, and periodic updates. 


NECS National Electronic Claims Submission is the proprietary software developed by 
EDS. NECS is installed on a provider’s PCs and used to submit claims 
electronically. The software allows providers access to on-line, real-time eligibility 
information. 


non core services Refers to Service Packages #2 and #3. 


NPIN National Provider Identification Number. 


OKMMIS Oklahoma Medicaid Management Information System  


OMNI  A point-of-sale device used by providers to scan member ID cards to determine 
eligibility. 


OHCA Oklahoma Health Care Authority 


OSMA Oklahoma State Medical Association. 


PA Prior Authorization. Some designated OHCA services require providers to request 
approval of certain types or amounts of services from the State before providing 
those services. The Medical Services Contractor and/or State medical consultants 
review PAs for medical necessity, reasonableness, and other criteria. 


PASRR  Pre-Admission Screening and Resident Review. A set of federally required long-
term care resident screening and evaluation services, payable by the OHCA, and 
authorized by the Omnibus Budget and Reconciliation Act of 1987. 


PCCM Primary Care Case Management.  


PMP Primary medical provider. A physician who approves and manages the care and 
medical services provided to OHCA members assigned to the PMP’s care. 
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POS Place of service or point of sale, depending on the context. 


PPO Preferred Provider Organization. 


PRO Peer Review Organization. 


Pro DUR Prospective Drug Utilization Review. The federally mandated, OHCA-specific 
prospective drug utilization review system and all related services and activities 
necessary to meet all federal Pro DUR requirements and all DUR requirements. 


QDWI Qualified Disabled Working Individual. A federal category of OHCA eligibility for 
disabled individuals whose incomes are less than 200 percent of the federal poverty 
level. Medicaid benefits cover payment of the Medicare Part A premium only. 


QMB Qualified Medicare Beneficiary. A federal category of OHCA eligibility for aged, 
blind, or disabled individuals entitled to Medicare Part A whose incomes are less 
than 100 percent of the federal poverty level and assets less than twice the SSI asset 
limit. OHCA benefits include payment of Medicare premiums, coinsurance, and 
deductibles only. 


RA Remittance Advice. A summary of payments produced by OKMMIS explaining the 
provider reimbursement. RAs are sent to providers along with checks or EFT 
records. 


RBRVS Resource-Based Relative Value Scale. A reimbursement method used to calculate 
payment for physician, dentists, and other practitioners. 


RFI Request for Information. 


RFP Request for Proposals. 


RFSR Reference File Service Request 


RPTS Research Project Tracking System 


RSR Research Service Request 


SDX State Data Exchange System. The Social Security Administration’s method of 
transferring SSA entitlement information to the State. 


SE Systems engineer 


shadow claims Reports of individual patient encounters with a managed care organization’s 
(MCO’s) health care delivery system. Although MCOs are reimbursed on a per 
capita basis, these claims from MCOs contain fee-for-service equivalent detail 
regarding procedures, diagnoses, place of service, billed amounts, and the rendering 
or billing providers. 


SLMB Specified Low-Income Medicare Beneficiary. A federal category defining OHCA 
eligibility for aged, blind, or disabled individuals with incomes between 100 
percent and 120 percent of the federal poverty level and assets less than twice the 
SSI asset level. OHCA benefits include payment of the Medicare Part premium 
only. 


SPR System Performance Review. 
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SSA Social Security Administration of the federal government. 


SSI Supplementary Security Income. A federal supplemental security program 
providing cash assistance to low-income aged, blind, and disabled persons. 


specialty vendors Provide support to OHCA business functions but the vendors are not currently 
OHCA fiscal agents. 


State Spelled as shown, State refers to the state of Oklahoma and any of its departments 
or agencies. 


SUR Surveillance and Utilization Review. Refers to system functions and activities 
mandated by CMS that are necessary to maintain complete and continuous 
compliance with CMS regulatory requirements for SUR including the following 
SPR requirements:  
3 statistical analysis  
4 exception processing 
5 provider and member profiles 
6 retrospective detection of claims processing edit/audit failures/errors 
7 retrospective detection of payments and/or utilization inconsistent with State 


or federal program policies and/or medical necessity standards 
8 retrospective detection of fraud and abuse by providers or members 
9 sophisticated data and claim analysis including sampling and reporting 
10 general access and processing features 
11 general reports and output 


systems 
analyst/engineer 


Responsible for performing the following activities: 
1 Detailed system/program design 
2 System/program development 
3 Maintenance and modification analysis/resolution 
4 User needs analysis 
5 User training support 
6 Development of personal OHCA program knowledge 


TANF Temporary Assistance for Needy Families. A replacement program for Aid to 
Families with Dependent Children. 


TPL Third Party Liability. 


TPL/Drug Rebate 
Services 


Refers to Service Package #3: Third-Party Liability and Drug Rebate Services. 


UB-92 Standard claim form used to bill hospital inpatient and outpatient, nursing facility, 
intermediate care facility for the mentally retarded (ICF/MR), and hospice services. 


UCC Usual and Customary Charge. 


UPC Universal Product Code. Codes contained on the first data bank tape update and/or 
applied to products such as drugs and other pharmaceutical products. 
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UPIN Universal Provider Identification Number. 


VFC Vaccines for Children program. 


WAN Wide area network. 


WIC Women, Infants, and Children program. A federal program administered by the 
Oklahoma Department of Health that provides nutritional supplements to low-
income pregnant or breast-feeding women, and to infants and children under five 
years of age. 
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Section 1: Introduction 


Overview 


This manual outlines the responsibilities of the EDS Call Centers and 
OHCA.  EDS and OHCA are committed to excellent customer service 
to the provider community, members and business partners.  
Comprehensive training programs, an aggressive strategy toward 
problem resolution and continually monitoring performance standards 
are used to achieve this goal.  Representatives receive telephone calls 
from providers and members who use both local and toll free 
telephone numbers.   


Customer Service Goals and Objectives 


Quality customer service is imperative to the success of EDS and 
OHCA.  The mission of all call units is to deliver superior customer 
service to providers and members in a courteous and professional 
manner.  All call units maintain quality assurance by focusing on three 
areas: continuous training, internal quality control and internal 
communication. 


EDS call unit supervisors maintain a training program that supports 
this mission.  In addition to a formal training program for new 
employees, continuing education in areas such as billing procedures 
and policy updates from OHCA Provider Services ensure that the staff 
remains updated.  The result is timely and accurate answers to 
questions from the providers and members.  Formal training includes 
extensive study of the  Provider Billing and Procedure Manual, iCE, 
Automated Voice Response (AVR) System, the Oklahoma SoonerCare 
Web site, and reports and reference materials used in daily operations. 


EDS and OHCA personnel maintain rigid performance standards.  
Supervisors monitor individual performance using automated reports 
and online verification of quality standards.  Continuous feedback 
from leadership to staff ensures accuracy and professionalism when 
responding to provider and member inquiries.  Production standards 
are set by the type of splits (a type of call such as a claim inquiry or 
covered service question) each representative answers and the number 
of calls presented to each split on a daily basis.   


OHCA Provider Services closely interacts with the EDS Call Center 
and the rest of the Provider Relations staff to resolve training issues 
and concerns within the provider and member communities.  OHCA 
also acts as an intermediary between the providers, members and 
others by resolving billing and adjudication problems requiring 
additional information or research. 
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Section 2:  OHCA Organization  


Introduction 


The OHCA vision is the guiding force of customer service for 
members and providers; “…for Oklahomans to enjoy optimal health 
status through having access to quality health care…” Member & 
Provider Services also embodies the values of the agency; operate as 
members of a team, each with a unique contribution to our success. 


Most call units respond to inquiries from 7:30 a.m. to 5:30 p.m. 
Monday through Friday, excluding State holidays. 


OHCA Organization 


Member or Provider Services Director 


Individuals in these positions are responsible for directing the 
activities of the division.  The employee provides program 
information, guidance and interpretation to staff as well as federal 
representatives responsible for the oversight of the state’s program 
operations 


Member or Provider Services Manager II 


Under the direction of the Beneficiary or Provider Services Director, 
this position is responsible for supervising unit specialists, including 
scheduling, planning, organizing and directing all phases of the 
customer service unit. The Manager II is responsible for coordinating 
day to day activities, including assessing staff needs, work 
assignments, effective use of staff, providing direction and supervision 
in accordance with OHCA policies, state and federal laws and 
regulations relative to all medical programs, advises subordinate 
OHCA staff and other interested groups of the proper Medicaid 
interpretation and application of policy, recommending revisions when 
needed to the provider rules in order in ensure a consistent and 
accurate Medicaid program. 


Member or Provider Services Specialist III 


This employee serves as assistant to the Manager II. The Specialist III 
is a lead professional to a group of specialists involved in answering 
telephonic inquiries and replying to written inquiries, which require a 
higher demand of resourcefulness and concentration. The SIII analyzes 
medical claims and other information as it pertains to the Oklahoma 
SoonerCare program. 


Member or Provider Services Specialist II 


The employees working in these positions, under supervision, assist 
health care professionals involved in providing services to SoonerCare 
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members.  Their duties include researching and answering basic verbal 
and written inquiries related to the agency policy and monitoring the 
claims processing system for procedure and eligibility problems. 


Member or Provider Services Specialist I 


These positions serve in an entry-level capacity in assisting members 
and health care professionals involved in providing services to 
SoonerCare members.  These employees respond at an entry-level 
capacity to verbal and written inquiries relating to the agency’s policy. 
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Section 3: OHCA Workflow Procedures 


Overview 


OHCA Representatives Procedures 


When answering a call, the OHCA representative uses the Call 
Tracking panels to document each telephone inquiry.  The majority of 
provider and member inquiries are resolved immediately.  The 
representative provides an answer to the inquiry and enters any call 
notes necessary to document the question.  


Some calls require research that prevents an immediate response.  If 
additional research is necessary, the caller is told when a callback 
should be expected, and the inquiry is documented as an open question 
in the Call Tracking application.  The representative performs the 
necessary research and is able to call back to complete the inquiry. 


In cases where the caller is not satisfied with the inquiry response or 
the representative needs additional help in researching the inquiry, the 
representative alerts the supervisor.  The supervisor addresses the 
inquiry with the representative and assists in answering the inquiry. 
The supervisor verifies that all callbacks are made when necessary 
research is completed. 


Representatives promptly and accurately respond to telephone 
inquiries using many tools. Each representative is provided with a 
telephone that handles one call at a time using an operator headset, a 
PC workstation, user’s manuals, and up-to-date reference materials, 
such as an edit and audit resolution manual (provided on the 
Oklahoma SoonerCare Web site). 


The Oklahoma Administrative Code (OAC), the current ICD-9, the 
current CPT, the Provider Billing and Procedure Manual and the 
OHCA Provider Letters are a few of the many references OHCA 
specialists use to assure that appropriate and correct information is 
relayed to the caller. Appendix A of this manual, which gives a review 
of appropriate language usage, is a valuable tools for representatives.  


Inquiry Types Received at OHCA 


Although OHCA representatives are not responsible for verifying 
member eligibility, they may assist providers with member eligibility 
claim denials.  When a provider has received a claim denial pertaining 
to a member’s eligibility, the representative accesses the member 
eligibility panels in iCE to identify the correct eligibility information 
for the provider.  Eligibility verification may also be obtained by using 
one of the following methods: 







Section 3: OHCA Workflow Procedures Call Tracking/CTI Procedures Manual 


3-2 Library Reference Number: OKCSCC 


Provider Enrollment Inquiry  


All providers rendering services to eligible OHCA members must be 
enrolled in at least one of the OHCA programs to receive payment.  
Each provider is assigned a provider identification number that must 
be recorded on each claim processed by EDS.  Participating providers 
as well as providers currently involved in the enrollment process may 
use the Provider Contract line to access enrollment information.  
Enrollment and expiration date, address information, program 
involvement, and checkwrite information are examples of enrollment 
information researched by the OHCA representatives.  If a provider 
has submitted an application for enrollment in one of the OHCA 
programs, the representative accesses enrollment status information by 
entering the provider's name in the Provider Enrollment Tracking 
System. 


Third Party Liability 


The OHCA representative provides information about the OHCA 
member's third party liability or other insurance.  The name and 
address of the primary insurance company, and policy information 
such as name of the policyholder, policy identification number, and 
effective dates of the policy are examples of information provided in a 
telephone inquiry.  In some instances, providers may be referred to 
Third Party Liability.  For example, if the provider has a letter from a 
primary insurance company stating the policy has been terminated, a 
copy of this letter can be mailed directly to Third Party Liability to 
update the member's file. 


Billing Instructions 


OHCA Provider Services representatives are trained in proper billing 
procedures for all OHCA claim types.  Each representative has access 
to the OHCA Provider Billing and Procedure Manual.  If a provider 
needs assistance or has submitted a claim that has been denied due to 
improper billing procedures, the representative determines the problem 
and explains the correct billing process.  The representative refers the 
provider to the applicable section and page of the provider manual.  
Familiarizing the provider with the provider manual will ensure proper 
billing procedures and expeditious claim processing. 


Member Inquiry 


In addition to the SoonerCare Help Line, members enrolled in the 
Oklahoma SoonerCare program may call Member Services. OHCA 
representatives answer inquiries such as eligibility, bills received, 
covered services, and benefit information. The representatives respond 
to all categories of calls, provide referrals to various programs and 
educate members about OHCA benefits. 
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Online Screens 


OHCA representatives access online iCE panels to respond to provider 
and member inquiries.  In addition to claim history information, 
representatives can access member, provider, prior authorization, TPL 
and reference information.  Window capabilities allow the 
representatives to access multiple applications simultaneously. 


A 72-month claim history is accessible via the Claims Inquiry panel.  
The representatives may request a history of claims using the member 
identification number, the provider identification number, or the ICN.  
Within those parameters, the representatives may select claims based 
on claim status, claim type, or dates of service.  The representatives 
may also print the information contained in the panel.  Available 
information includes date of service, procedure or service rendered, 
charge amount, allowed amount, paid amount, date paid or denied, and 
all payment or denial codes.
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Section 4: EDS Call Center 


Introduction 


This section includes a description of the EDS Call Centers’ 
organization and staffing.  The section also includes a description of 
training plans and procedures. The Call Center is part of the Provider 
Relations Department at EDS. 


Call Center staff members respond to provider and member inquiries 
from 7:30 a.m. to 5:30 p.m. Monday through Friday, excluding State 
holidays.   


EDS Call Center Oversight 


The EDS Provider Relations (PR) Department, headed by the provider 
relations manager, is responsible for all EDS Call Center operations.  
The PR manager works closely with Call Center supervisors to ensure 
that all production goals and contract requirements are satisfied, and 
that any issues are rectified in a timely manner.  The PR manager 
reports to the EDS account manager and the OHCA with regular 
updates on Call Center operations.  The EDS call units managed by the 
provider relations manager include the OHCA Call Center, Electronic 
Data Interchange Helpdesk and the Internet Helpdesk.  Please see the 
Premium Assistance user manual for Insure Oklahoma information. 


EDS Call Center Organization 


Call Center Supervisors  


The Call Center Supervisors oversees the daily activities of the Call 
Center representatives. The supervisors work closely with the OHCA 
to ensure that contractual obligations are met and to resolve billing and 
claim discrepancies.  Development of analysis and trending of calls is 
required to support the continual improvement environment. 


Call Center Representatives 


The Call Center representatives provide timely, accurate, and 
courteous responses to providers’ claims status and general billing 
inquiries.  The Call Center representatives must maintain daily 
production goals and meet contract required response times.  In 
addition, the representatives perform other duties as required to 
support the account. 


Training 


EDS employees must meet all the requirements outlined in the job 
description.  The Call Center supervisors interview potential 
candidates. 
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A knowledgeable staff is critical to providing superior service to 
providers and members.  The supervisor is responsible for presenting a 
comprehensive training program, which includes all aspects of EDS 
corporate standards and the policies that govern the providers 
rendering services.  At initial employment, Call Center representatives 
attend a four to six week training session instructed by a supervisor or 
team leader. New staff reviews each section of the Provider Billing 
and Procedure Manual and take individual chapter tests, along with an 
initial vocabulary test to ensure knowledge and understanding of 
materials.  On completion of the training class, each representative 
takes an assessment to identify areas that may require additional 
education.  The tools used for training include the OHCA Policy 
Manual, regarding program coverage, limitations, and eligibility 
requirements; the Provider Billing and Procedure Manual; all OHCA 
supplemental manuals; resolution manual; and reports and reference 
materials used in daily operations.  The iCE system is demonstrated by 
providing screen prints for each panel and hands-on exercises in 
addition to examples of how to complete all types of claim forms. 


Call Center representatives have the opportunity to enroll in various 
PC training classes through the EDS online global learning tool.  
These classes include hands-on training in Microsoft Windows, Excel 
and various PC applications.  Continued training sessions are 
conducted as necessary with the implementation of new billing claim 
forms, claim submission methods, policy changes, and system 
enhancements. 


During weekly staff meetings Call Center supervisors are responsible 
for reviewing policy updates, system changes and any issues identified 
by representatives.  Minutes and/or meeting agendas are distributed at 
meetings and distributed to all departments.  Consistency between 
representatives is accomplished by weekly supervisor meetings, daily 
interaction between the supervisors, and review of phone inquiry 
statistics and individual performance reviews. 
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Section 5: EDS Workflow Procedures 


Overview 


Call Center representatives receive calls through toll-free and local 
telephone numbers.  Calls are routed to an available representative by 
the Automated Call Distribution system provided with the Avaya 
Definity G3I telephone system.   


EDS Call Center Representative Procedures 


When answering a call, the Call Center representative uses the Call 
Tracking panel to document each telephone inquiry.  The majority of 
inquiries are resolved immediately.  The representative provides an 
answer to the inquiry and enters any call notes that are necessary to 
document the question and resolution.  


Some calls require research that prevents an immediate response.  If 
additional research is necessary, the caller is told when a callback 
should be expected, and the inquiry is documented as an open question 
in the Call Tracking application.  The representative performs the 
necessary research and is able to call back to complete the inquiry.  At 
the representative’s discretion, the call may be escalated to more 
appropriate OHCA Call Units. 


In cases where the caller is not satisfied with the inquiry response or 
the representative needs additional help in researching the inquiry, the 
representative alerts the Call Center supervisor.  The supervisor 
addresses the inquiry with the representative and assists in answering 
the inquiry. All callbacks must be completed by the end of the next 
business day.  The supervisor verifies that all provider callbacks are 
made when the necessary research is completed. 


Representatives promptly and accurately respond to telephone 
inquiries using many tools.  Each representative is provided with a 
telephone that handles one call at a time, using an operator headset, a 
PC workstation, user manuals and an edit and audit resolution manual 
and other current reference materials. 


The primary reference manual used by the Call Center representative 
is the Provider Billing and Procedure Manual.  This manual is the 
provider's ready reference for enrollment, policy information, billing 
and OHCA claims information. 


The Provider Billing and Procedure Manual is divided into chapters 
as follows: 


I. General Information 
II. SoonerCare Program Overview 
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III. SoonerCare Choice 
IV. Member Eligibility Verification 
V. Web/RAS 
VI. Claim Completion 
VII. Electronic Data Interchange 
VIII. Claims Resolution Process 
IX. Paid Claim Adjustment Procedures 
X. Indian Health Services 
XI. Pharmacy 
XII. Insure Oklahoma 
XIII. Long Term Care Nursing Facilities 
XIV. Third Party Liability 
XV. Prior Authorization 
XVI. Financial Services 
XVII. Utilization Review 
XVIII. Quality Assurance and Improvement 
XIX. Forms 


In addition to these items, various manuals and reports, Teleprocessor 
User Guides, Covered Over-the-Counter (OTC) Drugs, Medicare Part 
B Non-Covered List, and ICD-9 Surgical Codes are supplied to each 
representative and updated as needed.  


Inquiry Types Received in the Call Center 


Claim Status 


If the provider doesn’t enter the relevant information into the 
Automated Voice Response (AVR) system, The Call Center 
representative can obtain the status of a claim by entering the 
member's identification number, the billing provider's identification 
number, the internal control number (ICN), the date of the remittance 
advice, or the date of service into iCE.  The representative determines 
if the claim has been paid, has been denied, or is pending.  If the claim 
has been paid, the representative informs the provider of the date it 
was paid, the amount paid and an explanation of any unpaid charges.  
A denied or pending claim can also be identified by the representative, 
along with an explanation for the denial or suspense.   


Online Screens 


Call Center representatives access online panels to respond to provider 
and member inquiries.  In addition to claim history information, 
representatives can access member, provider, prior authorization, TPL 
and reference information.  Window capabilities allow the 
representatives to access multiple applications simultaneously. 


A 72-month claim history is accessible via the Claims Inquiry panel.  
The representatives may request a history of claims using the member 
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identification number, the provider identification number, or the ICN.  
Within those parameters, the representatives may select claims based 
on claim status, claim type, or dates of service.  The representatives 
may also print the information contained in the panel.  Available 
information includes date of service, procedure or service rendered, 
charge amount, allowed amount, paid amount, date paid or denied, and 
all payment or denial codes. 


Other Call Types 


While claims status for providers and billing resolutions for members 
are the primary type of calls EDS answers, there are other calls EDS 
responds to as well. These calls include basic policy questions, 
eligibility disagreement between OKDHS and iCE systems, help 
locating a dental provider and health insurance Injury/Accident 
questionnaires.  Please see the Premium Assistance user manual for 
Insure Oklahoma information. 
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Section 6: Claim Inquiry 


Overview 


Selecting Claims from the Main Menu, then selecting Search on the 
Claims Menu panel, accesses the Claim Search panel.  Various options 
allow views of the claims required.  The primary selection items are 
ICN, provider number, or member number.  Additional selection 
criteria include claim type, claim status, from date of service, to date 
of service, and payment date.  Click Search, and the system searches 
the database for claims that meet the criteria and displays the 
appropriate ICN's in the lower display panel. 


– Specific ICN information is accessed from the lower data panel by 
clicking on the appropriate detail line 


The lower data panel also displays the total claim count and total 
amount billed for the claims displayed. 


 


 
Claim Search  
Various select options will allow the user to view only the claims 
required. The primary selection items are ICN, Billing and Rendering 
Provider or Member number. The user may select claims by using one 
or all of the primary selection items. Once the user has entered the 
specific selection criteria, click on the search button to initiate the 
search. The system will search the database for all claims that meet the 
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criteria and will display all the applicable ICNs on the lower display 
panel.
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Section 7: Reports 


Overview 


The reports used by Call Centers for daily operations are described in 
this section. 


Remittance Advice 


OHCA providers receive a weekly remittance advice (RA) for any 
claims submitted the previous week. The RA identifies claims that 
have been paid, denied, are pending or have been adjusted.  The RA 
includes the Member ID number, the provider number, the ICN of the 
claim processed, the date(s) of service, and paid amount.  The RA will 
also detail any reductions to the paid amount for such reasons as TPL, 
Co-Payment, or Patient Spend down/Patient Liability.  Each claim 
detail may have an Explanation of Benefit (EOB) code that explains 
the reason for payment, denial, adjustment or pending status.  RAs are 
tailored to individual claim form types (i.e. HCFA-1500, UB-04, 
Dental and Pharmacy) and may include additional information where 
appropriate, such as procedure code, HCPCS code, revenue code, or 
admission and discharge date for providers who bill on the UB-04 
claim form.   


Call Center representatives can access copies of the RAs using 
Computer Output to Laser Disc (COLD).  By accessing COLD, the 
representatives can answer specific questions about an RA (Please see 
the COLD User Manual for detailed information on accessing COLD 
reports.) 


Report Examples 


The COLD reports are generated daily, weekly and monthly to provide 
the following type of information: 


 Level Of Service  
 Services Rendered  
 Top 25 Providers Weekly-Monthly  
 Call Referrals  
 Caller Type and Category Daily-Weekly-Monthly-Quarterly  
 Call Tracking Response Resolution  
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Section 8: Call Tracking  
This panel is used by all OHCA and contractor call units to log each 
caller inquiry as it is received (as well as secure e-mail for providers).  


Overview 


The call center representatives should first log into the CentreVu IP 
Agent. The representative should then login to the iCE CTI 
Application. The representative will use the Agent assigned phone 
extension and Agent ID. Once logged in, the representative should 
signal his or her available status by pressing the Receive button on the 
Menu. At this point, the Agent is ready to receive calls. The 
representative will receive a call once a call has been routed through 
the Automated Voice Response (AVR) and all information has been 
collected. The AVR will send any information that has been collected 
from the customer to the appropriate representative. The representative 
can answer the call by either picking the phone up or by pressing the 
Answer button on the CTI Application Menu. A pop-up window will 
then display the information gathered by the AVR.  The iCE site 
automatically assigns the date opened (the record was created), the 
date completed (the date the inquiry is considered complete), and a 
control number so that the telephone call can be referenced at a later 
date. Once the representative has received the call, he or she will get 
the caller’s name and place it in the Caller Name field. This will be 
logged along with the rest of the information. If the caller has a 
question, the representative will create a new question by clicking the 
New Question button. The representative will fill in the drop-downs 
and input any notes that may be used at a later date. If the 
representative can answer the question, he or she will look up the 
information the caller requests using the iCE system. If the 
representative needs assistance, he or she can conference or transfer 
the caller to an appropriate person by choosing the Conference or 
Transfer buttons on the CTI Application menu. Once the call is 
concluded and all information has been exchanged, the caller can 
release the call or the call representative can either hang the phone up 
or press Drop on the CTI Application menu. (iCE will remind the 
representative to save the information before transferring or closing 
the call.) 
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Section 9: interChange Panels 
In the interChange Call Tracking application, there are four Web pages that list the different iCE Panels that represent the Call 
Tracking subsystem. 


 Call Tracking Home Page 


 Call Tracking Search Page 


 Call Tracking Information Page 


 Call Tracking Related Data Page 


Call Tracking Home Page 


This page displays all the calls of the agents whose call status is set to “Open.”  
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Call Tracking Search Page  


This page displays all the search criteria fields in order to search for getting the information on calls.  
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Call Tracking Information Page 


This page displays the call information based on the CTN (Call Tracking number).  This page can be accessed in two ways: 


1. Click on “new” button on the Call Tracking Search panel. That takes you to the new Call Tracking Information page. 


2. Click on “search” button. The search results will be displayed. Click on one of the search results rows. That takes you to 
the Call Tracking Information page 
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Call Tracking Mini Search Panel 


On the Call Tracking Information Page, this panel remains at the top of the page. This allows users to search for the call 
information based on CTN and/or ATN number. 


 


 
Call Tracking Information Summary Panel 


This panel is a read-only panel found below the Call Tracking Mini Search panel.  It gives an overview of the information 
about the call.  
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Call Tracking Navigator Panel 


The following panels are accessed using the navigator found to the left of the Call Tracking Information page: 


 Base Information 


 Call History 


 Call Notes 


 Call Survey 
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Call Tracking Base Information Panel 


This panel gives all the basic information about the call. It displays those fields that are edited by the Call Center 
representative when he or she receives a pop-up window.  


 
In the above panel, the information would include caller information with the Member ID, Caller Type which is “Member” 
type, and the unit taking the call “Patient Advice Line”. 


This panel is the editable version of the above Call Tracking summary panel.  The information once saved on this panel, 
becomes labeled (i.e. read-only) This is done so that another Call Center Representative doesn’t make any modification to the 
real-time call information saved by the first Call Center Representative. 







Section 9: interChange Panels Call Tracking/CTI Procedures Manual 


9-8 Library Reference Number: OKCSCC 


Call History Panel 


This panel gives information about the questions logged in by the Call center representatives. It gives the history of call 
questions created. 
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 Call Notes Panel 


This panel allows the user to enter and modify notes for a particular call within the call tracking application. 
 


 
CTN Note Criteria 


Certain criteria is required on every note. 
 Name of caller (First and Last) 
 Member ID (if pertaining to a member) 
 Provider ID (if speaking with a provider) 
 Employer ID (if speaking to an employer) 
If this information is not listed in the required fields, then it must be documented in the note as to why it was not 
obtained. For example;  
 A provider calls and has contract questions. If no contract has been signed, the Provider would not have an 


ID, but should have an NPI.  
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 A provider calls and wishes to speak with the Pharmacy Helpdesk. This call would require a caller’s name, 
provider ID and a note explaining the transfer. 
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The requirements for the body of the note vary depending upon the nature of the call. One requirement is that 
the note provides the ability to recreate the call. At no time should information be noted if it was not actually 
provided to the caller. One exception would be if the call was disconnected before claim status could be given 
to the caller. At that point, the information could be noted as not given due to a disconnected call. 
 
Some examples would include but are not limited to the following: 
 Claim inquiry calls have a minimum requirement to contain the ICN, status of the claim and paid date if 


payment made on this claim. A better note would also include the amount of the payment and the warrant 
number.  


 Prior Authorization inquiries have a minimum requirement to include the PA number that was reviewed 
and the status of that PA. If the provider was attempting to locate a PA that is not yet on file, it should be 
documented as such. 


 Compensability of Procedure calls should include the procedure code checked and the specific 
information given on that code. For example; if the caller wanted to know if a code was payable for a 
particular member, the CTN would need to include the member ID, the proc code and if it is a covered 
benefit. If the caller wants only to know if the code is covered, if it requires PA and the fee for the procedure 
code the note would not need a member ID but would need the answers given to the specific questions. 


 Dental History notes require the RID for each member, the eligibility or note that is was not given, the 
actual codes requested and the actual history for each code. 


 Members wanting to apply notes would include the caller’s name, the reason for the call and the specific 
direction given to the caller including the telephone number the caller was directed to. 


 Members wanting a list of Dental and/or Vision providers notes would include the member’s name and 
RID, the member’s  county, as well as the names of the providers given.  


It is the goal of the call centers to provide excellence in customer service. Notes should always be a reflection of 
that service. By thoroughly documenting the information given to the caller, it is easier to track the education 
given and what areas might require additional training. 
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Call Survey Panel 


This panel will allow the user to take a survey with the caller.  This call survey feature will only appear for units that have an 
active survey. 
 


 
Call Tracking Search Bar link 


This search bar link helps the user to navigate to different subsystems to get the information about the caller. If it is a provider 
call, he clicks on the “Provider” link and the corresponding Provider information pops up. Similarly for Member, Claims 
History, Warrant Information, Prior Authorization and Third Party Liability subsystems 


This link appears on the Call Tracking Information page. 
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If the call center representative is curious to know whether the same caller had called in the past three months, he or she clicks 
on Calls by Caller link and the search results display as shown below. 
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Call Tracking Related Data Page 


This page displays all the panels which have information on Call Category, Caller Type, Note Type, Response, Status, Survey 
Questions, Call Type and Call Units. 


 







Section 9: interChange Panels Call Tracking/CTI Procedures Manual 


9-16 Library Reference Number: OKCSCC 


 Call Category Panel 


This panel will allow the administrator to maintain the call category types for the call tracking application.   


 







Call Tracking/CTI Procedures Manual  Section 9: interChange Panels 


Library Reference Number: OKCSCC  9-17 


Caller Type Panel 


This panel will allow the administrator to maintain the caller types for the call tracking application. 
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Call Note Type Panel 


This panel will allow the administrator to maintain the call note types for the call tracking application.   
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Call Response Panel 


This panel will allow the administrator to maintain the responses for the call tracking application.   
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Call Status Panel 


This panel will allow the administrator to maintain the call statuses for the call tracking application.   
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Call Survey Questions Panel 


This panel will allow the administrator to maintain the call survey questions for the call tracking application.  
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Call Type Panel 


This panel will allow the administrator to maintain the call types for the call tracking application.   
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 Call Unit Panel 


This panel will allow the administrator to maintain the Call Units for the call tracking application.   
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CTI (Computer Telephony Integration) application 


This is a windows application that acts as the main interface for the Call Tracking 
application to talk to the Computer Telephony Server (Envox CTI Server). This 
application interacts with the CTI server to access the information that was keyed in by the 
caller. It is responsible for showing the pop-up at the call center.   
 
This application contains buttons that will allow the user to Login into the CTI server to 
get calls,  Logout,  Answer call/ Make call/ Transfer call/ Conference call/ Activate or 
Hold call and End call.  The flowing are step-by-step instructions for the login and option 
of this application. 
 
1. All OHCA, COP and LifeCare Agents should open Avaya IP Agent by clicking on the 
desktop icon. 
 


Avaya IP Agent - English.lnk  
 
2. The Agent then opens the CTI Application by clicking on the desktop CTI icon. 
 


 Cti.lnk  
 
3. To Login, the Agent clicks on the “Login” button.  There might be a slight delay upon 
the first login. This is normal. The Agent does not need to click on the “Login” button 
more than once. 
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4. Only COP and LifeCare users will receive an authentication window requiring a user 
name and password. The Agent enters his or her OHCA network user name and password 
here. The format for User Name is HCA_LAN\User Name (first seven letters of the 
agent’s last name followed by his or her first initial). The User Name field is not case 
sensitive, but the Password field is. Click “Login.” 
 


 
 


5. The Agent enters his or her Agent ID and Extension. Click “Login.” 
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6. iCE will automatically open on the agent’s desktop to the Call Tracking Home page. If 
the agent is located at COP or LifeCare, he or she will receive another authentication 
window in Internet Explorer. The Agent should enter his or her OHCA network user name 
and password as in step five, and click “OK.” COP and Lifecare users will only receive 
this authentication window once. They will not have to enter their OHCA network user 
name and password for each call.  
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7. The agent is now logged into the appropriate call unit in AUX status. To begin 
receiving calls, the agent clicks the “Receive Calls” button. 
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8. The agent is now in an AVAIL status and ready to take a call.  
 


 
 


To go into AUX status for any reason, the agent clicks on the “Block Calls” button. 
When the agent is ready to receive calls again, he or she clicks on the “Receive Calls” 
button. 
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9. When the agent receives a call, the CTI application will show a status of Incoming Call 
with an “Answer Call” button. The call is answered by either picking up the handset on 
the agent’s phone or by clicking the “Answer Call” button. This is user preference.  


 
One helpful hint: Wait for the phone to ring before answering the call. The call will first 
ring in on the agent’s computer and then the phone will ring two to three seconds later. 
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9.1 The pop-up will appear in the iCE session shown in the two screen shots below. 
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9.2 After being on the call, the agent can either do a call transfer or conference call or 
activate/hold call or end call.  The corresponding buttons are available on the windows 
application as shown below. 
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 When the agent tries to make call/transfer call/conference the call, he or she clicks on the 
corresponding button and the phone call pad appears. Using this panel, the agent can 
either enter the phone number or choose the call units from the drop-down list. 
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10. When the agent is ready to log out, he or she clicks on the “Logout” button. 
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11. Next, the agent clicks on the red “X” button in the upper right corner. This will close 
the CTI application and it will also close the iCE session on the agent’s desktop.  


 


 
 


12. If the agent is located at OHCA, COP or LifeCare, they should also close Avaya IP 
Agent.  
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Section 10: Eligibility Verification 


The Importance of Verifying Eligibility 


It is important that providers verify member eligibility on the date of 
service. Viewing a white SoonerCare identification card alone does not 
ensure member eligibility. If a provider fails to verify eligibility on the 
date of service, the provider risks claim denial. Claim denial could 
result if the member was not eligible on the date of service, or if the 
service provided was outside the member’s scope of coverage. 


This chapter is intended to provide a description of the following 
Eligibility Verification Systems (EVS) available to providers through 
1) Automated voice-response system (AVR), and 2) Internet. 


Providers should document the verification number provided by the 
EVS and record it for future reference. This verification number serves 
as proof that member eligibility information was obtained. In the event 
a discrepancy exists between the verification information obtained on 
the date of service and eligibility information on file, the verification 
number can be used to resolve the matter for claim processing.  


The following list gives reasons providers should always check member eligibility 
before rendering services: 


1. To avoid claim denials if the member is not eligible. 


2. To determine if the member is restricted to a designated pharmacy, 
hospital, or physician. 


3. To determine if the member has other third party liability (TPL) 
insurance coverage that takes precedence. 


4. To determine if a member is enrolled with a managed care 
organization (MCO). 


Automated Voice Response (AVR) 


The purpose of the AVR system is to help providers get eligibility 
information through the use of a telephone.  


The AVR system provides the following information: 
 Member Eligibility 
 Third Party Liability 
 Check/Warrant information 
 Prior Authorization 
 Claim Status 


All information obtained from the AVR system is confidential.  By 
using a voice response application, information about the Oklahoma 
SoonerCare information is as close as a telephone. Information is 
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received through a computerized voice response system. This system, 
through a series of prompts and responses, asks providers to enter 
certain data using the telephone keypad. 


AVR System Telephone Numbers 


(Available 20 hours a day, with maintenance down time from  
1 to 5 a.m.) 


 For local providers in the Oklahoma City metro area the 
telephone number is (405) 840-0650. 


 Providers from outside the metro area or other states call 
(800) 767-3949. 


The AVR system is capable of handling multiple calls in response to 
call demand. 


How to Use the AVR System 


Depending on the information needed, the provider must have the 
following information on hand when accessing the AVR system: 


 Provider number and provider location code 
 Member identification number, or Social Security number (SSN) 


and Date of Birth 
 From date of service 
 To date of service 


Internet   


Providers will also have the ability to verify member eligibility 
through the OHCA secure provider Web site. Providers will enter the 
secure site and click on the Eligibility tab. To run a successful query, a 
valid 9-digit member ID or the member’s Social Security number and 
date of birth are required.  This must be combined with the “from” and 
“to” dates of service.  Arrow buttons next to the dates of service fields 
activate a calendar pop-up feature to aid in selecting the dates. The 
resulting data appears below the search criteria. 


Steps to Inquire Member Eligibility: 


 Log On to the secure Web site. 
 Select the “Eligibility” option from the main menu to navigate to 


the EVS screen. 
 Supply the Member ID, SSN and DOB along with the dates of 


service. 
 Click the “Search” button. Eligibility information will appear 


below the search criteria. 


Eligibility information through the Internet system provides the 
following information: 
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 The Member’s first and last name. 
 Member’s 9-digit ID number. 
 Member TPL information, including Medicare A & B.  
 Managed Care information and the Primary Care Provider 


information, if available. 
 Member eligibility verification number and date verified. 
 Member’s last EPSDT and/or dental visit, if applicable. 
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Section 11: Desktop Disaster Recovery 


Desktop Disaster Recovery for Call Centers 


Weather (queue 096) 


For any weather related problems, EDS Provider Relations 
management and the OHCA managers have access to log into the 
Weather queue.  Once logged in, the Weather message is immediately 
turned on.  This is a global queue, meaning both EDS and OHCA 
queues will display the message.  To access the Weather queue: 


1. Log into iCE. 
2. Log into the Weather queue in call tracking. 
3. If iCE is unavailable, follow manual login instructions listed 


below. 


Emergency (queues 098 and 099) 


For any emergency issues, the OHCA and EDS have established separate 
queues allowing for each organization to play the emergency message 
individually.  Again, EDS Provider Relations management and OHCA 
managers have access to log into the emergency queues.  Once logged in, 
the Emergency message is immediately turned on.  This is a queue-
specific message and will turn on the Emergency message for either the 
OHCA or EDS, depending on which organization logs in. 


For OHCA: 


1. Log into iCE. 
2. Log into the OHCA Emergency queue (queue 098) in call tracking. 
3. If iCE is unavailable, follow the manual login instructions listed 


below. 


For EDS: 


1. Log into iCE. 
2. Log into the EDS Emergency queue (queue 099) in call tracking. 
3. If iCE is unavailable, follow the manual login instructions listed 


below. 


Meetings (various queues) 


Various departments are set up to have meeting messages played 
during meeting times.  These messages are queue specific and will 
only play when someone is logged into that specific queue.  The 
procedures and queues are listed below: 


1. Log into the iCE. 
2. Log into the meeting queue for the appropriate department. 
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3. If the iCE is unavailable, follow the manual login instructions listed 
below. 


 
Meeting Queue Login Extension Password 
Provider Enrollment 5985 2549 
TPL  5983 5684 
Provider Services 5982 5524 
Adjustments 5984 4587 
Beneficiary, Member 
Services 


5986 9595 


Manual Login Instructions (Member) 


If circumstances arise that result in the iCE being unavailable, the 
following procedures can be followed to manually log into the 
necessary queue.  If the OHCA has lost all connection with EDS, EDS 
Provider Relations management will manually log into the appropriate 
emergency queue on behalf of the OHCA.  


For OHCA Agents 


1. Log into IP agent normally. 
2. Once logged in, click the Agent menu, then Agent Login. 
3. Enter the queue you wish to log into, and the extension. 
4. Once you are logged in, you will be in Aux.  To change the status, 


enter the Code Statuses listed below in the Number field. 


For non Call Center EDS Agents 


1. Use designated feature buttons: 


 Feature 3 – Normal Viewing 
 Feature 5 – View Display 
 Feature 6 – Login 
 Feature 7 – Auto-In (available) 
 Feature 8 – Aux 
 Feature 9 – Logout 


2. If the feature buttons are unavailable, dial the Code Statuses listed 
below 


For EDS Call Center Agents 


1. Use designated phone buttons to Login, Logout, Auto-in, and Aux. 


2. If the designated buttons are unavailable, dial the Code Statuses 
listed below. 
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Code Status Changes 


By dialing the codes listed below, the agents can change their status 
for taking calls: 


 


Status Code 
After Call Work 201 + Queue 
Auto-In (available) 203 + Queue 
Aux 204 + Queue 
Log in 205 + Queue + 


Extension 
Logout 206 + Queue 


 
Queue Name Queue Number 
Adjustments 0024 
Beneficiary Services 0026 
EDS Call Center 0011 
EDS EDI 0012 
Insure Oklahoma 0017 
Internet Helpdesk 0014 
Medical Authorizations 0029 
OHCA DHS 0039 
Patient Advice Line 0037 
Pharmacy Help Desk 
(Pharmacy/Client) 


0021 


Provider Enrollment 0025 
Provider Services 0020 
SoonerCare Behavioral 
Health 


0040 


SoonerCare Helpline 0033 
SoonerCare Spanish 0035 
Spanish Assistance 0015 
TPL 0023 


 
For example, for agent 5901 to log into the EDS Call Center, dial 
20500115901. 


See the complete list of queues in the above table for reference. 
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Appendix A 


Words to Avoid 


(for extraordinary customer relations) 
 


Have to It’s just a… 
I need you to… but 
I want you to… required, necessary 
You need to… should/ought to 
What’s your problem? must 
I can’t… policy 
You can’t… Jargon 
Would you mind…? I’ll try 
I’m sorry  


 


Words to Use  


(for extraordinary customer relations) 
 


Are you willing? Here are some options. 
Will you? I made a mistake. 
What have you considered? I understand. 
What are the options? I understand your concern. 
Which do you prefer? I apologize for… 
What are the alternatives? however 
How can it be corrected? will/willing 
How can I help? able 
What do you want me to do? unable 


Using Language Appropriately 


Over the past 20 years, Americans have become aware of how the 
language they use can express prejudice, and many racial, sexual, or 
religious labels are no longer heard.  However, common language still 
contains many terms and expressions that are inaccurate or degrading 
labels for people who have disabilities. 


Roughly up to 15 percent of the American population has disabilities.  
Over and over, people with disabilities say that the greatest barrier 
they face is not the disability itself, but instead the negative attitude 
and lack of acceptance of the rest of society. 


Language reflects the existence of those attitudes in society.  
“Handicappism” shows up in speech just as racism and sexism once 
did.  A first step toward changing attitudes is changing the way that we 
speak. 
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Focus on the Individual  


Labels are so powerful that any unique identity of a person can be 
erased when the label is applied.  Don’t let a person’s disability 
become his label – put it aside and see the individual instead.  Instead 
of saying “my retarded son” say “my son who has mental retardation.”  
A small difference, but it makes the child more important than the 
disability. 


Be Positive 


Words like “pitiful” or “hopeless” convey negative feelings.  A person 
who has cerebral palsy is not a “CP victim.”  Someone who has 
multiple sclerosis is not “stricken by MS.”  Think of the image that is 
created by these emotional words. 


Be Accurate 


The American vocabulary still contains a number of terms used to 
describe disabilities that are just plain inaccurate.  Many of them are 
also very negative a degrading.  A few examples are: 


 Deaf and dumb or deaf-mute – out of date terms that were once 
used to describe a person who is deaf and can not speak.  Many 
people with hearing impairments can speak, although their speech 
may be hard to understand. 


 Spastic – describes a muscle with sudden, involuntary spasms.  It 
does not describe a person. 


 Suffering – saying that someone suffers from a disability implies 
that he or she is in constant pain from the disability.  This is not 
usually the case. 


 Retard, gimp, paralytic – these words are put-downs.  A person has 
mental retardation, walks with a limp, or is paralyzed. 


It is also misleading to say “the disabled,” which implies a group of 
people who are alike and have a kid of separate status.  The phrase 
“people with disabilities” is more appropriate and allows the emphasis 
to remain on the individual. 


Avoid giving the impression that a disease is present when talking 
about a disability.  A disability may result from a disease, such as 
polio, but it is not a disease.  Neither is the person with the disability 
unhealthy or contagious.  People with disabilities should not be 
referred to as “patients” or “cases” unless they are under medical care. 


Remember that a disability is a condition that interferes with a 
person’s ability to do something independently – walk, see, hear, learn, 
lift.  Other abilities are still present!  People with disabilities, no matter 
how severe their disabilities, have capacities, gifts, and contributions 
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to make, if only we will give society opportunities to get to know them 
as individuals.  The words we use must convey this message. 


Those of us who work and live with people who have disabilities need 
to provide models for these better ways of using language.  Making 
others aware of the stereotypes in their language will help make them 
aware of the barriers that exist for people who have disabilities. 


 Peak Parent Center, Inc., 1988 
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Appendix B 


Julian Calendar 


Day Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Day
1 001 032 060 091 121 152 182 213 244 274 305 335 1 
2 002 033 061 092 122 153 183 214 245 275 306 336 2 
3 003 034 062 093 123 154 184 215 246 276 307 337 3 
4 004 035 063 094 124 155 185 216 247 277 308 338 4 
5 005 036 064 095 125 156 186 217 248 278 309 339 5 
6 006 037 065 096 126 157 187 218 249 279 310 340 6 
7 007 038 066 097 127 158 188 219 250 280 311 341 7 
8 008 039 067 098 128 159 189 220 251 281 312 342 8 
9 009 040 068 099 129 160 190 221 252 282 313 343 9 
10 010 041 069 100 130 161 191 222 253 283 314 344 10 
11 011 042 070 101 131 162 192 223 254 284 315 345 11 
12 012 043 071 102 132 163 193 224 255 285 316 346 12 
13 013 044 072 103 133 164 194 225 256 286 317 347 13 
14 014 045 073 104 134 165 195 226 257 287 318 348 14 
15 015 046 074 105 135 166 196 227 258 288 319 349 15 
16 016 047 075 106 136 167 197 228 259 289 320 350 16 
17 017 048 076 107 137 168 198 229 260 290 321 351 17 
18 018 049 077 108 138 169 199 230 261 291 322 352 18 
19 019 050 078 109 139 170 200 231 262 292 323 353 19 
20 020 051 079 110 140 171 201 232 263 293 324 354 20 
21 021 052 080 111 141 172 202 233 264 294 325 355 21 
22 022 053 081 112 142 173 203 234 265 295 326 356 22 
23 023 054 082 113 143 174 204 235 266 296 327 357 23 
24 024 055 083 114 144 175 205 236 267 297 328 358 24 
25 025 056 084 115 145 176 206 237 268 298 329 359 25 
26 026 057 085 116 146 177 207 238 269 299 330 360 26 
27 027 058 086 117 147 178 208 239 270 300 331 361 27 
28 028 059 087 118 148 179 209 240 271 301 332 362 28 
29 029   088 119 149 180 210 241 272 302 333 363 29 
30 030   089 120 150 181 211 242 273 303 334 364 30 
31 031   090   151   212 243   304   365 31 


 







Appendix B Call Tracking/CTI Procedures Manual 


B-2 Library Reference Number: OKCSCC 


Julian Calendar – Leap Year 


Day Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Day
1 1 32 61 92 122 153 183 214 245 275 306 336 1 
2 2 33 62 93 123 154 184 215 246 276 307 337 2 
3 3 34 63 94 124 155 185 216 247 277 308 338 3 
4 4 35 64 95 125 156 186 217 248 278 309 339 4 
5 5 36 65 96 126 157 187 218 249 279 310 340 5 
6 6 37 66 97 127 158 188 219 250 280 311 341 6 
7 7 38 67 98 128 159 189 220 251 281 312 342 7 
8 8 39 68 99 129 160 190 221 252 282 313 343 8 
9 9 40 69 100 130 161 191 222 253 283 314 344 9 
10 10 41 70 101 131 162 192 223 254 284 315 345 10 
11 11 42 71 102 132 163 193 224 255 285 316 346 11 
12 12 43 72 103 133 164 194 225 256 286 317 347 12 
13 13 44 73 104 134 165 195 226 257 287 318 348 13 
14 14 45 74 105 135 166 196 227 258 288 319 349 14 
15 15 46 75 106 136 167 197 228 259 289 320 350 15 
16 16 47 76 107 137 168 198 229 260 290 321 351 16 
17 17 48 77 108 138 169 199 230 261 291 322 352 17 
18 18 49 78 109 139 170 200 231 262 292 323 353 18 
19 19 50 79 110 140 171 201 232 263 293 324 354 19 
20 20 51 80 111 141 172 202 233 264 294 325 355 20 
21 21 52 81 112 142 173 203 234 265 295 326 356 21 
22 22 53 82 113 143 174 204 235 266 296 327 357 22 
23 23 54 83 114 144 175 205 236 267 297 328 358 23 
24 24 55 84 115 145 176 206 237 268 298 329 359 24 
25 25 56 85 116 146 177 207 238 269 299 330 360 25 
26 26 57 86 117 147 178 208 239 270 300 331 361 26 
27 27 58 87 118 148 179 209 240 271 301 332 362 27 
28 28 59 88 119 149 180 210 241 272 302 333 363 28 
29 29 60 89 120 150 181 211 242 273 303 334 364 29 
30 30   90 121 151 182 212 243 274 304 335 365 30 
31 31   91   152   213 244   305   366 31 
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New CTI User Requests 


1. Call center supervisor submits new CTI user request to Paula Printup-Porter. 
2. Paula Printup-Porter sends new CTI user request via email to Suzie Megeehee. 
3. Suzie Megehee completes the request and sends a confirmation email to Paula Printup-


Porter and the initiating call center supervisor. 
  
Notes: 
 Requests for new CTI users will be completed within 24 hours of receipt from Paula 


Printup-Porter. 
 Requests for new CTI users will be submitted more than 24 hours in advance 


whenever it is possible to do so.  


Contacts 


Name Tel. Email 
Paula 
Printup-
Porter 


522-7127 Paula.Printup-Porter@okhca.org  


Suzie 
Megehee 


522-7577 suzie.megehee@eds.com  


Marvin 
Dale 


416-6704 marvin.dale@eds.com  


Michael 
Henley 


416-6743 michael.henley@eds.com  
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Glossary 
This glossary defines the universal terms of the OHCA as presented in the Request 
for Proposals (RFP).   


AB 
Aid to the Blind 


ABD 
Aged, Blind and Disabled; references the SSA eligibility programs for these 
populations. 


(Microsoft or MS) 
Access 


PC-based database management system and application development language, 
made by Microsoft, which assists with the transfer of data into reports, invoices, 
and so forth. 


Ad Hoc Report 
A report produced for a particular purpose and not intended to become a permanent 
reporting requirement. Claim detail reporting in support of SURS is a part of 
normal SURS operations and is not included as an ad hoc report. 


ADA  
American Dental Association 


Adjudicated Claim  
A claim that has reached final disposition such that it is either to be paid or denied. 


Adjustment  
A transaction that changes any information on a claim that has been adjudicated. 


AFDC  
Aid to Families with Dependent Children 


AHCPR  
Agency for Health Care Policy Research 


Allowed Amount  
The amount payable or covered by the Oklahoma Medicaid Program. 


ALOS  
Ambulatory Length of Stay 


ANSI  
American National Standards Institute, an accepted standards setting body for the 
computer industry. 


APD  
Advance Planning Document – a document utilized to request enhanced federal 
financial participation. 


API  
Application program interface 


AR  
Accounts Receivable 


ASC 
Ambulatory surgical center 


ASCII 
American Standard Code for Information Interchange 


AVR(S)  
Automated voice response eligibility verification (system) 


AWP  
Average wholesale price 


BENDEX  
Beneficiary data exchange system; a file containing data from HCFA regarding 
persons receiving benefits from the Social Security Administration. 


Bill  
As refers to a bill for medical services, the submitted claim document, or EMC 
record; may contain one or more services performed. 


Business Days  
Official hours of operation based on a five (5)-day workweek, excluding Saturdays, 
Sundays, and official State of Oklahoma holidays. 
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Buy-In  
A procedure whereby the State pays a monthly premium to the Federal government 
on behalf of eligible medical assistance members to enroll them in the Medicare  
Part B program. 


Capitated Service  
Any Medicaid-covered service for which the contractor receives capitation 
payment. 


Capitation  
A contractual arrangement through which a health plan or other entity agrees to 
provide specified health care services to enrollees for a specified prospective 
payment per member, per month. 


Capitation Claim  
The monthly claim created by the MMIS which represents a specified prospective 
payment per member, per month for contracted health care services through a 
health plan or other entity. The payment is made to the health plan or other entity. 


Capitation Rate  
The amount paid per member, per month for services provided at risk. 


CASE  
Computer-aided software engineering 


Case Management  
A health care method in which medical, social, and other services for a member are 
coordinated by one (1) entity. 


Case Manager  
An individual who coordinates, monitors, and ensures that appropriate and timely 
care is provider to the member. 


CASS  
USPS form #3553 


CD-ROM  
Compact disk – read only memory 


Certification  
Refers to the process utilized by HCFA to determine that an MMIS meets 
minimum requirements to be eligible for federal financial participation. 


CFR  
Code of Federal Regulations 


CICS  
Customer Information Control System, a communication manager software used 
for on-line applications in an IBM mainframe environment. 


Claim  
A provider’s request for reimbursement for health care service delivery, the 
definition for vendor reimbursement purposes is included in the body of the ITB. 


Clean Claim  
A claim which can be adjudicated without obtaining additional information from 
the provider of service or a third party; clean claims do not include claims from a 
provider that is under investigation for potential fraud and/or abuse or claims that 
routinely suspend even if due to billing errors by the provider. 


CLIA  
Clinical Laboratory Improvement Act of 1988; a federally mandated set of 
certification criteria and a data collection and monitoring system to ensure proper 
certification of clinical laboratories. 


COBOL II  
Common Object Business-Oriented Language, a programming language 


Contract  
Referring to the written, signed agreements resulting from the RFP, for the 
implementation and operation of an MMIS and Contractor services for the State of 
Oklahoma, unless context clearly requires otherwise. 
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Contract 
Amendment  


Any written alteration in the specifications, delivery point, rate of delivery, contract 
period, price, quantity, or other contract provisions of any existing contract, 
whether accomplished by unilateral action in accordance with a contract provision, 
or by mutual action of the parties to the contract; it shall include bilateral actions, 
such as change orders, administrative changes, notices of termination, and notices 
of the exercise of a contract option.  


Contractor  
Bidder with whom the State has successfully executed a contract under this RFP. 
Fiscal Agent may refer to contractor within this document. 


Cost Avoidance  
The payment methodology of avoiding part or all of Medicaid's payment when a 
third party resource is available to pay a claim. 


CPAS  
Claims Processing Assessment System, an automated claims database used by the 
State for contractor quality control reviews. 


CPHA  
Committee on Professional and Hospital Activities, which submits update tapes to 
the states for ICD-9-CM. 


CPT-4  
Common Procedure Terminology, 4th Revision 


CPU  
Claims Processing Unit 


DSMD  
Data Systems Management Division 


Days  
A twenty-four (24) hour period between midnight and midnight; regardless of 
whether or not it occurs on a weekend or holiday; it is a calendar day unless 
otherwise specified. 


DBMS  
An integrated (object-oriented or relational) comprehensive database management 
system, including all data and all internal and linked databases. 


DDI  
Design, development, and implementation 


DDSD  
Developmental Disability Services Division 


DEA  
Drug Enforcement Agency 


DEERS/CHAMPUS  
Defense Enrollment Eligibility Reporting System/Civilian Health and Medical Plan 
of the Uniformed Services. 


DHS  
State of Oklahoma Department of Human Services 


Deliverable  
A product of a task milestone or MMIS requirement 


Denied Claim  
A claim for which no payment is made because the claim is for noncovered 
services, is for an ineligible member, was performed by an ineligible provider, is a 
duplicate of a previously paid claim, or does not otherwise meet OCHA payment 
standards. 


DESI  
Drug-effectiveness source identifier 


DHHS  
U.S. Department of Health and Human Services 


DHS  
Oklahoma Department of Human Services 


DIS  
Detailed Implementation Schedule 


DME  
Durable Medical Equipment 
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DMERC  
Medicare durable medical equipment crossover file 


DRS  
Oklahoma Department of Rehabilitation Services 


DSS  
Decision Support System 


DTL  
Detail 


DUR  
Drug Utilization Review 


DUR Board  
The State’s Drug Utilization Review Board, composed of physicians, pharmacists, 
and others experienced in drug therapy problems; the Board makes 
recommendations to the Oklahoma Medicaid Agency on DUR policies and 
procedures. 


EAC  
Estimated acquisition cost for drugs 


EPSDT  
Early and periodic screening, diagnosis, and treatment for medical, dental, vision, 
and hearing services. 


ECM  
Electronic claims management 


ECS  
Electronic claims submittal 


EDI  
Electronic data interchange 


EFT  
Electronic funds transfer 


EIS  
Executive Information System 


Eligibility Files  
The VSAM files which contain Medicaid member eligibility data. The Master 
Eligibility File (PS/2) is currently maintained by DHS on the State of Oklahoma 
mainframe and the files are transferred to the fiscal agent. The fiscal agent 
currently loads this file to create the Member Eligibility File for use in processing 
claims. 


EMC  
Electronic media claims 


Encounter  
A record of a medically related service (or visit) rendered to a Medicaid member 
who is enrolled in a participating health plan during the date of service; it includes 
(but is not limited to) all services for which the health plan incurred any financial 
responsibility. 


Encounter Data 
Claim  


A claim submitted by a coordinated care provider for the actual provider of service 
to plan enrollee. These claims go through full adjudication to determine payment, if 
any, which would have been made if the member had not been under the plan. 


Enhanced Funding  
Refers to the “enhanced” federal financial participation rates available for a state’s 
certified MMIS; 75% for operations and 90% for development. 


Enrollee  
A person who has enrolled in a managed care health plan 


EOB  
Explanation of Benefits 


EOMB  
Explanation of Medical Benefits 


EOP  
Explanation of Payments 
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EVS  
Electronic Verification System for verifying eligibility 


FACCT  
Foundation for Accountability Conquest 2.0. 


FAF  
Foundation for Accountability Fact 


Fee-for-Service  
A method of health care reimbursement based upon payment for specific services 
on a member’s behalf. 


FEIN  
Federal Employee Identification Number 


FFP  
Federal Financial Participation; a percent of State expenditures to be reimbursed to 
the State by the Federal government for medical services and for administrative 
costs of the Medicaid program. 


FFS  
Fee-For-Service 


FIPS  
Federal Information Processing Standards 


FIPS PUB  
Federal Information Processing Standards Publication 


Financial Cycle  
The processing of claims from adjudication to payment. A financial cycle includes 
the updating of financial history and the preparation of provider payments and 
remittance advices. Actual release of payments is not considered part of the 
financial cycle. 


First Data Bank  
A private firm supplying drug prices and other information to the Oklahoma 
MMIS. 


Fiscal Year 
(Federal)  


October 1 - September 30 


Fiscal Year (State)  
July 1 - June 30 


FQHC  
Federally Qualified Health center 


FY  
Fiscal year 


GIS  
Geographic Information System software package (for example, GEOACCESS). A 
software package that allows geographical information to be displayed using maps. 


GUI  
Graphical User Interface. A graphical user interface is a "point and click" interface 
to a program, composed of menus, dialog panels, push buttons, and so forth. 


HCBS  
Home and Community Based Services, 


HCFA  
Health Care Financing Administration, responsible for the national administration 
of the Medicaid and Medicare programs. 


HCFA-1500  
HCFA-approved claim form used to bill professional services. 


HCPCS  
HCFA Common Procedure Coding System; a uniform health care procedural 
coding system approved for use by HCFA, describing the physician and non-
physician services covered by the Medicaid and Medicare programs and used 
primarily to report reimbursable services provided to patients. 


HHS  
Health and Human Services. Refers to the U.S. Department of Health and Human 
Services. 
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HDR  
Header 


HEDIS  
Health Plan Employer Data and Information Sheet 


HIPAA  
Health Information Portability and Accountability Act – in general usage in this 
document the reference is to the Administrative Simplification provisions of this 
act.  


HMOs  
Health Maintenance Organizations 


ICD-9-CM  
International Classification of Diseases, 9th Revision, Clinical Modification. 


iCE 
Oklahoma’s federally certified online inter Change. 


ICF  
Intermediate Care Facility 


ICF-MR  
Intermediate Care Facilities for the Mentally Retarded; services are covered for 
those who are mentally retarded or who have related conditions. 


ITF  
Integrated Test Facility; allows the State and contractor to monitor the accuracy of 
the MMIS and to test proposed changes to the system by processing test claims and 
other transactions through the system without affecting normal operations. 


JAD 
Joint Application Design 


JCL  
Job Control Language 


JCAHO  
Joint Commission for the Accreditation of Healthcare Organizations 


Key Date  
A specified date which, if not met, may jeopardize the operations start date. 


LAN  
Local Area Network 


Lock-In  
A member who has been identified as abusing the Medicaid program may be 
restricted, or "locked- in," to a specified physician and/or pharmacy. The member's 
eligibility record will indicate that the member is restricted. Only claims from the 
specified providers shall be paid, except as otherwise authorized by Medicaid. 


LTC  
Long-Term Care, used to describe institutional-based services such as nursing 
facility and ICF/MR facility care.  


MAC  
Medical Advisory Committee. Also refers to the state and federal Maximum 
Allowed Charge for drugs, depending upon context. 


Managed Care  
A comprehensive approach to the provision of health care that combines clinical 
services and administrative procedures with an integrated, coordinated system to 
provide timely access to cost-effective primary care and other medically necessary 
services. 


MCE  
Managed Care Entity 


MARS  
Management and Administrative Reporting System of the MMIS 


MCDATA  
HCFA-proposed managed care universal data element 


Manual Check  
A check issued by the state, which is not generated by the system during a financial 
cycle. 
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Medicaid  
A federal/state medical assistance program authorized by Title XIX of the Social 
Security; it provides medical benefits for low-income persons and is jointly 
administered by the Federal and State governments. 


Medicare Buy-In  
A procedure whereby the State pays a monthly premium to the Social Security 
Administration on behalf of eligible medical assistance members to enroll them in 
the Medicare Part B program. 


MEQC  
Medicaid Eligibility Quality Control 


MH  
Mental Health 


Milestone  
Completion of a task or a set of many tasks 


 
 


MR  
Mentally Retarded 


MSIS  
Medicaid Statistical Information System (electronic 2082) 


MTS  
Medicare Transaction System 


Must  
Indicates a mandatory requirement or condition to be met; see "shall" and "will". 


NCPDP  
National Council for Prescription Drug Programs (current standard is 3.2.C). 


NDC  
National Drug Code; a generally accepted system for the identification of 
prescription and non-prescription drugs available in the U.S. 


NPI  
National Provider Identification 


NDM  
Network Data Mover 


NF  
Nursing Facility; a long-term care facility licensed under State law and certified by 
Medicare to provide skilled and intermediate levels of care. 


Normative Data  
Data, which has been compiled, often on a national level, to allow comparison with 
local data on the same subject. In health care, comparing providers' clinical 
performance has become increasingly important as competition has intensified and 
clinical outcomes are scrutinized more carefully. Severity-adjusted Weights and 
Normative Data are essential ingredients in these comparisons, because they allow 
managed care stakeholders to adjust for differences in casemix and severity.  


By utilizing standard weights and normative data appropriate for comparing 
differences in inpatient charges, lengths of stay, mortality, and so forth, local 
outcomes can be compared to nationally representative data for millions of 
services. 


Objection  
An unwillingness to accept or acknowledge a mandatory requirement. 


OBDC  
Open Database Connectivity 


OBRA  
Omnibus Budget Reconciliation Act 


OFMQ  
Oklahoma Foundation for Medical Quality 


OHCA  
Oklahoma Health Care Authority, the Designated Single State Agency for 
administration of the Oklahoma Title XIX Medicaid Program. 
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OIG  
Office of the Inspector General 


OKMMIS  
The State of Oklahoma fiscal agent operated Medicaid Management Information 
System. 


On-Line  
Use of a computer workstation with visual display to immediately access computer 
files. 


ORYX  
Name of the JCAHO hospital utilization database. 


OSCAR File  
Online Survey Certification And Reporting; CLIA file and updates from HCFA 


OSI  
Open Systems Interconnection 


Outcomes Data  
In health care, Outcomes Data is that data which represents the results of medical 
treatment. Collection of initial information, for instance, documenting length, 
width, depth, volume, base, and location wound data, along with dressing type and 
changes for the treatment of the wound along with the diagnosis, age, and other 
health conditions collected during the patient's initial visit are necessary. The 
outcome of the treatment, for instance, degree of healing, time to heal, and so forth, 
must also be collected. Data analysis can be performed by the drawing of 
conclusions based on consistent data collection over time.  


Data such as frequencies for diagnosis, time to heal, type of procedure, average 
age, and so forth, can be developed. From this data benchmarks and best practices 
can be developed. 


PA  
Prior Authorization 


PASARR  
Pre-Admission Screening and Resident Review 


Pass-through 
Expenses  


Those expenses of a Contractor which are to be reimbursed at cost by Medicaid. 


Patient Liability  
Monthly income of a member in a long-term care or inpatient setting for more than 
thirty (30) days which must be applied to cost of care before Medicaid payment is 
made. 


PETI  
Post Eligibility Treatment of Income 


PCCM  
Primary Care Case Management 


PCP  
Primary Care Provider 


PHP  
Prepaid Health Plan 


PF  
Program Function keys 


PMF  
Provider Master File 


PMMIS  
Pre-paid Medicaid Management Information System; refers to the system used to 
capture and process data related to the Oklahoma managed care program. 


POS  
Point-Of-Service (also place of service on claims) 


PQAS  
Prior Quarter Adjustment Statement 


Prime Contractor  
The vendor with whom the State will contract for the services outlined in this ITB. 
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PRO  
Peer Review Organization 


Processed  
Refund The correction of claim history performed in accordance with the 
instructions attached to a provider refund check. 


Pro-DUR  
Prospective Drug Utilization Review 


Program Code  
A series of codes reflecting the various programs in which the member is active for 
the particular eligibility period; the member may be assigned more than one 
program code at a time. 


Proposer  
The corporation, partnership, or joint venture (including any and all subcontractors 
proposed thereby) that submits a timely, complete, and correctly formatted 
technical and business proposal in response to this RFP. 


Protest  
A complaint about a governmental action or decision brought by a prospective 
bidder to the appropriate administrative section with the intention of achieving a 
remedial result. 


PS/2  
The eligibility system operated by the Oklahoma Department of Human Services; it 
is used to determine eligibility for AFDC, Medicaid, Food Stamps, and so forth. 
This system interfaces with the OKMMIS in order to provide information about 
member eligibility. 


QA  
Quality Assurance 


QARI  
Quality Assurance Reporting Initiative 


QC  
Quality Control 


QISM  
Quality Improvement System for Managed Care 


QMBs  
Qualified Medicare Beneficiaries; Medicare Part A beneficiaries whose income is 
under one hundred percent (100%) of the poverty level but whose income or assets 
are too high to qualify for other regular Medicaid benefits. 


QWDI  
Qualified Working Disabled Individual 


RA  
Remittance Advice 


RDBMS  
Relational Data Base Management System 


RDD  
Requirements Definition Document 


RDT  
Requirements Definition Task 


Refund  
A repayment made by a provider, usually needed because of an error in billing, 
receipt of a late insurance payment, or a duplicate payment which resulted in an 
overpayment by Medicaid for services rendered. 


Returned Claim 
A claim which is returned to the provider prior to entry into the system due to lack 
of clean claim data or a claim which is returned after deletion. 


REVS  
Member Eligibility Verification System, under the MMIS/Fiscal agent contract, the 
REVS consists of a voice response system accessed by a touch-tone telephone and 
an electronic communication system that can be accessed by a PC with a modem or 
point-of-sale device with a plastic swipe ID card. 


RFP  
Request for Proposals 
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RHC  
Rural Health Clinic 


ROSI  
Reconciliation of State Invoices 


RSD  
Requirement Specifications Document 


Shadow Claims  
Encounter claims equivalent to a regular claim  


Shall 
Indicates a mandatory requirement or condition to be met; see "must" and "will". 


SDX  
State Data Exchange System; the Social Security Administration’s method of 
transferring SSI entitlement information to the State. 


SLIMB  
Specified Low-Income Medicare Beneficiary; Medicare Part A beneficiaries under 
one hundred twenty percent (120%) of the Federal poverty level who have income 
or assets that are too high to qualify for regular Medicaid benefits. 


SNF  
Skilled Nursing Facility; an institution (nursing facility) licensed under State law 
and certified by Medicare to provide skilled nursing and rehabilitative services. 


SoonerCare  
The managed health care program through which the State of Oklahoma serves 
various populations, including the AFDC, Title XXI, and the ABD member 
populations. 


Spenddown  
A periodic, usually six- (6-) month, “deductible” amount that must be incurred by 
medically needy members in order to reduce their income to Medicaid eligibility 
levels through payments to providers. 


SQL  
Structured Query Language for the definition, organization, and retrieval of data in 
a database management system (DBMS), including the tools for transaction, 
management, data integrity, and data administration. 


SSA  
Social Security Administration of the Federal government 


SSI  
Supplemental Security Income 


State Plan  
The State Plan for Medical Assistance of the State of Oklahoma as approved by 
HHS for federal financial participation under Title XIX of the Social Security Act, 
as amended. 


State  
The State of Oklahoma; refers to policies, decisions, procedures, receipt of data, 
and the like that are defined by Oklahoma State agencies. 


SUL  
State Upper Limit 


Subcontractor  
Any and all corporations, partnerships, agents, and/or individuals retained by the 
contractor (with prior written approval from the State) to perform services under 
this ITB, regardless of the amount, duration, or scope of the services provided and 
regardless of whether identified in the contractor’s proposal in response to this ITB 
or subsequently retained during the contract term. 


SURS  
Surveillance and Utilization Review Subsystem; a federally- mandated MMIS 
subsystem that builds a statistical base for health care delivery and utilization 
pattern profiles for both providers and members and generates a listing of potential 
abusers for review by the Oklahoma Medicaid Agency. 


TAD  
Turnaround Billing Document, usually refers to the LTC reimbursement document. 


TCN  
Transaction Control Number used to uniquely identify the MMIS health care 
claims. 
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Time Slice  
The set of software and data files provided to the Contractor for system testing. The 
time slice shall include MMIS source and object modules, JCL, copy members, 
run-time input parameters, production files listed below, and a copy of actual claim 
input data, all created at the initial step of a full adjudication/financial cycle. 
Immediately prior to the running of a financial cycle, all files accessed in the 
complete adjudication and payment of a claim will be copied to tape by the current 
Contractor. These files/data and the MMIS software provided should allow 
Contractor to duplicate the actual production run for the same cycle. 


Title IV-E  
The title of the Social Security Act which is an entitlement program whereby there 
is Federal financial participation in the costs of foster care maintenance and 
adoption assistance payments. 


Title XIX  
Of the Social Security Act enacted Medicaid in 1965; synonymous with Medicaid. 


Title XVIII  
Of the Social Security Act (Medicare). 


Title XXI  
Of the Social Security Act. Establish the child health care programs for the 
uninsured. 


TPL  
Third-Party Liability; also refers to the TPL subsystem of the MMIS. 


TPR  
Third-Party Resource 


TQM  
Total Quality Management 


Turnover  
Refers to the period of time for the transition from the current vendor to a 
replacement vendor either at the fulfillment of the contract or in the event of 
contract termination during the term of the contract. 


UB-92  
Standard claim form used to bill hospital inpatient, outpatient, nursing facility, and 
other State-defined services. 


UPIN  
Universal Provider Identification Number 


USPS  
United States Postal Service 


Utilization Review  
A review performed to determine the quality, quantity, appropriateness, and cost of 
care and services provided and to compare the findings against established norms. 


VAN’s  
Value Added Networks 


WAC  
Wholesale Average Cost 


WAN  
Wide Area Network 


WIC  
Women, Infants, and Children’s program 


Will  
Indicates a mandatory requirement or condition to be met; see "must" and "shall". 


Working  
Days Official hours of operation based on a five (5)-day workweek, excluding 
Saturdays, Sundays, and official state holidays. 


Workshops  
General statewide training sessions conducted by Contractor to educate providers 
regarding proper billing procedures. 


YTD  
Year-to-date 
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Section 1:  Introduction 


Overview 


This manual describes the functional aspects of the Adjustments 
system in OKMMIS.  It describes in detail how OHCA processes 
claim-specific adjustments and non-claim specific financial 
transactions received from providers and other internal or external 
entities, such as Customer Service or Department of Human Services 
(DHS).  It is designed as a procedural reference about the various 
functions in Adjustments and is used to train new employees. 


It is the Adjustment Unit responsibility to process all claim-specific 
adjustment transactions and non-claim-specific financial transactions 
in a timely manner.  Each staff person in Adjustments is fully trained 
to perform the assigned responsibilities. 


Goals and Objectives 


The Adjustment Unit is committed to providing excellent service to 
meet the needs of Oklahoma in all aspects of adjustment transaction 
processing.  This is accomplished with the following items: 


• Retain a qualified, highly-trained staff to perform the various 
responsibilities and daily tasks 


• Ensure compliance with all federal regulations and statutes 
applicable to Adjustments 


• Create an environment that promotes continuous process 
improvement 


• Ensure accuracy and timeliness of all adjustment processing and 
responses 
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Section 2:  Organization and Staffing 


Overview 


The Adjustment Unit is under the management of the financial 
resources director and consists of one full-time supervisor and 10 full-
time staff members.  The responsibilities of each position are listed in 
this section. 


Adjustment Supervisor 


• Oversees daily operations of the Adjustment Unit 


• Serves as liaison with OHCA 


• Oversees area performance related to contract compliance 


• Provides strategic enhancement of adjustment transaction 
processing 


• Provides leadership and direction 


• Performs tasks related to personnel administration 


Finance Analyst III 


• Acts as lead analyst 


• Monitors area performance related to contract compliance 


• Manages all adjustment transaction processing 


• Develops and maintains all adjustment operating procedure manuals 


• Handles special projects for Adjustments and OHCA 


• Monitors financial and claims reports 


• Provides supplemental training for Adjustments 


• Performs quality checks for current employees 


• Processes expenditures and accounts receivable for noncheck- 
related adjustment staff 


• Provides backup for the Adjustment manager 


Finance Analyst II (Correspondence and Refunds) 


• Reviews adjustment requests for completeness 
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• Processes all adjustment requests in a timely manner 


• Maintains accountability for the quality of adjustment processing 


• Reviews, investigates, and resolves aged adjustment requests using 
adjustment reports and online resources 


• Verifies system acceptance of adjustment batches 


• Verifies correct financial processing of check-related adjustments 


Finance Analyst I 


• Performs daily input of correspondence and refunds into the 
tracking database 


• Assigns and distributes correspondence and refunds to the analysts 


• Processes and verifies adjustments for special projects 


• Answers main Adjustment phone line 
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Section 3:  Adjustments Work Flow 
Procedures 


Introduction 


This section describes the various procedures and work flow for claim-
specific adjustments.  A request to change any historical data or 
reimbursement for a claim is defined as an adjustment.  Adjustments 
are classified in two separate categories: refund adjustments (check-
related) or correspondence adjustments (non-check-related), and 
further categorized as full or partial.  An explanation of the claim 
adjustment types is provided below. 


Refund Adjustment (check-related) 


Full Claim Refund 


The provider or OHCA recognized that a full overpayment for a claim 
occurred and the provider issues a refund check for the amount of the 
entire claim payment.  During the claim adjustment process, the refund 
amount is applied to the claim and the original claim is systematically 
adjusted to zero.  The net payment to the provider is zero. 


Partial Claim Refund 


The provider or OHCA recognized that a partial overpayment for a 
specific claim occurred and the provider issues a refund check for the 
amount of the overpayment.  The refund amount is applied to the 
adjustment claim during processing and the historical data for the 
claim is adjusted. 


When the refund has been applied it will appear on your remittance 
advice as “Refund Amount Applied.” 


Correspondence Adjustment (non-check related) 


Underpayment Adjustment  


The provider is seeking additional reimbursement for a claim.  The net 
payment to the provider is the difference between the original claim 
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amount and the adjusted claim amount, when the adjusted claim 
amount is more than the original claim amount. When the adjustment 
has been processed it will appear on your remittance advice as 
“Additional Amount Due.” 


Overpayment Full Offset  


The provider or OHCA recognized that a full overpayment for a claim 
occurred, and the provider or OHCA requested that the overpayment 
amount be deducted from future claim payments to the provider.  After 
the offset processes, the claim is systematically adjusted to zero and an 
account receivable is established for the entire amount of the claim. 


When the adjustment has been processed it will appear on your 
remittance advice as “Net Overpayment (A/R).” 


Overpayment Partial Offset  


The provider or OHCA recognized that a partial overpayment for a 
specific claim occurred, and the provider requested that the 
overpayment amount be deducted from future claim payments.  The 
historical data for the claim is adjusted and an accounts receivable is 
established for the overpayment amount. 


The Adjustment Unit is responsible for performing all claim-specific 
adjustment transactions.  Work flow graphics are included in this 
manual when appropriate.  In addition, copies of the OKMMIS 
windows are displayed in this manual whenever it facilitates a better 
understanding of the process being described. 
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Section 4:  Incoming Adjustment 
Requests 


Introduction 


Adjustments are typically initiated by the provider but may also be 
requested from an internal party such as Claims Resolutions or 
Provider Service.  The provider completes an adjustment request form 
and forwards it to the Adjustments address located on the adjustment 
request form and OHCA initiated requests are forwarded directly to the 
Adjustment Unit.  


Adjustment requests are received in the mailroom daily and forwarded 
to the Adjustment Unit twice a day. The requests are handled by one of 
the methods explained in the following text. 


Refund Adjustments 


Refund adjustments are sent to the OHCA Finance Unit for deposit.  If 
a refund adjustment request is sent to OHCA, it is immediately 
forwarded to the OHCA Finance Unit for deposit and entry in 
OKMMIS.  Refer to the Finance Procedures Manual for further 
information on entering, depositing, and controlling checks in the 
OKMMIS. 


Correspondence Adjustments 


Correspondence adjustment requests are received in the Adjustment 
Unit, date stamped, and entered into the Tracking Database System and 
assigned to an adjustment analyst. 


ICN Procedures 
The accounting clerk assigns a unique cash control number (CCN) to 
refund adjustments.  The CCN is maintained as part of the adjusted 
claim record for future reference.   


The components of the adjustment ICN, both refunds and 
correspondence adjustments, include the following items: 


• RR – Region 


• YY – Year of receipt 
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• JJJ – Julian date of receipt 


• BBB – Batch number 


• SSS – Sequence number within the batch 


Note:  The Adjustment Unit will use the first three digits 
of the sequence number as batch ranges.  The 
batch range will determine which analyst 
processed the adjustment.  The batch ranges for 
adjustments are 800-899.  


Correspondence Adjustments (Region 50) 


Correspondence adjustments are defined as provider requests for 
additional payment, referred to as an underpayment adjustment or 
provider requests for an overpayment amount to be deducted from 
future claim payments, referred to as an offset adjustment.  Offset 
adjustments are further categorized as full claim offsets or partial claim 
offsets. 


The adjustment analysts, who track the adjustments through the 
OKMMIS from initiation to adjudication, process correspondence 
adjustments.  The following section explains how correspondence 
adjustments are processed 


Inventory Control  


The Adjustment Unit maintains a Tracking Database System to monitor 
incoming correspondence adjustment requests from providers and other 
entities.  Each adjustment analyst is responsible to update the Tracking 
Database System as they complete work assigned.  


Suspended adjustments are maintained on the OKMMIS by clerk ID 
for Data Corrections.  


Adjustment Research 


After the refund adjustment is added to the Tracking Database System, 
it is assigned to an Adjustment analyst for research and processing.  
The Adjustment analyst uses various resources to research an 
adjustment request.  The following is a list of the most commonly used 
research tools: 
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• The OKMMIS Recipient Eligibility, Third Party Liability, and 
Provider Eligibility Databases 


• OKMMIS claim history 


• COLD 


• Past remittance advices (RAs) 


• HCPCS/CPT 4 Manual  


• ICD-9 CM Handbook 


Note:  Only paid claims can be adjusted.  Denied claims 
cannot be adjusted and are returned to the provider.  


If the request is determined to be valid, the Adjustment analyst accesses 
the most recent version of the paid claim online.  To initiate an 
adjustment, follow these steps: 


1. Click Claims at the Main Menu and then Adjustments and 
Adjustment Request.  


2. Type the appropriate adjustment ICN and the number of adjustments 
in batch and click Save Request. 


3. Type the original ICN, EOB Reason Code, Action Code, and if 
applicable the Verify option and Void option, and click Adjust 
Claim.   


• Verify option allows the Adjustment analyst to select if the 
adjustment should suspend after or before processing the 
adjustment payment. The three values are as follows: 
 BlankThe adjustment is in resubmit status when it is 


loaded and is ready to be processed.  This option is used for 
the majority of the claims.  


 AThe adjustment suspends after it has been processed.  
The adjustment is in resubmit status when it is loaded and 
verifies values before processing.  This option is mainly used 
for single adjustments.  


 BThe adjustment suspends before processing.  The 
adjustment is in suspended status when it is loaded.  This 
option is more applicable to mass adjustments.  


• Void optionThis option is at the request level and it is for         
full recoupment of all the claims in the batch. 


• The EOB reason code also generates a message displayed on the 
provider RA in the form of an Explanation of Benefit.  This 
notifies the provider about the adjustment action.  The three types 
of correspondence adjustment reason codes are as follows: 
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 UnderpaymentIndicates to the OKMMIS that the 
adjustment is for an underpaid claim.  Adjusted data must be 
typed.


 Full OffsetIndicates to the OKMMIS that the entire 
amount of the claim is to be offset; therefore, no data needs 
to be adjusted on the claim.  The system automatically 
adjusts the claim to zero and establishes an accounts 
receivable for the entire claim amount. 


 Partial OffsetIndicates to OKMMIS that only a part of the 
claim is to be offset; therefore, the claim must be adjusted 
and processed as an adjustment claim.  OKMMIS 
automatically establishes the accounts receivable for the 
offset amount. 


• The Action Code field determines the editable fields in the 
Corrections windows, and the way the adjustment/correction will 
be processed in batch. 
 Reprocess entire claimThis option treats the adjustment 


as a new claim and goes through the entire processing of the 
claim.  


 History only, do not edit, audit, or repriceThis option is 
mainly used for refunds. The claim will not suspend for any 
edits when processing. 


 Reprocess specific detailsThis option will only process 
certain details that have been adjusted, therefore the entire 
claim will not be processed. 


4. Apply corrections to the claim in the Data Correction window by 
clicking on the editable fields (header and/or detail) and entering the 
corrected information. 


5. Once the corrections have been made, click Save. 


After an adjustment is saved, it is released in OKMMIS for processing. 


Processing  


After an adjustment is released, it may be viewed in the Net 
Verification window. The adjustment claim may also be accessed 
through the paid, denied or suspended windows. 


Only single-claim adjustments can be applied to region 49 claims.  All 
region 49 claims found in a Mass Adjustment Request will be deleted 
from the request during claim processing 


Adjustment claims process during the daily cycles.  The adjustment 
claim pays, denies, or suspends.  If the claim suspends, it is scheduled 
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for data correction the following claim cycle.  The Adjustment analyst 
who initiated the adjustment resolves data corrections for adjustment 
claims.  The daily scheduler automatically schedules work in aged 
order.  Refer to the data correction procedures in the Resolution of 
Claim Errors Procedures Manual for more information. 


If the adjusted claim payment is less than the original claim payment, 
an accounts receivable is established to offset future claim payments.  
Refer to Section 5 for further details on accounts receivable processing. 


Data and Window Security 


Authorization to initiate adjustments is limited to Adjustments staff 
members.  OHCA or EDS personnel may inquire only on adjustment 
related data by accessing the Adjustment Information option at the 
Paid, Denied, or Suspended header of the adjusted claims.  This 
displays the Claim Adjustment Xref window and provides the 
following information: 


• ICN of all versions of the claim, including previous adjustments to 
the claim 


• Date adjusted 


• Claim status 


• System status 


• Adjustment reason 


Nonclaim-Specific Provider Refunds 


Overview 


Provider refunds are processed as nonclaim specific transactions when 
one or more of the following circumstances exist: 


• The provider has refunded an overpaid amount for a claim that is no 
longer in history and therefore cannot be dispositioned as a claim-
specific adjustment transaction. 


• The provider requested that OHCA apply the refunded amount as a 
nonclaim-specific refund and has not supplied enough 
documentation to apply the refund as claim specific. 


• The provider requested the overpayment amount be processed as a 
claim adjustment, but has not supplied OHCA with sufficient 
documentation to appropriately apply the refund.  OHCA notifies the 
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provider that sufficient documentation was not received and that the 
refunded dollar amount will be applied as nonclaim specific if 
OHCA does not receive sufficient documentation within a specified 
period of time. 


Provider year-to-date 1099 earnings information is systematically 
updated to reflect the refunded amount. 


Transaction Control 


Each cash receipt is assigned a CCN at the time of receipt.  This 
number is used to monitor the cash receipt from entry in OKMMIS to 
final disposition.  After the cash receipt is entered in OKMMIS, the 
documentation is forwarded to the Adjustment Unit. The adjustment 
analyst researches the refund request to determine the appropriate 
action to take.  Reports are monitored weekly to ensure that all cash 
receipt dispositions, including nonclaim-specific provider refunds, are 
processed promptly. 


Research 


Each cash receipt is researched using the following resources to 
determine how to appropriately disposition the refund. 


• Recipient HistoryIf documentation indicates that the refund is a 
result of overpayment of a claim, but supplies no ICN or 
documentation for the claim, then the Adjustment analyst searches 
for the claim in the OKMMIS.  If a claim is found, then the refund is 
processed as a claim-specific refund adjustment. Otherwise, the 
refund is posted to the provider’s account. 


• Archived HistoryIf the claim is no longer in history, the refund 
amount is applied to the provider’s account.  


Cash Receipt Disposition  


Nonclaim-specific refund transactions are processed through the Cash 
Receipt Disposition Maintenance window.  Follow these steps to enter 
the disposition transaction: 


1. At the Main Menu, click Financial.   


2. At the Financial Menu click Cash Receipts to access the Cash 
Receipt Search window. 


3. Type in the CCN and click Search to access the Check Log window 
for the appropriate CCN. 
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4. Click Dispositions to access the Cash Receipt Disposition window. 


5. Click New to access the Cash Receipt Disposition Entry window to 
type in a new disposition. 


6. Select the nonclaim-specific refund Reason Code from the drop-
down box, type in the disposition amount, and the RID number, 
optional. 


7. Click Save and Exit. 
OKMMIS uses the reason code to post the refunded amount to the 
provider account and update the provider year-to-date 1099 net 
earnings data. 


Data and Window Security 


Only the Financial analyst or Adjustment analyst may initiate 
nonclaim-specific provider refund transactions.  Other OKMMIS users 
are only allowed to view cash dispositions associated with nonclaim-
specific provider refunds for inquiry purposes.  Security is maintained 
through the user ID profile. 


Refund Adjustments – (Region 51) 


Overview 


Refunds adjustment requests are cash receipts received and 
dispositioned as claim-specific refunds to OHCA.  The refunded dollar 
amount is posted to the specific claim as the adjustment is processed in 
OKMMIS.  A reason code that indicates the source of the refund is 
typed in the adjustment record.  This allows the system to categorize 
the refunds into provider, SUR, and TPL recoveries for cash 
management reporting. 


Inventory Control  


The Adjustment Unit maintains a Tracking Database System to monitor 
incoming refund adjustment requests from providers and other entities. 
Each Adjustment analyst is responsible for updating the Tracking 
Database System as they complete work assigned.  


Suspended adjustments are maintained on the OKMMIS by clerk ID 
for Data Corrections. 
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Adjustment Research 


After the cash receipt is assigned, the adjustment analyst researches and 
initiates the adjustment.  The adjustment analyst uses various resources 
to research an adjustment request.  The following is a list of the most 
commonly used research tools: 


• OKMMIS Recipient Eligibility, Third Party Liability, and Provider 
Eligibility databases 


• OKMMIS claim history 


• COLD 


• Past RAs 


• HCPCS/CPT 4 Manual 


• ICD-9 CM Handbook 


Note:  Adjustments can only be made to paid claims.  
Claims, which have been denied, cannot be adjusted 
and are returned to the provider.  


If the request is valid, the Adjustment analyst accesses the most recent 
version of the paid claim in OKMMIS.  To initiate an adjustment, use 
the following steps: 


1. Click Claims on the Main Menu and then Adjustments and 
Adjustment Request. 


2. Type the appropriate adjustment ICN and the number of the 
adjustments in the batch and click Save Request. 


3. Type the CCN, original ICN, EOB Reason Code, Action Code, and 
if applicable the Verify option and Void option, and click Adjust 
Claim.  


• Verify option allows the adjustment analyst to select if the    
adjustment should suspend after or before processing the 
adjustment payment. The three values are as follows: 
 BlankThe adjustment is in resubmit status when it is 


loaded and is ready to be processed. This option is used for 
the majority of the claims.  


 AThe adjustment suspends after it has been processed.  
The adjustment is in resubmit status when it is loaded and 
verifies values before processing.  This option is mainly used 
for single adjustments.  


 BThe adjustment suspends before processing. The 
adjustment is in suspended status when it is loaded.  This 
option is more applicable to mass adjustments. 
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• Void optionThis option is at the request level and it is for full                                 
recoupment of all the claims in the batch. 


• The EOB reason code also generates a message displayed on the 
provider RA in the form of an Explanation of Benefit. This 
notifies the provider about the adjustment action. The two types 
of refund adjustment reason codes are as follows: 
 Full RefundIndicates to the system that the entire amount 


of the claim is refunded; therefore, no data needs to be 
adjusted on the claim.  The system automatically adjusts the 
claim to zero and applies the refunded amount. 


 Partial RefundIndicates to the system that only a part of 
the claim is refunded; therefore, the claim must be adjusted 
and processed as an adjustment claim.  The system 
automatically applies the refunded amount as indicated on 
the cash receipt disposition record. 


• The Action Code field determines the editable fields in the 
Corrections windows, and the way the adjustment/correction will 
be processed in batch. 
 Reprocess entire claimThis option treats the adjustment 


as a new claim and goes through the entire processing of the 
claim.  


 History only, do not edit, audit, or repriceThis option is 
mainly used for refunds. The claim will not suspend for any 
edits.  


 Reprocess specific detailsThis option only processes 
certain details that have been adjusted, therefore the entire 
claim will not be processed. 


4. Apply corrections to the claim in the Data Correction window by 
clicking on the editable fields (header and/or detail) and entering the 
corrected information. 


5. Once the corrections have been made, click Save. 


After an adjustment is saved, it is released for processing in OKMMIS. 


Processing  


After an adjustment is released, it may be viewed in the Net 
Verification window. The adjustment claim may also be accessed 
through the paid, denied, or suspended windows. 


Adjustment claims process during the daily cycles. The adjustment 
continues to process and pays, denies, or suspends.  If the claim 
suspends, it is available for data correction in the following cycle.  The 
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adjustment analyst who initiated the adjustment resolves data 
corrections for adjustment claims.  The daily scheduler automatically 
schedules the work flow in aged order.  Refer to data correction 
procedures in the Claim Resolutions Procedures Manual for additional 
information. 


Data and Window Security 


Authorization to initiate an adjustment is limited to adjustment and 
finance staff.  Other EDS or OHCA personnel who wish to view 
adjustment related data may access the Adjustment Information option 
at the Paid, Denied, or Suspended header for adjusted claims.  The 
Claim Adjustment X-ref window displays the following information: 


• ICN of all versions of the claim, including previous adjustments to 
the claim 


• Date adjusted 


• Claim status 


• System status 


• Adjustment reason 


To view cash receipt information associated with an adjustment, the 
user may access the Cash Receipt Xref window by selecting Cash 
Disposition under the Option drop-down of the paid, denied, or 
suspended claim.  This window displays the CCN, sequence, and 
disposition amount. 


Return to Sender  


If an adjustment request is determined to be invalid and cannot be 
adjusted the Adjustment analyst returns the request to the provider with 
a letter stating the reason as to why. 
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Section 5:  Accounts Receivable – 
Setup/Maintenance 


Overview 


A provider accounts receivable (A/R) is automatically established in 
OKMMIS when the original payment was more than the adjusted 
claim payment.  The accounts receivable deducts the amount due back 
to the OHCA from future claim payments to the provider.  In addition, 
the accounts receivable can be manually established through the 
Accounts Receivable Entry window.   


A manual accounts receivable is established for the following reasons: 


• A nonclaim-specific offset is initiated. 


• A claim-specific offset is requested for a claim no longer in active 
history. 


OKMMIS establishes individual accounts receivable for each offset 
adjustment or manual setup.  This allows OHCA to track and control 
aging receivables.  An established accounts receivable is satisfied by 
deductions from weekly claim payments to the provider.  OKMMIS 
automatically satisfies accounts receivable in oldest to newest order.  
A provider can submit a check to satisfy an existing account 
receivable. 


Provider Accounts Receivable Manual Setup 


To set up a manual accounts receivable in the OKMMIS, type in the 
following data: 


1. At the Main Menu, click Financial. 


2. Click Accounts Receivable. 


3. Select New to display the AR Setup Maintenance window. 


4. Type the provider number and location. 


5. Type the recipient identification number, if applicable. 


6. Type in the setup amount with a decimal point between dollars and 
cents. 


7. Select from the drop-down list if the A/R is to be manually 
recouped. 


8. Type 1 in the Recoup Percentage field, so 100 percent of the A/R is 
deducted from the next claims payment. 
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9. Select the correct Reason Code from the drop-down list. 


10. Select the correct Fund Code from the drop-down list. 


11. Select the correct Tracking Status from the drop-down list. 


12. Verify all information, and click Save. 


A/Rs do not need to be activated by a supervisor.  All A/Rs completed 
by 6 p.m. Friday appear on the RA the following Tuesday. 


Entering A/R Comments 


To enter comments about the accounts receivable setup transaction, 
click Comments at the Provider Accounts Receivable 
Setup/Maintenance window to access the Provider Accounts 
Receivable Comments window.  The text of the Comment window 
should consist of the date and any necessary information pertaining to 
the account receivable.  Indicate the original claim and the reason it 
could not be adjusted as a claim-specific transaction to maintain a 
historical record of why the accounts receivable was established. 


Provider Accounts Receivable Update/Inquiry 


A user can inquire about a provider accounts receivable but cannot 
alter the accounts receivable file.  Users may update the account 
receivable in the OKMMIS Security system.  The only fields that can 
be updated are the following: 


• Effective date 


• Recoupment amount 


• Recoupment percentage 


To update or inquire about a provider accounts receivable file, click 
Financial at the Main Menu and Accounts Receivable at the 
Financial Menu.  The Provider Accounts Receivable Selection window 
displays.  The appropriate accounts receivable can be located by 
typing in the following information: 


• Provider number 


• A/R number 


• Reason  


• Program 


• Status 


• Effective from and through dates 
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Type one or more of the search criteria data elements and click 
Search.  A list of all accounts receivables that match the search 
criteria is displayed.   


To open the Provider Accounts Receivable Setup/Maintenance 
window, highlight the A/R to be updated or viewed and click Select or 
double-click the A/R to be updated or viewed. 


The original setup information is displayed.  To update a field, 
highlight and make the changes necessary, then click Save and Exit. 


Manual Provider Accounts Receivable Disposition Entry 


Dispositions are systematically applied to accounts receivable as the 
provider claim payments are offset.  In some instances, it may be 
necessary to manually disposition the accounts receivable file.  Manual 
dispositions are required for the following reasons: 


• State directed increase 


• SUR directed increase 


• State directed decrease 


• SUR directed decrease 


• Cash receipt applied to principle (decrease) 


• Cash receipt applied to interest (decrease) 


• Provider over refund applied (decrease) 


• A/R liquidation – OHCA directed (decrease) 


• A/R write-off – OHCA directed (decrease) 


• Interest applied to aging receivable (increase) 


• Interest applied to aging receivable – SUR (increase) 


• A/R established for wrong provider 


• Stop paid system check applied to aging A/R 


To enter a provider accounts receivable disposition transaction, access 
the Provider Accounts Receivable Setup/Maintenance window as 
explained in the previous section for the appropriate A/R.   


Click Disposition at the Provider A/R Setup/Maintenance window to 
access the Provider Accounts Receivable Disposition History window.  
This window displays a list of the dispositions applied to the accounts 
receivable to date and the remaining due on the accounts receivable.  
Click New to access the Provider Accounts Receivable Disposition 
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Maintenance window.  The A/R number, setup date, and provider 
number are generated from the A/R Setup/Maintenance window.   


Type in the following data: 


• Disposition dateSystem-generated to the current date. 


• AmountThe amount to be dispositioned, either positive or 
negative. 


• Select the appropriate Debit Indicator from the drop-down list.  Yes 
for decrease or negative amounts or No for increase or positive 
amounts. 


• Select the appropriate reason from the drop-down list. 


• If the reason for the disposition is a cash receipt, click Cash to 
access the Checks Related to Provider A/R Dispositions window 


• Type in the CCN of the associated cash receipt and click Search.  
All cash disposition entries for the cash receipt display. 


• Highlight the cash disposition related to the A/R and click Select or 
double-click the appropriate cash disposition detail.  This links the 
cash disposition to the accounts receivable.  Click Exit. 


• Click Save and exit the Provider Accounts Receivable Disposition 
Maintenance window 


To enter comments relating to the accounts receivable dispositions, 
click Comments at the Disposition Maintenance window to access the 
Provider A/R Disposition Comments window.  Type in the date and 
comments.  Click Save and Exit 


Provider Accounts Receivable Disposition Inquiry 


To inquire about a manually or systematically established accounts 
receivable, click Financial at the Main Menu and click Accounts 
Receivable at the Financial Menu.  This opens the Provider Accounts 
Receivable Selection window.  The following search criteria can be 
typed into this window to locate the appropriate provider accounts 
receivable: 


• Provider number 


• A/R number 


• Reason  


• Program 


• Status 
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• Effective from and through dates 


Type in one or more of the search criteria data elements and click 
Search.  A list of all accounts receivable that match the search criteria 
is displayed.  To open the Provider Accounts Receivable 
Setup/Maintenance window, highlight the A/R to be viewed and click 
Select or double-click the A/R to be viewed. 


Click Dispositions to access the Provider Accounts Receivable 
Disposition History window.  The following search parameters can be 
entered: 


• A/R number 


• Provider ID 


• Reason 


• Applied from and throughLists dispositions applied during the 
date range entered 


• CheckDisplays dispositions applied during the weekly claims 
payment cycle.  The check number of the payment cycle appears in 
this field. 


Data and Window Security 


Authority to set up and maintain provider accounts receivables is 
limited to the Adjustments and Financial staff.  Other OKMMIS users 
can inquire on provider accounts receivable information, but cannot 
update any information.  Security is controlled with the user ID 
profile. 


Access to update or add additional values to any of the reason code or 
batch tables is limited to the Adjustments supervisor. 
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Section 6:  Expenditures 


Expenditure Payout 


Overview 


Expenditures are system payments to providers that are not linked to a 
claim, and display as a payout on the provider RA.  All expenditure 
payout transactions, system-generated and manually issued, are 
entered and maintained in OKMMIS.  Strict controls and procedures 
have been established for the processing of system and manual 
payouts.  The process is designed to ensure that every dollar disbursed 
by OHCA is tracked to provide full accountability.   


Transaction Control 


All expenditure payout requests are date stamped on the day of receipt 
and entered in OKMMIS.  When expenditures are entered in 
OKMMIS, a system-generated number is assigned and the number is 
written on the paper copy of the request.  If the payout transaction is 
the result of an over refund, the control number is also written on the 
cash receipt documentation.  All paper documentation is imaged. 


Authorization Control 


The Adjustment and Financial Units can initiate expenditure 
transactions.  To ensure accountability, all expenditures entered in 
OKMMIS are verified before they are released for processing and 
payment.  Refer to the Financial Procedures Manual for additional 
information. 


Entering an Expenditure in OKMMIS 


An expenditure request is entered in OKMMIS after it is verified.  
Follow these steps to enter an expenditure: 


1. Click Financial at the Main Menu. 


2. Click Expenditure. 


3. Select New. 


4. Click Provider to display the Provider window. 
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5. Type in the provider number to display the provider’s name and 
address display. 


6. Click Save to display the Expenditure Maintenance window. 


7. Type in the reimbursed amount with a decimal point between 
dollars and cents. 


8. Type in the request document number. 


9. Click Reason and select an option from the drop-down list. 


10. Click the appropriate cycle date. 


11. Click Fund Code and select a program from the drop-down list. 


12. Click the Financial COS and select an option from the drop-down 
list. 


13. Click the State COS and select an option from the drop-down list. 


14. Type in the appropriate to and from date of service. 


15. Type in the rendering provider number if different from what is 
listed.  


16. Click the Benefit Plan and select an option from the drop-down 
list. 


17. Click the Aid Category and select an option from the drop-down 
list. 


18. Type in the recipient identification number if applicable. 


19. Type in the CCN if applicable. 


20. Verify all information and click Save. 


21. After the information is saved, the Expenditure number displays at 
the lower left of the screen, above Date Added.  Write the 
expenditure number in the space provided at the top of the 
expenditure form for future reference. 


After the expenditure is entered, the paperwork is forwarded to the 
Financial manager for approval and activation.  Expenditures activated 
by 6 p.m. Friday are included in the RA the following Tuesday. 


Entering Expenditure Comments 


To enter comments about the expenditure payout transaction, click 
Comments under options of the Expenditure Maintenance window to 
access the Expenditure Comments window.  The text of the comment 
window should consist of the date and any necessary information 
pertaining to the expenditure.   
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Data and Window Security 


The Adjustment or Financial Units can initiate expenditure payout 
transactions. Limited access ensures integrity of the disbursement of 
funds.  Other users can view expenditure transactions only for inquiry.  
Security is controlled with the user ID profile. 
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Section 7:  Sample Letters 


This section includes copies of letters that OHCA sends to the 
providers for issues pertaining to their Adjustment requests or account 
receivables. There are no system-generated letters for the Adjustment 
Unit.  


Figure 7.1  Refund Letter #1 


 


 
 
 
 
 
 
 


Dear Provider: 
 
This will acknowledge receipt of your check in the amount of $____. 
 
In crediting you refund it was determined that you received a total of $___ from 
OHCA. You received a Medicare payment of $__ whereby OHCA pays 75% of the 
Co-Insurance and/or 94% of the deductible for these services prior to 2-1-02. 
 
You refunded $___, which leaves a balance due on this overpayment in the amount 
of $___. Please see the attached remits for more information.  
You are requested to make an additional refund to OHCA in this amount. Please 
send a refund (include a copy of this letter) to OHCA, PO Box 18299, Oklahoma 
City, OK 73154. 
 
Thank you for your cooperation.  
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Figure 7.2  Refund Letter #2 


 
 
Dear Provider: 
 
This will acknowledge receipt of your check in the amount of $.  
 
In crediting your refund it was determined that you received a total of $___ from 
OHCA>  You received a Medicare payment of $___ whereby OHCA no longer is 
responsible for Medicare Co-Insurance effective 2-1-02. Medicaid is responsible for 
75% of deductible on Medicare B. 
 
You refunded $___ which leaves a balance due on this overpayment in the amount of 
$___. Please see the attached remits for more information.  
 
You are requested to make an additional refund to OHCA in this amount. Please send 
a refund (include a copy of this letter) to OHCA, P.O. Box 18299, Oklahoma City, 
OK 73154. 
 
Thank you for your cooperation.  
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Figure 7.3  Refund Letter #3 


 
 


 
Dear Provider: 
 
This will acknowledge receipt of your check in the amount of $___ from OHCA 
which was submitted as a refund on one patient.  
 
In crediting your refund, it was determined that you received a total of $___ from 
OHCA. You received $___ from the recipient’s private insurance. OHCA is the 
payer of last resort and when there is health insurance coverage, the amount of the 
insurance payment must be reduced from the OHCA allowables. When the insurance 
payment is more than the allowable, OHCA’s payment must be refunded in full. 
 
You refunded $___ which leaves a balance due on this overpayment in the amount of 
$___.  
 
You are requested to make an additional refund to OHCA in this amount. Please send 
refund (include a copy of this letter) to OHCA, PO Box 18299, Oklahoma City, OK 
73154. 
 
Thank you for your cooperation. 
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Figure 7.4  Account Receivable Letter #1 


 
 


DATE 
 
 
<First Name> 
<Address 1> 
<City> <State> <Postal Code> 
 
 
Dear Medical Provider: 
 
Our records show a Credit Balance of $___ on the recipient claim(s) identified on the 
attachment.  You have not filed any recent claims for services that would reduce the 
Credit Balance. You are, therefore, requested to send a refund within thirty days to the 
following address: 
 
   OHCA FINANCE 
   PO Box 18299 
   Oklahoma City, OK 73154-0299 
 
If you are unable to identify the claim(s) associated with this request, call the 
Adjustments Unit at (405) 522-7450. 
 
Your prompt attention to this request is appreciated.  
 
 
Sincerely, 
 
 
 
cc: 
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Figure 7.5  Account Receivable Letter #2 


 
 
DATE 
<First Name> 
<Address 1> 
<City> <State> <Postal Code> 
 
Dear Provider: 
 
According to our records you have an outstanding credit balance with the Oklahoma 
Health Care Authority in the amount of $___. This credit balance is being carried on 
Provider Number <Provider Number>. 
 
Our records indicate that you have been informed of this outstanding balance and that 
no action has been taken to resolve this matter. If you dispute this amount we invite 
you to contact this office immediately with documentation to support your dispute. 
This is simply an attempt to clear your account. 
 
It is strongly recommended that you forward the amount due. To ensure that your 
account is properly credited please attach a copy of this letter with your payment. 
Please be advised that this account will be forwarded to our Legal Department on –
DATE-, if arrangements have not been made.  
 


Please mail your payment to the following address: 
 


OHCA Finance 
PO Box 18299 


Oklahoma City, Oklahoma 73154 
 


If you have any questions you may contact the Adjustments Unit at (405) 552-7450. 
 
Sincerely, 
 
 
Adjustment Unit 
C: Legal Department 
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Section 8:  Claims Windows 


Recipient Inpatient Compensable Days 
This window will display the last compensable inpatient day for a recipient by state fiscal year.  The ICNS of the claims that 
have been used to calculate these dates will also be displayed.  This window will be for display only and cannot be modified. 
 
This window will be accessed from the main menu by clicking the Claims button, then the Compensable Days button. 
 
Technical Name w_rec_comp_days 
PBL Name  
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type 


DAYS DENIED The number of days on the claim that were 
denied 


3 Number Field 


DAYS PAID The number of days on the claim that were paid 3 Number Field 
ICN The ICN of the claim that was used to calculate 


the last compensable day 
13 Character Field 


LAST COMPENSABLE DATE The last day during the fiscal year for which 
inpatient services will be covered 


8 Date (CCYYMMDD) Field 


RECIPIENT The recipient's identification number 12 Character Field 
STATE FISCAL YEAR The state fiscal year which begins on July first 


and ends on June 30th of the following calendar 
year 


4 Number Field 


Field Edits 


Field Error Code Message Correction 


Recipient 80041 Recipient not found Verify recipient and re-enter 
 91080 is required! Enter a recipient id 
State Fiscal Year 91029 must be numeric! Re-enter a numeric fiscal year 
 91058 must be 4 characters! Re-enter 4 numeric characters 
 91080 is required! Enter a fiscal year 
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Adjustment Menu 
The Adjustment Menu grants access to the various Claims windows dealing with Adjustments.  The windows are: Adjustment 
Request, Mass Adjustment Request, Adjustment Search, Retro Rate Verify, and Adjustment History. 
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments]. 


Technical Name w_adj_inv_route 
PBL Name claim03.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


ADJUSTMENT HISTORY Button to open the window for historical 
adjustment requests. 


0 N/A Button 


ADJUSTMENT REQUEST Button to open the window to enter a new 
adjustment request. 


0 N/A Button 


ADJUSTMENT SEARCH Button to open the window to search for existing 
adjustment request and edit them. 


0 N/A Button 


MASS ADJUSTMENT REQUEST Button to open the window to enter a new mass 
adjustment request. 


0 N/A Button 


 


Field Edits 


Field Error Code Message Correction 
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 UB92 Data Correction 
The UB-92 Data Correction Header window displays when any of the suspended UB-92 claims are selected from the Claim 
Suspense Listing window. The following claim types are included on the UB-92 claim form:  


 Inpatient 


 Home Health 


 Outpatient 


 Nursing Home or Long Term Care 


 Crossover types A and C 
From the UB-92 Data Corrections window, the examiner may have access to the following information: 


 Detail lines - Displays the data entered on the detail lines. 


 EOB/Errors - Displays all EOB messages or error codes pertinent to the claim. 


 Recipient database - Accesses recipient information pertinent to the RID No. on the screen.  Double-click the RID No. 
to access the recipient database. 


 Provider database - Accesses provider information pertinent to the provider identification number on the screen.  
Double-click the provider number to access the provider database. 


 TPL database - Accesses TPL information pertinent to the TPL amount on the screen.  Double-click the TPL amount to 
access the TPL database. 


Claim correction may be accomplished by changing the data in any of the above fields. If appropriate, additional data may be 
entered. After data correction is complete, the examiner can resubmit the claim. Claim resubmission allows the claim to return 
through the claims processing cycle, subjecting it again to the edits and audits. The claim enters the processing cycle as soon as 
it is resubmitted. Changing this correction window is now also accessible for a Claim Adjustment.  The Adjustment will also 
have an optional CCN field, which is only visible for Adjustments with specific region codes.  The CCN field will appear 
below the Medical REC No. at the header level. 
The following fields may be updated: 


 Type of Bill 
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 Claim Status 


 RID No. 


 Recipient Last Name and Recipient First Name 


 Billing Provider Identification Number and Location Code 


 Days Covered 


 From DOS 


 To DOS 


 Attending License 


 Admit Date 


 Admit Time 


 Admit Type 


 Other Prov License 1 


 Other Prov License 2 


 Patient Status 


 Patient Account Number 


 Signature Indicator 


 Certification Code 


 Date Billed 


 Billed Amount 
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 Disp. Share Amount 


 Dtl section - Rev Code 


 Dtl section - Proc Code 


 Dtl section - DOS 


 Dtl section - Units Billed 


 Dtl section - Billed Amt 


 Dtl secton - Allowed Amt 
This window can be accessed the following ways:  
 


1. Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select] 
2. Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment Search], Adjustment Search [Verify 


Claims], Net Verification [Correct].  
 
3. Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], Data Correction Claim 


Assignment & Review [Select]. 
 


Technical Name w_base_maint_datacor (UB92) 
PBL Name claim01.pbl 
Extra Features 
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Left side view: 
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Right side view: 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


ADMIT DATE Date the patient was admitted to the 
facility for care 


8 Date (CCYYMMDD) Field


ADMIT SRC Indicates the source of admission 1 Alphanumeric Field
ADMIT TIME Time that the recipient was admitted 4 Character Field
ADMIT TYPE Code indicating the priority of this 


admission 
1 Character Field


ALLOWED AMOUNT Amount allowed for provider 9 Number Field
ATTENDING PHYSICIAN License number of the physician who 


normally certifies or rectifies the 
medical necessity of the services 
rendered, or who has primary 
responsibility for the patient's medical 
care and treatment 


10 Character Field


BILLED AMOUNT Amount requested by the provider for 
services rendered 


9 Number Field


BILLED DATE Date claim was submitted for 
processing 


8 Date (CCYYMMDD) Field


CCN The cash control number associated 
with this claim. 


11 Alphanumeric Field


CERT. CODE Code used to identify the certification 
of the recipient 


2 Character Field


CLAIM STATUS Identifies the status of the claim 
within the system 


0 Drop Down List Box Field


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field
DAYS COVERED Number of days covered by the 


primary payer 
3 Number Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - ALLOWED AMT Amount allowed for the provider 9 Number Field
DTL SECTION - ATTENDING PHYSICIAN ID The ID of the attending physician. 10 Alphanumeric Field
DTL SECTION - BILLED AMT Amount of money requested for 


payment by a provider for services 
rendered 


9 Number Field


DTL SECTION - DETAIL NO Identifies the detail for which the 
information is provided 


3 Number Field


DTL SECTION - DETAIL STAT Indicates the status of the detail 1 Character Field
DTL SECTION - DETAIL SYS Indicates whether this claim detail 


was system generated. 
1 Character Field


DTL SECTION - DOS Date the service was provided 8 Date (CCYYMMDD) Field
DTL SECTION - OTHER PROV LICENSE 1 The ID of the other provider. 10 Alphanumeric Field
DTL SECTION-LOC Indicates the level of care used to 


price the detail 
1 Character Field


DTL SECTION - OTHER PROV LICENSE 2 The ID of another provider. 10 Alphanumeric Field
DTL SECTION - PRICING INDICATOR Indicates which pricing methodology 


was applied to the procedure 
performed. 


1 Alphanumeric Field


DTL SECTION - PROC CODE Identifies the HCPCS code used for 
the detail 


6 Character Field


DTL SECTION - REF DETAIL LINE The detail number on the due to 
bundling of services claim this detail 
is associated with. 


4 Number Field


DTL SECTION - REV CODE Code that identifies a specific 
accommodation, ancillary service, or 
billing calculation 


3 Number Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - TPL DETAIL AMT The amount paid by third party for 
services, at the claim detail level. 


9 Number Field


DTL SECTION - UNITS BILLED Number of units billed 6 Number Field
ERROR SECTION - DETAIL NO The number of the header (000) or 


detail (001-999) for a specific claim 
that is in error 


3 Number Field


ERROR SECTION - ERROR CODE Code used to identify the edit or audit 4 Character Field
ERROR SECTION - ERROR DISP Indicates the claim disposition 


applicable to the edit or audit 
1 Character Field


ERROR SECTION-PRINT RQST Indicates if a worksheet or summary 
list report should be generated 


1 Character Field


FROM DOS Beginning date of service on the 
claim 


8 Date (CCYYMMDD) Field


ICN Internal control number that uniquely 
identifies a claim 


13 Character Field


MEDICAL REC NO The medical record number 
associated with this claim. 


30 Alphanumeric Field


NO OF DETAILS Number of detail service lines on the 
claim 


3 Number Field


NON-COVERED DAYS The number of days billed on the 
claim not being paid. 


3 Number Field


OVERHEAD AMOUNT The home health overhead amount.  
This field is not currently used. 


9 Number Field


OTHER ATTENDING PROV 1 The number of the physician other 
than the attending physician 


10 Character Field


OTHER ATTENDING PROV 2 The number of the physician other 
than the attending physician 


10 Character Field
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Field Description Length Data Type 
Field 
Type


PATIENT ACCT NO Patient's unique identification number 
assigned by the provider to track the 
patient's financial records 


12 Character Field


PATIENT STATUS Codes indicating the patient's status as 
of the ending service date of the 
period covered on the claim 


2 Character Field


PROGRAM SECTION - FUND CODE The fund code associated with this 
detail's health program. 


3 Alphanumeric Field


PROGRAM SECTION - HEALTH PGM The program the header/detail was 
paid under 


2 Character Field


PROGRAM SECTION - NUM DTL The number of the header (000) or 
detail (001-999) for a specific claim 
that is in error 


3 Number Field


PROVIDER/LOCATION Billing provider identification number 
and location that uniquely identifies 
the provider of services 


10 Character Field


RECIP FIRST NAME First name of the recipient associated 
with the RID number 


15 Character Field


RECIP LAST NAME Last name of the recipient associated 
with the RID number 


15 Character Field


RH SECTION - DETAIL NUMBER The current detail line related to the 
history claim displayed 


3 Character Field


RH SECTION - RELATED DETAIL Indicates the history detail line related 
to the current detail line 


3 Number Field


RH SECTION - RELATED ICN ICN of the related claim 13 Number Field
RID NO. System-assigned number that 


uniquely identifies a recipient 
12 Character Field
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Field Description Length Data Type 
Field 
Type


SIGNATURE Indicates whether the claim was 
signed by the provider or 
representative 


0 Drop Down List Box Field


TO DOS Ending date of service on the claim 8 Date (CCYYMMDD) Field
TOTAL TPL AMOUNT The sum of the TPL amounts at the 


header and detail levels. 
9 Number Field


TPL AMOUNT Amount paid by third party for 
services, at the claim header level. 


8 Number Field


TXN TYPE This field is no currently used 0 N/A Field
TYPE OF BILL Code indicating the specific type of 


bill 
3 Character Field


Field Edits 


Field Error Code Message Correction 


ADMIT TIME 6519 Admit Hour must be '0' - '23' 
or '99'! 


Verify entry and re-enter 


 6542 Admit Minutes must be 0 - 59 
or 99! 


Enter valid minutes, 00-59 or 
99. 


 91029 must be numeric! Verify entry and re-enter 
 91058 must be 4 characters! Enter a time 4 characters long.
ADMIT TYPE 91052 is invalid! Verify entry and re-enter 
ATTENDING PHYSICIAN 91052 is invalid! Verify entry and re-enter 
DAYS COVERED 91007 Data must be numeric! Verify entry and re-enter 
DTL SECTION - ATTENDING PHYSICIAN ID 91052 is invalid! Enter an existing license 


number. 
DTL SECTION - BILLED AMT 91007 Data must be numeric! Verify entry and re-enter 
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Field Error Code Message Correction 


DTL SECTION - OTHER PROV LICENSE 1 91052 is invalid! Enter an existing license 
number. 


DTL SECTION - OTHER PROV LICENSE 2 91052 is invalid! Enter an existing license 
number. 


DTL SECTION - PROC CODE 91052 is invalid! Verify entry and re-enter 
DTL SECTION - REV CODE 91052 is invalid! Verify entry and re-enter 
DTL SECTION - TPL DETAIL AMT 91007 Data must be numeric! Enter a numeric value. 
 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than or equal 


to 
Enter a value greater than or 
equal to zero. 


DTL SECTION - UNITS BILLED 91007 Data must be numeric! Verify entry and re-enter 
ERROR SECTION - DETAIL NO 91006 Field is required! Enter a detail number 
 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR CODE 91006 Field is required! Enter a valid error code 
 91007 Data must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR DISP 91076 must be less than Verify entry and enter proper 


date 
FROM DOS 91076 must be less than Verify entry and re-enter 
OTHER ATTENDING PROV 1 91052 is invalid! Verify entry and re-enter 
OTHER ATTENDING PROV 2 91052 is invalid! Verify entry and re-enter 
PATIENT ACCT NO 91031 must be alphanumeric! Verify entry and re-enter 
PATIENT STATUS 91052 is invalid! Verify entry and re-enter 
PROVIDER/LOCATION 91029 must be numeric! Verify entry and re-enter 
 91037 field is required! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
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Field Error Code Message Correction 


RECIP LAST NAME 4140 Recipient name does not 
match name on file! 


Verify entry and re-enter 


RID NO. 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
TYPE OF BILL 91052 is invalid! Verify entry and re-enter 
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Dental Data Correction 
The Dental Data Correction window is accessed by selecting suspended dental claims from the Claim Suspense Listing 
window. From this screen, the examiner has access to the following:  


 Detail lines - Displays the data entered on the detail lines. 


 EOB/Errors - Displays all EOB messages or error codes pertinent to the claim. 


 The recipient database - Accesses recipient information pertinent to the RID No. on the claim. Double-click the RID 
No. to access the recipient database. 


 The provider database - Accesses provider information pertinent to the provider identification number on the claim. 
Double-click the provider number to access the provider database. 


 The TPL database - Accesses the TPL information pertinent to the TPL amount on the claim. Double-click the TPL 
amount to access the TPL database. 


The following fields may be updated:  
 Claim status 


 RID No. 


 Recipient last name or recipient first name 


 Billing provider identification number or location code 


 From and To Dates of Service 


 POS  


 Date Billed 


 TPL Amount 


 Total TPL Amount 


 Spenddown Amount 
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 Patient Account Number 


 Accident Indicator 


 Emergency Indicator 


 Other Plan Indicator 


 Net Billed Amount 


 Signature Indicator 


 Dates of Service 


 Procedure Code 


 Modifiers 


 Units Billed 


 Tooth Number 


 Quadrant 


 Billed Amount 


 Allowed Amount 


 TPL Detail Amount 


 Rendering Provider Number 


 Rendering Provider Service Location 


 Error Disposition 


 Print Request 
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Claim corrections are accomplished by changing the data in any of the above fields. If appropriate, additional data may also be 
entered. After data correction is complete, the examiner can resubmit the claim. Claim resubmission allows the claim to go 
through the claims processing cycle, subjecting it again to the edits and audits. The claim enters the processing cycle as soon as 
it is resubmitted.  
 
Changing the Allowed Amt or adding a new claim detail will change the Pricing Indicator to '5'. 
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Verify Claims], Net Verification [Correct].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select]. 


Technical Name w_base_maint_datacor (dental) 
PBL Name claim01.pbl 
Extra Features 


 


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-20 Library Reference Number: OKCA 
Revision Date: September 2002 


Version: 1.0 







 
Left side view: 
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Right side view: 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


ACCIDENT Indicates whether the service 
was provided as a result of an 
accident 


0 Drop Down List Box Field


BILLED AMOUNT Total of all line charges on the 
claim 


9 Number Field


CCN The cash control number 
associated with this claim. 


11 Alphanumeric Field


CLAIM STATUS Identifies the status of the 
claim within the system 


0 Drop Down List Box Field


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field
DATE BILLED Date the claim was submitted 8 Date (CCYYMMDD) Field
DTL SECTION - ALLOWED AMOUNT OHCA allowed amount 9 Number Field
DTL SECTION - BILLED AMOUNT Amount of money requested 


for payment by a provider for 
services rendered 


9 Number Field


DTL SECTION - DETAIL NO Number of the detail on the 
claim record 


2 Number Field


DTL SECTION - DETAIL STAT Indicates the status of the 
detail in the system (paid, 
suspended, or denied) 


1 Character Field


DTL SECTION - DETAIL SYS Indicates whether this claim 
detail was system generated. 


1 Character Field


DTL SECTION - DOS Date services were performed 8 Date (CCYYMMDD) Field
DTL SECTION - ORG DETAIL NUM The detail number on the 


original claim this detail is 
associated with. 


4 Number Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION-ORG UNITS The number of units originally 
billed on the detail. 


6 Number Field


DTL SECTION MODIFIERS The modifiers associated with 
the procedure code billed on 
the detail.  Up to 4 modifiers 
can be submitted. 


8 Alphanumeric Field


DTL SECTION - PRICING INDICATOR Indicates which pricing 
methodology was applied to 
the procedure performed 


1 Character Field


DTL SECTION - PROC CODE HCPCS code (DXXXX) used 
to identify a dental procedure 


6 Character Field


DTL SECTION - RENDERING PROVIDER ID The ID of the provider who 
performed this claim detail's 
service. 


9 Alphanumeric Field


DTL SECTION - RENDERING PROVIDER SVC LOC The service location where the 
rendering provider performed 
this claim detail's service. 


1 Character Field


DTL SECTION-QUADRANT The first quadrant billed on the 
detail. 


2 Alphanumeric Field


DTL SECTION - TOOTH NUMBER Identifies the tooth on which 
the provider rendered services. 
An alphabetic character 
indicates temporary teeth and 
numeric indicates permanent 
teeth. 


2 Character Field


DTL SECTION - TPL DETAIL AMT The amount paid by third party 
for services, at the claim detail 
level. 


9 Number Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - UNITS ALWD Number of units allowed to the 
provider 


6 Number Field


DTL SECTION - UNITS BILLED Number of units billed by the 
provider 


6 Number Field


EMERGERNCY Indicates whether service was 
provided as a result of an 
emergency situation 


0 Drop Down List Box Field


ERROR SECTION - DETAIL NO Number of the header (00) or 
detail (01-52) for a specific 
claim in error 


2 Number Field


ERROR SECTION - ERROR CODE Code used to identify the edit 
or audit 


4 Character Field


ERROR SECTION - ERROR DISP Indicates the claim disposition 
applicable to the edit or audit 


1 Character Field


ERROR SECTION-PRINT RQST Indicates if a worksheet of 
summary list report should be 
generated. 


1 Character Field


FROM DOS Beginning date of service on 
the claim 


8 Date (CCYYMMDD) Field


ICN Internal control number that 
uniquely identifies a claim 


13 Character Field


NET BILLED AMOUNT Total amount due to provider 
(Billed Amount - TPL amount)


9 Number Field


NEXT ICN This field will allow the user to 
enter the ICN of the next claim 
they would like to view 


13 Character Field


NO OF DETAILS Number of detail service lines 
on the claim 


3 Number Field
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Field Description Length Data Type 
Field 
Type


OTHER PLAN Indicates if there is another 
plan of insurance 


0 Drop Down List Box Field


PATIENT ACCT NO Patient's unique identification 
number assigned by the 
provider to track the patient's 
financial records. 


38 Alphanumeric Field


SPENDDOWN AMT Amount of money that the 
recipient is responsible for 
paying for services rendered 


9 Number Field


RENDERING PROVIDER The provider rendering the 
service. 


9 Alphanumeric Field


POS Location where service was 
rendered 


2 Character Field


PROGRAM SECTION-AMT PAID The amount paid on the 
claim/detail for the program 


8 Number Field


PROGRAM SECTION - FUND CODE The fund code associated with 
this detail's health program. 


3 Alphanumeric Field


PROGRAM SECTION - HEALTH PGM The program the header/detail 
was paid under 


2 Character Field


PROGRAM SECTION - NUM DTL The number of the header (00) 
or detail (01-52) for a specific 
claim that is in error 


2 Number Field


PROVIDER/LOCATION Billing provider identification 
number and location that 
uniquely identifies the provider 
of services 


10 Character Field
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Field Description Length Data Type 
Field 
Type


RECIP FIRST NAME First name of the recipient 
associated with the RID 
number 


15 Character Field


RECIP LAST NAME Last name of the recipient 
associated with the RID 
number 


15 Character Field


RH SECTION - DETAIL NUMBER The current detail line related 
to the history claim displayed 


2 Character Field


RH SECTION - RELATED DETAIL Indicates the history detail line 
related to the current detail line


2 Character Field


RH SECTION - RELATED ICN ICN of the related claim 13 Number Field
RID NO A system assigned number 


which uniquely identifies a 
recipient 


12 Character Field


SIGNATURE Indicates whether the claim 
was signed by the provider or 
representative 


0 Drop Down List Box Field


TO DOS Ending date of service on the 
claim 


8 Date (CCYYMMDD) Field


TOTAL TPL AMOUNT The sum of the TPL amounts 
at the header and detail levels. 


9 Number Field


TPL AMOUNT Amount paid by third party for 
services 


9 Number Field


TXN TYPE This field is not currently used 0 N/A Field
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Field Edits 


Field Error Code Message Correction 


CCN 6740 CCN balance not > 0! Enter a CCN whose 
balance is greater than 
zero. 


 7136 CCN not found! Enter a CCN which exists. 
DTL SECTION - ALLOWED AMOUNT 91007 Data must be numeric! Verify entry and re-enter. 
DTL SECTION - BILLED AMOUNT 91007 Data must be numeric! Verify entry and re-enter. 
DTL SECTION - DOS 91007 Data must be numeric! Verify date and format and 


re-enter. 
DTL SECTION - PROC CODE 91006 Field is required! Enter a valid procedure 


code. 
DTL SECTION - RENDERING PROVIDER ID 5093 Provider ID must be 9 


numeric digits! 
Enter a numeric provider 
ID 9 digits long. 


 91029 must be numeric! Enter a numeric provider 
ID. 


 91052 is invalid! Enter an existing provider 
ID. 


 91124 Prov ID and Loc are 
required 


Ensure the rendering 
provider's service location 
has also been entered. 


DTL SECTION - RENDERING PROVIDER SVC LOC 91124 Prov ID and Loc are 
required 


Ensure the rendering 
provider's ID has also been 
entered. 


DTL SECTION - TOOTH NUMBER 91052 is invalid! Verify entry and re-enter. 
DTL SECTION - TPL DETAIL AMT 91007 Data must be numeric! Enter a numeric value. 
 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than or 


equal to 
Enter a value greater than 
or equal to zero. 
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Field Error Code Message Correction 


ERROR SECTION - DETAIL NO 91006 Field is required! Enter a detail number. 
 91052 is invalid! Verify entry and re-enter. 
ERROR SECTION - ERROR CODE 91006 Field is required! Enter a valid error code. 
 91007 Data must be numeric! Verify entry and re-enter. 
 91052 is invalid! Verify entry and re-enter. 
ERROR SECTION - ERROR DISP 91076 must be less than Verify entry and enter 


proper date. 
SPENDDOWN AMT 91007 Data must be numeric! Verify entry and re-enter. 
POS 91006 Field is required! Enter a valid POS. 
 91052 is invalid! Verify entry and re-enter. 
PROVIDER/LOCATION 5093 Provider ID must be 9 


numeric digits! 
Verify entry and re-enter. 


 91029 must be numeric! Verify entry and re-enter. 
 91052 is invalid! Verify entry and re-enter. 
RID NO 91029 must be numeric! Verify entry and re-enter. 
 91052 is invalid! Verify entry and re-enter. 
TPL AMOUNT 91007 Data must be numeric! Verify entry and re-enter. 
 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than or 


equal to 
Enter a value greater than 
or equal to zero. 
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 Pharmacy Data Correction 
The Pharmacy Data Correction window is accessed by selecting suspended pharmacy claims from the Claim Suspense Listing 
window. From this screen, the examiner has access to the following:  


 Detail lines - Displays the data entered on the detail lines. 


 EOB/Errors - Displays all EOB messages or error codes pertinent to the claim. 


 The recipient database - Accesses recipient information pertinent to the RID No. on the claim. Double-click the RID 
No. to access the recipient database. 


 The provider database - Accesses provider information pertinent to the provider identification number on the claim. 
Double-click the provider number to access the provider database. 


 The TPL database - Accesses the TPL information pertinent to the TPL amount on the claim. Double-click the TPL 
amount to access the TPL database. 


 


The following fields may be updated: 


 Claim status 


 RID No. 


 Recipient last name or recipient first name 


 Billing provider identification number or location code 


 Date Prescribed 


 Date Dispensed 


 Prescribing Provider Number 


 Days Supply 


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-30 Library Reference Number: OKCA 
Revision Date: September 2002 


Version: 1.0 







 Refill Quantity 


 Date Billed 


 TPL Amount 


 Prescription Number 


 Spenddown Amount 


 Emergency Indicator 


 Nursing Home  


 Pregnancy Indicator 


 Brand Necessary 


 Signature Indicator 


 Net Billed Amount 


 NDC Code 


 Dispense Quantity 


 Billed Amount 


 Allowed Amount 


 Error Dispositioin 


 Print Request 
Claim corrections are accomplished by changing the data in any of the above fields. If appropriate, additional data may also be 
entered. After data correction is complete, the examiner can resubmit the claim. Claim resubmission allows the claim to go 
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through the claims processing cycle, subjecting it again to the edits and audits. The claim enters the processing cycle as soon as 
it is resubmitted.  
Changing the Allowed Amt or adding a new claim detail will change the Pricing Indicator to '5'.  


This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Verify Claims], Net Verification [Correct].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select]. 


 


Technical Name w_base_maint_datacor (pharmacy) 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions


Field Description Length Data Type Field Type 


BILLED AMOUNT Amount requested by provider for 
services rendered 


9 Number Field 


BRAND NCSRY Indicates the reason, if any, that a 
brand name drug was dispensed 


1 Character Field 


CCN The cash control number associated 
with this claim. 


11 Alphanumeric Field 


CLAIM STATUS Identifies the status of the claim in the 
system 


0 Drop Down List Box Field 


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field 
DATE BILLED The date a claim was submitted to EDS 8 Date (CCYYMMDD) Field 
DATE DISPENSED Date pharmacy gave drug to the 


recipient 
8 Date (CCYYMMDD) Field 


DATE PRESCRIBED Date physician prescribed drug to the 
recipient 


8 Date (CCYYMMDD) Field 


DAYS SUPPLY Number of days a prescribed drug 
should last a recipient 


3 Number Field 


DISPENSING FEE Amount of dispensing fee, if paid 9 Number Field 
DTL SECTION - ALLOWED AMOUNT Amount allowed for services rendered 9 Number Field 
DTL SECTION - BILLED AMOUNT Amount of money for services 


rendered that is requested by a provider
9 Number Field 


DTL SECTION - DETAIL NO. The number of the detail on a claim 
record 


2 Number Field 


DTL SECTION - DISPENSED QTY Number of units of a drug dispensed to 
a recipient. The type of unit is 
expressed in Drug Form Code. 


9 Number Field 
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Field Description Length Data Type Field Type 


DTL SECTION - DRUG FORM CODE Basic drug measurement unit, such as 
each, milliliter, or gram, used for price 
calculations. 


2 Character Field 


DTL SECTION - NDC CODE National drug code containing a five-
digit numeric labeler code, a four-digit 
numeric product code, and a two-digit 
numeric package code. It is used to 
identify a drug, the labeler, the package 
size of the product for pricing, DUR, 
and prior authorization. 


11 Number Field 


DTL SECTION - NDC STATUS Indicates whether drug code is 
prescription only or Non LGD 


1 Character Field 


DTL SECTION - PRICING INDICATOR Indicates which pricing methodology 
was applied to the drug dispensed. 


1 Alphanumeric Field 


DTL SECTION-SUPER PA Indicates if a super PA was used to 
authorize payment of the detail. 


1 Character Field 


DUR INTERVENTION Indicates whom the pharmacist 
consulted with as the result of a DUR 
alert.  Indicates if a worksheet or 
summary list report should be 
generated. 


2 Character Field 


DUR OUTCOME Response of the pharmacist to the DUR 
message 


2 Character Field 


EMERGENCY Indicates whether service was provided 
in an emergency situation 


0 Drop Down List Box Field 


ERROR SECTION - DETAIL NO. Number of header (00) or detail (01-
52) for a specific claim that is in error 


2 Number Field 


ERROR SECTION - ERROR CODE Code used to identify the edit or audit 4 Character Field 
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Field Description Length Data Type Field Type 


ERROR SECTION - ERROR DISP Indicates the claim disposition 
applicable to the edit or audit 


1 Character Field 


ERROR SECTION- PRINT RQST Indicates if a worksheet or summary 
list report should be generated 


1 Character Field 


ICN Internal control number which 
uniquely identifies a claim 


13 Character Field 


NET BILLED AMOUNT Amount remaining on a claim after 
payment has been made by all other 
sources such as co-pay or TPL 


9 Number Field 


NO. OF DETAILS The number of detail service lines on 
the claim 


2 Number Field 


NURSE HOME Indicates whether the recipient is in a 
nursing home 


0 Drop Down List Box Field 


SPENDDOWN AMOUNT Amount of money that the recipient is 
responsible for paying for services 
rendered 


9 Number Field 


PREGNANT Indicates whether service is related to 
pregnancy 


0 Drop Down List Box Field 


PRESCRIBER LAST NAME Last Name number of provider who 
prescribed the drugs to the recipient. This 
does not have to be an enrolled provider. 


15 Character Field 


PRESCRIBING PROVIDER License number of provider prescribing 
the drugs. This does not have to be an 
enrolled provider. 


9 Character Field 


PRESCRIP NUMBER Number assigned by a pharmacy to 
identify the drug dispensed to a 
recipient 


7 Character Field 


PROGRAM SECTION- AMT PAID The amount paid on the claim/detail for 
the program. 


8 Number Field 
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Field Description Length Data Type Field Type 


PROGRAM SECTION - FUND CODE The fund code associated with this 
detail's health program. 


3 Alphanumeric Field 


PROGRAM SECTION - HEALTH PGM Program header/detail was paid under 2 Character Field 
PROGRAM SECTION - NUM DTL The number of the header (00) or detail 


(01-52) for a specific claim in error 
3 Number Field 


PROVIDER/LOCATION Provider identification number and 
location that identifies the provider 
rendering services 


10 Character Field 


RECIP FIRST NAME First name of the recipient associated 
with the RID number 


15 Character Field 


RECIP LAST NAME Last name of the recipient associated 
with the RID number 


15 Character Field 


REFILL QTY Number of refills allowed on billed 
prescription 


3 Number Field 


RH SECTION - DETAIL NUMBER The current detail line related to the 
history claim displayed 


2 Number Field 


RH SECTION - RELATED DETAIL Indicates the history detail line related 
to the current detail line 


2 Character Field 


RH SECTION - RELATED ICN ICN of the related claim 13 Number Field 
RID NUMBER System assigned number that identifies 


a recipient  
12 Character Field 


SIGNATURE Indicates whether the claim was signed 
by the provider or representative 


0 Drop Down List Box Field 


TPL AMOUNT Amount paid by third party for services 9 Number Field 
TXN TYPE This field is not currently used 0 N/A Field 
TYPE Indicates whether the claim is a regular 


pharmacy claim or a compound 
prescription claim 


1 Character Field 
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Field Edits 


Field Error Code Message Correction 


CCN 6740 CCN balance not > 0! Enter a CCN whose balance is 
greater than zero. 


 7136 CCN not found! Enter a CCN which exists. 
DAYS SUPPLY 91007 Data must be numeric! Verify entry and re-enter 
DISPENSED QTY 91007 Data must be numeric! Verify entry and re-enter 
DTL SECTION - ALLOWED AMOUNT 91007 Data must be numeric! Verify entry and re-enter 
DTL SECTION - BILLED AMOUNT 91007 Data must be numeric! Verify entry and re-enter 
DTL SECTION - DISPENSED QTY 91007 Data must be numeric! Verify entry and re-enter 
ERROR SECTION - DETAIL NO. 91006 Field is required! Enter a detail number 
 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR CODE 91006 Field is required! Enter a valid error code 
 91007 Data must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
SPENDDOWN AMOUNT 91007 Data must be numeric! Verify entry and re-enter 
PRESCRIBING PROVIDER 5092 License must be 5-10 numeric digits! Verify entry and re-enter 
 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
PRESCRIP NUMBER 91031 must be alphanumeric! Verify entry and re-enter 
PROVIDER/LOCATION 5052 Provider ID not found! Verify entry and re-enter 
 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
REFILL QTY 91007 Data must be numeric! Verify entry and re-enter 
RID NUMBER 4001 Medicaid ID not found! Verify entry and re-enter 
 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
TPL AMOUNT 91007 Data must be numeric! Verify entry and re-enter 
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Physician Data Correction 
The Physician Data Correction window is opened by the system automatically from the first claim listed in the Claim Suspense 
Listing window. From this window, the user can access the following: 


 Detail lines - displays data entered on the detail lines 


 EOB/Errors - displays all EOB messages or error codes pertinent to the claim 


 Recipient database - accesses recipient information for the RID number on the screen 


 Provider database - accesses provider information for the provider identification number on the screen 


 TPL database - accesses TPL information for the recipient 


 Any related history claims that apply to the claim 
The following fields may be updated:  


 Claim Status 
 RID No. 


 Recipient last name and recipient first name 


 Provider identification number and location code 


 From and To Dates of Service 


 Patient account number 


 Hospitalization From and To Dates of Service 


 Medical Record Number 


 Date Billed 


 TPL Amount 


 Total TPL Amount 
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 Referring Provider 1 


 Referring Provider 2 


 Attachment Indicator 


 Certification Number 


 Net Billed Amount 


 Accident Indicator 


 Spenddown amount 


 Signature Indicator 


 From  and To Dates of Service 


 POS 


 Procedure Code 


 Modifiers 1-4 


 Diagnosis Xref 


 Units Billed 


 Billed Amount 


 Allowed Amount 


 Emergency Indicator 


 EPSDT FP 


 EPSDT REF 
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 Pregnancy Indicator 


 Rendering Provider Number 


 Rendering Provider Service Location 


 TPL Detail Amount 


 Referring Provider 1 


 Referring Provider 2 


 Error Disposition 


 Print Request 


 


Claim corrections can be accomplished by changing the data in any of the above fields. Additional data may also be entered. 
After data correction is done, the user can resubmit the claim. Claim resubmission allows the claim to go through the claims 
processing cycle, subjecting it again to the edits and audits. The claim enters the processing cycle as soon as it is resubmitted.   
Changing the Allowed Amt or adding a new claim detail will change the Pricing Indicator to '5'.  


This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Verify Claims], Net Verification [Correct].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select]. 


 


Technical Name w_base_maint_datacor (physician) 
PBL Name claim01.pbl 
Extra Features 
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Left side view: 
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Right side view: 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


ACCIDENT Indicates whether the service was 
provided as a result of an accident 


0 Drop Down List Box Field


ATTACHMENT Indicates whether an attachment is 
present 


0 Drop Down List Box Field


BILLED AMOUNT Amount requested by the provider for 
services rendered 


9 Number Field


CCN The cash control number associated with 
this claim. 


11 Alphanumeric Field


CERTIFICATION NUMBER Code used by a provider to allow for 
referred services for managed care 


2 Character Field


CLAIM STATUS Identifies the status of the claim within 
the system 


0 Drop Down List Box Field


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field
DATE BILLED Date claim was submitted for processing 8 Date (CCYYMMDD) Field
DTL SECTION - ALLOWED AMT The lesser of the billed amount and the 


allowed amount on file 
9 Number Field


DTL SECTION - BILLED AMT Amount of money requested for 
payment by provider for services 
rendered 


9 Number Field


DTL SECTION - DETAIL NO Number of the detail on the claim record 3 Number Field
DTL SECTION - DETAIL STAT Indicates the status of the detail in the 


system. This can be paid, suspended, or 
denied 


1 Character Field


DTL SECTION - DETAIL SYS Indicates whether this claim detail was 
system generated. 


1 Character Field


DTL SECTION - DIAG XREF Indicates which diagnosis is being 4 Character Field
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Field Description Length Data Type 
Field 
Type


treated 
DTL SECTION - EMRG Indicates if service provided was the 


result of an emergency 
3 Character Field


DTL SECTION - EPSDT FP Indicates if the services are related to 
EPSDT services or pregnancy. 


1 Character Field


DTL SECTION - EPSDT REF Indicates if the services are related to 
EPSDT services or pregnancy. EPSDT 
indicates referrals were made. D = 
Dental, V = Vision, and P = Pregnancy. 


2 Character Field


DTL SECTION - FROM DOS Date the services were first performed 8 Date(CCYYMMDD) Field
DTL SECTION – LOC Site where services were performed 2 Character Field
DTL SECTION - MODIFIERS Code used to further define a procedure 2 Character Field
DTL SECTION - PI Indicates the pricing methodology 


applied to the procedure performed 
1 Character Field


DTL SECTION - POS Location where services were rendered 2 Character Field
DTL SECTION - PREG Indicates whether service is related to 


pregnancy 
3 Character Field


DTL SECTION - PROC CODE Code used to identify a medical, dental, 
or DME procedure 


5 Character Field


DTL SECTION- PROC REPLACED The procedure code originally submitted 
on the detail 


6 Character Field


DTL SECTION - REF DETAIL LINE The detail number on the original claim 
this detail is associated with. 


4 Number Field


DTL SECTION - REFERRING PROVIDER 1 The unique provider number of the 
provider who referred the patient for this 
service. 


9 Alphanumeric Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - REFERRING PROVIDER 2 The unique provider number of the 
provider who referred the patient for this 
service. 


9 Alphanumeric Field


DTL SECTION - RENDERING PROVIDER  The ID of the provider who performed 
this claim detail's service. 


9 Alphanumeric Field


DTL SECTION - TO DOS Date services were last performed 8 Date(CCYYMMDD) Field
DTL SECTION - TPL DETAIL AMT The amount paid by third party for 


services, at the claim detail level. 
9 Number Field


DTL SECTION - UNITS ALWD Number of units of service that to be 
paid 


6 Number Field


DTL SECTION - UNITS BILLED Number of units for service provided 6 Number Field
ERROR SECTION - DETAIL NO The number of the header (00) or detail 


(01-52) for a specific claim that is in 
error 


3 Number Field


ERROR SECTION - ERROR CODE Code used to identify the edit or audit 4 Character Field
ERROR SECTION - ERROR DISP Indicates the claim disposition 


applicable to the edit or audit 
0 Drop Down List Box Field


FROM DOS Date of first service on the claim 8 Date (CCYYMMDD) Field
HOSPITAL FROM DOS Date the recipient was admitted to 


inpatient hospital for which services are 
being billed 


8 Date (CCYYMMDD) Field


HOSPITAL TO DOS Date the recipient was discharged from 
inpatient hospital for which services are 
being billed 


8 Date (CCYYMMDD) Field


ICN Internal control number which uniquely 
identifies a claim 


13 Character Field
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Field Description Length Data Type 
Field 
Type


MEDICAL REC NO The medical record number associated 
with this claim. 


30 Alphanumeric Field


NET BILLED AMOUNT Amount remaining on a claim after 
payment has been made by all other 
sources such as co-pay and TPL. 


9 Number Field


NO. OF DETAILS Number of detail service lines on the 
claim 


3 Number Field


PATIENT ACCT NO. Unique value used by the provider to 
identify the medical records for this 
patient 


12 Character Field


 SPENDDOWN AMT Amount of money that the recipient is 
responsible for paying for services 
rendered 


9 Number Field


PROGRAM SECTION- AMT PAID The amount paid on the claim/detail for 
the program 


8 Number  Field


PROGRAM SECTION - FUND CODE The fund code associated with this 
detail's health program. 


3 Alphanumeric Field


PROGRAM SECTION - HEALTH PGM The program the header/detail was paid 
under 


2 Character Field


PROGRAM SECTION - NUM DTL The number of the header (00) or detail 
(01-52) for a specific claim that is in 
error 


3 Number Field


PROVIDER/LOCATION Provider identification number and 
location that identifies the provider 
rendering services 


10 Character Field


RECIP FIRST NAME First name of the recipient associated 
with the RID number 


15 Character Field
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Field Description Length Data Type 
Field 
Type


RECIP LAST NAME The last name of the recipient associated 
with the RID number 


15 Character Field


REFERRING PROVIDER 1 The unique provider number of the 
provider who referred the patient for this 
service 


9 Character Field


REFERRING PROVIDER 2 The unique provider number of the 
provider who referred the patient for this 
service. 


9 Alphanumeric Field


RH SECTION - DETAIL NUMBER The current detail line related to the 
history claim displayed 


3 Character Field


RH SECTION - RELATED DETAIL Indicates the history detail line related to 
the current detail line 


3 Character Field


RH SECTION - RELATED ICN ICN of the related claim 13 Number Field
RID NUMBER A system assigned number that identifies 


a recipient 
12 Number Field


SIGNATURE Indicates whether the claim was signed 
by the provider or representative 


0 Drop Down List Box Field


TO DOS Date of last service on the claim 8 Date (CCYYMMDD) Field
TOTAL TPL AMOUNT The sum of the TPL amounts at the 


header and detail levels. 
9 Number Field


TPL AMOUNT Amount paid by third party for services 9 Number Field
TXN TYPE Currently this field is not being used 0 N/A Field
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Field Edits 


Field Error Code Message Correction 


CCN 6740 CCN balance not > 0! Enter a CCN whose 
balance is greater than 
zero. 


 7136 CCN not found! Enter a CCN which exists. 
DTL SECTION - BILLED AMT 91007 Data must be numeric! Verify entry and re-enter 
DTL SECTION - DIAG XREF 6505 Diag XRef includes a non-


existant Diagnosis! 
Verify entry and re-enter 


 91029 must be numeric! Verify entry and re-enter 
DTL SECTION - FROM DOS 91052 is invalid! Verify date and format and 


re-enter 
DTL SECTION - POS 91006 Field is required! Enter a valid Place of 


Service code 
 91052 is invalid! Verify entry and re-enter 
DTL SECTION - PROC CODE 91006 Field is required! Enter a valid procedure 


code 
DTL SECTION - REFERRING PROVIDER 1 5093 Provider ID must be 9 


numeric digits! 
Enter a numeric provider 
ID 9 digits long. 


 91029 must be numeric! Enter a numeric provider 
ID. 


 91052 is invalid! Enter an existing provider 
ID. 


DTL SECTION - REFERRING PROVIDER 2 5093 Provider ID must be 9 
numeric digits! 


Enter a numeric provider 
ID 9 digits long. 


 91029 must be numeric! Enter a numeric provider 
ID. 


 91052 is invalid! Enter an existing provider 
ID. 
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Field Error Code Message Correction 


DTL SECTION - RENDERING PROVIDER ID 5093 Provider ID must be 9 
numeric digits! 


Enter a numeric provider 
ID 9 digits long. 


 91029 must be numeric! Enter a numeric provider 
ID. 


 91052 is invalid! Enter an existing provider 
ID. 


 91124 Prov ID and Loc are 
required 


Ensure the rendering 
provider's service location 
has also been entered. 


DTL SECTION - RENDERING PROVIDER SVC LOC 91124 Prov ID and Loc are 
required 


Ensure the rendering 
provider's ID has also been 
entered. 


DTL SECTION - TO DOS 91052 is invalid! Verify date format and re-
enter 


DTL SECTION - TPL DETAIL AMT 91007 Data must be numeric! Enter a numeric value. 
 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than or 


equal to 
Enter a value greater than 
or equal to zero. 


DTL SECTION - UNITS BILLED 91007 Data must be numeric! Verify entry and re-enter 
ERROR SECTION - DETAIL NO 91006 Field is required! Enter a detail number 
 91037 field is required! Enter a detail number 
 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR CODE 91006 Field is required! Enter a valid error code 
 91007 Data must be numeric! Verify entry and re-enter 
 91037 field is required! Enter a valid error code 
 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR DISP 6009 Error Disp may not be Verify entry and re-enter 
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Field Error Code Message Correction 


'Deny' unless EOB exists! 
 6533 This Status may only be 


assigned by the system! 
Verify entry and re-enter 


HOSPITAL FROM DOS 91052 is invalid! Verify date and format and 
re-enter 


 91076 must be less than Verify entry and re-enter 
HOSPITAL TO DOS 91052 is invalid! Verify date and format and 


re-enter 
 91076 must be less than Verify entry and re-enter 
PATIENT ACCT NO. 91031 must be alphanumeric! Verify entry and re-enter 
PROVIDER/LOCATION 5052 Provider ID not found! Verify entry and re-enter 
 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
REFERRING PROVIDER 1 5093 Provider ID must be 9 


numeric digits! 
Enter a numeric provider 
ID 9 digits long. 


 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
REFERRING PROVIDER 2 5093 Provider ID must be 9 


numeric digits! 
Enter a numeric provider 
ID 9 digits long. 


 91029 must be numeric! Enter a numeric provider 
ID. 


 91052 is invalid! Enter an existing provider 
ID. 


RID NUMBER 4001 Medicaid ID not found! Verify entry and re-enter 
 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
TPL AMOUNT 91007 Data must be numeric! Verify entry and re-enter 
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Field Error Code Message Correction 


 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than or 


equal to 
Enter a value greater than 
or equal to zero. 


 
 


 


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-52 Library Reference Number: OKCA 
Revision Date: September 2002 


Version: 1.0 







Adjustment Request 
This window is utilized by the adjustment department to enter all adjustment requests into system inventory. The window 
allows users to enter sequential adjustments for a given request into inventory. Each adjustment within the batch goes through 
the same process of data entry on this window, then is made available to the Corrections window.  
The window consists of two sections. The top section contains fields related to the entire adjustment request. This section must 
be filled out and saved before any adjustments are allowed to be tied to the request. The Request Number and Verify fields 
cannot be changed once the information is saved. The bottom section contains fields related to an individual adjustment within 
the batch request. As each adjustment is entered by pressing the Adjust button, the Corrections window will appear and allow 
the user to change the claim. After each correction, the sequence number will increment until the number of adjustments 
entered (Seq) is equal to the total number of adjustments (No. Adjs in Request). Then the window will refresh and allow 
another request to be entered.  


If the user does not enter all the adjustments for a particular request within one session, the data for the request may still be 
accessed. If a valid request number is entered where the total number of adjustments have not been entered, and the user tabs 
off the field, the window will ask the user if they wish to finish the incomplete request.  


The Request Number field consists of 10 digits the user must enter. The format is RRYYDDDBBB. RR represents the region. 
The region must be a single adjustment region. YY is the year field. DDD is the day field. YYDDD represents a Julian date, 
and cannot be greater than the current date. BBB is the batch number to tie into this request.  


The Verify field allows the user to force the adjusted Claim to suspense after it has been modified in the Corrections window 
and run through the Claims Engine. The field options allow suspense before or after processing through the Claims Engine.  


No. Adjs in Request is the total number of adjustments in this request. This total can be modified during subsequent entries of 
individual adjustments, but must be saved before adding another adjustment. The save option becomes available again after 
tabbing away from this field, if it has been changed.  


The CCN field represents a cash control number. This field is only allowed on check-related adjustments, where it is required. 
The CCN is verified for existance, and then is checked to ensure the balance is greater than zero.  


The EOB Reason Code represents the Explanation of Benefits Reason Code which will be tied to this adjustment. This field is 
validated against a valid range of EOB codes. 
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The Seq field represents the sequence number associated for this adjustment within this particular request. The field is 
automatically incremented by the system and is for display only.  


The Original ICN field represents the Internal Control Number of the claim the user wants to adjust. The ICN is the key used 
to retrieve data which will feed the process that pulls claim history information into suspense for the Corrections window.  


The Action Code field determines the editable fields in the Corrections windows, and the way the adjustment/correction will 
be processed in batch. The codes are A, P, and H. A - reprocess the entire claim. P - reprocess only the claim details. H - 
history only, do not edit, audit, or re-price; TPL Amount and Amount Allowed will be editable in Corrections.  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Inventory Menu 
[Adjustment Request]. 


Technical Name w_claim_adj_inv 
PBL Name claim03.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


ACTION CODE The action code determining how the adjustment 
will be processed in batch. Values: 'A' - reprocess 
entire claim, 'P' - only reprocess claim details, 'H' 
- history only, do not edit, audit, or re-price. 


0 Drop Down List Box Field 


CCN Cash Control Number: the number assigned to 
the check received. 


11 Character Field 


EOB REASON CODE The purpose of the adjustment (why the claim 
should be changed). 


4 Character Field 


NO. ADJS IN REQUEST The number of adjustments associated with the 
request. 


3 Number Field 


ORIGINAL ICN The internal control number for the claim in 
history that should be adjusted. 


13 Character Field 


REQUEST NUMBER The request number to be associated with the 
adjustments for this batch. Format is 
RRYYDDDBBB; RR region, YYDDD julian 
year and day, BBB batch number. 


10 Number Field 


SEQ The sequence number of the adjustment in the 
current batch; it is automatically incremented 
when the window is "adjusted". 


3 Number Field 


VERIFY Field indicating whether the adjustments should 
be put into suspense after data corrections have 
been made and the adjustment has run through 
the claims engine, for verification. A - suspend 
after running through the claims engine, B - 
suspend before running through the claims 
engine. 


1 Drop Down List Box Field 


VOID ADJUSTMENT When checked, this field will set all adjustments 
within the request as Void Adjustments. 


0 Check Box Field 
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Field Edits 


Field Error Code Message Correction 


ACTION CODE 91037 field is required! Choose an action code. 
CCN 6740 CCN balance not > 0! Enter a CCN whose balance is greater 


than zero. 
 6741 CCN not allowed on this region! Do not enter a CCN for this region. 
 7136 CCN not found! Enter an existing CCN. 
 91037 field is required! Enter a CCN. 
EOB REASON CODE 6706 Adj Reason must be 8000 - 8299! Enter an EOB code within the appropriate 


range. 
 91037 field is required! Enter an EOB code. 
 91052 is invalid! Enter a valid EOB code. 
 91058 must be 4 characters! Enter a four character EOB code. 
NO. ADJS IN REQUEST 91029 must be numeric! Enter a numeric value. 
 91032 may not be zero! Enter a number other than zero. Enter a 


number greater than zero. 
 91037 field is required! Enter a value for the total number of 


adjustments. 
 91136 must be greater than Enter a number greater than zero. 
 91151 cannot be less than Enter a number greater than or equal to 


the current number of adjustments entered 
for this request. 


ORIGINAL ICN 6742 Claim tied to ICN not found! Enter a valid ICN. 
 91029 must be numeric! Enter a numeric ICN. 
 91037 field is required! Enter an ICN. 
REQUEST NUMBER 6739 Region must be Single Adjustment 


related! 
Enter a region which is valid for single 
adjustments; RR. 


 9021 Control Number Julian days invalid Enter a valid number for the Julian days; 
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Field Error Code Message Correction 


1-366 (depending on leap year); the DDD 
portion of the request number. 


 60096 Invalid Date, Cannot be > Current Date! Enter a Julian date less than or equal to 
today's date; YYDDD <= today. 


 91019 Record already exists! Enter a request number which does not 
already exist; existing request number 
already has all its adjustments entered. 


 91029 must be numeric! Enter a numeric request number. 
 91032 may not be zero! Enter a request number other than zero. 
 91037 field is required! Enter a request number. 
 91070 must be 10 characters! Enter a request number 10 digits long. 
 91136 must be greater than Enter a request number greater than zero. 
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 Claim Adjustment Xref 
This window is used by EDS and OHCA to access all related adjustment information from the paid, suspended, or denied 
claim header. If a claim is inquired upon and it is not the most recent version of the claim, the adjustment information option 
will be available. Once accessed, this window will display information relating to the adjustment transaction, such as previous 
and subsequent adjustments or claims linked to the claim selected. It will also display the date adjusted, system status, claim 
status, and adjustment reason code for each of these associated claims. 
 
Technical Name w_claim_adj_xref_inq 
PBL Name claim03.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type 


ADJ ANALYST ID The analyst who initiated the adjustment 8 Character Field 
ADJ REASON The EOB (Explanation of Benefit) code assigned 


during adjustment process. This is the reason the 
adjustment is being performed. 


4 Numeric Field 


CLAIM STATUS The status of the claim 10 Character Field 
CLAIM STATUS HISTORY DTE The date the original claim paid or denied 8 Date (CCYYMMDD) Field 
CURRENT ICN The ICN of the claim of interest (this is the claim 


entered into the inquiry window) 
13 Character Field 


DTE ADJUSTED The date on which the claim was adjusted 8 Date (CCYYMMDD) Field 
ICN Any ICNs linked with the current ICN. This will 


show both previous and subsequent adjustments 
or claims, if appropriate. 


13 Character Field 


LOCATION The current location of the adjustment in the 
system 


2 Character Field 


Field Edits 


Field Error Code Message Correction 
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Cash Receipt Xref 
The OHCA use this window to access cash-related information related to a particular adjustment. It may be accessed from the 
paid, denied, or suspended header under the option Cash Disposition. It displays the CCN, sequence number, and the refund 
(disposition) amount of the adjustment claim. 
Technical Name w_claim_ccn_xref_inq 
PBL Name claim03.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


CCN The cash control number (CCN) associated with 
the adjustment transaction 


11 Character Field 


CURRENT ICN The current ICN of interest 13 Character Field 
DISP AMOUNT The refund (disposition) amount for that line 9 Number Field 
SEQ The disposition sequence number associated with 


the line. Each individual disposition to a check is 
given its own sequence number 


4 Number Field 


Field Edits 


Field Error Code Message Correction 
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Claim to Check Cross-reference 
The Claim to Check Xref window allows the user to view the total amount paid from the current RA for a specific claim. 
Technical Name w_claim_check_xref 
PBL Name claim01.pbl 
Extra Features 
 


 


Field Descriptions 


Field Description Length Data Type Field Type 


CHECK STATUS The status of the check 1 Character Field 
ICN Internal control number which uniquely identifies 


a claim 
13 Character Field 


ISSUE DATE The date when the check was issued 8 Date (CCYYMMDD) Field 
PAY-TO-PROVIDER The provider ID who received the check 9 Character Field 
SERVICE LOCATION The billing provider's service location code 1 Character Field 
TOTAL PAID AMOUNT The total check amount that was issued to the 


provider 
11 Numeric Field 
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Field Description Length Data Type Field Type 


WARRANT NUMBER This field will display the number of the check 
that the provider received 


9 Number Field 


 


Field Edits 


Field Error Code Message Correction 
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 Claim EOBs 
The window is in view-only mode when accessed through Claims Inquiry. The window is editable when accessed through 
Data Corrections. 
The Claim EOB Codes window displays the EOB codes and messages applicable to the claim that is in suspense. These codes 
and messages are generated to explain to the provider the reason that the claim is in suspense. In most cases, the same codes 
are generated to explain the denial of a claim.  


Records may be added or deleted from this window. The EOB Code and Detail number can be changed. Due to the data-
relationship between EOB code and the HIPAA Adj Reason and Remarks Code fields, the latter 2 fields cannot be changed. 
Instead, when the EOB Code is changed, those other 2 fields will be updated (they derive their value from the EOB Code and 
its Effective Date). If there are no corresponding HIPAA Adj Reasons or Remarks Codes for a given EOB Code, the window 
will make those fields blank. The Adj Amt and Adj Units fields are updated in batch and are non-editable in the window.  


This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim [Options - Claim EOBs].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select], 
Claim Correction [Options - Claim EOBs]. 
 
Technical Name w_claim_eobs 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions
 
Field Description Length Data Type Field Type 


ADJ AMT The amount of the adjustment to the billed 
amount. 


9 Number Field 


ADJ UNITS The number of units adjusted from the units 
billed. 


6 Number Field 


DELETE Delete button. This is only visible from the data 
corrections window. 


0 N/A Button 


DETAIL NO. The detail number to which the EOB message is 
attached 


3 Numeric Field 


EOB CODE Code number attached to an EOB message 4 Numeric Field 
EOB DESCRIPTION Message sent out to provider explaining an error 


condition or denial of a claim 
50 Character Field 


HIPAA ADJ REASON The reason the billed amount and/or units were 
modified. 


4 Character Field 
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Field Description Length Data Type Field Type 


ICN Internal control number which uniquely identifies 
a claim 


13 Character Field 


NEW Button to allow a user to add an EOB to the claim 
through the data corrections window only. 


0 N/A Button 


ORIGIN Indicates who generated the EOB code and 
message 


6 Character Field 


REMARKS CODE The HIPAA code associated with the EOB 
remarks. 


5 Character Field 


SAVE Button to save changes made to the EOB window 
when in data corrections 


0 N/A Button 


STATUS Indicates whether the EOB is current or history 7 Character Field 
VIEW Allows the user to view either the current or 


history EOBs, or both 
0 Radio Button Field 


Field Edits 


Field Error Code Message Correction 


ADJ AMT 91007 Data must be numeric! Enter a numeric value. 
ADJ UNITS 91007 Data must be numeric! Enter a numeric value. 
DELETE 6510 Only "User" created details can be deleted! Delete only user-created records, not system-


generated records. 
 7002 Do you really want to delete this record? Confirm or decline record deletion. 
DETAIL NO. 91006 Field is required! Enter a detail number. 
 91007 Data must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
EOB CODE 91006 Field is required! Enter a valid EOB code 
 91007 Data must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enterv 
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Claim EOB List 
The Claim EOB list window displays the EOB codes and descriptions. 
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options - Control Functions - Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], Data Correction [Options - EOBs], Double click on the EOB Code. 
Technical Name w_claim_error_eob_xref 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DESCRIPTION Message sent out to provider explaining an error 
condition or denial of a claim 


50 Character Field 


EOB Code number attached to an EOB message 4 Number Field 


Field Edits 


Field Error Code Message Correction 
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Claim Errors 
The Claim Errors window can be accessed from the paid, denied, or suspended claim windows. This window displays the 
header and/or detail errors applicable to the claim being viewed. 
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim [Options - Claim EOBs/Errors] or Click EOBs/Errors button. 
Technical Name w_claim_errors 
PBL Name claim01.pbl 
Extra Features 


Left side view: 
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Right side view: 


 


Field Descriptions 


Field Description Length Data Type Field Type 


DATE The date the error was posted on the claim. 8 Date CCYY/MM/DD Field 
DETAIL NO. The number of the header (00) or detail (01 - 52) 


that contains an edit or an audit failure. 
3 Numeric Field 


EOB CODE A code which represents a policy for Medicaid 
claim adjudication. 


4 Numeric Field 


ERROR CODE Code used to indicate an error was discovered on 
a claim during processing in the base system. 
This can be either an edit or an audit. 


4 Numeric Field 


ERROR DESCRIPTON Description of an edit or an audit. 50 Character Field 
ERROR DISP Code that represents the action that is taken on a 


claim at disposition time: pay(P), deny(D), 
suspend(S), force override(F), reject(J), or batch 


5 Character Field 
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Field Description Length Data Type Field Type 


suspend(B). 
ICN Internal control number which uniquely identifies 


a claim. 
13 Character Field 


ORIGIN Indicates the originator of the error and its 
disposition.  This will be either system or user. 


6 Character Field 


STATUS Indicated if the error is currently applicable to the 
claim or if it was previously set before the claim 
recycled through the claims engine. 


   


TIME The time the error was posted on the claim. 8 Numeric Field 
VIEW Allows the user to view either the current or 


history claim errors, or both. 
0 Radio Button Field 


Field Edits 


Field Error Code Message Correction 
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Claim Error List 
The Claim Errors list window displays the error codes and descriptions. 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options - Control Functions - Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], Data Correction window, Double click on the Error Code.On the Jump 
To window select Claim Error List. 


This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim [Options - EOBs/Errors]. Claim Errors window, Double click on the Error Code. On the Jump To window 
select Claim Error List. 
 
Technical Name w_claim_errors_response_list 
PBL Name claim01.pbl 
Extra Features 
 


 


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-72 Library Reference Number: OKCA 
Revision Date: September 2002 


Version: 1.0 







Field Descriptions 


Field Description Length Data Type Field Type 


ERROR CODE Code used to indicate an error was discovered on 
a claim during processing in the base system. 
This can be either an edit or an audit. 


4 Number Field 


ERROR DESCRIPTION Description of the edit or audit 50 Number Field 


Field Edits 


Field Error Code Message Correction 
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Claim Location 
When opened from an inquiry window, the Claim Location window is not updateable. However when opened from a data 
correction window, the new and save buttons are displayed allowing the user to add a location. This gives the user the ability to 
route the claim to another department for correction. This window is shared by all claim types.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim (Claim - Diagnosis).  


This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select], 
Claim Correction [Options - Claim Location]. 


Technical Name w_claim_location 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


ICN Internal control number which uniquely identifies 
a claim 


13 Character Field 


LOCATION Indicates claim location within the claims 
processing system 


2 Character Field 


LOCATION DATE The date that the claim went to this location 8 Date (CCYYMMDD) Field 
TIME The time that the claim went to this location 8 Number Field 


Field Edits 


Field Error Code Message Correction 


LOCATION 91006 Field is required! Enter a valid numeric location code 
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Related Claim History 
The Related Claim History window lists other claims that are related to the current claim. The window is non-updateable and 
is shared by all claim types. This window is used to validate medical policy audits, duplicate check audits, umbrella audits, 
limitation audits, bundling and unbundling audits. 
This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim [Options - Related History]. 
Technical Name w_claim_related_history 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DETAIL NUMBER Indicates the current detail line related to the 
history claim displayed 


3 Number Field 


ICN Internal control number that uniquely identifies a 
claim 


13 Character Field 


RELATED DETAIL Indicates the history detail line related to the 
current detail line 


3 Number Field 


RELATED ICN ICN of the related claim 13 Character Field 


Field Edits 


Field Error Code Message Correction 
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Claims Menu 
The inquiry and information applications will be accessible to most of the staff. Through the inquiry application, authorized 
personnel may view claim status and other claims specific information. The information application will give authorized users 
access to general claims information such as definitions of region codes, claim types, and claim type batch ranges. Only 
authorized examiners will have access to adjustments and data corrections. Adjustments and examiners will have the ability to 
adjust previously paid claims by adding or changing claims data. Data Corrections examiners will be able to correct suspended 
claims.  
This window can be accessed from: Main Menu [Claims]. 


Technical Name w_claim_route 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


ADJUSTMENTS Button to open the adjustments menu. 0 N/A Button 
DATA CORRECTIONS Button to open the data corrections window 0 N/A Button 
COMPENSABLE DAYS Button to open the compensable days window 0 N/A Button 
EDIT RECYCLE Button to open the edit recycle window 0 N/A Button 
INQUIRY Button to open the claims inquiry window 0 N/A Button 


Field Edits 


Field Error Code Message Correction 
 


Claims Adjustments Procedures Manual Section 8: Claims Windows 


Library Reference Number: OKCA 8-79 
Revision Date: September 2002 
Version: 1.0 







Claim Inquiry 
The Claim Inquiry window is accessed by selecting Claims from the Main Menu and then by selecting the Inquiry button on 
the Claims Menu window. Various select options will allow the user to view only the claims required. The primary selection 
items are ICN, Billing and Rendering Provider, or Recipient number. The user may select claims by using one or all of the 
primary selection items. Additional selection criteria include claim type, claim status, from date of service, to date of service, 
and payment date. Once the user has entered the specific selection criteria, click on the search button to initiate the search. The 
system will search the database for all claims that meet the criteria and will display all the applicable ICN's on the lower 
display window. 
This window can be accessed from Main Menu (Claims), Inquiry button. 


Technical Name w_claim_search 
PBL Name claim01.pbl 
Extra Features 
Under menu options select Customize display, opens Customize Claim Inquiry window pops up and if customized by the user, 
the Claim Inquiry window will display the customized information in addition to the standard display information. 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


CLAIM COUNT Number of claims found for the selection 
criteria 


5 Numeric Field


CLAIM TYPE Identifies the column names for the sort 
criteria to be executed 


0 Drop Down List Box Field


DIAGNOSIS CODE Diagnosis code search option 7 Character Field
DRUG INFORMATION If selected, the GCN, drug strength, and drug 


description will be displayed on the window. 
0 Check Box Field


DTL SECTION-AMT BILLED Amount billed for the claim 9 Number Field
DTL SECTION - CLAIM TYPE Indicates the type of claim 12 Character Field
DTL SECTION - DATE PAID Date of payment to select 8 Date (CCYYMMDD) Field
DTL SECTION- DRUG NAME The name of the drug on the claim selected 30 Character Field
DTL SECTION-DRUG STRENGTH The drug strength of the NDC on the claim 


selected. 
11 Number Field


DTL SECTION - FDOS From Dates of Service search results 8 Date (CCYYMMDD) Field
DTL SECTION- GCN The GCN on the claim was selected of the 


NDC 
5 Number Field


DTL SECTION - ICN Internal control number which uniquely 
identifies a claim meeting the selection 
criteria 


13 Character Field


DTL SECTION - RID NO. An assigned number which uniquely 
identifies a recipient 


12 Character Field


DTL SECTION - STATUS Identifies the status of the claim within the 
system 


8 Character Field


DTL SECTION - TDOS To Dates of Service search results 8 Date (CCYYMMDD) Field
ENCOUNTER ONLY List only encounter claims 0 Check Box Field
FDOS Date of first service on the claim 8 Date (CCYYMMDD) Field
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Field Description Length Data Type 
Field 
Type


FEE FOR SERVICE ONLY List only fee for service claims 0 Check box Field
GCN Generic code number search option 5 Number Field
ICN Internal control number which uniquely 


identifies a claim 
13 Character Field


NDC National drug code search option 11 Number Field
PMT DATE Date of payment to select 8 Date (CCYYMMDD) Field
PROCEDURE CODE (FROM) The beginning procedure code in a range 


selection option 
6 Character Field


PROCEDURE CODE (TO) The ending procedure code in range selection 
option 


6 Character Field


PROVIDER The provider identification number that 
uniquely identifies the billing provider 


9 Character Field


RECIPIENT An assigned number which uniquely 
identifies a recipient 


12 Character Field


REFERRING PROV & LOCATION The provider identification number and 
location which uniquely identifies the 
referring provider. 


9 Character Field


RENDERING PROVIDER The provider identification number that 
uniquely identifies the rendering provider and 
provider's service location 


10 Character Field


RENDERING PROVIDER SPECIALTY The rendering provider's specialty code 3 Character Field
REVENUE CODE Revenue code search option 3 Number Field
STATUS Identifies the column names for the sort 


criteria to be executed 
0 Drop Down List Box Field


TCN TCN search. 17 Number Field
TDOS Date of last service on the claim 8 Date (CCYYMMDD) Field
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Field Description Length Data Type 
Field 
Type


TOT AMT BILLED Total amount billed of the claims found for 
the selection criteria 


11 Numeric Field


WARRANT NUMBER Warrant number search option 9 Number Field


Field Edits 


Field Error Code Message Correction 


DIAGNOSIS CODE 90124  Verify entry. 
 91088 is Not on File! Enter valid Diagnosis Code. 
FDOS 91001 Invalid Date (CCYYMMDD)! Verify entry. Enter valid date. 
 91002 Date must be numeric! Verify entry. Date must be 


numeric. 
 91150 FDOS Cannot be greater than 


TDOS! 
Verify entry. 


GCN 90124 No Match Found! Verify entry. 
 91088 is Not on File! Enter valid GCN number. 
ICN 90124 No Match Found! Verify entry. 
 91029 must be numeric! Verify keying. ICN number must 


be numeric. 
 91072 ICN must be 13 digits! Verify keying. ICN number must 


be 13 digits. 
NDC 90124 No Match Found! Verify entry. 
 91088 is Not on File! Enter valid NDC. 
PROCEDURE CODE (FROM) 8204 Invalid Range - From Range must 


be <= To Range! 
Verify Keying. Procedure Code 
(To) range must be greater then 
Procedure Code (From). 


 90124 No Match Found! Verify entry. 
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Field Error Code Message Correction 


 91088 is Not on File! Enter valid Procedure Code. 
PROCEDURE CODE (TO) 80045 must be entered. Verify Keying. Enter procedure 


code from range. 
 90124 No Match Found! Verify entry. 
 91088 is Not on File! Enter valid Procedure Code. 
PROVIDER 90124 No Match Found! Verify entry. 
 91029 must be numeric! Verify Keying. Provider id must 


be numeric. 
 91038 must be 9 characters! Verify Keying. Provider id must 


be 9 digits 
 91088 is Not on File! Enter valid Rendering Provider. 
RECIPIENT 4003 must be 12 numerics! Verify keying. Recipient number 


must be 12 digits 
 91029 must be numeric! Verify keying. Recipient number 


must ne numeric. 
 91088 is Not on File! Verify keying. Enter valid 


Recipient number. 
REFERRING PROVIDER 90124 No Match Found! Verify entry. 
 91029 must be numeric! Verify Keying. Provider id must 


be numeric. 
 91038 must be 9 characters! Verify Keying. Provider id must 


be 9 digits 
 91088 is Not on File! Enter valid Referring Provider. 
RENDERING PROVIDER 90124 No Match Found! Verify entry. 
 91029 must be numeric! Verify Keying. Provider id must 


be numeric. 
 91038 must be 9 characters! Verify Keying. Provider id must 
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Field Error Code Message Correction 


be 9 digits 
 91088 is Not on File! Enter valid Rendering Provider. 
RENDERING PROVIDER SPECIALTY 90124 No Match Found! Verify entry. 
 91088 is Not on File! Enter valid Rendering Provider 


Specialty. 
REVENUE CODE 90124 No Match Found! Verify entry. 
 91088 is Not on File! Enter valid Revenue Code. 
TCN 90124 No Match Found! Verify entry. 
 91029 must be numeric! Verify keying. ICN number must 


be numeric. 
TDOS 91001 Invalid Date (CCYYMMDD)! Verify entry. Enter valid date. 
 91002 Date must be numeric! Verify entry. Date must be 


numeric. 
WARRANT NUMBER 90124 No Match Found! Verify entry. 
 91088 is Not on File! Enter valid Check number. 
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Customize Claim Inquiry 
The Customize Claim Inquiry window allows users to customize the display of claim data within the Claim Inquiry, Case 
Tracking Claim Extracts and Case Tracking Claims Summary windows. The standard default Claim Inquiry display will only 
show the user a limited amount of claim data. The information available when using the standard default display consists of the 
internal control number, recipient identification number, from date of service, to date of service, date paid, claim type, amount 
billed, and claim status. If customized by the user, the window will display the customized information in addition to the 
standard display information.  
 
This window is accessed from:   Main Menu [Claims], Inquiry button, perform Search and under menu Options select 
Customize Display. Main Menu [Third Party Liability], Case Tracking, Casualty Case, perform Search, Select, Claim 
Extraction and under menu Options select Customize Display Main Menu [Third Party Liability], Case Tracking, Casualty 
Case, perform Search, Select, under menu Options select Claim Summary and under menu Options select Customize Display 


Technical Name w_claim_search_customize 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type


ALL ADDRESS INFO If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


ALL NAME INFO If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


CITY If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


CLAIM HEADER INFO If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


DIAGNOSIS CODE If selected, this criteria will be displayed in the 
Claim Inquiry window. 


0 Radio Button Field 


EXCLUDE ADJUSTED CLAIMS Excludes the original adjusted claim from inquiry 0 Radio Button Field 
PAID AMT If selected, this criteria will be displayed in the 


Claim Inquiry window 
0 Radio Button Field 


PHONE If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


PHONE EXT. If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


PROVIDER ID If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


PROVIDER NAME If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


PROVIDER TITLE If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


SERVICE LOCATION If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


STATE If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 
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Field Description Length Data Type Field Type


STREET 1 If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


STREET 2 If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


WARRANT NUMBER If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


ZIP If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


ZIP +4 If selected, this criteria will be displayed in the 
Claim Inquiry window 


0 Radio Button Field 


Field Edits 


Field Error Code Message Correction 
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Claim Suspense Listing 
The Claim Suspense window is used to list all claims that are in a suspended, or resubmit status. It only lists suspended claims 
for a given clerk, the clerk being the user who is currently logged onto the application. A user can make data corrections to a 
claim by selecting it from this listing.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections]. 


Technical Name w_claim_suspense 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


CLAIM TYPE Indicates which type of claim is being processed. 12 Character Field 
ICN Internal control number (ICN) which uniquely 


identifies a claim. 
13 Character Field 


RENDERING PROVIDER The provider number from the claim. 9 Character Field 
STATUS The status of the claim within the system. 9 Character Field 
SVC LOC The service location of the rendering provider. 1 Character Field 
USER ID The ID of the user to whom the claims have been 


assigned 
8 Character Field 


VIEW BY STATUS The claims selected by the user depending on the 
status selected. 


0 Radio Button Field 


Field Edits 


Field Error Code Message Correction 
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UB92 Crossover Information 
The UB-92 Xover Information window displays the crossover information applicable to the claim in suspense. This window is 
only accessible if the claim type is A or C. The following fields may be updated:  


 Deductible 


 Coinsurance 


 Blood Deductible 


 Medicare Paid Date 
Claim correction may be accomplished by changing the data on any of the above fields. After data correction is complete, the 
examiner can resubmit the claim. Claim resubmission allows the claim to go through the claims processing cycle, subjecting it 
again to the edits and audits. The claim enters the processing cycle as soon as it is resubmitted.  
When accessed from Claims Inquiry, this window is view-only. When accessed from Data Corrections, this window is 
editable.  


This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Suspended UB92 
Claim [Options - Xover Data].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Options - Control Functions - Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Options - Xover Data]. 


Technical Name w_claim_xover (UB92) 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type


BLOOD DEDUCTIBLE The amount Medicaid has determined that a 
recipient must pay for blood procedures 
performed 


9 Number Field 


COINSURANCE Coinsurance dollar amount 9 Number Field 
DEDUCTIBLE Deductible dollar amount 9 Number Field 
ICN Internal control number that uniquely identifies a 


claim 
13 Character Field 


MEDICARE PAID DATE Date on which Medicare paid for the claim 8 Date (CCYY/MM/DD) Field 
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Field Edits 


Field Error Code Message Correction 


BLOOD DEDUCTIBLE 91007 Data must be numeric! Enter a numeric value. 
 91076 must be less than Enter a value less than one million. 
COINSURANCE 91007 Data must be numeric! Verify entry and re-enter 
DEDUCTIBLE 91007 Data must be numeric! Verify entry and re-enter 
 91076 must be less than Verify entry and re-enter 
MEDICARE PAID DATE 91001 Invalid Date (CCYYMMDD)! Enter a valid date (CCYYMMDD). 
 91003 Date is required! Enter a date. 
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Physician Crossover Information 
The physician Xover Information window displays the Crossover information applicable to a crossover claim in suspense. The 
following fields can be updated:  


 Medicare Allowed 


 Deductible 


 Coinsurance 


 Psych Amount 


 Medicare Paid  


 Medicare Paid Date 
Claim correction can be accomplished by changing the data on any of the above fields. After data correction is complete, the 
user can resubmit the claim. Claim resubmission allows the claim to go through the claims processing cycle and the edits and 
audits. The claim enters the processing cycle as soon as it is resubmitted.  
When accessed from Claims Inquiry, this window is view-only. When accessed from Data Corrections, this window is 
editable.  


This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Suspended 
Physician Claim [Options - Xover Data].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Options - Control Functions - Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], Physician Data Correction [Options - Xover Data]. 


Technical Name w_claim_xover (physician) 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type


COINSURANCE Coinsurance dollar amount 9 Number Field 
DEDUCTIBLE Deductible dollar amount 9 Number Field 
ICN Internal control number which uniquely identifies 


a claim 
13 Character Field 


MEDICARE ALLOWED The dollar amount Medicare allows for the 
service being billed 


6 Number Field 


MEDICARE PAID Identifies how much Medicare paid on the claim 
submitted 


9 Number Field 


MEDICARE PAID DATE Date on which Medicare paid for the claim 8 Date (CCYY/MM/DD) Field 
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Field Description Length Data Type Field Type


PSYCH AMOUNT 37.5% psychiatric reduction. This only applies for 
paper claims, and is identified by L Amount on 
the Medicare EOMB. On tape crossovers this 
amount is included in the coinsurance amount. 


9 Number Field 


Field Edits 


Field Error Code Message Correction 


COINSURANCE 91007 Data must be numeric! Verify entry and re-enter 
 91076 must be less than Verify entry and re-enter 
DEDUCTIBLE 91007 Data must be numeric! Verify entry and re-enter 
 91076 must be less than Verify entry and re-enter 
MEDICARE ALLOWED 91007 Data must be numeric! Verify entry and re-enter 
 91076 must be less than Verify entry and re-enter 
MEDICARE PAID  91007  Data must be numeric! Enter a numeric value. 
  91076  Must be less than Enter a value less than one million. 
MEDICARE PAID DATE 91001 Invalid Date (CCYYMMDD)! Enter a valid date (CCYYMMDD). 
 91003 Date is required! Enter a date. 
PSYCH AMOUNT 91007 Data must be numeric! Verify entry and re-enter 
 91076 must be less than Verify entry and re-enter 
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Claim Program Cross Reference 
This window is used to display the program information for a claim.  This window can be accessed from: Main Menu 
[Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-Suspended Claim [Options - Hlth_Pgm_Xref]. 
Technical Name w_clm_pgm_xref 
PBL Name claim01.pbl 
Extra Features 
 


 


Field Descriptions 


Field Description Length Data Type Field Type 


ENCOUNTER AMT This contains the amount for encounter services 
on the claim detail indicated by the detail number 
on the table. 


10 Number Field 


FUND CODE Indicates the budget category that the funds used 
to pay this claim/detail came from 


2 Character Field 
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Field Description Length Data Type Field Type 


HEADER/DETAIL# Indicates if the row pertains to the claim header 
or a claim detail line. The claim header is denoted 
by a zero. 


3 Number Field 


HEALTH PROGRAM Name of program the header/detail was processed 
and/or paid under 


50 Character Field 


ICN Internal Control Number used to uniquely 
identify a claim 


13 Character Field 


PAID AMT This is the amount that will be applied toward the 
check amount.  


10 Number Field 


STATE SHARE AMT This is the amount of state share for this payment. 10 Number Field 
 


Field Edits 


Field Error Code Message Correction 
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Data Correction Note 
This window will be used by resolutions staff to forward questions to other people. Once the answer is received, the 
appropriate action can be taken by the note originator. When a note is sent, the claim will be assigned to the location indicated 
on the note and reassigned to the new location the next time the claims scheduler is run to assign claims.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select]. Claim Correction [Options - Claim Note].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select], 
Claim Correction [Options - Claim Note]. 


Technical Name w_dc_note 
PBL Name unknown 
Extra Features 
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Field Descriptions


Field Description Length Data Type Field Type


CLERK ID The ID of the clerk who originates the note. 8 Alphanumeric Field 
DATE REPLIED The date the reply is sent. 8 Date (CCYYMMDD) Field 
DATE SENT The date the note is sent. 8 Date (CCYYMMDD) Field 
ICN The unique number of the claim being reviewed 13 Numeric Field 


Claims Adjustments Procedures Manual Section 8: Claims Windows 


Library Reference Number: OKCA 8-101 
Revision Date: May 2005 
Version: 3.0 







Field Description Length Data Type Field Type


LOCATION SENT FROM The location that the note originates from. 2 Alphanumeric Field 
NOTE The note that is sent. 256 Alphanumeric Field 
REPLY The note containing the reply. 256 Alphanumeric Field 
REVIEWER SENT TO The ID of the person who reviews the note. 8 Alphanumeric Field 
TIME OF REPLY The time that the reply is sent. 6 Alphanumeric Field 
TIME SENT The time that the note is sent. 6 Alphanumeric Field 
LOCATION SENT TO The location that the note is being sent to. 2 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 


NOTE 10002 is Required! Please Enter a Value! Enter text for the note description. 
REPLY 6539 Note desc must be entered before replying! Enter text for the note description before 


entering a reply. 
REVIEWER ID 10002 is Required! Please Enter a Value! Enter an ID for the person who will be 


reviewing the note. 
 91106 not found! Enter an existing clerk ID. 
TO LOCATION 10002 is Required! Please Enter a Value! Enter a value for the location to send the note 


to. 
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Data Correction Review Criteria 
The Data Correction Review Criteria window allows the manager or lead to set the number of claims for each user for quality 
review. These claims can be set by claim type. The percent and maximum number of claims needed for review can also be set. 
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-QA Review Criteria]. 
 
Technical Name w_dcor_qlty_ctl 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


CLAIM TYPE Indicates the type of claim assigned to the user 
for review 


11 Character Field 


MAXIMUM Maximum number of claims needed from the 
percentage to be checked for quality 


5 Numeric Field 


PERCENT The percent of the user's claims per day to be 
quality checked 


3 Numeric Field 


RELEASE Indicates if the claims assigned to the user are to 
be released at the end of the day or held until 
reviewed by the manager or lead 


3 Character Field 


USER Indicates the user the claims are assigned to 8 Character Field 
 


Field Edits 


Field Error Code Message Correction 
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Re-Assign Claims 
This window is used to re-assign all the claims suspended for data correction from one clerk to another.  
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Options - Re-Assign Claims]. 
Technical Name w_dcor_replace_id 
PBL Name claim01.pbl 
Extra Features 


 


Field Descriptions 


Field Description Length Data Type Field Type 


CHANGE TO ID ID of the clerk who is being assigned the data 
corrections 


8 Character Field 


SEARCH FOR ID ID of the clerk whose data correction assignments 
are being re-assigned 


8 Character Field 


Field Edits 


Field Error Code Message Correction 


CHANGE TO ID 91052 is invalid! Verify Clerk ID and re-key 
SEARCH FOR ID 91052 is invalid! Verify Clerk ID and re-key 
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Data Correction Claim Assignment and Review 
The Data Correction Claim Assignment & Review window allows the manager, or lead, to reassign claims to the user by 
changing the User ID associated with a claim. These claims can be assigned by claim type or claim status. Claim type and 
claim status are required fields. Optional search fields are: User ID, Rendering Provider, ICN Prefix, Cycle Date, Location, 
Range, RID, Batch Range.  


The Rendering Provider is not the same for all claim types 


- Pharmacy does not have Rendering Providers 


- Dental/Physician have Rendering Providers from T_PR_PROV, ID_PROVIDER 


- UB92 has Rendering Providers from T_PR_HB_LIC, NUM_PROV_LIC  


This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review]. 


Technical Name w_dcor_sched_change 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


BATCH RANGE (FROM) Allows the manager to limit the selection of 
claims to a specific batch range 


3 Character Field


BATCH RANGE (TO) Allows the manager to limit the selection of 
claims to a specific batch range 


3 Character Field


CLAIM COUNT Number of claims found for the selection criteria 5 Number Field
CLAIM TYPE Indicates the claim type assigned to the user 0 Drop Down List Box Field
CYCLE DATE Allows the manager to limit the selection to a 


specific cycle date 
8 Date (CCYYMMDD) Field


DTL SECTION - CLAIM TYPE Indicates the claim type assigned to the user that 
met the selection criteria 


12 Character Field


DTL SECTION - ICN Internal control number that uniquely identifies a 
claim in the detail section 


13 Character Field


DTL SECTION - STATUS Displays the claims selected by the user 
depending on the status selected 


9 Character Field


DTL SECTION - USER ID Indicates the user that the claims are assigned to 8 Character Field
ICN Internal control number which uniquely 


identifies a claim. Only claims meeting the 
selection criteria will be displayed. 


13 Character Field


LOCATION Allows the manager to limit the selection of 
claims to a specific location 


2 Character Field


REGION Allows the manager to limit the selection of 
claims to a specific region 


2 Number Field


RENDERING PROVIDER Allows the manager to limit the selection of 
claims to the individual provider number from 
the claims and provider 


9 Character Field


RENDERING PROVIDER SVC LOC The service location of the rendering provider. 1 Character Field
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Field Description Length Data Type 
Field 
Type


RID Allows the manager to limit the selection to a 
specific recipient ID number 


12 Character Field


STATUS Displays the claims selected by the user 
depending on the status selected 


0 Drop Down List Box Field


USER ID Indicates the user the claims are assigned to 8 Character Field


Field Edits 


Field Error Code Message Correction 


BATCH RANGE (FROM) 80045 must be entered. Enter a value for Batch Range From. 
 91029 must be numeric! Enter a numeric value. 
 91095 from cannot be greater than Batch to Enter a value which is less than or equal 


to Batch Range To. 
 91115 must be greater than or equal to Enter a value which is greater than or 


equal to zero. 
BATCH RANGE (TO) 80045 must be entered. Enter a value for Batch Range To. 
 91029 must be numeric! Enter a numeric value. 
 91095 from cannot be greater than Batch to Enter a value which is greater than or 


equal to Batch Range From. 
 91115 must be greater than or equal to Enter a value which is greater than or 


equal to zero. 
CLAIM TYPE 91080 is required! Select a value for claim type. 
CYCLE DATE 91002 Date must be numeric! Enter a numeric value. 
 91063 must be 8 characters! Enter a value 8 characters long. 
ICN 91029 must be numeric! Enter a numeric value. 
RENDERING PROVIDER 6540 No Rendering Provs for Pharm Clms! Provider criteria is not available for 


pharmacy claims. 
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Field Error Code Message Correction 


 6541 Must select a Claim Type first! Select a claim type before entering 
provider criteria. 


 91029 must be numeric! Enter a numeric value. 
 91038 must be 9 characters! Enter a Provider ID 9 characters long. 
 91088 is Not on File! Enter an existing provider. 
RID 91088 is Not on File! Enter an existing Recipient ID. 
STATUS 91080 is required! Select a value for claim status. 
USER ID 91052 is invalid! Enter an existing clerk ID. 
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 Data Correction Scheduling Criteria 
The Data Correction Scheduling Criteria window allows the manager or lead to distribute claims for the users on a daily basis. 
Required criteria fields are User and Claim Type. Optional fields are Location Range, Batch Range, Region, Rendering 
Provider, RID. Claims can be assigned by claim type, or all claim types can be assigned at once.  
The Rendering Provider is not the same for all claim types.  
- Pharmacy does not have Rendering Providers  
- Dental/Physician have Rendering Providers from T_PR_PROV, ID_PROVIDER  
- UB92 has Rendering Providers from T_PR_HB_LIC, NUM_PROV_LIC  
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Scheduling Criteria]. 
 


Technical Name w_dcor_schedule 
PBL Name claim01.pbl 
Extra Features 


 


Claims Adjustments Procedures Manual Section 8: Claims Windows 


Library Reference Number: OKCA 8-111 
Revision Date: September 2002 
Version: 1.0 







Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-112 Library Reference Number: OKCA 
Revision Date: May 2005 


Version: 3.0 







Field Descriptions 


Field Description Length Data Type 
Field 
Type 


BATCH RANGE FROM The beginning batch number used to identify the 
grouping of the claims. 


3 Number Field 


BATCH RANGE TO The ending batch number used to identify the 
grouping of the claims. 


3 Number Field 


CLAIM TYPE Indicates the type of claim assigned to the user 
for review. 


9 Character Field 


DTL SECTION - ICN Internal control number which uniquely identifies 
a claim. 


13 Character Field 


DTL SECTION - JULIAN The date of the claim was processed.The format 
is YYDDD. 


5 Number Field 


DTL SECTION - LOC The location of the claims assigned to the user. 2 Character Field 
DTL SECTION - PROVIDER SAK + LOC The provider identification number that uniquely 


identifies the provider and provider's service 
location. 


10 Character Field 


DTL SECTION - RID A system assigned number which uniquely 
identifies a recipient. 


12 Character Field 


DTL SECTION - USER ID Indicates the user the claims are assigned to. 8 Character Field 
LOCATION FROM The beginning location of the claims assigned to 


the user. 
2 Alphanumeric Field 


LOCATION TO The ending location of the claims assigned to the 
user. 


2 Alphanumeric Field 


REGION TO The beginning region code of the claims assigned 
to the user. 


2 Alphanumeric Field 


RENDERING PROVIDER The provider identification number that uniquely 
identifies the rendering provider. 


9 Character Field 
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Field Description Length Data Type 
Field 
Type 


RID A system assigned number which uniquely 
identifies a recipient. 


12 Alphanumeric Field 


USER Indicates the user the claims are assigned to. 8 Character Field 


Field Edits 


Field Error Code Message Correction 


BATCH FROM 80045 must be entered. Enter a value for the Batch Range To. 
 91029 must be numeric! Enter a numeric value for the Batch 


Range From. 
 91095 from cannot be greater than Batch to Enter a value for Batch Range From 


which is not greater than the Batch Range 
To. 


 91115 must be greater than or equal to Enter a value which is greater than or 
equal to zero for the Batch Range From. 


BATCH TO 80045 must be entered. Enter a value for the Batch Range From. 
 91029 must be numeric! Enter a numeric value for the Batch 


Range To. 
 91115 must be greater than or equal to Enter a value which is greater than or 


equal to zero for the Batch Range To. 
CLAIM TYPE 91080 is required! Enter a claim type. 
LOCATION FROM 91150 cannot be greater than Enter a Location From code which is not 


greater than the Location To code. 
RENDERING PROVIDER 6540 No Rendering Provs for Pharm Clms! Do not enter provider criteria for 


pharmacy claims. Pharmacy claims do 
not have rendering providers. 


 6541 Must select a Claim Type first! Select a claim type first. 
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Field Error Code Message Correction 


 91029 must be numeric! Enter a numeric value for the Provider 
ID. 


 91038 must be 9 characters! Enter a Provider ID which is 9 characters 
long. 


 91088 is Not on File! Enter an existing Provider. 
RID 80029 must be 12 characters. Enter a value 12 characters long for the 


RID. 
 91088 is Not on File! Enter an existing Recipient ID. 
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 Denied Dental Claim 
The Denied Dental Claim window is accessed by either entering the ICN, provider number, or recipient number, or by entering 
any of the optional information on the Claim Inquiry window. The Dental Details section of the window displays all the 
information entered in the detail lines of a Denied Dental claim. The EOB/Errors button and menu options are enabled only if 
codes exist. The data window scrolls vertically when more than four details exist. 
 
This window can be accessed from Main Menu (Claims), Inquiry button, Perform Search and double click on the row or click 
Select. 
Technical Name w_dental_denied 
PBL Name claim01.pbl 
Extra Features 
The denied Dental Claim window gives the user access to the following windows: EOB/Errors - this will be enabled only if 
EOB/Error codes exist. The recipient data base - this will access recipient information pertinent to the RID number on the 
screen. The provider data base - this will access provider information pertinent to the provider identification number on the 
screen. The TPL data base - this will access TPL information pertinent to the TPL amount on the screen. Double clicking on 
any field within the Suspended Dental Claim window will result in the Inquire By window appearing. From this window the 
user can access the Provider, Recipient, or TPL data base. Double clicking on any field within the Suspended Dental Detail 
line will result in the HCPC Procedure Maintenance window be displayed with information on the billed HCPC Procedure. 
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Left side view: 
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Right side view: 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type 


ACCIDENT Indicates whether the service was provided as 
a result of an accident 


0 Drop Down List Box Field 


BILLED AMOUNT Amount of money requested for payment by 
a provider for services rendered 


9 Numeric Field 


CLAIM STATUS This field will display the status of the claim 0 Drop Down List Box Field 
CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field 
DATE BILLED Date on which claim was submitted for 


processing 
8 Date (CCYYMMDD) Field 


DTL SECTION - BILLED AMOUNT Amount of money requested for payment by 
a provider for services rendered 


9 Numeric Field 


DTL SECTION-DETAIL NO. The number of the detail on the claim record 2 Numeric Field 
DTL SECTION-DETAIL STAT Indicates the status of the detail 1 Character Field 
DTL SECTION-DOS Date on the claim in which services were 


performed 
8 Date (CCYYMMDD) Field 


DTL SECTION-MODIFIERS 1, 2, 3, 4 Code used to identify the modifiers 
connected to the procedure code. 


2 Character Field 


DTL SECTION - SYS Indicates if the detail is system generated 1 Alphanumeric Field 
DTL SECTION-PRICING INDICATOR Indicates which pricing methodology was 


applied to the procedure performed 
1 Character Field 


DTLSECTION-PROC CODE Code used to identify a dental procedure 6 Character Field 
DTL SECTION-TOOTH NUMBER The tooth number that identifies the tooth the 


provider rendered services on. An alpha 
indicates temporary teeth and numeric 
indicate permanent teeth. 


2 Character Field 


DTL SECTION-TPL DETAIL AMOUNT This is the total amount paid by this payer for 
this detail. 


9 Number Field 
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Field Description Length Data Type 
Field 
Type 


DTL SECTION-UNITS ALWD The number of units allowed to the provider 6 Numeric Field 
DTL SECTION-UNITS BILLED The number of units billed by the provider 6 Numeric Field 
EMERGENCY Indicates whether service was provided as a 


result of an emergency situation 
0 Drop Down List Box Field 


FROM DOS Date of first service on the claim 8 Date (CCYYMMDD) Field 
ICN Internal control number which uniquely 


identifies a claim 
13 Character Field 


NET BILLED AMOUNT Amount remaining on a claim after payment 
has been made by all other sources ( co-pay, 
TPL, etc.) 


9 Numeric Field 


NEXT ICN This field will allow the user to enter the ICN 
of the next claim they would like to view 


13 Character Field 


NO. OF DETAILS Indicates the number of detail service lines 
on the claim 


2 Numeric Field 


ORG DETAIL NUM The original detail number on a claim that is 
broken out into two or more details that 
replace the original detail. 


3 Number Field 


ORG UNITS The original number of units billed for the 
original detail. 


6 Number Field 


OTHER PLAN Indicates if another form of insurance was 
used 


0 Drop Down List Box Field 


PATIENT ACCT NO. Identification for a recipient assigned by a 
provider. 


38 Character Field 


SPENDDOWN AMT Amount of money that the recipient is 
responsible for paying for services 


9 Numeric Field 


POS Location where service was rendered 2 Character Field 
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Field Description Length Data Type 
Field 
Type 


PROVIDER/LOCATION The provider identification number and 
location that uniquely identifies the provider 
of services 


10 Character Field 


RECIP FIRST NAME The first name of the recipient associated 
with the RID number. If there is no 
association between the first name and the 
RID number, the first character of the first 
name that was keyed will be displayed. 


15 Character Field 


RECIP LAST NAME The last name of the recipient associated with 
the RID number. If there is no association 
between the last name and the RID number, 
the first three characters of the last name that 
was keyed will be displayed. 


15 Character Field 


RID NO. A system assigned number which uniquely 
identifies a recipient 


12 Character Field 


SIGNATURE Indicates whether the claim was signed by 
the provider or representative 


0 Drop Down List Box Field 


TO DOS Date of last service on the claim 8 Date (CCYYMMDD) Field 
TOTAL TPL AMOUNT The total Claim TPL amount will equal the 


sum of the Header and Detail amounts. 
9 Number Field 


TPL AMOUNT Amount paid by third party for services 9 Numeric Field 
TXN TYPE This field is not currently used 0 N/A Field 


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the inquire button or hit 
enter. 
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Paid Dental Claim 
The Paid Dental Claim window is accessed by either entering the ICN, provider number, or recipient number, or by entering 
any of the optional information on the Claim Inquiry window. The Dental Details section of the window displays all the 
information entered in the detail lines of a Paid Dental claim. The EOB/Errors button and menu options are enabled only if 
codes exist. The data window scrolls vertically when more than four details exist. 
Technical Name w_dental_paid 
PBL Name claim02.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type


ACCIDENT Indicates whether the service was 
provided as a result of an accident 


0 Drop Down List Box Field 
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Field Description Length Data Type Field Type


BILLED AMOUNT Amount of money requested for 
payment by a provider for services 
rendered 


9 Numeric Field 


CLAIM STATUS This field will display the status of the 
claim 


0 Drop Down List Box Field 


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field 
DATE BILLED Date on which claim was submitted for 


processing 
8 Date (CCYYMMDD) Field 


DTL SECTION –  
ALLOWED AMOUNT 


The lesser of the billed amount and the 
allowed amount on file for the service 
on the detail. 


9 Numeric Field 


DTL SECTION-BILLED AMOUNT The amount of money billed by the 
provider for the detail service. 


9 Numeric Field 


DTL SECTION-DETAIL NO. The number of the detail on the claim 
record 


3 Numeric Field 


DTL SECTION-DETAIL STAT Indicates the status of the detail 1 Character Field 
DTL SECTION-DETAIL SYS    System generated detail    1  Alphanumeric Field 
DTL SECTION-DOS Date on the claim in which services 


were performed 
8 Date (CCYYMMDD) Field 


DTL SECTION-MODIFIERS 1, 2, 3, 4 Code used to identify the modifiers 
connected to the procedure code. 


2 Character Field 


DTL SECTION-ORG DETAIL NUM The original detail number on a claim 
that is broken out into two or more 
details that replace the original detail. 


3 Number Field 


DTL SECTION - ORG UNITS The original number of units billed for 
the service on the original detail. 


6 Number Field 


DTL SECTION  -  
PRICING INDICATOR 


Indicates which pricing methodology 
was applied to the procedure 
performed 


1 Character Field 
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Field Description Length Data Type Field Type


DTL SECTION - PROC CODE Code used to identify a Dental 
procedure 


6 Character Field 


DTL SECTION-RENDERING  
PROVIDER 


The identifier and service location for 
the rendering provider. 


10 Character Field 


DTL SECTION - TOOTH NUMBER The tooth number that identifies the 
tooth the provider rendered services 
on. An alpha indicates temporary teeth 
and numeric indicate permanent teeth. 


2 Character Field 


DTL SECTION-TPL DETAIL  
AMOUNT 


This is the total amount paid by this 
payer for this detail. 


9 Number Field 


DTL SECTION - UNITS ALWD The number of units allowed to the 
provider 


6 Numeric Field 


DTL SECTION - UNITS BILLED The number of units billed by the 
provider 


6 Numeric Field 


DTL SECTION-DETAIL SYS Indicates if the detail was generated by 
the system 


1 Character  Field 


DTL SECTION-QUADRANT The quadrant of the mouth in which 
the procedure was performed. 


2 Numeric Field 


EMERGENCY Indicates whether service was provided 
as a result of an emergency situation 


0 Drop Down List Box Field 


FROM DOS Date of first service on the claim 8 Date (CCYYMMDD) Field 
ICN Internal control number which 


uniquely identifies a claim 
13 Character Field 


NET BILLED AMOUNT Amount remaining on a claim after 
payment has been made by all other 
sources ( co-pay, TPL, etc.) 


9 Numeric Field 


NEXT ICN This field will allow the user to enter 
the ICN of the next claim they would 
like to view 


13 Character Field 
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Field Description Length Data Type Field Type


NO. OF DETAILS Indicates the number of detail service 
lines on the claim 


2 Numeric Field 


OTHER PLAN Indicates if another form of insurance 
was used 


0 Drop Down List Box Field 


PAID AMOUNT Total amount the provider receives 9 Numeric Field 
PATIENT ACCT NO. Identification for a recipient assigned by 


a provider. 
38 Character Field 


SPENDDOWN AMT Amount of money that the recipient is 
responsible for paying for services 


9 Numeric Field 


POS Location where service was rendered 2 Character Field 
PROVIDER/LOCATION The provider identification number and 


location that uniquely identifies the 
provider of services 


10 Character Field 


RECIP FIRST NAME The first name of the recipient 
associated with the RID number. If 
there is no association between the first 
name and the RID number the first 
character of the first name that was 
keyed will be displayed. 


15 Character Field 


RECIP LAST NAME The last name of the recipient 
associated with the RID number. If 
there is no association between the last 
name and the RID number the first 
three characters of the last name that 
was keyed will be displayed. 


15 Character Field 


RID NO. A system assigned number which 
uniquely identifies a recipient 


12 Character Field 


SIGNATURE Indicates whether the claim was signed 
by the provider or representative 


0 Drop Down List Box Field 
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Field Description Length Data Type Field Type


TO DOS Date of last service on the claim 8 Date (CCYYMMDD) Field 
TOTAL TPL AMOUNT The total Claim TPL amount will equal 


the sum of the Header and Detail 
amounts. 


9 Number Field 


TPL AMOUNT Amount paid by third party for 
services 


9 Numeric Field 


TPL RECOV AMT The casualty case recovery amount 
populated from the Settlement window


9 Numeric Field 


TXN TYPE This field is not currently used 0 N/A Field 


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the inquire button or hit 
enter. 
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Suspended Dental Claim 
The Suspended Dental Claim window is accessed by either entering the ICN, provider number, recipient number, or by 
entering any of the optional information on the Claim Inquiry window. The Dental Details section of the window displays all 
the information entered in the detail lines of a Suspended Dental claim. The EOB/Errors button and menu options are enabled 
only if codes exist. The data window scrolls vertically when more than four details exist. 
Technical Name w_dental_suspended 
PBL Name claim02.pbl 
Extra Features 
The Suspended Dental Claim window gives the user access to the following windows: EOB/Errors - this will be enabled only 
if EOB/Error codes exist. The recipient data base - this will access recipient information pertinent to the RID number on the 
screen. The provider data base - this will access provider information pertinent to the provider identification number on the 
screen. The TPL data base - this will access TPL information pertinent to the TPL amount on the screen. Double clicking on 
any field within the Suspended Dental Claim window will result in the Inquire By window appearing. From this window the 
user can access the Provider, Recipient, or TPL data base. Double clicking on any field within the Suspended Dental Detail 
line will result in the HCPC Procedure Maintenance window be displayed with information on the billed HCPC Procedure. 
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Left side view: 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type 


ACCIDENT Indicates whether the service was 
provided as a result of an accident 


0 Drop Down List Box Field 


ALLOWED AMOUNT The lesser of the billed amount and the 
allowed amount on file 


9 Number Field 


BILLED AMOUNT Amount of money requested for 
payment by a provider for services 
rendered 


9 Number Field 


CLAIM STATUS This field will display the status of the 
claim 


0 Drop Down List Box Field 


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field 
DATE BILLED Date on which claim was submitted for 


processing 
8 Date (CCYYMMDD) Field 


DTL SECTION – ALLOWED  
AMOUNT   


The lesser of the billed amount and the 
allowed amount on file for the detail 
service  


9  Number Field 


DTL SECTION – BILLED  
AMOUNT    


Amount of money requested for 
payment by a provider for services 
rendered at the detail  


9  Number Field 


DTL SECTION - DETAIL NO. The number of the detail on the claim 
record 


3 Number Field 


DTL SECTION - DETAIL STAT Indicates the status of the detail 1 Character Field 
DTL SECTION - DOS Date on the claim in which services 


were performed 
8 Date (CCYYMMDD) Field 


DTL SECTION - MODIFIERS 1, 2, 3, 4    Code used to identify the modifiers 
connected to the procedure code.    


2  Character Field 


DTL SECTION – ORG DETAIL NUM The detail on a claim is broken out into 4  Number  Field 
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Field Description Length Data Type 
Field 
Type 


two or more details that replace the 
original detail.    


DTL SECTION – ORG UNITS The original number of units billed for 
the service.    


6 Number Field 


DTL SECTION - PRICING INDICATOR Indicates which pricing methodology 
was applied to the procedure 
performed. 


1 Character Field 


DTL SECTION - PROC CODE Code used to identify a Dental 
procedure 


6 Character Field 


DTL SECTION - QUADRANT  The quadrant of the mouth that the 
procedure on the claim is related to.    


2  Character  Field 


DTL SECTION – RENDERING PROVIDER The identifier and service location for 
the performing provider. 


10 Character Field 


DTL SECTION - TOOTH NUMBER The tooth number that identifies the 
tooth on which the provider rendered 
services. An alpha indicates temporary 
teeth and numeric indicate permanent 
teeth. 


2 Character Field 


DTL SECTION – TPL DETAIL AMT This is the total amount paid by this 
payer for this detail. 


9 Number Field 


DTL SECTION - UNITS ALWD The number of units allowed to the 
provider 


6 Number Field 


DTL SECTION - UNITS BILLED The number of units billed by the 
provider 


6 Number Field 


EMERGENCY Indicates whether service was provided 
as a result of an emergency situation 


0 Drop Down List Box Field 


FROM DOS Date of first service on the claim 8 Date (CCYYMMDD) Field 
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Field Description Length Data Type 
Field 
Type 


ICN Internal control number which uniquely 
identifies a claim 


13 Character Field 


NET BILLED AMOUNT Amount remaining on a claim after 
payment has been made by all other 
sources ( co-pay, TPL, etc.) 


9 Number Field 


NEXT ICN This field will allow the user to enter 
the ICN of the next claim they would 
like to view 


13 Character Field 


NO. OF DETAILS Indicates the number of detail service 
lines on the claim 


3 Numeric Field 


OTHER PLAN Indicates if another form of insurance 
was used 


0 Drop Down List Box Field 


PATIENT ACCT NO.    Identification for a recipient assigned 
by a provider.    


38 Character Field 


POS Location where service was rendered 2 Character Field 
PROVIDER/LOCATION The provider identification number and 


location that uniquely identifies the 
provider of services 


10 Character Field 


RECIP FIRST NAME The first name of the recipient 
associated with the RID number. If 
there is no association between the first 
name and the RID number the first 
character of the first name that was 
keyed will be displayed. 


15 Character Field 
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Field Description Length Data Type 
Field 
Type 


RECIP LAST NAME The last name of the recipient 
associated with the RID number. If 
there is no association between the last 
name and the RID number the first 
three characters of the last name that 
was keyed will be displayed. 


15 Character Field 


RID NO. A system assigned number which 
uniquely identifies a recipient. 


12 Character Field 


SIGNATURE Indicates whether the claim was signed 
by the provider or representative 


0 Drop Down List Box Field 


SPENDDOWN AMT Amount of money that the recipient is 
responsible for paying for services 


9 Number Field 


TO DOS Date of last service on the claim 8 Date (CCYYMMDD) Field 
TPL AMOUNT Amount paid by third party for services 9 Number Field 
TXN TYPE This field is not currently used 0 N/A Field 


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the inquire button or hit 
enter 
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Dental Tooth Surface Codes 
The Dental Tooth Surface Codes window is opened from the details window under the claim heading. This window allows the 
user to view the specific tooth surface codes on the claim. This window is view-only when accessed through Claims Inquiry, 
and editable when accessed through Data Corrections.   
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim [Claim - Tooth Surface].   
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select], 
Claim Correction [Claim - Tooth Surface]. 
Technical Name w_dental_tooth surface 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DETAIL NO The number of the detail (01-18) for a specific 
claim 


3 Numeric Field 


ICN Internal control number used to uniquely identify 
a claim 


13 Character Field 


TOOTH SURFACE The surface(s) which the provider performed 
services on 


1 Character Field 


Field Edits 


Field Error Code Message Correction 
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Edit Recycle Parms 
This window will allow select users to add and remove edits from the daily recycle parameter file.  
 
From the Main Menu, press the 'Claims' button to go to the Claims Menu. Press 'Edit Recycle' button to go to the 'Edit Recycle 
Parameters' window. 
Technical Name w_edit_recycle_maint 
PBL Name Unknown 
Extra Features 
Since some edits need to recycle for a specified number of days and then deny if the data that is causing the edit to be set is not 
updated to resolve the edit. The number of days to recycle and the denial edit field will be used in this situation. In order to 
ensure that information is entered into this only when necessary, the type of recycle field must also be set to indicate that it is 
an on-going recycle request. 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type 


# OF DAYS TO RECYCLE The number of days that a claim will recycle for 
the edit before it denies with the denial edit 
indicated 


3 Number Field 


EDIT/AUDIT NUMBER The number of the edit or audit to be recycled 4 Number Field 
FINAL EDIT The number of the edit that will be used to deny 


the claim once the number of days to recycle has 
been exceeded 


4 Number Field 


RECYCLE DAY The day of the week that an edit should be 
recycled 


0 Drop Down List Box Field 


TYPE OF CLAIMS TO RECYCLE The types of claims to recycle. This can be 
adjustments, all claims, all but adjustments, etc. 


0 Drop Down List Box Field 


TYPE OF RECYCLE Indicates if this is a regular recycle request or an 
on-going request that will eventually deny with a 
different edit number 


0 Drop Down List Box Field 


Field Edits 


Field Error Code Message Correction 


EDIT/AUDIT NUMBER 8004 No changes keyed! User is trying to save data without keying any change 


 
8021 Error Disposition Code 


is required! 
User has not provided either Edit/Audit Number or Final Edit 


 
8054 Error Disposition Code 


not found! 
A value is entered either for 'Edit/Audit Number' or 'Final 
Edit' that does not already exist in the database 
(T_ERR_DISP) 


 
8057 Error Disposition Code 


must be numeric! 
Non-numeric value entered either for 'Edit/Audit Number' or 
'Final Edit' 
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8232 # of days and Final Edit 


reset to zero! 
If user enters a non-zero value for either '# of days' or 'Final 
Edit' and then change Recycle type to Regular 


 
8233 must be 0 for regular 


recycle request 
Non zero value entered for '# of Days' or 'Final Edit' when the 
type of recycle is regular 


 
8234 Duplicate recycle 


requests found! 
User has entered same values for Edit/Audit Number and 
Type of Claims to Recycle 


 
8235 cannot be zero for 


ongoing requests 
'# of days' or Final Edit cannot be zero for Ongoing Recycle 
requests 


 91006 Field is required! A required field has been left blank 
 91029 must be numeric! '# of Days to Recycle' and Final Edit must be numeric 
 91080 is required! ALL fields are mandatory for each row. 
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Federal Medical Assistance Percentage Maintenance 
This window allows the maintenance of federal medical assistance information: percentage and effective dates. All three fields 
are required to save a record. The date ranges on the different records cannot overlap one another. The percentage must be 
greater than zero. Both Claims and Financial will utilize this rate. 
 
This window can be accessed from Main Menu (Reference), Reference (Table Maintenance), Table Maintenance (FMAP). 
Technical Name w_fmap_pct_maint 
PBL Name ref01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


Date Effective The starting date for which this FMAP is 
effective. 


8 Date (CCYYMMDD) Field 


Date End The ending date for which this FMAP is 
effective. 


8 Date (CCYYMMDD) Field 


FMAP The Federal Medical Assistance Percentage 
assigned for a given date range. 


3 Number Field 


Field Edits 


Field Error Code Message Correction 


Date Effective 91003 Date is required! Enter a value for the date effective. 
 91020 End Date must be >= Effective Date Enter a date effective which is equal to or less 


than the date end. 
 91030 Date segments may not overlap! Enter a set of dates which does not overlap an 


existing date segment. 
Date End 91003 Date is required! Enter a value for the date end. 
 91020 End Date must be >= Effective Date Enter a date end which is equal to or greater 


than the date effective. 
 91030 Date segments may not overlap! Enter a set of dates which does not overlap an 


existing date segment. 
FMAP 10002 is Required! Please Enter a Value! Enter a value for the FMAP. 
 91029 must be numeric! Enter a numeric value for the FMAP. 
 91136 must be greater than Enter an FMAP value which is greater than 


zero. 
 91150 cannot be greater than Enter an FMAP value which is not greater than 


1.00. 
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Attachment Control Number 
This is the attachment control number window. It shows the attachment control numbers that are applicable to the claim.   
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options - Control Functions - Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], Data Correction window, Double click on the ICN for all claim types 
except pharmacy.On the Jump To window select Attachment under option claim.   
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim [Claim -Attachment]. 
Technical Name w_hipaa_attcn 
PBL Name  
Extra Features 
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Field Descriptions 


Field Description Length
Data 
Type 


Field 
Type 


A C N The attachment control number submitted with the claim by the provider. 80 Character Field 
DET NO. The detail number associated with the A C N 3 Numeric Field 
ATTACHED 
IND Indicates if EDS has received the attachment from the provider. 1 Character Field 


ICN  The internal control number of the claim associated with the attachment 
control numbers. 13 Numeric Field 


Field Edits 


Field Error Code Message Correction 
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Mass Adjust Age-Sex Entry 
Recipient criteria for mass adjustments. The window currently limits the user to only enter one set of criteria. The criteria 
consists of recipient sex, and recipient age range.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Age - Sex]  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Age - Sex].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Age - Sex]. 


Technical Name w_massadj_age_sex 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


HIGH AGE The high age of the recipient age range. 3 Number Field 
LOW AGE The low age of the recipient age range. 3 Number Field 
MASS REQUEST # The mass request number associated with this set 


of mass adjustment recipient criteria. 
10 Alphanumeric Field 


SEX The sex/gender of the recipient. 1 Drop Down List Box Field 


Field Edits 


Field Error Code Message Correction 


HIGH AGE 8004 No changes keyed! Enter data in the window. 
 10002 is Required! Please Enter a Value! Enter data in the high age field. 
 91029 must be numeric! Ensure the high age is numeric. 
 91115 must be greater than or equal to Make high age greater than low age, ensure low 


age is greater than zero. 
LOW AGE 8004 No changes keyed! Enter data in the window. 
 10002 is Required! Please Enter a Value! Enter data in the low age field. 
 91029 must be numeric! Ensure the low age is numeric. 
 91115 must be greater than or equal to Make high age greater than low age, ensure low 


age is greater than zero. 
SEX 8004 No changes keyed! Enter data in the window. 
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Mass Adjust Aid Category Entry 
The Mass Adjust Aid Category Entry window allows an adjustment analyst to enter an aid category as search criteria. Only 
one entry can be stored at a time. To select a different aid category, the existing entry must first be deleted.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Aid Category].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Aid Category].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Aid Category]. 


Technical Name w_massadj_aid_cat 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


AID CATEGORY Displays the aid category entered as search 
criteria. 


2 Character Field 


ENTER AID CATEGORY Field used to enter an aid category as search 
criteria 


2 Character Field 


MASS REQUEST # Mass request number associated with this set of 
mass adjustment criteria. 


10 Numeric Field 


Field Edits 


Field Error Code Message Correction 


ENTER AID CATEGORY 6728 Only one Aid Category allowed per 
request! 


Delete existing aid category and enter 
another. 


 91037 field is required! Enter an aid category. 
 91052 is invalid! Enter a valid aid category. 
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Mass Adjust Aid Category Multi 
The Mass Adjust Aid Category multiple entry window allows a Region 61 adjustment to have more than one Aid Category 
selected for the request. The Aid Category selection list is based on the medical program that the analyst has selected for the 
request. 
 
This particular window can be accessed in one of three ways, but only for Region 61 requests. Regions 52 and 53 will still 
access the old single-entry Aid Category window.  
 
1) Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments Request], Mass Adjustments 
Entry [Options - Aid Category]. 
 
2) Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment Search], Adjustment Search [New Mass 
Rqst], Mass Adjustment Entry [Options - Aid Category]. 
 
3) Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment Search], Adjustment Search [Select OR 
double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry [Options - Aid Category]. 
 
Technical Name w_massadj_aid_cat_mult 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 
 


Field Description Data 
Type Length 


Available - Aid Cat    Aid Category Codes available for selection.    Character  2    
Available - Description  Descriptions of the Aid Category Codes available for 


selection.    
Character  50    


Mass Request #    Mass Request number associated with this set of mass 
adjustment criteria.    


Number    10    


Selected - Aid Cat    Aid Category Codes chosen from the list of available codes.   Character  2    
Selected - Description    Descriptions of the Aid Category Codes chosen.    Character  50     


Field Edits 


Field Field Type Error Code Error Message To Correct 
No field edits found for this window 
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Net Verification 
The Net Verification window allows an adjustment analyst to select claims that are to be processed in the system.  
Each line represents a claim record, and may have several actions taken against it.  The Adj Status field may be changed by 
selecting the claim(s) and using the Checked Items functions. The two valid values are: R - mark the claim for release into 
processing, D - mark the claim for removal as an adjustment.  


The user checks the Select checkbox and selects each line individually or clicks the "Select All/Deselect All" button to choose 
all lines. Once the appropriate claims have been selected, the analyst will be able to choose whether to release or delete the 
selected claims. Claims selected for release may also be Super Suspended by selecting 'Yes' for Super Suspend. Click the 
Update button to adjust the status, then the user may choose to save the new status (Save with Status), or save and resubmit the 
claims for reprocessing (Save with Resubmit).  


Resubmitting the claims for reprocessing will enable the Refresh Rows button. This button will allow the user to refresh the 
status of the claims in the window once the Claims Engine has run, without having to close the window and re-open the 
adjustment request. 


The Correct button will open the Corrections window with the data for the claim selected.  All claims are viewable in this 
window, however, the Adj Status must be ‘S’ to save corrections. 


NOTE:  Saving corrections for a non-finalized claim will cause the next non-finalized claim on Net Verification to be 
automatically retrieved on the Corrections window. Saving the last non-finalized claim will close the Corrections 
window and return the user to the first claim on Net Verification.   


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Verify Claims]. 


Technical Name w_massadj_claims_list 
PBL Name claim04.pbl 
Extra Features 
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Left side view: 
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Right side view: 


 


 


Field Descriptions


Field Description Length Data Type 
Field 
Type 


CORRECT Opens up the Corrections window for the 
selected claim. 


0 N/A Button
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Field Description Length Data Type 
Field 
Type 


RESTORE Allows user to reset original status of 
claims selected before status has been 
saved. 


0 N/A Button


SAVE WITH RESUBMIT Saves updated claims status, and resubmits 
released claims for processing 


0 N/A Button


SAVE WITH STATUS Saves updated claims status. 0 N/A Button
SELECT ALL Allows users to check/uncheck all non-


finalized claims for processing. 
0 N/A Button


UPDATE Allows users to set adjustment status of 
claims based on Status selected. 


0 N/A Button


ADJ AMT Header total for adjusted amount. 9 Number Field 
CHECKED ITEMS – SET STATUS TO Allows users to set the claims for release or 


delete. 
1 Drop-Down List Box Field 


CHECKED ITEMS – SUPER SUSPEND Allows users to determine whether 
released claims will Super Suspend after 
processing. 


1 Drop-Down List Box Field 


CLAIM COUNT Indicates the number of claims retrieved 
for the search criteria entered. 


5 Number Field 


CLERK ID Indicates the clerk who entered the request. 8 Character Field 
DTL SECTION-ACTION CODE Indicates what action is to be taken on the 


claim (A-all, P-details only, H-history). 
1 Character Field 


DTL SECTION - ADJUSTED AMT Adjusted amount for the displayed claim. 9 Number Field 
DTL SECTION - ADJ STATUS Indicates the status of the claim which 


being adjusted. 
1 Character Field 


DTL SECTION - ADJ ICN The ICN of the adjusted or daughter claim. 13 Character Field 
DTL SECTION – ADJ STATE SHARE State share amount from the adjusted 


claim. 
9 Number Field 


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-154 Library Reference Number: OKCA 
Revision Date: March 2005 


Version: 1.1 







Field Description Length Data Type 
Field 
Type 


DTL SECTION - CCN Cash or check receipt control number used 
in dispositioning the adjustment with the 
cash received. 


11 Character Field 


DTL SECTION - EOB Indicates the EOB entered for the claim. 4 Numeric Field 
DTL SECTION - NET AMT Net amount for the displayed claim. 9 Number Field 
DTL SECTION – NEW CLAIM STATUS The status of the newly created 


adjustment.` 
0 Drop Down List Box Field 


DTL SECTION - ORIG AMT Original amount for the displayed claim. 9 Number Field 
DTL SECTION – ORIG STATE SHARE State share amount from the original claim. 9 Number Field 
DTL SECTION - ORIGINAL ICN Internal Control Number which was 


retrieved due to the search criteria entered 
13 Character Field 


DTL SECTION – SELECT Checkbox to allow the user to select one or 
more claims for processing. 


1 Checkbox Field 


DTL SECTION – STATE SHARE DIFF Difference in the Adj State Share – Orig 
State Share. 


9 Number Field 


ENTRY DATE Indicates the date the request was entered. 8 Date (CCYYMMDD) Field 
ENTRY STATUS Identifies the status of the request being 


viewed. 
10 Character Field 


NET AMT Header total for net amount. 9 Number Field 
ORIG AMT Header total for original amount. 9 Number Field 
REQUEST # Control number that identifies each request 


entered. 
9 Numeric Field 


TOTAL CLAIMS RETRIEVED Indicates the total number of claims 
retrieved for the search criteria entered 


9 Numeric Field 


Claims Adjustments Procedures Manual Section 8: Claims Windows 


Library Reference Number: OKCA 8-155 
Revision Date: March 2005 
Version: 1.1 







Field Edits 


Field Error Code Message Correction 


CORRECT 6751 Adj Status must be S or R to Correct! Ensure the adjustment status is S or R. 
 6752 must be set for all claims before correcting! Ensure the action code is not blank for any of the 


listed claims. 
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Mass Adjust Claim Type Selection 
The Mass Adjust Claim Type Selection window is used by the adjustment analyst to select claim types as search criteria. The 
user can select one or multiple claim types to save as mass adjustment criteria. Some combinations of claim types are 
incompatible with one another.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Claim Type]  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Claim Type].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Claim Type]. 


Technical Name w_massadj_clm_type_response 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


AVAILABLE - CLAIM TYPE Claim type available to be included in Mass 
Adjustment critieria 


1 Drop Down List Box Field 


AVAILABLE - DESCRIPTION Claim type description available to be included in 
Mass Adjustment critieria 


50 Character Field 
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Field Description Length Data Type Field Type 


MASS REQUEST # Mass request number associated with this search 
criteria. 


10 Number Field 


SELECTED - CLAIM TYPE Claim type chosen from the list at the bottom of 
the window. 


1 Drop Down List Box Field 


SELECTED - DESCRIPTION Claim type description chosen from the list at the 
bottom of the window 


50 Character Field 


 


Field Edits 


Field Error Code Message Correction 


SELECTED - CLAIM TYPE 6732 Invalid Claim Type combination! Remove (delete) the claim types and try 
another combination, or just enter a 
single claim type. 
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Mass Adjust Diagnosis Entry 
The Mass Adjust Diagnosis Entry window allows an adjustment analyst to enter diagnosis code(s) as search criteria. Multiple 
diagnosis codes can be entered. Existing entries can also be deleted.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Service Code - Diagnosis].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Service Code - Diagnosis].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Service Code - Diagnosis]. 


Technical Name w_massadj_diagnosis_code 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DIAGNOSIS CODE Displays diagnosis code(s) as search criteria. 7 Character Field 
ENTER DIAGNOSIS CODE Field used to enter diagnosis code(s) as search 


criteria. 
7 Character Field 


MASS REQUEST # Mass request number associated with this set of 
mass adjustment criteria. 


10 Number Field 
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Field Edits 


Field Error Code Message Correction 


ENTER DIAGNOSIS CODE 91019 Record already exists! Enter a diagnosis code which has not 
already been selected. 


 91037 field is required! Enter a diagnosis code. 
 91052 is invalid! Enter an existing diagnosis code. 
 91087 must be at least 3 characters! Enter a diagnosis code at least 3 


characters long. 
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Mass Adjustment Display 
The Mass Adjustment Display window allows the adjustment analyst to view the information entered into the Mass 
Adjustment Entry window. From here, the analyst can select "Edit Request" which allows users to make any changes or 
additions to the request. A request which has already been processed cannot be edited (status can only be "S").  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Request Search [double-click or Select]. OR  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Request Search], Adjustment Request Search [New Mass Rqst], Mass Adjustment Entry [Display Request]. 


Technical Name w_massadj_display1 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type 


PAYMENT DATE THRU Indicates the payment date of the claim. 8 Date (CCYYMMDD) Field 
SERVICE DATE THRU Indicates the to service date as stated on the 


claim. 
8 Date (CCYYMMDD) Field 


CCN The cash or check control number used to 
describe the receipt of cash. 


11 Alphanumeric Field 


DATE Indicates the date the request was entered. 8 Date (CCYYMMDD) Field 
DTL SECTION - AGE SEX Displays the sex and age ranges entered as search 


criteria. 
7 Alphanumeric Field 


DTL SECTION - AID CAT Displays the aid category selected as search 
criteria. 


2 Character Field 


DTL SECTION - BP Displays the medical assistance programs 
selected as search criteria. 


2 Character Field 


DTL SECTION - CT Displays the claim types selected as search 
criteria. 


1 Character Field 


DTL SECTION - DIAG Displays the diagnosis selected as search criteria. 7 Character Field 
DTL SECTION - ESC Displays the ESC selected as search criteria. 4 Numeric Field 
DTL_SECTION – IR Displays the Indian Rate selected for region 55 


criteria.  (I)ndian Rate Only, (N)on-Indian Rate 
Only or (B)oth. 


1 Character Field 


DTL SECTION – LOC Displays the level of care selected for region 55 
criteria. 


2 Alphanumeric Field 


DTL SECTION - NDC Displays the NDC selected as search criteria. 11 Number Field 
DTL SECTION - PROC & MOD Displays the procedure code and modifier 


selected as search criteria. 
14 Character Field 


DTL SECTION - PROV/LOC Displays the provider number and location 
selected as search criteria. 


10 Character Field 
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Field Description Length Data Type 
Field 
Type 


DTL SECTION - REGION Displays the region code selected as search 
criteria. 


2 Character Field 


DTL SECTION - REV CDE Displays the revenue code selected as search 
criteria. 


3 Numeric Field 


DTL SECTION - RID Displays the RID selected as search criteria. 12 Character Field 
DTL SECTION - TYPE/SPEC Displays the provider type and specialty selected 


as search criteria. 
2 Character Field 


EOB REASON The EOB Reason identifies the reason for the 
request. The type of EOB also controls the 
processing action for editing and auditing 
purposes. Valid values: 8032 and 8039. 


4 Character Field 


EXIT Button to exit the window. 0 N/A Button 
MASS RQST # Control number that identifies each request 


entered. 
10 Numeric Field 


NEXT MASS RQST # Used to pull up another mass adjustment request 
number. 


10 Numeric Field 


PAYMENT DATE FROM Indicates the payment date of the claim. 8 Date (CCYYMMDD) Field 
SERVICE DATE FROM Indicates the from service date as stated on the 


claim. 
8 Date (CCYYMMDD) Field 


STATUS Indicates the status of the mass adjustment 
request. 


0 Drop Down List Box Field 


VERIFY Indicates the mass adjustment should suspend for 
review. 


1 Check Box Field 
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Field Edits 


Field Error Code Message Correction 


NEXT MASS RQST # 6725 Region must be Mass Adjustment related! Enter a request number with a mass 
adjustment region. 


 6729 Invalid request status for editing! The request status will not allow further 
editing. 


 9021 Control Number Julian days invalid Enter a request number with a valid Julian 
day, DDD. 


 60096 Invalid Date, Cannot be > Current Date! Enter a request number with a Julian Date 
(YYDDD) less than the current date. 


 91024 No Match Found! Enter an existing request number. 
 91029 must be numeric! Enter a numeric request number. 
 91046 New key is required! Enter a request number. 
 91070 must be 10 characters! Enter a request number that is 10 numbers 


long. 
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Mass Adjust DRG Entry 
The Mass Adjust DRG Entry window allows an adjustment analyst to enter DRG(s) as search criteria. Existing entries can also 
be deleted.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Service Code - DRG].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Service Code - DRG].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Service Code - DRG]. 


Technical Name w_massadj_drg 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DRG Displays DRG(s) used as search criteria. 4 Character Field 
ENTER DRG Field used to enter DRG(s) as search criteria. 4 Character Field 
EXIT Button to exit the window. 0 N/A Button 
MASS REQUEST # Mass request number associated with this set of 


mass adjustment criteria. 
10 Number Field 


SAVE Button to save new and modified records. 0 N/A Button 
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Field Edits 


Field Error Code Message Correction 


ENTER DRG 91019 Record already exists! Enter a DRG which has not already been 
chosen. 


 91029 must be numeric! Enter a numeric DRG. 
 91037 field is required! Enter a DRG. 
 91052 is invalid! Enter an existing DRG. 
 91058 must be 4 characters! Enter a DRG 4 numbers long. 
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Mass Adjustment Entry 
The Mass Adjustment Entry window allows the adjustment analyst to enter a mass adjustment request. The user highlights the 
field and enters the information. Once all appropriate fields have been entered, the analyst will select the "Save" button to save 
the information.  


The fields at the top of the window must be entered along with a valid date or set of dates under Selection Criteria, and 
the Claim Type must be entered before the Mass Adjustment Request can be saved. After saving, the other mass 
adjustment windows will become available for further criteria for the mass adjustment. These windows include the 
Diagnosis Entry, ESC Entry, NDC Entry, Program Selection, Prov Type and Specialty Selection, Provider ID Entry, 
Recipient Entry, Region Code Selection, Revenue Entry, Claim Type Selection, Procedure Modifier Entry and Level of 
Care Entry.  


Required fields are: Mass Rqst #, EOB Reason, and CCN (required for check-related regions). Verify field is optional. The 
Selection criteria requires at least one set of dates to be entered, and will forbid certain date combinations. Claim Type is 
required, and will be displayed on the Entry window once a request is saved. If the appropriate Entry fields are entered and 
Save is clicked, the Claim Type Selection window will appear. Once data is saved in this window, the Request will become 
available to save.  


Certain combinations of additional mass adjustment criteria will disable access to other mass adjustment criteria windows.  


The Mass Rqst # is in the format RRYYDDDBBB. RR - region, must contain a valid mass adjustment related region. YYDDD 
- Julian date, must not be greater than the current date. BBB - the batch number associated with this request. EOB Reason is 
the reason for this request. The Date is the current date as determined by the system. Status is the status of the request as 
determined by the system. CCN is the cash control number associated with the request, and is required on check-related 
requests, and is not allowed on noncheck-related requests. If a CCN is entered, the CCN must exist, and must have a balance 
greater than zero. Verify forces the adjusted claim to be in Suspended status when it comes out of the Claims Engine, for 
review. The field options allow suspense before or after processing through the Claims Engine.  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [double-click or Select], Mass Adjustment Display [Edit Request OR Options - Edit Request]. 


Technical Name w_massadj_entry1 
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PBL Name claim04.pbl 
Extra Features 


 
The Mass Adjustment Entry window will appear as follows for Region 55 requests. 
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Field Descriptions 


Field Description Length Data Type Field Type


PAYMENT DATE THRU Indicates the to payment date of the claim. 8 Date (CCYYMMDD) Field 
SERVICE DATE THRU Indicates the to service date as stated on the 


claim. 
8 Date (CCYYMMDD) Field 


CCN The cash or check control number used to 
describe the receipt of cash. 


11 Character Field 


CT Indicates the claim type(s) being adjusted, 
entered from the Claim Type Selection window. 


1 Character Field 


DATE Indicates the date the request was entered, system 
assigned. 


8 Date (CCYY/MM/DD) Field 


EOB REASON The EOB Reason identifies the reason for the 4 Character Field 
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Field Description Length Data Type Field Type


request. The type of EOB also controls the 
processing action for editing and auditing 
purposes. Valid values: 8032 thru 8038, 
inclusive. 


EXIT Button to exit the window. 0 N/A Button 
INDIAN RATES Indicates the Indian Rate choice for the selection 


of Provider Service Locations.  (Region 55 only) 
1 Drop-Down List Box Field 


MASS RQST# Control number that identifies each request 
entered. Format is RRYYDDDBBB; RR - 
Region, YYDDD - Julian date, BBB - batch 
number. 


10 Number Field 


NEW Button to insert a new record. 0 N/A Button 
PAYMENT DATE FROM Indicates the from payment date of the claim. 8 Date (CCYYMMDD) Field 
SAVE Button to save new and modified records. 0 N/A Button 
SERVICE DATE FROM Indicates the from service date as stated on the 


claim. 
8 Date (CCYYMMDD) Field 


STATUS Indicates the status of the request, system 
determined. 


0 Drop Down List Box Field 


VERIFY Indicates the mass adjustment should suspend for 
review, the adjustment will process through the 
Claims Engine and will suspend for review at the 
end of processing. A - suspend after running 
through the claims engine, B - suspend before 
running through the claims engine. 


1 Drop Down List Box Field 


 


Field Edits 


Field Error Code Message Correction 
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Field Error Code Message Correction 


PAYMENT DATE THRU 80045 must be entered. Enter an ending Payment Date. 
 91022 Date cannot be greater than Today's Date! Enter an ending Payment Date which is 


not greater than today's date. 
 91040 Invalid Date - must be CCYYMMDD! Enter an ending Payment Date in the 


format: CCYYMMDD. 
 91077 must be less than or equal to Enter an ending Payment Date which is 


greater than or equal to the starting 
Payment Date. 


SERVICE DATE THRU 80045 must be entered. Enter an ending Service Date. 
 91022 Date cannot be greater than Today's Date! Enter an ending Service Date which is not 


greater than today's date. 
 91040 Invalid Date - must be CCYYMMDD! Enter an ending Service Date in the 


format: CCYYMMDD. 
 91077 must be less than or equal to Enter an ending Service Date which is 


greater than or equal to the starting 
Service Date. 


CCN 6740 CCN balance not > 0! Enter a CCN whose balance is greater 
than zero. 


 6741 CCN not allowed on this region! CCN criteria is not allowed on noncheck 
related adjustment requests. 


 7136 CCN not found! Enter an valid existing CCN. 
 91037 field is required! Enter a CCN. 
DATE 91002 Date must be numeric! System must enter a numeric date. 
 91006 Field is required! System must enter a date. 
 91022 Date cannot be greater than Today's Date! System must enter a date not greater than 


today's date. 
EOB REASON 6727 Adj Reason must be 8232 - 8238! Enter a valid EOB reason for mass 


adjustment requests. 
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Field Error Code Message Correction 


 91052 is invalid! Enter an existing EOB reason. 
 91058 must be 4 characters! Enter an EOB reason which is 4 


characters long. 
MASS RQST# 6725 Region must be Mass Adjustment related! Enter a request number whose region is 


mass adjustment related, RR. 
 9021 Control Number Julian days invalid Enter a request number with valid Julian 


days, DDD. 
 60096 Invalid Date, Cannot be > Current Date! Enter a request number whose Julian date 


is less than the current date. 
 91006 Field is required! Enter a request number. 
 91019 Record already exists! Enter a request number which does not 


already exist. 
 91029 must be numeric! Enter a numeric request number. 
 91070 must be 10 characters! Enter a request number 10 numbers long. 
PAYMENT DATE FROM 6745 Invalid date combinations! Excessive date combinations entered, 


remove one. 
 80045 must be entered. Enter a starting Payment Date. 
 91022 Date cannot be greater than Today's Date! Enter a starting Payment Date which is 


not greater than today's date. 
 91040 Invalid Date - must be CCYYMMDD! Enter a starting Payment Date in the 


format: CCYYMMDD. 
 91077 must be less than or equal to Enter a starting Payment Date which is 


less than or equal to the ending Service 
Date. 


SERVICE DATE FROM 6745 Invalid date combinations! Excessive date combinations entered, 
remove one. 


 80045 must be entered. Enter a starting Service Date. 
 91022 Date cannot be greater than Today's Date! Enter a starting Service Date which is not 
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Field Error Code Message Correction 


greater than today's date. 
 91040 Invalid Date - must be CCYYMMDD! Enter a starting Service Date in the 


format: CCYYMMDD. 
 91077 must be less than or equal to Enter a starting Service Date which is less 


than or equal to the ending Service Date. 
VERIFY 6744 Request cannot be both History and 


Verify! 
Remove check-mark for either Verify or 
History. 


 6811 This Mass Adj region can not be set to 
Ready to Process. 


Ready to Process is reserved for Region 
61 adjustments.  Please select another 
option. 
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 Mass Adjust ESC Entry 
The Mass Adjust ESC Entry window allows an adjustment analyst to enter Error Status Code(s) as search criteria. Multiple 
entries can be entered on this window. Existing ESC entries can also be deleted.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - ESC].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - ESC].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - ESC]. 


Technical Name w_massadj_esc 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


EDIT TYPE INDICATOR Code used to indicate whether error should be 
checked for: 'H' - header, 'D' – trailer (detail), 'B' - 
both header and detail. 


7 Character Field 


ENTER ESC Used to enter ESC(s) as search criteria. 4 Number Field 
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Field Description Length Data Type Field Type 


ERROR TYPE Allows the user to view the error type by Header, 
Trailer (Detail), or Both. 


0 Radio Button Field 


ESC Code used to indicate an error was discovered on 
a claim during processing in the base system. 
This can be either an edit or an audit. 


4 Number Field 


MASS REQUEST # Mass request number associated with this set of 
mass adjustment criteria. 


10 Number Field 


Field Edits 


Field Error Code Message Correction 


ENTER ESC 91019 Record already exists! Enter an ESC which is not already listed. 
 91029 must be numeric! Enter a numeric ESC. 
 91037 field is required! Enter an ESC 
 91052 is invalid! Enter a valid ESC. 
 91105 must be 3 characters! ESC must be 3 characters long. 
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Adjustment Historical Requests 
The Adjustment Historical Request window allows an adjustment analyst to view adjustment requests that have been placed in 
history. Based upon region, the user can select the desired mass request number and click the "Select" button, which will bring 
up the Mass Adjustment Display window. The user may then view the search criteria entered. Single adjustment requests 
cannot be viewed through this selection. Historical requests are defined as when the requests number of adjustments plus the 
number of deletions equals the total number of claims. TECHNICAL TERMS: ON T_ADJ_MASS_CLAIM, WHEN 
NUM_COUNT = NUM_COUNT_ADJ + NUM_COUNT_DEL.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
History]. 


Technical Name w_massadj_history_list 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions


Field Description Length Data Type Field Type


CLERK ID Indicates the clerk who entered the mass request 8 Character Field 
EOB Indicates the EOB used for the mass request 4 Numeric Field 
ENTRY DATE Indicates the date the mass request was entered 8 Date (CCYYMMDD) Field 
RQST# Control number that identifies each request 


entered 
10 Numeric Field 


SELECT Opens the Mass Adjustment Display window for 
requests with a mass adjustment region. 


0 N/A Button 
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Field Description Length Data Type Field Type


TOT CLAIMS ADJUSTED Indicates the total number of claims adjusted 
from the total number of claims found. 


9 Numeric Field 


TOT CLAIMS FOUND Indicates the total number of claims found 9 Numeric Field 
TOT CLAIMS REMOVED Indicates the total number of claims removed 


from the total number of claims found. 
9 Numeric Field 


 


Field Edits 


Field Error Code Message Correction 


SELECT 6746 Cannot select Single Adj Rqst! Choose a request with a mass adjustment region. 
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Mass Adjust Level of Care 
The Mass Adjustment Level of Care window allows a user to enter LOC criteria for Region 55 claim adjustments (Provider 
Rate changes). The LOC list to be selected from is based on the claim type that the analyst selected for the request. 
 
This particular window can be accessed in one of three ways, but only for Region 55 requests. 
 
1) Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments Request], Mass Adjustments 
Entry [Options - Level of Care]. 
 
2) Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment Search], Adjustment Search [New Mass 
Rqst], Mass Adjustment Entry [Options - Level of Care]. 
 
3) Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment Search], Adjustment Search [Select OR 
double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry [Options - Level of Care]. 
 
Technical Name w_massadj_loc 
PBL Name claim04.pbl 
Extra Features  
The Mass Adjustment Level of Care window is actually two windows (w_massadj_loc_ltc and w_massadj_loc_io). The two 
windows serve exactly the same purpose, but draw their selection list from two different tables, t_pr_loc_code for LTC claims, 
and t_inp_loc for Inpatient/Outpatient claims. 
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Field Descriptions 


Field Description Data Type Length 
Available - Description   Descriptions of the Level of Care codes available for selection.    Character    100    
Available - LOC    Level of Care codes available for selection.    Character    3    
Mass Request #    Mass Request number associated with this set of mass adjustment 


criteria.    
Number    10    


Selected - Description    Descriptions of the Level of Care codes chosen.    Character    100    
Selected - LOC    Level of Care code(s) chosen from the list of available codes.    Character    3 
 


Field Edits 


Field Field Type Error Code Error Message To Correct 
No field edits found for this window 
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Mass Adjust NDC Entry 
The Mass Adjust NDC Entry window allows an adjustment analyst to enter drug code(s) as search criteria. Existing entries can 
also be deleted.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Service Code - NDC].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Service Code - NDC].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Service Code - NDC]. 


Technical Name w_massadj_ndc 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


ENTER NDC Field used to enter NDC(s) as search criteria. 11 Number Field 
MASS REQUEST # Mass request number associated with this set of 


mass adjustment criteria. 
10 Number Field 


NDC Displays NDC(s) found from the search criteria. 11 Number Field 


Field Edits 


Field Error Code Message Correction 


ENTER NDC 91019 Record already exists! Enter an NDC which has not already been 
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Field Error Code Message Correction 


chosen. 
 91029 must be numeric! Enter a numeric NDC. 
 91037 field is required! Enter an NDC. 
 91052 is invalid! Enter an existing NDC. 
 91073 must be 11 characters! Enter an NDC 11 numbers long. 
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Mass Adjust Program Selection 
The Mass Adjust Program Selection window allows an adjustment analyst to select multiple Medical Assistance Programs as 
search criteria. Program selections can be saved and deleted.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Medical Assist Pgms]  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Medical Assist Pgms].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Medical Assist Pgms]. 


Technical Name w_massadj_pgm_code 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


AVAILABLE - DESCRIPTION Descriptions of the Medical Assistance Programs 
available for selection. 


50 Character Field 


AVAILABLE - PROGRAM Medical Assistance Programs available for 
selection. 


5 Character Field 


MASS REQUEST # Mass request number associated with this set of 
mass adjustment criteria. 


10 Numeric Field 


SELECTION - DESCRIPTION Description for the Medical Assistance Programs 
chosen. 


50 Character Field 


SELECTION - PROGRAM Medical Assistance Programs chosen from the list 
at the bottom of the window 


5 Character Field 


Field Edits 


Field Error Code Message Correction 
 
 


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-192 Library Reference Number: OKCA 
Revision Date: March 2005 


Version: 1.1 







Mass Adjustment Procedure Modifier Entry 
The Mass Adjustment Procedure Modifier Entry window allows an adjustment analyst to enter procedure and/or modifier 
code(s) as search criteria. Once the desired procedure and/or modifier code(s) have been chosen, click the "Save" button to 
save the request.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Service Code - Procedure/Modifier].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Service Code - Procedure/Modifier].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Service Code - Procedure/Modifier]. 


Technical Name w_massadj_proc_mod 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


MASS REQUEST # Mass request number associated with this set of 
mass adjustment criteria. 


10 Number Field 


MODIFIER 1 First modifier to be used as search criteria. 2 Alphanumeric Field 
MODIFIER 2 Second modifier critieria. 2 Alphanumeric Field 
MODIFIER 3 Third modifier criteria. 2 Alphanumeric Field 
MODIFIER 4 Fourth modifier criteria. 2 Alphanumeric Field 
PROC CODE Field used to enter procedure code(s) as search 


criteria. 
6 Character Field 
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Field Edits 


Field Error Code Message Correction 


MODIFIER 2 6726 Prior modifiers must be entered first! Enter a prior modifier before entering this 
modifier. 


MODIFIER 3 6726 Prior modifiers must be entered first! Enter a prior modifier before entering this 
modifier. 


MODIFIER 4 6726 Prior modifiers must be entered first! Enter a prior modifier before entering this 
modifier. 


PROC CODE 6002 Claim Type Required! Enter a procedure code which corresponds 
with the chosen claim type. 
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Mass Adjust Provider ID Entry 
The Mass Adjust Provider Entry window allows the adjustment analyst to enter multiple provider numbers as search criteria. 
Existing entries can also be deleted.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Provider - Prov ID].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Provider - Prov ID].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Provider - Prov ID]. 


Technical Name w_massadj_prov_num 
PBL Name claim04.pbl 
Extra Features 
Region 55 adjustments will be allowed only one Provider ID entry, but it may consist of one or more locations.  Only Region 
55 adjustments will have use of the “All Locations” checkbox that will automatically fill in the remainder of locations for a 
validated Provider ID. 
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Field Descriptions


Field Description Length Data Type Field Type 


ALL LOCATIONS Allows users to automatically select all locations 
for Region 55 adjustments. 


1 Checkbox Field 


ENTER - LOCATION Field used to enter the service location(s) as 
search criteria. 


1 Character Field 


ENTER PROVIDER ID Field used to enter the provider number(s) as 
search criteria. 


9 Character Field 


LOCATION Service location(s) chosen as search criteria. 1 Character Field 
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Field Description Length Data Type Field Type 


MASS REQUEST # Mass request number associated with this set of 
mass adjustment criteria. 


10 Numeric Field 


PROVIDER ID Provider number(s) chosen as search criteria. 9 Character Field 
 


Field Edits 


Field Error Code Message Correction 


ENTER - LOCATION 5176 Service Location invalid for this Provider! Enter a valid Service Location for this 
provider. 


 91037 field is required! Enter a Service Location. 
ENTER PROVIDER ID 91019 Record already exists! Enter a Provider ID which is not already 


listed. 
 91029 must be numeric! Enter a numeric Provider ID. 
 91037 field is required! Enter a Provider ID. 
 91038 must be 9 characters! Enter a Provider ID 9 numbers long. 
LOCATION 4147 Invalid Provider Location.  Provider 


location designated as Indian Provider, 
when Non-Indian Rates Only criteria was 
selected. 


Check Location and re-enter. 


PROVIDER ID 7175 Region 55 requests allow for only one 
provider.  The same provider ID must be 
used for all locations. 


Check Provider ID and re-enter. 
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Mass Adjust Prov Type and Specialty Selection 
HCA finance analysts use this window to determine the provider type or specialty to adjust when the mass adjustment is 
processed. Only one provider type can be entered by request, but multiple specialties can be entered. The specialties must 
correspond to the entered provider type. If another provider type needs to be entered, existing criteria must first be totally 
deleted.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Provider - Prov Type/Specialty].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Provider - Prov Type/Specialty].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Provider - Prov Type/Specialty]. 


Technical Name w_massadj_prov_type_specialty 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DESCRIPTION Description associated with a provider type code 
or provider specialty code. 


50 Character Field 


MASS REQUEST # Mass request number associated with this set of 
mass adjustment criteria. 


10 Number Field 


SPECIALTY Code used to identify the specialty of the 
provider. 


3 Number Field 


TYPE Code used to identify the type of the provider. 2 Number Field 
UPDATE AREA - SPECIALTY Enter the specialty for the provider identified by 


the provider number. 
3 Number Field 
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Field Description Length Data Type Field Type 


UPDATE AREA - TYPE Enter the type for the provider identified by the 
provider number. 


2 Number Field 


 


Field Edits 


Field Error Code Message Correction 


UPDATE AREA - SPECIALTY 5036 Speciality is invalid! Enter an existing specialty code. 
 5119 Specialty is invalid for this Provider 


Type! 
Enter a specialty which is allowed for 
this provider type. 


 91019 Record already exists! Enter a specialty code which has not 
already been selected. 


UPDATE AREA - TYPE 5024 Provider Type is invalid! Enter an existing provider type. 
 5094 Provider Type may not be changed! Type can only be changed by deleting 


existing criteria. 
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Mass Adjust Recipient Entry 
The Mass Adjust Recipient Entry window allows the adjustment analyst to enter RID(s) as search criteria. Multiple Recipient 
IDs can be entered. The window can also delete RID entries.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - RID].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - RID].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - RID]. 


Technical Name w_massadj_recip_id 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


ENTER RECIPIENT ID Field used to enter recipient ID(s) as search 
criteria 


12 Character Field 


MASS REQUEST # Mass request number associated with this set of 
mass adjustment criteria. 


10 Number Field 


RECIPIENT ID Displays RID(s) entered as search criteria 12 Character Field 
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Field Edits 


Field Error Code Message Correction 


ENTER RECIPIENT ID 4003 must be 12 numerics! Enter a RID 12 numbers long. 
 91019 Record already exists! Enter a RID which has not already been 


entered. 
 91029 must be numeric! Enter a numeric RID. 
 91037 field is required! Enter a RID. 
 91052 is invalid! Enter an existing RID. 
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Mass Adjustment Region Code 


The Mass Adjustment Region Code is a response window that lists the region code and associated Description for Mass 
Adjustment regions. It is called by the Mass Adjustment Entry window to have the user select the correct region for the new 
Mass Adjustment Request they are creating.  


Technical Name w_massadj_response_region 
PBL Name claim04.pbl 


Extra Features  


When the user selects Region 55, two radio buttons will appear, requiring the user to select whether the Provider Rate Change 
request will involve an individual provider or multiple providers.  
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Field Descriptions 


Field Description Data Type Length 
Description    Description of the Mass Adjustment Region.    Character    50    
Region Code    Code number attached for the Mass Adjustment Region.    Character    2 
 
 


Field Edits 


Field Field Type Error Code Error Message To Correct 
No field edits found for this window 
 


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-206 Library Reference Number: OKCA 
Revision Date: March 2005 


Version: 1.1 







Mass Adjust Region Code Selection 
The Mass Adjust Region Code Selection window allows the adjustment analyst to select multiple region codes as search 
criteria. Region code selections can also be removed from the list.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Region Code]  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Region Code].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Region Code]. 


Technical Name w_massadj_region_code 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


AVAILABLE - DESCRIPTION Descriptions for the available region codes. 50 Character Field 
AVAILABLE - REGION CODE Regions codes available to select from. 2 Number Field 
MASS REQUEST # Mass request number associated with this set of 


mass adjustment criteria. 
10 Numeric Field 


SELECTED - DESCRIPTION Description of the region code chosen from the 
list at the bottom of the window 


50 Character Field 


SELECTED - REGION CODE Region codes chosen from the list at the bottom 
of the window 


2 Number Field 


Field Edits 


Field Error Code Message Correction 
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Mass Adjust Revenue Entry 
The Mass Adjust Revenue Entry window allows the adjustment analyst to enter revenue codes(s) as search criteria. Existing 
revenue code selections may also be deleted.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Mass Adjustments 
Request], Mass Adjustments Entry [Options - Service Code - Revenue].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [New Mass Rqst], Mass Adjustment Entry [Options - Service Code - Revenue].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Select OR double-click entry], Mass Adjustment Display [Edit Request], Mass Adjustment Entry 
[Options - Service Code - Revenue]. 


Technical Name w_massadj_revenue_code 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


ENTER REVENUE CODE Field used to enter revenue code(s) as search 
criteria. 


3 Number Field 


MASS REQUEST # Mass request number associated with this set of 
mass adjustment criteria. 


10 Number Field 


REVENUE CODE Displays revenue code(s) as search criteria. 3 Number Field 
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Field Edits 


Field Error Code Message Correction 


ENTER REVENUE CODE 91019 Record already exists! Enter a revenue code which has not 
already been chosen. 


 91029 must be numeric! Enter a numeric revenue code. 
 91037 field is required! Enter a revenue code. 
 91052 is invalid! Enter an existing revenue code. 
 91105 must be 3 characters! Enter a 3 character revenue code. 
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Adjustment Request Search 
The Adjustment Request Search window allows an adjustment analyst to view information on non-finalized adjustment 
requests. Mass adjustment requests may be selected and viewed or edited. New adjustment and mass adjustment requests can 
be created via their respective buttons.  
When the claims have been retrieved for a particular request, the claims can then be viewed by clicking on the Verify Claims 
button. If no claims are found for a request, an error message will appear. The Remove Request button will remove the request 
so long as no claims have been retrieved/identified for the request. This will prevent single adjustment-related requests from 
being removed.  


This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Request Search]. 


Technical Name w_massadj_search 
PBL Name claim04.pbl 
Extra Features 
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Field Descriptions


Field Description Length Data Type Field Type


CLERK Clerk who entered the adjustment request. 8 Character Field 
ENTRY DATE Date the request was entered for an item meeting 


the search criteria. 
8 Date (CCYYMMDD) Field 


ENTRY STATUS Status of the request for an item meeting the 
search criteria. 


1 Character Field 


EOB EOB code used for an item meeting the search 
criteria. 


4 Character Field 
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Field Description Length Data Type Field Type


NEW MASS RQST Button to open the window to enter a mass 
adjustment request. 


0 N/A Button 


NEW SINGLE RQST Button to open the window to enter a single 
adjustment request. 


0 N/A Button 


REMOVE RQST Button to change the status of the adjustment 
request, so it will be removed later by a batch 
process. 


0 N/A Button 


RQST# Adjustment request number for an item meeting 
the search criteria. 


10 Numeric Field 


SEARCH Button to search for existing Claim-related 
adjustment requests. 


0 N/A Button 


SEARCH - CLERK ID ID of the clerk who entered the adjustment 
request to search on. 


8 Character Field 


SEARCH - DATE Adjustment request entry date to search on. 8 Date (CCYYMMDD) Field 
SEARCH - RQST# Adjustment request number to search on. 10 Numeric Field 
SEARCH - STATUS Status of the adjustment request to search on. 1 Drop Down List Box Field 
SELECT Button to open the Mass Adjustment Display 


window. 
0 N/A Button 


TOT CLAIMS ADJUSTED Total number of claims adjusted in this 
adjustment request. 


9 Numeric Field 


TOT CLAIMS FOUND Total number of claims retrieved in this 
adjustment request. 


9 Numeric Field 


TOT CLAIMS REMOVED Total number of claims removed from this 
adjustment request. 


9 Numeric Field 


VERIFY CLAIMS Button to open the Net Verification window. 0 N/A Button 
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Field Edits 


Field Error Code Message Correction 


REMOVE RQST 6725 Region must be Mass Adjustment related! Choose an adjustment request whose region 
is mass-adjustment related. 


 6737 Status must be S or I to delete! Choose an adjustment request whose status is 
S or I. 


 91071 Delete unsuccessful! Verify request still exists and the table is 
accessible, contact SE if necessary. 


SEARCH 5004 Enter Search information! Enter search criteria, then Search again. 
SEARCH - RQST# 6743 Region must be Claims Adjustment related! Enter a Claims Adjustment related region. 
 9021 Control Number Julian days invalid Enter a valid Julian date (YYDDD) within 


the request number. 
 91029 must be numeric! Enter a numeric adjustment request number. 
 91070 must be 10 characters! Enter an adjustment request number which is 


10 numbers long. 
SELECT 6746 Cannot select Single Adj Rqst! Choose an adjustment request that is not 


single-adjustment related. 
VERIFY CLAIMS 6736 Status must be "Finalized" to view claims! Choose an adjustment request in Finalized 


status. 
 6750 No claims found for this adj rqst! Choose an adjustment request with claims 


associated with it. 
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Denied Pharmacy Claim 
The Denied Pharmacy Claim window is accessed by either entering the ICN, provider number, or recipient number, or by 
entering any of the optional information on the Claim Inquiry window. The pharmacy details section of the window displays 
all the information entered in the detail lines of a Denied Pharmacy claim. The EOB/Errors button and menu options are 
enabled only if codes exist. The data window scrolls vertically when more than four details exist. The Pharmacy Detail section 
allows the user to view the data entered on the detail portion of the Denied Pharmacy claim. On compound drug claims, there 
will be a maximum of 15 of these detail lines, each line containing information on the NDC number of the ingredient used in 
the compound and the quantity used. 
 
 
Technical Name w_pharm_denied 
PBL Name claim02.pbl 
Extra Features 
The Denied Pharmacy Claim window gives the user access to the following windows:  
EOB/Errors - this will be enabled only if EOB/Error codes exist. The recipient database - this will access recipient information 
pertinent to the RID number on the screen. The provider database - this will access provider information pertinent to the 
provider identification number on the screen. The TPL database - this will access TPL information pertinent to the TPL 
amount on the screen.  


Double clicking on any field within the Denied Pharmacy Claim window will result in the Inquire By window appearing. From 
this window the user can access the Provider, Recipient, or TPL database.  
Double clicking on any field within the Denied Pharmacy Detail line will result in the Drug Inquiry window being displayed 
with information on the billed drug. 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type 


BILLED AMOUNT Amount of money requested for payment by a 
provider for services rendered 


9 Numeric Field 


BRAND NCSRY Indicates the reason, if any, that a brand name drug 
was dispensed 


1 Character Field 


CLAIM STATUS Identifies the status of the claim in the system 0 Drop Down List Box Field 
CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field 
DATE BILLED The date on which a claim was submitted 8 Date (CCYYMMDD) Field 
DATE DISPENSED Date pharmacy gave drug to recipient 8 Date (CCYYMMDD) Field 
DATE PRESCRIBED Date physician prescribed drug for a recipient 8 Date (CCYYMMDD) Field 
DAYS SUPPLY Number of days a prescribed drug should last a 


recipient 
3 Numeric Field 


DISPENSING FEE Amount of dispensing fee, if paid 9 Numeric Field 
DTL SECTION - DETAIL NO. The number of the detail on a claim record 2 Numeric Field 
DTL SECTION - DISPENSE 
QTY 


Number of units of a drug dispensed to a recipient. 
The type of unit is expressed in DRUG FORM 
CODE. 


9 Numeric Field 


DTL SECTION - DRUG FORM 
CODE 


The basic drug measurement unit (each, milliliter, or 
grams) for performing price calculations. 


2 Character Field 


DTL SECTION - BILLED 
AMOUNT 


Amount of money requested for payment by a 
provider for services rendered. 


9 Numeric Field 


DTL SECTION – NDC National Drug Code is comprised of a 5 digit 
labeler, a 4 digit product code and a 2 digit package 
code 


11 Number Field 


DTL SECTION - NDC 
STATUS 


Indicates whether drug code is prescription only or 
Non LGD 


14 Character Field 
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Field Description Length Data Type 
Field 
Type 


DTL SECTION –  
PRICING INDICATOR 


Indicates the method used to price the service or 
product. 


1 Character Field 


DTL SECTION - SUPER PA Identifies as a Super PA. 1 Character Field 
DUR INTERVENTION Response of the pharmacist to the DUR message 2 Character Field 
DUR OUTCOME The response of the pharmacist to the DUR message 2 Character Field 
EMERGENCY Indicates whether service was provided as a result of 


an emergency situation 
0 Drop Down List Box Field 


ICN Internal control number that uniquely identifies a 
claim 


13 Character Field 


NET BILLED AMOUNT Amount remaining on a claim after payment has 
been made by all other sources (co-pay, TPL, etc.) 


9 Numeric Field 


NEXT ICN Internal control number which uniquely identifies a 
claim 


13 Character Field 


NO OF DETAILS The number of detail service lines on the claim 2 Numeric Field 
NURSE HOME Indicates whether the recipient is in a nursing home 0 Drop Down List Box Field 
SPENDDOWN AMT Amount of money that recipient is responsible for 


paying for services rendered 
9 Numeric Field 


PREGNANT Indicates whether service is related to condition of 
being pregnant 


0 Drop Down List Box Field 


PRESCRIB PROVIDER License number of provider who prescribed the 
drugs to the recipient. This does not have to be an 
enrolled provider. 


10 Character Field 


PRESCRIP NUMBER Number assigned by a pharmacy to identify the drug 
dispensed to a recipient 


7 Character Field 


PROVIDER/LOCATION The provider identification number and location that 
uniquely identifies the provider of services 


10 Character Field 
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Field Description Length Data Type 
Field 
Type 


RECIP FIRST NAME The first name of the recipient associated with the 
RID number. If there is no association between the 
first name and the RID number the first character of 
the first name that was keyed will be displayed. 


15 Character Field 


RECIP LAST NAME The last name of the recipient associated with the 
RID number. If there is no association between the 
last name and the RID number the first three 
characters of the last name that was keyed will be 
displayed. 


15 Character Field 


REFILL QTY Number of refills on the prescription billed 3 Number Field 
RID NO A system assigned number which uniquely identifies 


a recipient 
12 Character Field 


SIGNATURE Indicates whether the claim was signed by the 
provider or representative 


0 Drop Down List Box Field 


TPL AMOUNT Amount paid by third party for services 9 Numeric Field 
TXN TYPE This field is not currently used 0 N/A Field 
TYPE Indicates whether the claim is a regular pharmacy 


claim or a compound claim 
0 Drop Down List Box Field 


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the Inquire button or hit 
enter. 


 


Claims Adjustments Procedures Manual Section 8: Claims Windows 


Library Reference Number: OKCA 8-221 
Revision Date: March 2005 
Version: 1.1 







Paid Pharmacy Claim 
The Paid Pharmacy Claim window is accessed by either entering the ICN, provider number, or recipient number, or by 
entering any of the optional information on the Claim Inquiry screen. The pharmacy details section of the window displays all 
the information entered in the detail lines of a Paid Pharmacy claim. The EOB/Errors button and menu options are enabled 
only if codes exist. The data window scrolls vertically when more than four details exist. The Pharmacy Detail section allows 
the user to view the data entered on the detail portion of the Paid Pharmacy claim. On compound drug claims, there will be a 
maximum of 15 of these detail lines, each line containing information on the NDC number of the ingredient used in the 
compound and the quantity used. 
 
This window can be accessed from Main Menu (Claims), Inquiry button, Perform Search and double click on the row or click 
Select. 
 
Technical Name w_pharm_paid 
PBL Name claim02.pbl 
Extra Features 
The Paid Pharmacy Claim window gives the user access to the following windows:  
EOB/Errors - this will be enabled only if EOB/Error codes exist. The recipient database - this will access recipient information 
pertinent to the RID number on the screen. The provider database - this will access provider information pertinent to the 
provider identification number on the screen. The TPL database - this will access TPL information pertinent to the TPL 
amount on the screen.  


Double clicking on any field within the Paid Pharmacy Claim window will result in the Inquire By window appearing. From 
this window the user can access the Provider, Recipient, or TPL database.  
Double clicking on any field within the Paid Pharmacy Detail line will result in the Drug Inquiry window being displayed with 
information on the billed drug. 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


BILLED AMOUNT Amount of money requested for payment by 
a provider for services rendered 


9 Numeric Field


BRAND NCSRY Indicates the reason, if any, that a brand 
name drug was dispensed 


1 Character Field


CLAIM STATUS Identifies the status of the claim in the 
system 


0 Drop Down List Box Field


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field
CO-PAY AMOUNT Co-pay amount applicable to the claim 7 Numeric Field
DATE BILLED The date on which a claim was submitted to 


EDS 
8 Date (CCYYMMDD) Field


DATE DISPENSED Date pharmacy dispensed the drug to the 
recipient 


8 Date (CCYYMMDD) Field


DATE PRESCRIBED Date physician prescribed drug for a 
recipient 


8 Date (CCYYMMDD) Field


DAYS SUPPLY Number of days a prescribed drug should last 
a recipient 


3 Numeric Field


DISPENSING FEE Amount of dispensing fee, if paid 9 Numeric Field
DTL SECTION - ALLOWED AMOUNT Indicates the computed allowable amount for 


the drug dispensed 
9 Numeric Field


DTL SECTION - AWP The average wholesale price based on actual 
surveys of drug wholesalers 


9 Numeric Field


DTL SECTION - BILLED AMOUNT Amount of money requested for payment by 
a provider for services rendered 


9 Numeric Field


DTL SECTION - DETAIL NO. The number of the detail on a claim record 2 Numeric Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - DISPENSE QTY Number of units of a drug dispensed to a 
recipient. The type of unit is expressed in 
DRUG FORM CODE. 


9 Numeric Field


DTL SECTION - DRUG FORM The basic drug measurement unit (each, 
milliliter, or grams) for performing price 
calculations 


2 Character Field


DTL SECTION - EAC The estimated acquisition cost based on 
actual surveys of drug wholesalers 


9 Numeric Field


DTL SECTION - MAC The maximum allowable cost of the unit 
price for a drug under Federal MAC 
regulation 


9 Numeric Field


DTL SECTION – NDC National Drug Code is comprised of a 5 byte 
numeric labeler code, a 4 byte numeric 
product code, and a 2 byte numeric package 
code. It is used to uniquely identify a drug, 
it's labeler, package size of a product for 
pricing, DUR, and prior authorization. 


11 Number Field


DTL SECTION - NDC STATUS Indicates whether drug code is prescription 
only or Non LGD 


14 Character Field


DTL SECTION - PRICING INDICATOR Indicates the method used to price the service 
or product. 


1 Character Field


DTL SECTION - SUPER PA Indicates if a super PA was used to approve 
payment of this detail. 


1 Character Field


DUR INTERVENTION Response of the pharmacist to the DUR 
message 


2 Character Field


DUR OUTCOME The response of the pharmacist to the DUR 
message 


2 Character Field
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Field Description Length Data Type 
Field 
Type


EMERGENCY Indicates whether service was provided as a 
result of an emergency situation 


0 Drop Down List Box Field


ICN Internal control number which uniquely 
identifies a claim 


13 Character Field


NET BILLED AMOUNT Amount remaining on a claim after payment 
has been made by all other sources (co-pay, 
TPL, etc.) 


9 Numeric Field


NEXT ICN Internal control number which uniquely 
identifies a claim 


13 Character Field


NO OF DETAILS The number of detail service lines on the 
claim 


2 Numeric Field


NURSE HOME Indicates whether the recipient is in a nursing 
home 


0 Drop Down List Box Field


PREGNANT Indicates whether service is related to 
condition of being pregnant 


0 Drop Down List Box Field


PRESCRIB PROVIDER Number of provider who prescribed the 
drugs to the recipient. This does not have to 
be an enrolled provider. 


10 Character Field


PRESCRIP NUMBER Number assigned by a pharmacy to identify 
the drug dispensed to a recipient 


7 Character Field


PROVIDER/LOCATION The provider identification number and 
location that uniquely identifies the provider 
of services 


10 Character Field


RECIP FIRST NAME The first name of the recipient associated 
with the RID number 


15 Character Field
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Field Description Length Data Type 
Field 
Type


RECIP LAST NAME The last name of the recipient associated with 
the RID number. If there is no association 
between the last name and the RID number 
the first three characters of the last name that 
was keyed will be displayed 


15 Character Field


REFILL QTY Number of refills on the prescription billed 3 Number Field
RID NO A system assigned number which uniquely 


identifies a recipient 
12 Character Field


SIGNATURE Indicates whether the claim was signed by 
the provider or representative 


0 Drop Down List Box Field


SPENDDOWN AMT Amount of money that recipient is 
responsible for paying for services rendered 


9 Numeric Field


TOT REIMB AMOUNT Total amount the provider receives 9 Numeric Field
TPL AMOUNT Amount paid by third party for services 9 Numeric Field
TPL RECOV AMT The casualty case recovery amount populated 


from the Settlement window 
9 Numeric Field


TXN TYPE This field is not currently used. 0 N/A Field
TYPE Indicates whether the claim is a regular 


pharmacy claim or a compound prescription 
claim 


8 Character Field


WARRANT AMT Payment amount to provider 9 Number Field


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the Inquire button or hit 
enter 
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Suspended Pharmacy Claim 
The Suspended Pharmacy Claim window is accessed by either entering the ICN, provider number, recipient number, or by 
entering any of the optional information on the Claim Inquiry window. The pharmacy details section of the window displays 
all the information entered in the detail lines of a Suspended Pharmacy claim. The EOB/Errors button and menu options are 
enabled only if codes exist. 
 
This window can be accessed from Main Menu (Claims), Inquiry button, Perform Search and double click on the row or click 
Select. 
 
Technical Name w_pharm_suspended 
PBL Name claim01.pbl 
Extra Features 
The Suspended Pharmacy Claim window gives the user access to the following windows:  
EOB/Errors - this will be enabled only if EOB/Error codes exist. The recipient database - this will access recipient information 
pertinent to the RID number on the screen. The provider database - this will access provider information pertinent to the 
provider identification number on the screen. The TPL database - this will access TPL information pertinent to the TPL 
amount on the screen.  


Double clicking on any field within the Suspended Pharmacy Claim window will result in the Inquire By window appearing. 
From this window the user can access the Provider, Recipient, or TPL database.  
Double clicking on any field within the Suspended Pharmacy Detail line will result in the Drug Inquiry window being 
displayed with information on the billed drug. 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


BILLED AMOUNT Amount requested by provider for services 
rendered 


9 Number Field


BRAND NCSRY Indicates the reason, if any, that a brand 
name drug was dispensed 


1 Character Field


CLAIM STATUS Identifies the status of the claim in the 
system 


0 Drop Down List Box Field


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field
DATE BILLED The data on which a claim was submitted to 


EDS 
8 Date (CCYYMMDD) Field


DATE DISPENSED Date pharmacy gave drug to recipient 8 Date (CCYYMMDD) Field
DATE PRESCRIBED Date physician prescribed drug for a 


recipient 
8 Date (CCYYMMDD) Field


DAYS SUPPLY Number of days a prescribed drug should last 
a recipient 


3 Number Field


DISPENSING FEE Amount of dispensing fee, if paid 9 Number Field
DTL SECTION - ALLOWED AMOUNT Indicates the computed allowable amount for 


the drug dispensed 
9 Number Field


DTL SECTION - BILLED AMOUNT Amount requested by provider for services 
rendered 


9 Number Field


DTL SECTION - DETAIL NO. The number of the detail on a claim record 2 Number Field
DTL SECTION - DISPENSE QTY Number of units of a drug dispensed to a 


recipient. The type of unit is expressed in 
DRUG FORM CODE. 


9 Number Field


DTL SECTION - DRUG FORM CODE The basic drug measurement unit (each, 
milliliter, or grams) for performing price 
calculations 


2 Character Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - NDC CODE National Drug Code is comprised of a 5 byte 
numeric labeler code, a 4 byte numeric 
product code and a 2 byte numeric package 
code It is used to uniquely identify a drug, it's 
labeler, and package size of a product for 
pricing, DUR, and prior authorization. 


11 Number Field


DTL SECTION - NDC STATUS Indicates whether drug code is prescription 
only or Non Legend 


15 Character Field


DTL SECTION - PRICING INDICATOR Indicates the method used to price the service 
or product. 


1 Character Field


DTL SECTION - SUPER PA Indicates if a super PA was used to approve 
payment of this detail. 


1 Character Field


DUR INTERVENTION Response of the pharmacist to the DUR 
message 


2 Character Field


DUR OUTCOME The response of the pharmacist to the DUR 
message 


2 Character Field


EMERGENCY Indicates whether service was provided as a 
result of an emergency situation 


0 Drop Down List Box Field


ICN Internal control number that uniquely 
identifies a claim 


13 Character Field


NET BILLED AMOUNT Amount remaining on a claim after payment 
has been made by all other sources (co-pay, 
TPL, etc.) 


9 Number Field


NEXT ICN Internal control number which uniquely 
identifies a claim 


13 Character Field


NO OF DETAILS The number of detail service lines on the 
claim 


2 Number Field
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Field Description Length Data Type 
Field 
Type


NURSE HOME Indicates whether the recipient is in a nursing 
home 


0 Drop Down List Box Field


SPENDDOWN AMT Amount of money that recipient is 
responsible for paying for services rendered 


9 Number Field


PREGNANT Indicates whether service is related to a 
condition of being pregnant 


0 Drop Down List Box Field


PRESCRIB PROVIDER License number of provider who prescribed 
the drugs to the recipient 


10 Number Field


PRESCRIP NUMBER Number assigned by a pharmacy to identify 
the drug dispensed to a recipient 


7 Number Field


PROVIDER/LOCATION The provider identification number and 
location that uniquely identifies the provider 
of services 


10 Character Field


RECIP FIRST NAME The first name of the recipient associated 
with the RID number 


15 Character Field


RECIP LAST NAME The last name of the recipient associated with 
the RID number. If there is no association 
between the last name and the RID number, 
the first three characters of the last name that 
was keyed will be displayed. 


15 Character Field


REFILL QTY Number of refills on the prescription billed 3 Number Field
RID NO A system assigned number which uniquely 


identifies a recipient 
12 Character Field


SIGNATURE Indicates whether the claim was signed by 
the provider or representative 


0 Drop Down List Box Field


TPL AMOUNT Amount paid by third party for services 9 Number Field
TXN TYPE This field in not currently used 0 N/A Field
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Field Description Length Data Type 
Field 
Type


TYPE Indicates whether the claim is a regular 
pharmacy claim or a compound prescription 
claim 


9 Character Field


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the Inquire button or hit 
enter 
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Denied Physician Claim 
The Denied Physician Claim window is accessed by either entering the ICN, provider number, or recipient number, or by 
entering any of the optional information on the Claim Inquiry window. The physician details section of the window displays all 
the information entered in the detail lines of a Denied Physician's claim. The EOB/Errors button and menu options are enabled 
only if codes exist. The data window scrolls vertically when more than four details exist. 
 
This window can be accessed from Main Menu (Claims), Inquiry button, Perform Search and double click on the row or click 
Select. 
 
Technical Name w_phys_denied 
PBL Name claim02. pbl 
Extra Features 
The Denied Physician Claim window gives the user access to the following windows:  
EOB/Errors - this will be enabled only if EOB/Error codes exist.  


The recipient database - this will access recipient information pertinent to the RID number on the screen. The provider 
database - this will access provider information pertinent to the provider identification number on the screen. The TPL 
database - this will access TPL information pertinent to the TPL amount on the screen. 
Double clicking on any field within the Denied Physician Claim window will result in the Inquire By window appearing. From 
this window the user can access the Provider, Recipient, or TPL database. Double clicking on any field within the Denied 
Physician Detail line will result in the HCPC Procedure Maintenance window being displayed with information on the billed 
HCPC Procedure. 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


ACCIDENT Indicates whether the service was provided as a result of 
an accident 


0 Drop Down List Box Field


ATTACHMENT Indicates whether an attachment is present 0 Drop Down List Box Field
BILLED AMOUNT Amount requested by the provider for services rendered 9 Numeric Field
CERTIFICATION NUMBER A unique code used by a provider to allow for referred 


services for Managed Care 
2 Character Field


CLAIM STATUS Identifies the status of the claim within the system. 0 Drop Down List Box Field
CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field
DATE BILLED Date on which claim was submitted for processing 8 Date (CCYYMMDD) Field
DTL SECTION - BILLED 
AMT 


Amount of money requested for payment by a provider 
for services rendered 


9 Numeric Field


DTL SECTION – C.C. Indicates if the claim has passed through Claims 
Correction 


1 Character Field


DTL SECTION - DETAIL 
NO. 


The number of the detail on the claim record 2 Numeric Field


DTL SECTION - DETAIL 
STAT 


Indicates the status of the detail 1 Character Field


DTL SECTION - DIAG 
XREF 


Indicates which diagnosis or diagnoses is being treated 4 Character Field


DTL SECTION – EMRG Indicates whether service was provided as a result of an 
emergency situation 


0 Drop Down List Box Field


DTL SECTION - EP A composite of fields 24H and 24J on the HCFA 1500. 
Defines Family Planning or EPSDT and the 
referral/treatment information. 


2 Character Field


DTL SECTION - FROM DOS Date on which services were first performed 8 Date (CCYYMMDD) Field
DTL SECTION - LOC Site at which provider performed the service 1 Character Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - MODIFIER 
1 


Code used to further define a procedure provided 2 Character Field


DTL SECTION - MODIFIER 
2 


Code used to further define a procedure provided 2 Character Field


DTL SECTION - MODIFIER 
3 


Code used to further define a procedure provided 2 Character Field


DTL SECTION - MODIFIER 
4 


Code used to further define a procedure provided 2 Character Field


DTL SECTION - PI Indicates which pricing methodology was applied to the 
procedure performed 


1 Character Field


DTL SECTION - POS Location where service was rendered 2 Character Field
DTL SECTION - PREG Indicates whether service is related to condition of being 


pregnant 
0 Drop Down List Box Field


DTL SECTION - PROC 
CODE 


Code used to identify a specific procedure 6 Character Field


DTL SECTION - PROC 
REPLACED 


The original procedure Code submitted on the detail that 
was modified by bundling or unbundling a claim detail. 


6 Character Field


DTL SECTION – 
RENDERING 
PROVIDER 


Identification number of the provider performing the 
service 


9 Character Field


DTL SECTION –  
REF DETAIL LINE 


The detail number on the claim that this detail is 
associated with. 


4 Number Field


DTL SECTION - 
REFERRING  
PROVIDER 1 


The unique provider number of the provider who 
referred the patient for this service 


9 Character Field


DTL SECTION - 
REFERRING  
PROVIDER 2 


The unique provider number of the provider who 
referred the patient for this service 


9 Character Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - SYS Indicates if the detail is system generated 1 Alphanumeric Field
DTL SECTION - TO DOS Date on the claim in which services were last performed 8 Date (CCYYMMDD) Field
DTL SECTION - TPL 
DETAIL  
AMOUNT 


This is the total amount paid by this payer for this detail. 9 Number Field


DTL SECTION - UNITS 
ALWD 


Number of units of service that were allowed. For a 
denied detail, this amount should be zero. 


6 Number Field


DTL SECTION - UNITS 
BILLED 


Number of units of service that were provided 6 Numeric Field


FROM DOS Date on which services were first performed 8 Date (CCYYMMDD) Field
HOSPITAL FROM DOS Date on which recipient was admitted to inpatient 


hospital for which services are being billed 
8 Date (CCYYMMDD) Field


HOSPITAL TO DOS Date on which recipient was discharged from inpatient 
hospital for which services are being billed 


8 Date (CCYYMMDD) Field


ICN Internal control number which uniquely identifies a 
claim 


13 Character Field


MEDICAL REC NO. Identifies the Medical Record Number. 30 Character Field
NET BILLED AMOUNT Amount remaining on a claim after payment has been 


made by all other sources ( co-pay, TPL, etc.) 
9 Numeric Field


NEXT ICN This field will allow the user to enter the ICN of the 
next claim they would like to view 


13 Character Field


NO. OF DETAILS Indicates the number of detail service lines on the claim. 2 Numeric Field
PATIENT ACCT NO A unique value utilized by the provider to identify the 


medical records for this patient 
12 Character Field


PROVIDER/LOCATION The provider identification number and location that 
uniquely identifies the provider of services. 


10 Character Field


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-242 Library Reference Number: OKCA 
Revision Date: March 2005 


Version: 1.1 







Field Description Length Data Type 
Field 
Type


RECIP FIRST NAME The first name of the recipient associated with the RID 
number. If there is no association between the first name 
and the RID number the first character of the first name 
that was keyed will be displayed. 


15 Character Field


RECIP LAST NAME The last name of the recipient associated with the RID 
number. If there is no association between the last name 
and the RID number the first three characters of the last 
name that was keyed will be displayed. 


15 Character Field


REFERRING PROVIDER 1 The unique provider number of the provider who 
referred the patient for this service 


9 Character Field


REFERRING PROVIDER 2 The unique provider number of the provider who 
referred the patient for this service 


9 Character Field


RID NO. A system assigned number which uniquely identifies a 
recipient. 


12 Character Field


SIGNATURE Indicates whether the claim was signed by the provider 
or representative 


0 Drop Down List Box Field


SPENDDOWN AMT Amount of money that the recipient is responsible for 
paying 


9 Numeric Field


TO DOS Date on the claim in which services were last performed 8 Date (CCYYMMDD) Field
TOTAL TPL AMOUNT The total Claim TPL amount will equal the sum of the 


Header and Detail amounts. 
9 Number Field


TPL AMOUNT Amount paid by third party for services 9 Number Field
TXN TYPE This field is not currently used. 0 N/A Field


Field Edits


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the inquire button or hit enter. 
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Physician Diagnosis Codes 
When accessed from Claims Inquiry, this window is view - only. When accessed from Data Corrections, this window is 
editable. 
The Physician Diagnosis Code window allows the user to view the diagnosis pertinent to a paid, denied or suspended claim. It 
can also allow the user to add record associating physician diagnosis codes with a specific claim. The sequence number is 
incremented by the window when a new code is added, and is recalculated when a code is deleted. 


This window can be accessed from: Main Menu (Claims), Claims Menu (Inquiry), Claim Inquiry (Select), Suspended 
Physician Claim (Claim - Diagnosis).  


This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select], 
Physician Data Correction [Claim - Diagnosis]. 


Technical Name w_phys_diagnosis 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DELETE Delete button. 0 N/A Button 
DIAGNOSIS Indicates the diagnosis codes applicable to the 


claim 
7 Character Field 


EXIT Button to exit the window. 0 N/A Button 
ICN Internal control number which uniquely identifies 


a claim 
13 Character Field 


NEW New button. 0 N/A Button 
SAVE Button to save new and modified records. 0 N/A Button 
SEQ The sequence number associated with this 


diagnosis code; assigned by the system. 
1 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 


DELETE 6501 At least one Diagnosis Code is 
required! 


At least one diagnosis code must be kept. 


 6503 Claim Detail is dependent on this 
diagnosis! 


This record cannot be disassociated from this claim detail. 


 6504 Only the last Diagnosis Code may 
be deleted! 


For deletes, remove the last diagnosis code. 


DIAGNOSIS 91031 must be alphanumeric! Enter an alphanumeric value. 
 91052 is invalid! The double-clicked Diagnosis Code is invalid; enter a valid one 


before double-clicking. 
NEW 6502 Maximum number of codes already 


exists! 
No more records can be added. A record must be removed first.
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 Expected Date of Delivery 
The Expected Date of Delivery window allows the user to view the expected date of delivery for a recipient. This window is 
view-only when accessed through Claims Inquiry, and is editable when accessed through Data Corrections.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim [Claim - Expecting Date].  
This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select], 
Claim Correction [Claim - Expecting Date]. 
Technical Name w_phys_expect_dte 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DELIVERY DATE This field will display the expected date of 
delivery 


8 Date (CCYYMMDD) Field 


ICN Internal control number which uniquely identifies 
a claim 


13 Character Field 


 


Field Edits 


Field Error Code Message Correction 
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 Paid Physician Claim 
The Paid Physician Claim window is accessed by either entering the ICN, provider number, or recipient number, or by entering 
any of the optional information on the Claim Inquiry window. The physician details section of the window displays all the 
information entered in the detail lines of a Paid Physician's claim. The EOB/Errors button and menu options are enabled only if 
codes exist. The data window scrolls vertically when more than four details exist. 
 
This window can be accessed from Main Menu (Claims), Inquiry button, Perform Search and double click on the row or click 
Select 
 
Technical Name w_phys_paid 
PBL Name claim02.pbl 
Extra Features 
The Paid Physician Claim window gives the user access to the following windows:  
EOB/Errors - this will be enabled only if EOB/Error codes exist.  


The recipient database - this will access recipient information pertinent to the RID number on the screen. The provider 
database - this will access provider information pertinent to the provider identification number on the screen. The TPL 
database - this will access TPL information pertinent to the TPL amount on the screen. 
Double clicking on any field within the Paid Physician Claim window will result in the Inquire By window appearing. From 
this window the user can access the Provider, Recipient, or TPL database. Double clicking on any field within the Paid 
Physician Detail line will result in the HCPC Procedure Maintenance window being displayed with information on the billed 
HCPC Procedure. 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


ACCIDENT Indicates whether the service was provided as a 
result of an accident 


0 Drop Down List Box Field


ATTACHMENT Indicates whether an attachment is present 0 DropDownListBox Field
BILLED AMOUNT Amount requested by the provider for services 


rendered 
9 Numeric Field


CERTIFICATION NUMBER A unique code used by a provider to allow for 
referred services for Managed Care 


2 Character Field


CLAIM STATUS Identifies the status of the claim within the system 0 DropDownListBox Field
CLAIM TYPE Indicates the type of claim 0 DropDownListBox Field
CO-PAY AMOUNT Co-pay amount applicable to the claim 7 Numeric Field
DATE BILLED Date on which claim was submitted for processing 8 Date (CCYYMMDD) Field
DTL SECTION – ALLOWED 
AMT 


The lesser of the billed amount and the allowed 
amount on file 


9 Numeric Field


DTL SECTION - BILLED  
AMT 


Amount of money requested for payment by a 
provider for services rendered 


9 Numeric Field


DTL SECTION – C.C. Indicates if the claim has passed through Claims 
Correction 


1 Character Field


DTL SECTION - CO-PAY AMT Co-pay amount applicable to the claim 7 Numeric Field
DTL SECTION - DETAIL NO. The number of the detail on the claim record 2 Numeric Field
DTL SECTION - DETAIL STAT Indicates the status of the detail 1 Character Field
DTL SECTION - DIAG XREF Indicates which diagnosis or diagnoses is being 


treated 
4 Character Field


DTL SECTION - EMRG Indicates whether service was provided as a result 
of an emergency situation 


0 DropDownListBox Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - EP A composite of fields 24H and 24J on the HCFA 
1500. Defines Family Planning or EPSDT and the 
refferal/treatment information. 


0 Drop Down List Box Field


DTL SECTION- FROM DOS The first service date on which the detail service 
was performed. 


8 Date (CCYY/MM/DD) Field


DTL SECTION - LOC Site at which provider performed the service 1 Character Field
DTL SECTION - MODIFIERS 1, 
2, 3, 4 


Code used to identify the modifiers connected to 
the procedure code 


2 Character Field


DTL SECTION - PI Indicates which pricing methodology was applied 
to the procedure performed 


1 Character Field


DTL SECTION - POS Location where service was rendered 2 Character Field
DTL SECTION - PREG Indicates whether service is related to condition of 


being pregnant 
0 DropDownListBox Field


DTL SECTION - PROC CODE Code used to identify a medical, dental, or DME 
procedure 


6 Character Field


DTL SECTION - PROC 
REPLACED 


The original procedure code submitted on the 
detail that was modified by bundling or 
unbundling of the claim detail. 


6 Number  Field


DTL SECTION - REF DETAIL 
LINE 


The detail number on the claim that this detail is 
associated with 


3 Number Field


DTL SECTION - REFERRING  
PROVIDER 1 


The unique provider number of the provider who 
referred the patient for this service 


9 Character Field


DTL SECTION - REFERRING  
PROVIDER 2 


The unique provider number of the provider who 
referred the patient for this service 


9 Character Field


DTL SECTION - RENDERING  
PROVIDER 


Identification number of the provider performing 
the service 


9 Character Field


DTL SECTION -  SYS Indicates if the detail was created by the system 1 Character  Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION – TO DOS The last service date on which the detail service 
was performed. 


8 Date (CCYY/MM/DD) Field


DTL SECTION - TPL DETAIL  
AMOUNT 


Amount paid by a third party for services on the 
detail 


9 Numeric Field


DTL SECTION - UNITS ALWD Number of units of service that were paid 6 Number Field
DTL SECTION - UNITS BILLED Number of units of service that were provided 6 Number Field
FROM DOS Date on which services were first performed 8 Date (CCYYMMDD) Field
HOSPITAL FROM DOS Date on which recipient was admitted to inpatient 


hospital for which services are being billed 
8 Date (CCYYMMDD) Field


HOSPITAL TO DOS Date on which recipient was discharged from 
inpatient hospital for which services are being 
billed 


8 Date (CCYYMMDD) Field


ICN Internal control number which uniquely identifies 
a claim 


13 Character Field


MEDICAL REC NO. Identifies the medical record number 30 Character Field
NET BILLED AMOUNT Amount remaining on a claim after payment has 


been made by all other sources ( co-pay, TPL, etc.)
9 Numeric Field


NEXT ICN This field will allow the user to enter the ICN of 
the next claim they would like to view 


13 Numeric Field


NO. OF DETAILS Indicates the number of detail service lines on the 
claim 


2 Numeric Field


PATIENT ACCT NO A unique value utilized by the provider to identify 
the medical records for this patient 


12 Character Field


PROVIDER/LOCATION The provider identification number and location 
code that uniquely identifies the billing provider 


10 Character Field
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Field Description Length Data Type 
Field 
Type


RECIP FIRST NAME The first name of the recipient associated with the 
RID number. If there is no association between the 
first name and the RID number the first character 
of the first name that was keyed will be displayed. 


15 Character Field


RECIP LAST NAME The last name of the recipient associated with the 
RID number. If there is no association between the 
last name and the RID number the first three 
characters of the last name that was keyed will be 
displayed. 


15 Character Field


REFERRING PROVIDER 1 The unique provider number of the provider who 
referred the patient for this service 


9 Character Field


REFERRING PROVIDER 2 The unique provider number of the provider who 
referred the patient for this service 


9 Character Field


RID NO. An assigned number which uniquely identifies a 
recipient 


12 Character Field


SIGNATURE Indicates whether the claim was signed by the 
provider or representative 


0 DropDownListBox Field


SPENDDOWN AMT Amount of money that the recipient is responsible 
for paying for services rendered 


9 Numeric Field


TO DOS Date on the claim in which services were last 
performed 


8 Date (CCYYMMDD) Field


TOTAL REIMB. AMOUNT The total amount the provider received 9 Numeric Field
TOTAL TPL AMOUNT The sum of the header and detail TPL amounts 


paid by other payers 
9 Numeric Field


TPL AMOUNT Amount paid by third party for services 9 Numeric Field
TPL RECOV AMT The casualty case recovery amount populated from 


the Settlement window 
9 Numeric Field


TXN TYPE This field is not currently used 0 N/A Field
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Field Description Length Data Type 
Field 
Type


WARRANT AMT Payment amount to provider 9 Number Field


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the Inquire button or hit 
enter 
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Suspended Physician Claim 
The Suspended Physician Claim window is accessed by either entering the ICN, provider number, or recipient number, or by 
entering any of the optional information on the Claim Inquiry window. The physician details section of the window displays all 
the information entered in the detail lines of a Suspended Physician's claim. The EOB/Errors button and menu options are 
enabled only if codes exist. The data window scrolls vertically when more than four details exist. 
 
This window can be accessed from Main Menu (Claims), Inquiry button, Perform Search and double click on the row or click 
Select. 
 
Technical Name w_phys_suspended 
PBL Name claim02.pbl 
Extra Features 
The Suspended Physician Claim window gives the user access to the following windows: 
EOB/Errors - this will be enabled only if EOB/Error codes exist. The recipient database - this will access recipient information 
pertinent to the RID number on the screen. 


The provider database - this will access provider information pertinent to the provider identification number on the screen. 


The TPL database - this will access TPL information pertinent to the TPL amount on the screen. 


Double clicking on any field within the Suspended Physician Claim window will result in the Inquire By window appearing. 
From this window the user can access the Provider, Recipient, or TPL database. 
Double clicking on any field within the Suspended Physician Detail line will result in the HCPC Procedure Maintenance 
window being displayed with information on the billed HCPC Procedure. 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


ACCIDENT Indicates whether the service was provided as a 
result of an accident 


1 Drop Down List Box Field


ATTACHMENT Indicates whether an attachment is present 0 Drop Down List Box Field
BILLED AMOUNT Amount requested by the provider for services 


rendered 
9 Number Field


CERTIFICATION NUMBER A unique code used by a provider to allow for 
referred services for Managed Care 


2 Character Field


CLAIM STATUS Identifies the status of the claim within the system 0 Drop Down List Box Field
CLAIM TYPE Indicates the type of claim 0 Drop Down List Box Field
DATE BILLED Date on which claim was submitted for processing 8 Date (CCYYMMDD) Field
DTL SECTION - BILLED AMT Amount requested by a provider for services 


rendered 
9 Number Field


DTL SECTION – C.C. Indicates if the claim has passed through Claims 
Correction 


1 Character Field


DTL SECTION - DETAIL NO. The number of the detail on the claim record 3 Number Field
DTL SECTION - DETAIL STAT Indicates the status of the detail 1 Character Field
DTL SECTION - DIAG XREF Indicates which diagnosis or diagnoses is being 


treated 
4 Character Field


DTL SECTION - EMRG Indicates whether service was provided as a result 
of an emergency situation 


0 DropDownListBox Field


DTL SECTION - FP A composite of fields 24H and 24J on the HCFA 
1500. Defines Family Planning or EPSDT and the 
refferal/treatment information. 


2 Character Field


DTL SECTION - FROM DOS Beginning date of service on the claim 8 Date (CCYYMMDD) Field
DTL SECTION - LOC The location code of the rendering provider 1 Character Field
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Field Description Length Data Type 
Field 
Type


DTL SECTION - MODIFIERS 1, 
2, 3, 4 


Code used to further define a procedure provided 2 Character Field


DTL SECTION - PI Indicates which pricing methodology was applied to 
the procedure performed 


1 Character Field


DTL SECTION - POS Location where service was rendered 2 Character Field
DTL SECTION - PREG Indicates whether service is related to a condition of 


being pregnant 
0 DropDownListBox Field


DTL SECTION - PROC CODE Code used to identify a specific procedure 6 Character Field
DTL SECTION - PROC 
REPLACED 


The original procedure Code submitted on the detail 
that was modified by bundling or unbundling of the 
claim detail. 


6 Character Field


DTL SECTION - REF DETAIL 
LINE 


The detail number on the claim that this detail is 
associated with 


3 Number Field


DTL SECTION - REFERRING  
PROVIDER 1 


Identifies a provider or a case manager who refers 
recipient to another provider for services. 


9 Character Field


DTL SECTION - REFERRING  
PROVIDER 2 


Identifies a provider or a case manager who refers 
recipient to another provider for services. 


9 Character Field


DTL SECTIOIN - RENDERING  
PROVIDER 


The identifier and service location for the 
performing provider. 


10 Character Field


DTL SECTION - SYS Indicates if the detail was created by the system 1 Character  Field
DTL SECTION - TO DOS Ending date of service on the claim 8 Date (CCYYMMDD) Field
DTL SECTION - TPL DETAIL  
AMOUNT 


This is the total amount paid by this payer for this 
detail. 


9 Number Field


DTL SECTION - UNITS ALWD Number of units of service that were allowed. For a 
denied detail, this amount should be zero. 


6 Number Field


DTL SECTION - UNITS BILLED Number of units of service that were provided 6 Number Field
FROM DOS Date on which services were first performed 8 Date (CCYYMMDD) Field


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-262 Library Reference Number: OKCA 
Revision Date: March 2005 


Version: 1.1 







Field Description Length Data Type 
Field 
Type


HOSPITAL FROM DOS Date on which recipient was admitted to inpatient 
hospital for which services are being billed 


8 Date (CCYYMMDD) Field


HOSPITAL TO DOS Date on which recipient was discharged from 
inpatient hospital for which services are being billed


8 Date (CCYYMMDD) Field


ICN Internal control number which uniquely identifies a 
claim 


13 Character Field


MEDICAL REC NO. Identifies the Medical Record Number. 30 Character Field
NET BILLED AMOUNT Amount remaining on a claim after payment has 


been made by all other sources ( co-pay, TPL, etc.) 
9 Number Field


NEXT ICN This field will allow the user to enter the ICN of the 
next claim they would like to view 


13 Character Field


NO. OF DETAILS Indicates the number of detail service lines on the 
claim 


3 Number Field


PATIENT ACCT NO A unique value utilized by the provider to identify 
the medical records for this patient 


12 Character Field


SPENDDOWN AMT Amount of money that the recipient is responsible 
for paying 


9 Number Field


PROVIDER/LOCATION The provider identification number and location that 
uniquely identifies the provider of services 


10 Character Field


RECIP FIRST NAME The first name of the recipient associated with the 
RID number. If there is no association between the 
first name and the RID number, the first character 
of the first name that was keyed will be displayed. 


15 Character Field


RECIP LAST NAME The last name of the recipient associated with the 
RID number. If there is no association between the 
last name and the RID number, the first three 
characters of the last name that was keyed will be 
displayed. 


15 Character Field
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Field Description Length Data Type 
Field 
Type


RID NO. A system assigned number which uniquely 
identifies a recipient 


12 Character Field


SIGNATURE Indicates whether the claim was signed by the 
provider or representative 


0 Drop Down List Box Field


TO DOS Date on the claim in which services were last 
performed 


8 Date (CCYYMMDD) Field


TOTAL TPL AMOUNT The total Claim TPL amount will equal the sum of 
the Header and Detail amounts. 


9 Number Field


TPL AMOUNT Amount paid by third party for services 9 Number Field
TXN TYPE This field is not currently used 0 N/A Field


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the inquire button or hit 
enter. 
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Pos ProDUR txn log 
This web-based screen will display POS/ProDUR transaction log data using the converted XML POS transaction data. The 
OHCA screen shot below is just an example of how the final screens might look.
Technical Name w_pos_log 
PBL Name clmxx.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


Field Edits 


Field Error Code Message Correction 
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Select Sort Order 
Access the Select Sort Order window from Claim Inquiry window or under Options on the TPL Birth Expend Search window's 
menu bar. It will allow users to sort the data a number of ways under the Select Sort Order window. Sort with up to four 
different criteria. Sort in either ascending or descending order. 
Technical Name w_sort_order 
PBL Name main01.pbl 
Extra Features 
 


 


Field Descriptions 


Field Description Length Data Type Field Type 


AMT. BILLED Identifies the column names for the sort criteria to 
be executed 


0 Radio Button Field 


AMT. PAID Identifies the column names for the sort criteria to 
be executed 


0 Radio Button Field 


ASC Identifies which way the sort will be executed 0 Radio Button Field 
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Field Description Length Data Type Field Type 


CLAIM TYPE Identifies the column names for the sort criteria to 
be executed 


0 Radio Button Field 


DATE PAID Identifies the column names for the sort criteria to 
be executed 


0 Radio Button Field 


DESC Identifies which way the sort will be executed 0 Radio Button Field 
FDOS Identifies the column names for the sort criteria to 


be executed 
0 Radio Button Field 


ICN Identifies the column names for the sort criteria to 
be executed 


0 Radio Button Field 


NONE Identifies the column names for the sort criteria to 
be executed 


0 Radio Button Field 


RID NO. Identifies the column names for the sort criteria to 
be executed 


0 Radio Button Field 


STATUS Identifies the column names for the sort criteria to 
be executed 


0 Radio Button Field 


TDOS Identifies the column names for the sort criteria to 
be executed 


0 Radio Button Field 


Field Edits


Field Error Code Message Correction 
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UB92 Condition Codes 
The UB92 Condition Codes window displays the Condition Codes applicable to the claim. These codes are generated to 
identify conditions relating to this bill that may affect payer processing. 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Claim - Condition].  
This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended UB92 Claim [Claim -Condition]. 
Technical Name w_ub92_condition 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


CONDITION A code used to identify conditions relating to this 
bill that may affect payer processing 


2 Number Field 


DELETE Delete button. 0 N/A Button 
EXIT Button to exit the window. 0 N/A Button 
ICN Internal control number which uniquely identifies 


a claim 
13 Character Field 


NEW New button. 0 N/A Button 
SAVE Button to save new and modified records. 0 N/A Button 
SEQ Sequence numbers as they appeared on the claim 2 Number Field 


Field Edits 


Field Error Code Message Correction 
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 Denied UB92 Claim 
The Denied UB92 Claim window is accessed by either entering the ICN, provider number, or recipient number, or by entering 
any of the optional information on the Claim Inquiry window. The UB92 Details section of the window displays all the 
information entered in the detail lines of a Denied UB92 Claim. The EOB/Errors button and menu options are enabled only if 
codes exist. The data window scrolls vertically when more than four details exist. 
 
This window can be accessed from Main Menu (Claims), Inquiry button, Perform Search and double click on the row or click 
Select. 
Technical Name w_ub92_denied 
PBL Name claim02.pbl 
Extra Features 
The Suspended UB92 Claim window gives the user access to the following windows:  
EOB/Errors - this will be enabled only if EOB/Error codes exist. The recipient database - this will access recipient information 
pertinent to the RID number on the screen. The provider database - this will access provider information pertinent to the 
provider identification number on the screen. The TPL database - this will access TPL information pertinent to the TPL 
amount on the screen. 


Double clicking on any field within the Suspended UB92 Claim window will result in the Inquire By window appearing. From 
this window the user can access the Provider, Recipient, or TPL database.  
Double clicking on any field on the detail line of the Suspended UB92 Claim window will result in the Inquire By window 
appearing. From this window the user can access the Reference database for either the revenue code or procedure code billed 
on the claim. 
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Field Descriptions 


Field Description Length Data Type 


ADMIT DATE The date the patient was admitted to the 
facility for care 


8 Date (CCYYMMDD) 


ADMIT SRC A code indicating the source of admission 1 Alphanumeric 
ADMIT TIME The time that the recipient was admitted 4 Number 
ADMIT TYPE Code indicating the priority of this admission 1 Character 
ALLOWED AMOUNT Amount allowed to the provider 9 Numeric 
BILLED AMOUNT Amount requested by the provider for services 


rendered 
9 Numeric 


CERT CODE A unique code used by a provider to allow for 
referred services for Managed Care. 


2 Character 


CLAIM STATUS This field will display the status of the claim 0 Drop Down List Box 
CLAIM TYPE Indicates the type of claim 0 Drop Down List Box 
DATE BILLED Date on which claim was submitted for 


processing 
8 Date (CCYYMMDD) 


DAYS COVERED Number of days covered by the primary payer 3 Numeric 
DTL SECTION - BILLED AMT Amount of money requested for payment by a 


provider for services rendered. 
9 Numeric 


DTL SECTION - DETAIL NO. Indicates the number of detail service lines on 
the claim 


3 Numeric 


DTL SECTION - DETAIL STAT Indicates the status of the detail 1 Character 
DTL SECTION - DETAIL SYS Indicates if the detail was system generated 1 Alphanumeric 
DTL SECTION - FDOS Beginning date of service on the claim 8 Date (CCYYMMDD) 
DTL SECTION - LOC Indicates the level of care used to price the 


detail 
1 Character 


DTL SECTION - MODIFIERS 1, 2, 3, 4 Code used to further define a procedure 
provided 


2 Character 
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Field Description Length Data Type 


DTL SECTION- OTHER PROV  
LICENSE 1 


The license number of the physician other than 
the attending physician 


10 Character 


DTL SECTION - OTHER PROV  
LICENSE 2 


The license number of the physician other than 
the attending physician 


10 Character 


DTL SECTION - PRESCRIB PROVIDER The license number of the physician who 
normally certifies or re-certifies the medical 
necessity of the services rendered and/or who 
has primary responsibility for the patient's 
medical care and treatment. 


10 Character 


DTL SECTION - PRICING INDICATOR Indicates which pricing methodology was 
applied to the procedure provided 


1 Character 


DTL SECTION - REF DETAIL LINE The detail number on the due to bundling of 
services claim this detail is associated with. 


3 Number 


DTL SECTION - REV CODE The code that identifies a specific 
accommodation or ancillary service 


3 Numeric 


DTL SECTION – TDOS Ending date of service on the claim 8 Date (CCYYMMDD) 
DTL SECTION - TPL DETAIL AMT The amount paid by third party for services, at 


the claim detail level. 
9 Number 


DTL SECTION - UNITS BILLED The number of units billed 6 Numeric 
FROM DOS Beginning date of service on the claim 8 Date (CCYYMMDD) 
ICN Internal control number which uniquely 


identifies a claim 
13 Character 


MEDICAL REC NO. Identifies the Medical Record Number. 30 Character 
NEXT ICN This field will allow the user to enter the ICN 


of the next claim they would like to view 
13 Character 


NO. OF DETAILS The number of detail service lines on the claim 3 Numeric 
OTHER PROV LICENSE 1 The license number of the physician other than 


the attending physician 
10 Character 
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Field Description Length Data Type 


OTHER PROV LICENSE 2 The license number of the physician other than 
the attending physician 


10 Character 


OVERHEAD AMOUNT Extra dollar amount paid to Home Health 
providers.  This field is not currently used. 


9 Number 


PATIENT ACCT NO Patient's unique identification number assigned 
by the provider to track the patient's financial 
records 


12 Character 


PATIENT STATUS Codes indicating the patient's status as of the 
ending service date of the period covered on 
the claim 


2 Character 


PRESCRIBING PROVIDER The license number of the physician who 
normally certifies or re-certifies the medical 
necessity of the services rendered and/or who 
has primary responsibility for the patient's 
medical care and treatment. 


10 Character 


PROC CODE Identifies the HCPCS code used for the detail 6 Character 
PROVIDER/LOCATION The billing provider identification number and 


location that uniquely identifies the provider of 
services 


10 Character 


RECIP FIRST NAME The first name of the recipeint associated with 
the RID. If there is no association between the 
first name and the RID number the first 
character of the first name that was keyed will 
be displayed. 


15 Character 


RECIP LAST NAME The last name of the recipient associated with 
the RID. If there is no association between the 
last name and the RID number the first three 
characters of the last name that was keyed will 
be displayed. 


15 Character 
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Field Description Length Data Type 


RID NO A system assigned number which uniquely 
identifies a recipient 


12 Character 


SIGNATURE Indicates whether the claim was signed by the 
provider or representative 


0 Drop Down List Box 


TO DOS Ending date of service on the claim 8 Date (CCYYMMDD) 
TOTAL DAYS The number of day billed on the claim 3 Numeric 
TOTAL TPL AMOUNT The sum of the TPL amounts at the header and 


detail levels. 
9 Number 


TPL AMOUNT Amount paid by third party for services, at the 
claim header level. 


8 Number 


TXN TYPE This field is not currently used 0 N/A 
TYPE OF BILL A code indicating the specific type of bill 3 Character 


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the inquire button or hit 
enter. 
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UB92 Diagnosis Codes 
When accessed from Claims Inquiry, this window is view - only. When accessed from Data Corrections, this window is 
editable. 


 
The UB92 Diagnosis Codes window displays the Diagnosis Codes applicable to the claim that is in suspense. This window 
includes the primary and other ICD-9-CM diagnosis codes. The primary diagnosis code is the ICD-9-CM code describing the 
condition established after study to be chiefly responsible for the reason of admitting the patient. The other diagnosis codes are 
the ICD-9-CM codes corresponding to additional conditions that coexist, or develop after, the time of admission and have an 
effect on the treatment received or the length of stay.  The sequence number is incremented by the window, and is recalculated 
after a record is added or deleted.  


This window can be accessed from: Main Menu (Claims), Claims Menu (Inquiry), Claim Inquiry (Select), Suspended UB92 
Claim (Claim - Diagnosis).  
This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select], 
UB92 Data Correction [Claim - Diagnosis]. 
 
Technical Name w_ub92_diagnosis 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DELETE Delete button. 0 N/A Button 
DIAGNOSIS Code used to identify the primary or other 


diagnoses 
7 Character Field 


ICN Internal control number that uniquely identifies a 
claim 


13 Character Field 


NEW New button. 0 N/A Button 
SEQ The sequence number as they appeared on the 


claim 
2 Number Field 
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Field Edits 


Field Error Code Message Correction 


DELETE 6501 At least one Diagnosis Code is required! At least one diagnosis code must be kept. 
DIAGNOSIS 91031 must be alphanumeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
NEW 6502 Maximum number of codes already exists! No more records can be added for this claim 


without first removing one. 
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UB92 ICD-9-CM Procedure Codes 
The UB92 ICD-9-CM Procedure Codes window displays the ICD-9-CM Procedure Codes applicable to the claim. This 
window includes both the principal and other ICD-9-CM procedure codes. The principal procedure code is the ICD-9-CM 
code that identifies the procedure performed during the period covered by this bill and the date on which the principal 
procedure was performed. The other procedure codes are the ICD-9-CM codes that identify all significant procedures other 
than the principal procedure and the dates on which they were performed.  
This window can be accessed from: Main Menu [Claims], Claims Menu [Adjustments], Adjustment Menu [Adjustment 
Search], Adjustment Search [Verify Claims], Net Verification [Correct], UB92 Data Correction [Claim - ICD-9-CM].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Claim - ICD-9-CM]. 


Technical Name w_ub92_icd9cm 
PBL Name claim01.pbl 
Extra Features 


 


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-282 Library Reference Number: OKCA 
Revision Date: March 2005 


Version: 1.1 
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Field Descriptions 


Field Description Length Data Type Field Type


DATE Date the ICD-9-CM procedure was performed 8 Date (CCYYMMDD) Field 
DELETE Button to delete existing records. 0 N/A Button 
EXIT Button to exit the window. 0 N/A Button 
ICD-9-CM PROCEDURE Code used to identify the principal or other 


procedures 
6 Number Field 


ICN Internal control number which uniquely identifies 
a claim 


13 Character Field 


NEW Button to insert a new record. 0 N/A Button 
SAVE Button to save new and modified records. 0 N/A Button 
SEQ The sequence number as they appeared on the 


claim 
4 Number Field 


Field Edits 


Field Error Code Message Correction 


DATE 91001 Invalid Date (CCYYMMDD)! Enter a date in the format CCYYMMDD. 
 91003 Date is required! Enter a date value. 
 91022 Date cannot be greater than Today's Date! Enter a date less than or equal to today's 


date. 
ICD-9-CM PROCEDURE 91031 must be alphanumeric! Enter an alphanumeric value. 
 91052 is invalid! Enter a code which currently exists. 
NEW 6502 Maximum number of codes already 


exists! 
Only 24 entries can be added, ensure 24 
entries do not already exist for this claim. 


SAVE 6512 Save despite errors? Choose Save if you wish to save this 
record with errors. 
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UB92 Inpatient DRG and LOC Inquiry 
The UB92 Inpatient DRG/LOC Inquiry window allows the user to view the DRG and LOC data for the claim. This window is 
not currently used. 
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Claim - Inpatient]. This window can be 
accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-Suspended UB92 Claim 
[Claim - Inpatient]. 
 
Technical Name w_ub92_inpatient 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


2ND DRG DIAGNOSIS Secondary diagnosis code on the claim 7 Character Field 
3RD DRG DIAGNOSIS Third diagnosis code on the claim 7 Character Field 
BASE PAYMENT AMOUNT The rate determined by multiplying the State assigned 


"base" payment amount by the relative weight 
assigned by the DRG grouper 


9 Numeric Field 


CAPTIAL COST The additional payment adjustment for new 
construction or equipment 


9 Number Field 


CC DIAGNOSIS CC's are complications or comorbid conditions. 
Comorbidity is a pre-existing condition that, because 
of its presence with a diagnosis, causes an increase in 
length of stay by at least one day in approximately 75 
percent of the cases. Complication is a condition that 
arose during the period of hosptialization that 
prolonged the length of stay at least one day in 
approximately 75 percent of the cases. 


6 Character Field 


DRG A code identifying the classification of diagnoses in 
which patients demonstrate similar resource 
consumption and length of stay patterns 


4 Character Field 


ICN Internal control number which uniquely identifies a 
claim 


13 Character Field 


LEVEL OF CARE A per diem rate that is paid for treatment of a 
diagnosis or performing a procedure that is not paid 
through the DRG system 


3 Character Field 


MDC A broad classification of diagnoses which group 
DRGs into one of the mutually exclusive MDCs 


2 Character Field 


MEDICAL EDUCATION COST The cost incurred by a specific hospital for training 
physicians, nurses, and other health care professionals 


9 Numeric Field 
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Field Description Length Data Type Field Type 


O.R. PROCEDURE A procedure that falls into a pre-defined group of 
procedures that normally require the use of an 
operating room 


7 Character Field 


OUTLIER An inpatient stay that is based on the total billed 
amount and exceeds a predetermined threshold 
defined as the greater of twice the DRG rate or 
$25,000 


9 Numeric Field 


OUTLIER INDICATOR Indicates if the Inpatient stay has met outlier payment 
criteria. 


1 Character Field 


TOTAL Sum of the Base Payment Amount, Outlier, Capital 
Cost and the Medical Education Cost. 


9 Numeric Field 


Field Edits 


Field Error Code Message Correction 
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UB92 DRG Manual Pricing 


The DRG Manual Pricing window will allow the user to enter DRG and MDC values used to price DRG inpatient claims. This 
is a response window that will open automatically from the UB92 Data Correction window when the user is editing an 
inpatient claim, enters a value in the Allowed Amount field of the first detail, and the provider meets DRG pricing 
requirements.  


This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Claim - Inpatient]. This DRG Manual Pricing 
window can also be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended UB92 Claim [Claim - Inpatient]. 
 
Technical Name w_ub92_drg_man_pricing 
PBL Name claim02.pbl 
Extra Features 
 


 


Section 8: Claims Windows Claims Adjustments Procedures Manual 


8-288 Library Reference Number: OKCA 
Revision Date: May 2007 


Version: 3.3 







Field Descriptions 


Field Description Length Data Type Field Type 


ICN Internal control number which uniquely identifies a 
claim. 


13 Character Field 


DRG A code identifying the classification of diagnoses in 
which patients demonstrate similar resource 
consumption and length of stay patterns. 


4 Character Field 


DRG Description (Not labeled) This is a field used to describe a DRG grouping. The 
DRG code and description are obtained from HCIA.   


40 Character Field 


MDC A broad classification of diagnoses which group 
DRGs into one of the mutually exclusive MDCs. 


2 Character Field 


MDC Description (Not labeled) This is a field used to describe a MDC. The MDC 
code and description are supplied by HCIA.   


40 Numeric Field 


Field Edits 


Field Error Code Message Correction 


ICN 80045 To complete DRG manual pricing for this Inpatient claim, 
DRG and MDC values must be entered! 


Values must be entered before user 
may exit window. 


DRG 91029 DRG value must be numeric! DRG must be four numeric characters 
to be valid. 


 91080 DRG is required! DRG value must be entered. 
 91106 DRG value not found! DRG not located on code table and is 


invalid. 
MDC 91029 MDC value must be numeric! MDC must be two numeric characters 


to be valid. 
 91080 MDC is required! MDC value must be entered. 
 91106 MDC value not found! MDC not located on code table and is 


invalid. 
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UB92 Occurrence Codes 
The UB92 Occurrence Codes window displays the Occurrence Codes applicable to the claim. This window includes the code 
and dates the event took place.   
 
This window can be accessed from: I. Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select]. UB92 Data Correction (Claim-Occurrence). II. Main Menu [Claims], 
Claims Menu [Data Corrections], Claim Suspense Listing [Select]. III. Main Menu [Claims], Claims Menu [Adjustments], 
Adjustment Menu [Adjustment Search], Adjustment Search [Verify Claims], Net Verification [Correct]. 
 
Technical Name w_ub92_occurrence 
PBL Name claim01.pbl 
Extra Features 
Added functionality to display 'Occurrence Code Qualifier'. 
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Field Descriptions 


Field Description Length Data Type 
Field 
Type


BEGIN DATE The date when the occurrence code began 8 Date (CCYYMMDD) Field
END DATE The date when the occurrence code ended 8 Date (CCYYMMDD) Field
ICN Internal control number which uniquely identifies 


a claim 
13 Character Field


OCCURRENCE CODE The code identifying a significant event relating 
to this bill that may affect payer processing 


2 Character Field


OCCURRENCE CODE QUALIFIER BH indicates 'Regular Occurrence Code; BI 
indicates Occurrence span code 


3 Character Field
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Field Description Length Data Type 
Field 
Type


SEQ The sequence number as they appeared on the 
claim 


4 Number Field


Field Edits 


Field Error Code Message Correction 
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Paid UB92 Claim 
The Paid UB92 Claim window is accessed by either entering the ICN, provider number, or recipient number, or by entering 
any of the optional information on the Claim Inquiry window. The UB92 Details section of the window displays all the 
information entered in the detail lines of a Paid UB92 Claim. The EOB/Errors button and menu options are enabled only if 
codes exist. The data window scrolls vertically when more than four details exist. 
 
This window can be accessed from Main Menu (Claims), Inquiry button, Perform Search and double click on the row or click 
Select. 


Technical Name w_ub92_paid 
PBL Name claim02.pbl 
Extra Features 
The Paid UB92 Claim window gives the user access to the following windows:  
EOB/Errors - this will be enabled only if EOB/Error codes exist. The recipient database - this will access recipient information 
pertinent to the RID number on the screen. The provider database - this will access provider information pertinent to the 
provider identification number on the screen. The TPL database - this will access TPL information pertinent to the TPL 
amount on the screen. 


Double clicking on any field within the Paid UB92 Claim window will result in the Inquire By window appearing. From this 
window the user can access the Provider, Recipient, or TPL database.  
Double clicking on any field on the detail line of the Paid UB92 Claim window will result in the Inquire By window 
appearing. From this window the user can access the Reference database for either the revenue code or procedure code billed 
on the claim. 
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Field Descriptions 


Field Description Length Data Type 


ADMIT DATE The date the patient was admitted to the facility for 
care 


8 Date (CCYYMMDD) 


ADMIT SRC A code indicating the source of admission 1 Alphanumeric 
ADMIT TIME The time that the recipient was admitted 4 Character 
ADMIT TYPE Code indicating the type of this admission 2 Character 
ALLOWED AMOUNT Amount allowed to the provider 9 Number 
ATTENDING PHYSICIAN ID Attending physician's prescribing number 10 Character 
BILLED AMOUNT Amount requested by the provider for services 


rendered 
9 Number 


CERT CODE Code used to identify the certification of the 
recipient 


2 Character 


CLAIM STATUS This field will display the status of the claim 0 Drop Down List Box 
CLAIM TYPE Indicates the type of claim 0 Drop Down List Box 
CO-PAY AMT The sum of all the detail co-pay amounts applicable 


to the claim. 
9 Number 


DATE BILLED Date on which claim was submitted for processing 8 Date (CCYYMMDD) 
DAYS COVERED Number of days covered by the primary payer 3 Numeric 
DISP SHARE AMOUNT The lost opportunity costs.  This field is not 


currently used. 
9 Number 


DTL SECTION - ALLOWED AMT The lesser of the billed amount and the allowed 
amount on file (applies to Home Health and 
Outpatient Claims only) 


9 Numeric 


DTL SECTION – ATTENDING  
PHYSICIAN ID 


The number of the licensed physician who would be 
expected to certify and recertify the medical 
necessity of the services rendered and/or who has 
primary responsibility for the patient's medical care 
and treatment. 


10 Character 
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Field Description Length Data Type 


DTL SECTION - BILLED AMT Amount of money requested for payment by a 
provider for services rendered 


9 Number 


DTL SECTION - CO-PAY AMT Co-pay amount applicable to the claim detail. 9 Numeric 
DTL SECTION - DETAIL NO. Identifies which detail the information is for 3 Numeric 
DTL SECTION - DETAIL STAT Indicates the status of the detail 1 Character 
DTL SECTION - DETAIL SYS Indicates if the detail was system generated 1 Alphanumeric 
DTL SECTION - FDOS Beginning date of service on the claim 8 Date (CCYYMMDD) 
DTL SECTION - LOC Indicates the level of care used to price the detail 1 Character 
DTL SECTION - MODIFIERS 1, 2, 3, 
4 


Code used to further define a procedure provided 2 Character 


DTL SECTION - OTHER PROV  
LICENSE 1 


The license number of the physician other than the 
attending physician 


10 Character 


DTL SECTION - OTHER PROV  
LICENSE 2 


The license number of the physician other than the 
attending physician 


10 Character 


DTL SECTION - PRICING 
INDICATOR 


Indicates which pricing methodology was applied to 
the procedure provided 


1 Character 


DTL SECTION - PROC CODE Identifies the HCPCS code used for the detail 6 Character 
DTL SECTION - REF DETAIL LINE The detail number on the due to bundling of services 


claim this detail is associated with. 
3 Number 


DTL SECTION - REV CODE The code that identifies a specific accommodation or 
ancillary service 


3 Numeric 


DTL SECTION - TDOS Ending date of service on the claim 8 Date (CCYYMMDD) 
DTL SECTION - TPL DETAIL AMT The amount paid by third party for services, at the 


claim detail level. 
9 Number 


DTL SECTION - UNITS ALWD Number of units of service that were paid 6 Numeric 
DTL SECTION - UNITS BILLED The number of units billed 6 Numeric 
FROM DOS Beginning date of service on the claim 8 Date (CCYYMMDD) 
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Field Description Length Data Type 


ICN Internal control number which uniquely identifies a 
claim 


13 Character 


MEDICAL REC NO. Identifies the Medical Record Number. 30 Character 
NEXT ICN This field will allow the user to enter the ICN of the 


next claim they would like to view 
13 Character 


NO OF DETAILS The number of detail service lines on the claim 3 Numeric 
NON-COVERED DAYS The number of days that were not covered 3 Numeric 
OTHER PROV LICENSE 1 The license number of the physician other than the 


attending physician 
10 Character 


OTHER PROV LICENSE 2 The license number of the physician other than the 
attending physician 


10 Character 


OVERHEAD AMOUNT Extra dollar amount paid to Home Health providers.  
This field is not currently used. 


9 Number 


PATIENT ACCT NO Patient's unique identification number assigned by 
the provider to track the patient's financial records 


12 Character 


PATIENT STATUS Codes indicating the patient's status as of the ending 
service date of the period covered on the claim 


2 Character 


PROVIDER/LOCATION The billing provider identification number and 
location that uniquely identifies the provider of 
services 


10 Character 


RECIP FIRST NAME The first name of the recipient associated with the 
RID. If there is no association between the first 
name and the RID number the first character of the 
first name that was keyed will be displayed. 


15 Character 


RECIP LAST NAME The last name of the recipient associated with the 
RID. If there is no association between the last name 
and the RID number the first three characters of the 
last name that was keyed will be displayed. 


15 Character 
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Field Description Length Data Type 


RID NO A system assigned number which uniquely identifies 
a recipient 


12 Numeric 


SIGNATURE Indicates whether the claim was signed by the 
provider or representative 


0 Drop Down List Box 


TOTAL DAYS The number of day billed on the claim 3 Numeric 
TO DOS Ending date of service on the claim 8 Date (CCYYMMDD) 
TOTAL REIMB Total amount the provider receives 9 Number 
TOTAL TPL AMOUNT The total Claim TPL amount will equal the sum of 


the Header and Detail amounts. 
9 Number 


TPL AMOUNT Amount paid by third party for services 9 Number 
TPL RECOV AMT The casualty case recovery amount populated from 


the Settlement window 
9 Numeric 


TXN TYPE This field is not currently used 0 N/A 
TYPE OF BILL A code indicating the specific type of bill 3 Character 
WARRANT AMOUNT Payment amount to provider 9 Number 
 


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the inquire button or hit 
enter 
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LTC Tiered Reimbursement Bonus 
The LTC Tiered Reimbursement Bonus window is inquiry-only and displays bonus data related to Paid UB04 (formerly 
UB92) LTC claims. 
This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [enter criteria, Search].  If 
only one claim is returned, the Paid UB92 Claim window opens.  Otherwise, double-click or highlight the row [Select].  Paid 
UB04 Claim [Options menu item], [LTC Tiered Reimb menu item].  


Technical Name w_ub92_ltc_reimb_bonus 
PBL Name claim02.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


Date Used This is the date of first service for the UB04 LTC 
claim. 


8 Numeric Field 


Detail Number This is the detail number of the UB04 LTC claim 4 Numeric Field 
ICN Internal control number which uniquely identifies 


a claim. 
13 Character Field 


Per Diem Bonus This is the bonus amount assigned to the related 
score.   


9 Numeric Field 


Score Used This is the assigned reimbursement score. Valid 
values are 1-10. 


2 Character Field 


Total Bonus This is the bonus amount added to the system-
determined location rate for a detail record.   


9 Numeric Field 


Field Edits 


Field Error Code Message Correction 
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UB92 Payer Information 
The UB92 Payer Information window displays the payer information applicable to the claim. This window includes the payer's 
code, prior payment amount, and the estimated amount due. 
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Claim - Payer].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended UB92 Claim [Claim - Payer]. 


Technical Name w_ub92_payer 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


DELETE Button to delete existing records. 0 N/A Button 
ESTIMATED AMT DUE The amount estimated by the hospital that is due 


from the payer 
9 Numeric Field 


EXIT Button to exit the window. 0 N/A Button 
ICN Internal control number which uniquely identifies 


a claim 
13 Character Field 


PAYER CODE The code that identifies each organization from 
which the provider might expect some payment 
for the bill 


1 Character Field 


PRIOR PAYMENT AMT The amount the hospital has received toward 
payment of this bill prior to the billing date by the 
payer 


9 Numeric Field 


SAVE Button to save new and modified records. 0 N/A Button 
SEQ The sequence of the payer information as they 


appeared on the claim 
4 Number Field 


Field Edits 


Field Error Code Message Correction 
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Suspended UB92 Claim 
The Suspended UB92 Claim window is accessed by either entering the ICN, provider number, recipient number, or by entering 
any of the optional information on the Claim Inquiry window. The UB92 Details section of the window displays all the 
information entered in the detail lines of a Suspended UB92 Claim. The EOB/Errors button and menu options are enabled only 
if codes exist. The data window scrolls vertically when more than four details exist. 
 
This window can be accessed from Main Menu (Claims), Inquiry button, Perform Search and double click on the row or click 
Select. 
 
Technical Name w_ub92_suspended 
PBL Name claim02.pbl 
Extra Features 
The Suspended UB92 Claim window gives the user access to the following windows: EOB/Errors - this will be enabled only if 
EOB/Error codes exist. The recipient database - this will access recipient information pertinent to the RID number on the 
screen. The provider database - this will access provider information pertinent to the provider identification number on the 
screen. The TPL database - this will access TPL information pertinent to the TPL amount on the screen. Double clicking on 
any field within the Suspended UB92 Claim window will result in the Inquire By window appearing. From this window the 
user can access the Provider, Recipient, or TPL database. Double clicking on any field on the detail line of the Suspended 
UB92 Claim window will result in the Inquire By window appearing. From this window the user can access the Reference 
database for either the revenue code or procedure code billed on the claim. 
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Field Descriptions 


Field Description Length Data Type 


ADMIT DATE The date the patient was admitted to the facility for 
care 


8 Date (CCYYMMDD) 


ADMIT SRC The source of admission code that is found in block 20 
of the UB92 claim form for inpatient and LTC claims. 


1 Character 


ADMIT TIME The hour that the patient was admitted 4 Character 
ADMIT TYPE Code indicating the priority of this admission 1 Character 
ALLOWED AMOUNT Amount allowed to the provider 9 Number 
ATTENDING PHYSICIAN ID The license number of the physician who normally 


certifies or re-certifies the medical necessity of the 
services rendered and/or who has primary 
responsibility for the patient's medical care and 
treatment 


10 Character 


BILLED AMOUNT Amount requested by the provider for services 
rendered 


9 Number 


CERT CODE Code used to identify the certification of the recipient 2 Character 
CLAIM STATUS This field displays the status of the claim 0 Drop Down List Box 
CLAIM TYPE Indicates the type of claim 0 Drop Down List Box 
DATE BILLED Date on which claim was submitted for processing 8 Date (CCYYMMDD) 
DAYS COVERED Number of days covered by the primary payer 3 Number 
DISP SHARE AMOUNT The lost opportunity costs 9 Number 
DTL SECTION - ALLOWED AMT The lesser of the billed amount and the allowed 


amount on file (applies to HomeHealth and Outpatient 
Claims Only) 


9 Number 
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Field Description Length Data Type 


DTL SECTION - ATTENDING  
PHYSICIAN ID 


The number of the licensed physician who would be 
expected to certify and recertify the medical necessity 
of the services rendered and/or who has primary 
responsibility for the patient's medical care and 
treatment. 


10 Character 


DTL SECTION - BILLED AMT Amount of money requested for payment by a 
provider for services rendered 


9 Number 


DTL SECTION - DETAIL NO. Identifies which detail the information is for 3 Number 
DTL SECTION - DETAIL STAT Indicates the status of the detail 1 Character 
DTL SECTION - DETAIL SYS Indicates if the detail was system generated. 1 Character 
DTL SECTION - FDOS Beginning date of service on the claim 8 Date (CCYYMMDD) 
DTL SECTION - LOC The level of care that is used to price the allowed 


amount. 
3 Character 


DTL SECTION - MODIFIERS 1, 2, 
3, 4 


Code used to further define a procedure provided 2 Chararcter 


DTL SECTION - OTHER PROV  
LICENSE 1 


The license number of the physician other than the 
attending physician 


10 Character 


DTL SECTION- OTHER PROV  
LICENSE 2 


The license number of the physician other than the 
attending physician 


10 Character 


DTL SECTION - PRICING IND Indicates which pricing methodology was applied to 
the procedure provided. 


1 Character 


DTL SECTION - PROC CODE Identifies the HCPCS code used for the detail 6 Character 
DTL SECTION - REF DETAIL 
LINE 


The detail on a claim is broken out into two or more 
details that replace the original detail. 


3 Number 


DTL SECTION - REV CODE The code that identifies a specific accommodation or 
ancillary service 


3 Number 


DTL SECTION – TDOS Ending date of service on the claim 8 Date (CCYYMMDD) 
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Field Description Length Data Type 


DTL SECTION - TPL DETAIL  
AMOUNT 


This is the total amount paid by this payer for this 
detail. 


9 Number 


DTL SECTION - UNITS BILLED The number of units billed 6 Number 
FROM DOS Beginning date of service on the claim 8 Date (CCYYMMDD) 
ICN Internal control number which uniquely identifies a 


claim 
13 Character 


MEDICAL REC NO. Code representing the Medical Record Number. 30 Character 
NEXT ICN This field will allow the user to enter the ICN of the 


next claim they would like to view 
13 Character 


NO OF DETAILS The number of detail service lines on the claim 3 Number 
NON-COVERED DAYS The number of days not covered on the claim 3 Numeric 
OTHER PROV LICENSE 1 The license number of the physician other than the 


attending physician 
10 Character 


OTHER PROV LICENSE 2 The license number of the physician other than the 
attending physician 


10 Character 


OVERHEAD AMOUNT Extra dollar amount paid to Home Health providers 9 Number 
PATIENT ACCT NO Patient's unique identification number assigned by the 


provider to track the patient's financial records 
12 Character 


PATIENT STATUS Codes indicating the patient's status as of the ending 
service date of the period covered on the claim 


2 Character 


PROVIDER/LOCATION The billing provider identification number and 
location that uniquely identifies the provider of 
services 


10 Character 


RECIP FIRST NAME The first name of the recipient associated with the 
RID. If there is no association between the first name 
and the RID number, the first character of the first 
name that was keyed will be displayed. 


15 Character 
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Field Description Length Data Type 


RECIP LAST NAME The last name of the recipient associated with the RID. 
If there is no association between the last name and the 
RID number, the first three characters of the last name 
that was keyed will be displayed. 


15 Character 


RID NO A system assigned number which uniquely identifies a 
recipient 


12 Character 


SIGNATURE Indicates whether the claim was signed by the provider 
or representative 


0 Drop Down List Box 


TO DOS Ending date of service on the claim 8 Date (CCYYMMDD) 
TOTAL DAYS The total number of days billed on the claim. 3 Numeric 
TOT TPL AMOUNT The total Claim TPL amount will equal the sum of the 


Header and Detail amounts. 
9 Number 


TPL AMOUNT Amount paid by third party for services, at the claim 
header level. 


8 Number 


TXN TYPE This field is not currently used 0 N/A 
TYPE OF BILL A code indicating the specific type of bill 3 Character 


Field Edits 


Field Error Code Message Correction 


NEXT ICN 91046 New key is required! Verify entry and select the inquire button or hit 
enter 
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UB92 Value Codes 
The UB92 Value Codes window displays the Value Codes applicable to the claim. This window includes the value code and 
the amount of the value. 
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Claim - Value].  


This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended UB92 Claim [Claim - Value]. 
 
Technical Name w_ub92_value 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Length Data Type Field Type 


AMOUNT The amount of the value code used to identify 
data elements that are necessary to process the 
claim 


9 Numeric Field 


DELETE Button to delete existing records. 0 N/A Button 
EXIT Button to exit the window. 0 N/A Button 
ICN Internal control number which uniquely identifies 


a claim 
13 Character Field 


NEW Button to insert a new record. 0 N/A Button 
SEQ Sequence numbers as they appeared on the claim 4 Numeric Field 
SAVE Button to save new and modified records. 0 N/A Button 
VALUE A code that relates the value used to identify data 


elements that is necessary to process the claim 
2 Character Field 


Field Edits 


Field Error Code Message Correction 
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Appendix A: Adjustment Reason Codes 
Table A.1 – Adjustment Reason Codes 


Code Description 


8000 Provider initiated full claim offset – duplicate payment 
8001 Provider initiated full claim offset – wrong provider paid 
8002 Provider initiated full claim offset – wrong recipient number 
8003 Provider initiated full claim offset – wrong drug/procedure/modifier code 
8004 Provider initiated full claim offset – wrong units of service 
8005 Provider initiated full claim offset – wrong patient liability amount 
8006 Provider initiated full claim offset – TPL (other health insurance) related 
8007 Provider initiated full claim offset – TPL Medicare related 
8008 Provider initiated full claim offset – wrong service date(s) 
8009-8018 Reserved for future use 
8019 Provider initiated full claim offset – misc. or unspecified error 
8020 EDS initiated full claim offset – duplicate payment 
8021 EDS initiated full claim offset – wrong provider paid 
8022 EDS initiated full claim offset – wrong recipient number 
8023 EDS initiated full claim offset – wrong drug/procedure/modifier code 
8024 EDS initiated full claim offset – wrong units of service 
8025 EDS initiated full claim offset – wrong patient liability amount  
8026 EDS initiated full claim offset – TPL (other health insurance) related 
8027 EDS initiated full claim offset – TPL Medicare related 
8028 EDS initiated full claim offset – wrong service date(s) 
8029-8038 Reserved for future use 
8039 EDS initiated full claim offset – misc. or unspecified error 
8040 Provider initiated full claim refund – duplicate payment 
8041 Provider initiated full claim refund – wrong provider paid 
8042 Provider initiated full claim refund – wrong recipient number 
8043 Provider initiated full claim refund – wrong drug/procedure/modifier code 
8044 Provider initiated full claim refund – wrong units of service 
8045 Provider initiated full claim refund – TPL (other insurance) related 
8046 Provider initiated full claim refund – TPL Medicare related 
8047 Provider initiated full claim refund – wrong service date(s) 
8048-8058 Reserved for future use 
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Table A.1 – Adjustment Reason Codes 


Code Description 


8059 Provider initiated full claim refund – misc. or unspecified error 
8060 EDS requested full claim refund – duplicate payment 
8061 EDS requested full claim refund – wrong provider paid 
8062 EDS requested full claim refund – wrong recipient number 
8063 EDS requested full claim refund – wrong drug/ procedure/ modifier 
8064 EDS requested full claim refund – wrong units of service 
8065 EDS requested full claim refund – TPL (other health insurance) related 
8066 EDS requested full claim refund – TPL Medicare related 
8067 EDS requested full claim refund – wrong service date(s) 
8068 -8078 Reserved for future use 
8079 EDS requested full claim refund – misc. or unspecified 
8080 Provider initiated underpayment adjustment – wrong recipient number 
8081 Provider initiated underpayment adjustment – wrong drug/ procedure/ modifier 


code 
8082 Provider initiated underpayment adjustment – wrong units of service 
8083 Provider initiated underpayment adjustment – wrong drug/ procedure/ modifier 


code 
8084 Provider initiated underpayment adjustment – wrong units of service 
8085 Provider initiated underpayment adjustment – wrong patient liability amount 
8086 Provider initiated underpayment adjustment – TPL (other health insurance) 


related 
8087 Provider initiated underpayment adjustment – TPL Medicare related 
8088 Provider initiated underpayment adjustment – wrong submitted charge 
8089-8098 Reserved for future use 
8099 Provider initiated underpayment adjustment – misc. or unspecified error 
8100 EDS initiated underpayment adjustment – wrong recipient number 
8101 EDS initiated underpayment adjustment – wrong drug/ procedure/ modifier 
8102 EDS initiated underpayment adjustment – wrong units of service 
8103 EDS initiated underpayment adjustment – wrong patient liability amount 
8104 EDS initiated underpayment adjustment – wrong submitted charge 
8105 EDS initiated underpayment adjustment – wrong service dates 
8106 EDS initiated underpayment adjustment – TPL (other health insurance) related 
8107 EDS initiated underpayment adjustment – TPL Medicare related 
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Table A.1 – Adjustment Reason Codes 


Code Description 


8108-8118 Reserved for future use 
8119 EDS initiated underpayment adjustment – misc. or unspecified error 
8120 Provider initiated overpayment offset adjustment – duplicate payment 
8121 Provider initiated overpayment offset adjustment – wrong 


drug/procedure/modifier code 
8122 Provider initiated overpayment offset adjustment – wrong units of service 
8123 Provider initiated overpayment offset adjustment – wrong patient liability amount 
8124 Provider initiated overpayment offset adjustment – TPL (other health insurance) 


related 
8125 Provider initiated overpayment offset adjustment – TPL Medicare related 
8126 Provider initiated overpayment offset adjustment – wrong service date(s) 
8127-8138 Reserved for future use 
8139 Provider initiated overpayment offset adjustment – misc. or unspecified error 
8140 EDS initiated overpayment offset adjustment – duplicate payment 
8141 EDS initiated overpayment offset adjustment – wrong drug/ procedure/ modifier 
8142 EDS initiated overpayment offset adjustment – wrong units of service 
8143 EDS initiated overpayment offset adjustment – wrong patient liability amount 
8144 EDS initiated overpayment offset adjustment – TPL (other health insurance) 


related 
8145 EDS initiated overpayment offset adjustment – TPL Medicare related 
8146 EDS initiated overpayment offset adjustment – wrong service date(s) 
8147-8158 Reserved for future use 
8159 EDS initiated overpayment offset adjustment – misc. or unspecified error 
8160 Provider initiated overpayment refund adjustment – duplicate payment 
8161 Provider initiated overpayment refund adjustment – wrong drug/ procedure/ 


modifier 
8162 Provider initiated overpayment refund adjustment – wrong units of service 
8163 Provider initiated overpayment refund adjustment – wrong patient liability 


amount 
8164 Provider initiated overpayment refund adjustment – TPL (other health insurance) 


related 
8165 Provider initiated overpayment refund adjustment – TPL Medicare related 
8166 Provider initiated overpayment refund adjustment – wrong service date(s) 
8167 Provider initiated overpayment refund adjustment – wrong submitted charge 
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Table A.1 – Adjustment Reason Codes 


Code Description 


8168-8178 Reserved for future use 


8179 Provider initiated overpayment refund adjustment – misc. or unspecified 
8180 SURS requested overpayment refund adjustment – duplicate payment 
8181 SURS requested overpayment refund adjustment – wrong drug/ procedure/ 


modifier 
8182 SURS requested overpayment refund adjustment – wrong units of service 
8183 SURS requested overpayment refund adjustment – wrong patient liability amount 
8184 SURS requested overpayment refund adjustment – TPL (other health insurance) 


related 
8185 SURS requested overpayment refund adjustment – TPL Medicare related 


8186 SURS requested overpayment refund adjustment – wrong service date(s) 
8187-8198 Reserved for future use 
8199 SURS requested overpayment refund adjustment – misc. or unspecified 
8200 SURS initiated full claim offset 
8201 SURS requested full claim offset 
8202 SURS initiated overpayment offset adjustment 
8203 SURS requested overpayment offset adjustment 
8204-8210 Reserved for future SURS use 
8211-8219 Reserved for future use 
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Appendix B: Accounts Receivable Disposition 
Reason Codes 


Table B.1 – Accounts Receivable Disposition Reason Codes 


Code Description 


1000 Conversion 
8430 A/R increase - state directed 
8431 A/R increase - interest applied 
8432 A/R increase - SURS directed 
8433 A/R increase - misc 
8434 A/R decrease - state directed 
8435 A/R decrease - SURS directed 
8436 A/R decrease - cash receipt applied 
8437 A/R decrease - provider over - refund applied 
8438 A/R decrease liquidating A/R 
8439 A/R decrease - misc 
8440 A/R write-off 
8441 A/R decrease - claim offset applied 
8443 A/R increase - TPL directed 
8444 A/R decrease - TPL directed 
8445 A/R decrease - established for wrong provider 
8446 A/R decrease - stop paid system check applied 
8447 A/R increase - Drug Rebate directed 
8448 A/R decrease - Drug Rebate directed 
8450 A/R re_establishment - Voided System Check 
8999 A/R decrease - claim offset applied - Orig Recoup 
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Appendix C: Cash Disposition Reason Codes 
Table C.1 – Cash Disposition Reason Codes 


Code Description 


1000 Conversion 
8040 PFR-DUP PAYMENT 


8041 PFR-WRONG PROVIDER 
8042 PFR-WRONG RECIP NO 
8043 PFR-WRONG NDC/PROC/MOD 
8044 PFR-WRONG UNITS OF SRV 
8045 PFR-TPL RELATED 
8046 PFR-TPL MEDICARE RELATED 
8047 PFR-WRONG SRV DATE(S) 
8048 PFR - WRONG PAT LIAB AMT 
8049 PFR - WRONG CHARGE (BILLED) 
8050 EXPENDITURE VOID 
8059 PFR-MISC. OR UNSPECIFIED ERROR 
8060 S/EFR-DUP PAYMENT 
8061 S/EFR-WRONG PROV PAID 
8062 S/EFR-WRONG RECIP NO. 
8063 S/EFR-WRONG NDC/PROC/MOD 
8064 S/EFR-WRONG UNITS OF SERVICE 
8065 S/EFR-TPL RELATED 
8066 S/EFR-TPL MEDICARE RELATED 
8067 S/EFR-TPL WRONG SVC DATE(S) 
8068 S/EFR-WRONG PAT LIAB 
8069 S/EFR - WRONG CHARGE (BILLED) 
8079 S/EFR-MISC. OR UNSPECIFIED 
8160 PRA-DUP PAYMENT 
8161 PRA-WRONG NDC/PROC/MOD 
8162 PRA-WRONG UNITS OF SRV 
8163 PRA-WRONG PAT LIAB AMT 
8164 PRA-TPL RELATED 
8165 PRA-TPL MEDICARE RELATED 
8166 PRA-WRONG SRV DATE(S) 
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Table C.1 – Cash Disposition Reason Codes 


Code Description 


8167 PRA-WRONG CHARGE (BILLED) 
8179 PRA-MISC. OR UNSPECIFIED 
8180 S/ERA-DUP PAYMENT 
8181 S/ERA-WRONG NDC/PROC/MOD 
8182 S/ERA-WRONG UNITS OF SERVICE 
8183 S/ERA-WRONG PAT LIAB AMT 
8184 S/ERA-TPL RELATED 
8185 S/ERA-TPL MEDICARE RELATED 
8186 S/ERA-WRONG SVC DATE(S) 
8187 S/ERA - WRONG CHARGE (BILLED) AMOUNT 
8199 S/ERA-MISC. OR UNSPECIFIED 
8230 Claim Void 
8520 Drug Rebate Application 
8521 Drug Rebate Credit 
9999 Txn Written to Balance Negative Cash Receipt 
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Appendix D: Claim Types 
Table D.1 – Claim Types 


Code Description 


A UB 92 Inst 
B HCFA-1500 
C UB 92 Outp 
D Dental 
E Encounter 
H Home Health 
M Medical 
I Inpatient 
L Long-term Care 
O Outpatient 
P Pharmacy 
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Appendix E: Region Codes 
Table E.1 – Region Codes 


Region Description 


10 Paper claims with no attachments 
11 Paper claims with Attachments 
15 Paper claims with no provider id 
20 Electronic claims with no attachments 
21 Electronic claims with Attachments 
25 Point of Service 
26 Point of Service with Attachments 
30  Crossover  
31 Crossover SNF 
40 Claims converted from old MMIS 
45 Adjustments converted from old MMIS 
48 Converted voids 
49 Recipient Linking claims 
50 Adjustment – Noncheck Related 
51 Adjustment – Check Related 
52 Mass Adjustments – Non Check Related 
53 Mass Adjustments – Check-Related 
54 Mass Adjustments – Void Transaction 
55 Mass Adjustments – Provider Rates 
56 Adjustments – Void Non Check Related 
57 Adjustments – Void Check Related 
58 Adjustments – Processed by EDS SE 
59 POS Reversal Adjustment 
80 Claims reprocessed by EDS Systems Engineers 
90 Special Projects 
91 Batches requiring manual review 
92 HMO Copays 
99 Converted claim with duplicate ICN 
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Appendix F: Expenditure Setup Reason Codes 
Table F.1 – Expenditure Setup Reason Codes 


Code Description 


8300 Misc. Payment 
8305 Advance 
8310 Over Refund 
8315 Dispro. Payment 
8320 HIPP Payment 
8330 TPL Health 
8335 TPL Casualty 
8340 TPL Hlth Refund 
8345 TPL Cas Refund 


Claims Adjustments Procedures Manual 


Library Reference Number: OKCA F-1 
Revision Date: September 2002 
Version: 1.0 







Appendix G: Expenditure Setup Reason Codes Claims Adjustments Procedures Manual 


F-2 Library Reference Number: OKCA 
Revision Date: September 2002 


Version: 1.0 







Appendix G: Expenditure Payee Types 
Table G.1 – Expenditure Payee Types 


Type Description 


C TPL Carrier 
O Other 
P Provider 
R Recipient 
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Appendix H: Lien Disposition Reason Codes 
Table H.1 – Lien Disposition Reason Codes 


Code Description 


8500 COURT ORDERED LIEN 
8502 OTHER LEGAL ENTITY 
8503 BACKUP WITHHOLDING 
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Appendix I: Medical Assistance Program Codes 
Table I.1 – Medical Assistance Programs 


Code Program 


ALIEN ALIEN 
CCP CCP 
CUST Child Custody 
LOCMR ICF/MR Level of Care 
MN MN/Ref-Child, MN/Ref-Adult (Not Cat) 
MNCAT MN/Ref-Adult/Catastrophic 
NET NET 
NFMED DDSD Non Federal Medical 
PASRR PASRR NH Exams 
PE PE 
PKU PKU 
Q1 Q1 
Q2 Q2 
QMB QMB history only 
S-CHC SoonerCare Choice 
S- IHS SoonerCare ASO 
S-PLS SoonerCare Plus 
SLA DDSD Supported Living Arrangement 
SLMB SLMB 
STMED State Medical Exams 
TB TB 
TXIX PA/CN/Refugee- Adult/Child 
W-ADP Waiver ADP 
W-ADV Waiver Advantage 
W-IHA Waiver in Home Support Adult 
W-IHC Waiver in Home Support Child 
W-MR Waiver ICF/MR 
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Appendix J: Nonclaim Provider Refund Reason 
Codes 


Table J.1 – Nonclaim Provider Refund Reason Codes 


Code Description 


8220 NCR-TPL RELATED 
8221 NCR-TPL MEDICARE RELATED 
8222 NCR-TPL (SPECIAL PROJECTS) 
8223 NCR-SURS AUDIT 
8224 NCR-SURS INTEREST 
8225 NCR-RETURNED MEDS FROM NH 
8226 CHECK RECD BY EDS FOR CLAIM NOT IN HISTORY 
8229 NCR-MISC. PROV. 
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Appendix K: Provider Types 
Table K.1 – Provider Types 


Provider Type Provider Specialty 


01 Hospital 010 Acute Care Hospital 
  011 Psychiatric Hospital 
  012 Rehabilitation Hospital 
02 Ambulatory Surgical Center 020 Ambulatory Surgical Center 


03 Extended Care Facilities 030 Nursing Facilities 
  031 ICF/MR 
  032 Pediatric Nursing Facility 
  033 Residential Care Facility 
04 Rehabilitation Facility 040 Rehabilitation Facility 
05 Home Health Agency 050 Home Health Agency 
06 Hospice 060 Hospice 
07 Capitation Provider 070 Risk Based managed Care (RBMC) 
  071 Managed Care Org. (MCO) 
  072 Prepaid Health Plan (PHP) 
  073 Competitive Medical Plans (CMP) 
08 Clinic 080 FQHC 
  081 Rural Health Clinic (RHC) 
  082 Medical Clinic 
  083 Family Planning Clinic 
  084 Nurse Practitioner Clinic 
  085 Title V Clinic 
  086 Dental Clinic 
  087 Therapy Clinic 
09 Advance Practice Nurse 090 Pediatric Nurse Practitioner 
  091 Obstetric Nurse Practitioner 
  092 Family Nurse Practitioner 
  093 Nurse Practitioner (other) 
  094 CRNA 
  095 Certified Nurse Midwife 
10 Mid-level Practitioner 100 Physician Assistant 
  101 Anesthesiology Assistant 
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Table K.1 – Provider Types 


Provider Type Provider Specialty 


11 Mental Health Provider  110 Outpatient Mental Health Clinic 
  111 Community Mental Health Center 
  112 Psychologist 
  113 Certified Psychologist 
  114 Health Service Prov in Psych (HSPP) 
  115 Certified Clinical Social Worker (MSW) 
  116 Certified Social Worker 
  117 Psychiatric Nurse 
12 School Corporation 120 School Corporation 
13 Public Health Agency 130 County Health Department 
14 Podiatrist 140 Podiatrist 
15 Chiropractor 150 Chiropractor 
16 Nurse 160 Registered Nurse (RN) 
  161 Licensed Practical Nurse (LPN) 
  162 Registered Nurse Clinical (RNC) 
17 Therapist 170 Physical Therapist 
  171 Occupational Therapist 
  172 Respiratory Therapist 
  173 Speech-Hearing Therapist 
18 Optometrist 180 Optometrist 
19 Optician  190 Optician 
20 Audiologist 200 Audiologist 
21 Case Manager (Targeted) 210 Care Coordinator for Pregnant Women 
  211 HIV Case Manager 
  212 CSHCN Care Coordinator 
22 Hearing Aid Dealer 220 Hearing Aid Dealer 
23 Dietitian 230 Registered Dietitian 
24 Pharmacy  240 Pharmacist 
25 DME/Medical Supply Dealer 250 DME/Medical Supply Dealer 
26 Transportation Provider 260 Ambulance 
  261 Air Ambulance 
  262 Bus 
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Table K.1 – Provider Types 


Provider Type Provider Specialty 


  263 Taxi 
  264 Common Carrier (Ambulatory) 
  265 Common Carrier (Non-Ambulatory) 
  266 Family Member 
27 Dentist 270 Endodontist 
  271 General Dentistry Practitioner 
  272 Oral Surgeon 
  273 Orthodontist 
  274 Pediatric Dentist 
  275 Periodontist 
  276 Pedodontist 
  277 Prosthesis 
28 Laboratory 280 Independent Lab 
  281 Mobile lab 
29 Radiology Provider  290 Freestanding X-Ray Clinic 
  291 Mobile X-Ray Clinic 
30 End Stage Renal Disease Clinic 300 Freestanding Renal Dialysis Clinic 
31 Physician 310 Allergist 
  311 Anesthesiologist 
  312 Cardiologist 
  313 Cardiovascular Surgeon 
  314 Dermatologist 
  315 Emergency Medicine Practitioner 
  316 Family Practitioner 
  317 Gastroenterologist 
  318 General Practitioner 
  319 General Surgeon 
  320 Geriatric Practitioner 
  321 Hand Surgeon 
  322 Internist 
  323 Neonatologist 
  324 Nephrologist 
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Table K.1 – Provider Types 


Provider Type Provider Specialty 


  325 Neurological Surgeon 
  326 Neurologist 
  327 Nuclear Medicine Practitioner 
  328 OB/GYN 
  329 Oncologist 
  330 Ophthalmologist 
  331 Orthopedic Surgeon 
  332 Otologist, Laryngologist, Rhinologist 
  333 Pathologist 
  334 Pediatric Surgeon 
  335 Pediatrician 
  336 Physical Medicine & Rehab Practitioner 
  337 Plastic Surgeon 
  338 Proctologist 
  339 Psychiatrist 
  340 Pulmonary Disease Specialist 
  341 Radiologist 
  342 Thoracic Surgeon 
  343 Urologist 
  344 General Internist 
  345 General Pediatrician 
32 Waiver Provider 350 Aged Disabled Waiver 
  351 Autistic Waiver 
  352 Developmentally Disabled Waiver 
  353 Home Care Based Services Waiver 
  354 Medically Fragile Waiver 
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Glossary 


This glossary defines the universal terms of the OHCA as presented in the Request 
for Proposals (RFP).   


AB Aid to the Blind 


ABD Aged, Blind and Disabled; references the SSA eligibility programs for these 
populations. 


(Microsoft or MS) 
Access 


PC-based database management system and application development language, 
made by Microsoft, that assists with the transfer of data into reports, invoices, and 
so forth. 


Ad Hoc Report A report produced for a particular purpose and not intended to become a permanent 
reporting requirement. Claim detail reporting in support of SURS is a part of 
normal SURS operations and is not included as an ad hoc report. 


ADA  American Dental Association 


Adjudicated Claim  A claim that has reached final disposition such that it is either to be paid or denied. 


Adjustment  A transaction that changes any information on a claim that has been adjudicated. 


AFDC  Aid to Families with Dependent Children 


AHCPR  Agency for Health Care Policy Research 


Allowed Amount  The amount payable or covered by the Oklahoma Medicaid Program. 


ALOS  Ambulatory Length of Stay 


ANSI  American National Standards Institute, an accepted standards-setting body for the 
computer industry. 


APD  Advance Planning Document – a document utilized to request enhanced federal 
financial participation. 


API  Application program interface 


AR  Accounts Receivable 


ASC Ambulatory surgical center 


ASCII American Standard Code for Information Interchange 


AVR(S)  Automated voice response eligibility verification (system) 


AWP  Average wholesale price 


BENDEX  Beneficiary data exchange system; a file containing data from HCFA regarding 
persons receiving benefits from the Social Security Administration. 


Bill  As refers to a bill for medical services, the submitted claim document, or EMC 
record; may contain one or more services performed. 
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Business Days  Official hours of operation based on a five (5)-day workweek, excluding Saturdays, 
Sundays, and official State of Oklahoma holidays. 


Buy-In  A procedure whereby the State pays a monthly premium to the Federal government 
on behalf of eligible medical assistance clients to enroll them in the Medicare  
Part B program. 


Capitated Service  Any Medicaid-covered service for which the contractor receives capitation 
payment. 


Capitation  A contractual arrangement through which a health plan or other entity agrees to 
provide specified health care services to enrollees for a specified prospective 
payment per member, per month. 


Capitation Claim  The monthly claim created by the MMIS which represents a specified prospective 
payment per member, per month for contracted health care services through a 
health plan or other entity. The payment is made to the health plan or other entity. 


Capitation Rate  The amount paid per member, per month for services provided at risk. 


CASE  Computer-aided software engineering 


Case Management  A health care method in which medical, social, and other services for a recipient 
are coordinated by one (1) entity. 


Case Manager  An individual who coordinates, monitors, and ensures that appropriate and timely 
care is provider to the recipient. 


CASS  USPS form #3553 


CD-ROM  Compact disk – read only memory 


Certification  Refers to the process utilized by HCFA to determine that an MMIS meets 
minimum requirements to be eligible for federal financial participation. 


CFR  Code of Federal Regulations 


CICS  Customer Information Control System, a communication manager software used 
for on-line applications in an IBM mainframe environment. 


Claim  A provider’s request for reimbursement for health care service delivery, the 
definition for vendor reimbursement purposes is included in the body of the ITB. 


Clean Claim  A claim which can be adjudicated without obtaining additional information from 
the provider of service or a third party; clean claims do not include claims from a 
provider that is under investigation for potential fraud and/or abuse or claims that 
routinely suspend even if due to billing errors by the provider. 


CLIA  Clinical Laboratory Improvement Act of 1988; a federally mandated set of 
certification criteria and a data collection and monitoring system to ensure proper 
certification of clinical laboratories. 


COBOL II  Common Object Business-Oriented Language, a programming language 
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Contract  Referring to the written, signed agreements resulting from the RFP, for the 
implementation and operation of an MMIS and Contractor services for the State of 
Oklahoma, unless context clearly requires otherwise. 


Contract 
Amendment  


Any written alteration in the specifications, delivery point, rate of delivery, contract 
period, price, quantity, or other contract provisions of any existing contract, 
whether accomplished by unilateral action in accordance with a contract provision, 
or by mutual action of the parties to the contract; it shall include bilateral actions, 
such as change orders, administrative changes, notices of termination, and notices 
of the exercise of a contract option.  


Contractor  Bidder with whom the State has successfully executed a contract under this RFP. 
Fiscal Agent may refer to contractor within this document. 


Cost Avoidance  The payment methodology of avoiding part or all of Medicaid's payment when a 
third party resource is available to pay a claim. 


CPAS  Claims Processing Assessment System, an automated claims database used by the 
State for contractor quality control reviews. 


CPHA  Committee on Professional and Hospital Activities, which submits update tapes to 
the states for ICD-9-CM. 


CPT-4  Common Procedure Terminology, 4th Revision 


CPU  Claims Processing Unit 


DSMD  Data Systems Management Division 


Days  A twenty-four (24) hour period between midnight and midnight; regardless of 
whether or not it occurs on a weekend or holiday; it is a calendar day unless 
otherwise specified. 


DBMS  An integrated (object-oriented or relational) comprehensive database management 
system, including all data and all internal and linked databases. 


DDI  Design, development, and implementation 


DDSD  Developmental Disability Services Division 


DEA  Drug Enforcement Agency 


DEERS/CHAMPUS  Defense Enrollment Eligibility Reporting System/Civilian Health and Medical Plan 
of the Uniformed Services. 


DHS  State of Oklahoma Department of Human Services 


Deliverable  A product of a task milestone or MMIS requirement 


Denied Claim  A claim for which no payment is made because the claim is for noncovered 
services, is for an ineligible client, was performed by an ineligible provider, is a 
duplicate of a previously paid claim, or does not otherwise meet OCHA payment 
standards. 


DESI  Drug-effectiveness source identifier 
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DHHS  U.S. Department of Health and Human Services 


DHS  Oklahoma Department of Human Services 


DIS  Detailed Implementation Schedule 


DME  Durable Medical Equipment 


DMERC  Medicare durable medical equipment crossover file 


DRS  Oklahoma Department of Rehabilitation Services 


DSS  Decision Support System 


DTL  Detail 


DUR  Drug Utilization Review 


DUR Board  The State’s Drug Utilization Review Board, composed of physicians, pharmacists, 
and others experienced in drug therapy problems; the Board makes 
recommendations to the Oklahoma Medicaid Agency on DUR policies and 
procedures. 


EAC  Estimated acquisition cost for drugs 


EPSDT  Early and periodic screening, diagnosis, and treatment for medical, dental, vision, 
and hearing services. 


ECM  Electronic claims management 


ECS  Electronic claims submittal 


EDI  Electronic data interchange 


EFT  Electronic funds transfer 


EIS  Executive Information System 


Eligibility Files  The VSAM files which contain Medicaid recipient eligibility data. The Master 
Eligibility File (PS/2) is currently maintained by DHS on the State of Oklahoma 
mainframe and the files are transferred to the fiscal agent. The fiscal agent 
currently loads this file to create the Recipient Eligibility File for use in processing 
claims. 


EMC  Electronic media claims 


Encounter  A record of a medically related service (or visit) rendered to a Medicaid recipient 
who is enrolled in a participating health plan during the date of service; it includes 
(but is not limited to) all services for which the health plan incurred any financial 
responsibility. 


Encounter Data 
Claim  


A claim submitted by a coordinated care provider for the actual provider of service 
to plan enrollee. These claims go through full adjudication to determine payment, if 
any, which would have been made if the recipient had not been under the plan. 
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Enhanced Funding  Refers to the “enhanced” federal financial participation rates available for a state’s 
certified MMIS; 75% for operations and 90% for development. 


Enrollee  A person who has enrolled in a managed care health plan 


EOB  Explanation of Benefits 


EOMB  Explanation of Medical Benefits 


EOP  Explanation of Payments 


EVS  Electronic Verification System for verifying eligibility 


FACCT  Foundation for Accountability Conquest 2.0. 


FAF  Foundation for Accountability Fact 


Fee-for-Service  A method of health care reimbursement based upon payment for specific services 
on a client’s behalf. 


FEIN  Federal Employee Identification Number 


FFP  Federal Financial Participation; a percent of State expenditures to be reimbursed to 
the State by the Federal government for medical services and for administrative 
costs of the Medicaid program. 


FFS  Fee-For-Service 


FIPS  Federal Information Processing Standards 


FIPS PUB  Federal Information Processing Standards Publication 


Financial Cycle  The processing of claims from adjudication to payment. A financial cycle includes 
the updating of financial history and the preparation of provider payments and 
remittance advices. Actual release of payments is not considered part of the 
financial cycle. 


First Data Bank  A private firm supplying drug prices and other information to the Oklahoma 
MMIS. 


Fiscal Year 
(Federal)  


October 1 - September 30 


Fiscal Year (State)  July 1 - June 30 


FQHC  Federally Qualified Health center 


FY  Fiscal year 


GIS  Geographic Information System software package (for example, GEOACCESS). A 
software package that allows geographical information to be displayed using maps. 


GUI  Graphical User Interface. A graphical user interface is a "point and click" interface 
to a program, composed of menus, dialog windows, push-buttons, and so forth. 


HCBS  Home and Community Based Services, 
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HCFA  Health Care Financing Administration, responsible for the national administration 
of the Medicaid and Medicare programs. 


HCFA-1500  HCFA-approved claim form used to bill professional services. 


HCPCS  HCFA Common Procedure Coding System; a uniform health care procedural 
coding system approved for use by HCFA, describing the physician and non-
physician services covered by the Medicaid and Medicare programs and used 
primarily to report reimbursable services provided to patients. 


HHS  Health and Human Services. Refers to the U.S. Department of Health and Human 
Services. 


HDR  Header 


HEDIS  Health Plan Employer Data and Information Sheet 


HIPAA  Health Information Portability and Accountability Act – in general usage in this 
document the reference is to the Administrative Simplification provisions of this 
act.  


HMOs  Health Maintenance Organizations 


ICD-9-CM  International Classification of Diseases, 9th Revision, Clinical Modification. 


ICF  Intermediate Care Facility 


ICF-MR  Intermediate Care Facilities for the Mentally Retarded; services are covered for 
those who are mentally retarded or who have related conditions. 


ITF  Integrated Test Facility; allows the State and contractor to monitor the accuracy of 
the MMIS and to test proposed changes to the system by processing test claims and 
other transactions through the system without affecting normal operations. 


JAD Joint Application Design 


JCL  Job Control Language 


JCAHO  Joint Commission for the Accreditation of Healthcare Organizations 


Key Date  A specified date which, if not met, may jeopardize the operations start date. 


LAN  Local Area Network 


Lock-In  A recipient who has been identified as abusing the Medicaid program may be 
restricted, or "locked- in," to a specified physician and/or pharmacy. The recipient's 
eligibility record will indicate that the recipient is restricted. Only claims from the 
specified providers shall be paid, except as otherwise authorized by Medicaid. 


LTC  Long-Term Care, used to describe institutional-based services such as nursing 
facility and ICF/MR facility care.  


MAC  Medical Advisory Committee. Also refers to the state and federal Maximum 
Allowed Charge for drugs, depending upon context. 
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Managed Care  A comprehensive approach to the provision of health care that combines clinical 
services and administrative procedures with an integrated, coordinated system to 
provide timely access to cost-effective primary care and other medically necessary 
services. 


MCE  Managed Care Entity 


MARS  Management and Administrative Reporting System of the MMIS 


MCDATA  HCFA-proposed managed care universal data element 


Manual Check  A check issued by the state which is not generated by the system during a financial 
cycle. 


Medicaid  A federal/state medical assistance program authorized by Title XIX of the Social 
Security; it provides medical benefits for low-income persons and is jointly 
administered by the Federal and State governments. 


Medicare Buy-In  A procedure whereby the State pays a monthly premium to the Social Security 
Administration on behalf of eligible medical assistance clients to enroll them in the 
Medicare Part B program. 


MEQC  Medicaid Eligibility Quality Control 


MH  Mental Health 


Milestone  Completion of a task or a set of many tasks 


MMIS  Oklahoma’s federally-certified Medicaid Management Information System. 


MR  Mentally Retarded 


MSIS  Medicaid Statistical Information System (electronic 2082) 


MTS  Medicare Transaction System 


Must  Indicates a mandatory requirement or condition to be met; see "shall" and "will". 


NCPDP  National Council for Prescription Drug Programs (current standard is 3.2.C). 


NDC  National Drug Code; a generally accepted system for the identification of 
prescription and non-prescription drugs available in the U.S. 


NPI  National Provider Identification 


NDM  Network Data Mover 


NF  Nursing Facility; a long-term care facility licensed under State law and certified by 
Medicare to provide skilled and intermediate levels of care. 
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Normative Data  Data which has been compiled, often on a national level, to allow comparison with 
local data on the same subject. In health care, comparing providers' clinical 
performance has become increasingly important as competition has intensified and 
clinical outcomes are scrutinized more carefully. Severity-adjusted Weights and 
Normative Data are essential ingredients in these comparisons, because they allow 
managed care stakeholders to adjust for differences in casemix and severity.  


By utilizing standard weights and normative data appropriate for comparing 
differences in inpatient charges, lengths of stay, mortality, and so forth, local 
outcomes can be compared to nationally representative data for millions of 
services. 


Objection  An unwillingness to accept or acknowledge a mandatory requirement. 


OBDC  Open Database Connectivity 


OBRA  Omnibus Budget Reconciliation Act 


OFMQ  Oklahoma Foundation for Medical Quality 


OHCA  Oklahoma Health Care Authority, the Designated Single State Agency for 
administration of the Oklahoma Title XIX Medicaid Program. 


OIG  Office of the Inspector General 


OKMMIS  The State of Oklahoma fiscal agent operated Medicaid Management Information 
System. 


On-Line  Use of a computer workstation with visual display to immediately access computer 
files. 


ORYX  Name of the JCAHO hospital utilization database. 


OSCAR File  Online Survey Certification And Reporting; CLIA file and updates from HCFA 


OSI  Open Systems Interconnection 


Outcomes Data  In health care, Outcomes Data is that data which represents the results of medical 
treatment. Collection of initial information, for instance, documenting length, 
width, depth, volume, base, and location wound data, along with dressing type and 
changes for the treatment of the wound along with the diagnosis, age, and other 
health conditions collected during the patient's initial visit are necessary. The 
outcome of the treatment, for instance, degree of healing, time to heal, and so forth, 
must also be collected. Data analysis can be performed by the drawing of 
conclusions based on consistent data collection over time.  


Data such as frequencies for diagnosis, time to heal, type of procedure, average 
age, and so forth, can be developed. From this data benchmarks and best practices 
can be developed. 


PA  Prior Authorization 


PASARR  Pre-Admission Screening and Resident Review 


Pass-through 
Expenses  


Those expenses of a Contractor which are to be reimbursed at cost by Medicaid. 
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Patient Liability  Monthly income of a recipient in a long-term care or inpatient setting for more than 
thirty (30) days which must be applied to cost of care before Medicaid payment is 
made. 


PETI  Post Eligibility Treatment of Income 


PCCM  Primary Care Case Management 


PCP  Primary Care Provider 


PHP  Prepaid Health Plan 


PF  Program Function keys 


PMF  Provider Master File 


PMMIS  Pre-paid Medicaid Management Information System; refers to the system used to 
capture and process data related to the Oklahoma managed care program. 


POS  Point-Of-Service (also place of service on claims) 


PQAS  Prior Quarter Adjustment Statement 


Prime Contractor  The vendor with whom the State will contract for the services outlined in this ITB. 


PRO  Peer Review Organization 


Processed  Refund The correction of claim history performed in accordance with the 
instructions attached to a provider refund check. 


Pro-DUR  Prospective Drug Utilization Review 


Program Code  A series of codes reflecting the various programs in which the recipient is active for 
the particular eligibility period; the client may be assigned more than one program 
code at a time. 


Proposer  The corporation, partnership, or joint venture (including any and all subcontractors 
proposed thereby) that submits a timely, complete, and correctly formatted 
technical and business proposal in response to this RFP. 


Protest  A complaint about a governmental action or decision brought by a prospective 
bidder to the appropriate administrative section with the intention of achieving a 
remedial result. 


PS/2  The eligibility system operated by the Oklahoma Department of Human Services; it 
is used to determine eligibility for AFDC, Medicaid, Food Stamps, and so forth. 
This system interfaces with the OKMMIS in order to provide information about 
client eligibility. 


QA  Quality Assurance 


QARI  Quality Assurance Reporting Initiative 


QC  Quality Control 


QISM  Quality Improvement System for Managed Care 
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QMBs  Qualified Medicare Beneficiaries; Medicare Part A beneficiaries whose income is 
under one hundred percent (100%) of the poverty level but whose income or assets 
are too high to qualify for other regular Medicaid benefits. 


QWDI  Qualified Working Disabled Individual 


RA  Remittance Advice 


RDBMS  Relational Data Base Management System 


RDD  Requirements Definition Document 


RDT  Requirements Definition Task 


Refund  A repayment made by a provider, usually needed because of an error in billing, 
receipt of a late insurance payment, or a duplicate payment which resulted in an 
overpayment by Medicaid for services rendered. 


Returned Claim A claim which is returned to the provider prior to entry into the system due to lack 
of clean claim data or a claim which is returned after deletion. 


REVS  Recipient Eligibility Verification System, under the MMIS/Fiscal agent contract, 
the REVS consists of a voice response system accessed by a touch-tone telephone 
and an electronic communication system that can be accessed by a PC with a 
modem or point-of-sale device with a plastic swipe ID card. 


RFP  Request for Proposals 


RHC  Rural Health Clinic 


ROSI  Reconciliation of State Invoices 


RSD  Requirement Specifications Document 


Shadow Claims  Encounter claims equivalent to a regular claim  


Shall Indicates a mandatory requirement or condition to be met; see "must" and "will". 


SDX  State Data Exchange System; the Social Security Administration’s method of 
transferring SSI entitlement information to the State. 


SLIMB  Specified Low-Income Medicare Beneficiary; Medicare Part A beneficiaries under 
one hundred twenty percent (120%) of the Federal poverty level who have income 
or assets that are too high to qualify for regular Medicaid benefits. 


SNF  Skilled Nursing Facility; an institution (nursing facility) licensed under State law 
and certified by Medicare to provide skilled nursing and rehabilitative services. 


SoonerCare  The managed health care program through which the State of Oklahoma serves 
various populations, including the AFDC, Title XXI, and the ABD client 
populations. 


Spenddown  A periodic, usually six- (6-) month, “deductible” amount that must be incurred by 
medically needy recipients in order to reduce their income to Medicaid eligibility 
levels through payments to providers. 


Glossary Claims Adjustments Procedures Manual 


G-10 Library Reference Number: OKCA 
Revision Date: September 2002 


Version: 1.0 







SQL  Structured Query Language for the definition, organization, and retrieval of data in 
a database management system (DBMS), including the tools for transaction, 
management, data integrity, and data administration. 


SSA  Social Security Administration of the Federal government 


SSI  Supplemental Security Income 


State Plan  The State Plan for Medical Assistance of the State of Oklahoma as approved by 
HHS for federal financial participation under Title XIX of the Social Security Act, 
as amended. 


State  The State of Oklahoma; refers to policies, decisions, procedures, receipt of data, 
and the like that are defined by Oklahoma State agencies. 


SUL  State Upper Limit 


Subcontractor  Any and all corporations, partnerships, agents, and/or individuals retained by the 
contractor (with prior written approval from the State) to perform services under 
this ITB, regardless of the amount, duration, or scope of the services provided and 
regardless of whether identified in the contractor’s proposal in response to this ITB 
or subsequently retained during the contract term. 


SURS  Surveillance and Utilization Review Subsystem; a federally- mandated MMIS 
subsystem that builds a statistical base for health care delivery and utilization 
pattern profiles for both providers and recipients and generates a listing of potential 
abusers for review by the Oklahoma Medicaid Agency. 


TAD  Turnaround Billing Document, usually refers to the LTC reimbursement document. 


TCN  Transaction Control Number used to uniquely identify the MMIS health care 
claims. 


Time Slice  The set of software and data files provided to the Contractor for system testing. The 
time slice shall include MMIS source and object modules, JCL, copy members, 
run-time input parameters, production files listed below, and a copy of actual claim 
input data, all created at the initial step of a full adjudication/financial cycle. 
Immediately prior to the running of a financial cycle, all files accessed in the 
complete adjudication and payment of a claim will be copied to tape by the current 
Contractor. These files/data and the MMIS software provided should allow 
Contractor to duplicate the actual production run for the same cycle. 


Title IV-E  The title of the Social Security Act which is an entitlement program whereby there 
is Federal financial participation in the costs of foster care maintenance and 
adoption assistance payments. 


Title XIX  Of the Social Security Act enacted Medicaid in 1965; synonymous with Medicaid. 


Title XVIII  Of the Social Security Act (Medicare). 


Title XXI  Of the Social Security Act. Establish the child health care programs for the 
uninsured. 


TPL  Third-Party Liability; also refers to the TPL subsystem of the MMIS. 


TPR  Third-Party Resource 
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TQM  Total Quality Management 


Turnover  Refers to the period of time for the transition from the current vendor to a 
replacement vendor either at the fulfillment of the contract or in the event of 
contract termination during the term of the contract. 


UB-92  Standard claim form used to bill hospital inpatient, outpatient, nursing facility, and 
other State-defined services. 


UPIN  Universal Provider Identification Number 


USPS  United States Postal Service 


Utilization Review  A review performed to determine the quality, quantity, appropriateness, and cost of 
care and services provided and to compare the findings against established norms. 


VAN’s  Value Added Networks 


WAC  Wholesale Average Cost 


WAN  Wide Area Network 


WIC  Women, Infants, and Children’s program 


Will  Indicates a mandatory requirement or condition to be met; see "must" and "shall". 


Working  Days Official hours of operation based on a five (5)-day workweek, excluding 
Saturdays, Sundays, and official state holidays. 


Workshops  General statewide training sessions conducted by Contractor to educate providers 
regarding proper billing procedures. 


YTD  Year-to-date 
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Section 1: Introduction 


Overview 


The Oklahoma Health Care Authority (OCHA) is the agency 
responsible for administering the Oklahoma Title XIX programs.  The 
Oklahoma Title XIX programs (Medicaid) consist of a health care 
insurance program for low-income parents (mostly mothers) pregnant 
women and children, a long-term care program for the elderly, and a 
funding source for services to people with disabilities. 


The Oklahoma Title XIX programs provide medical assistance to more 
than 400,000 individuals, including 260,000 children and 150,000 
adults. 


Goals and Objectives 


The purpose of this manual is to describe the day-to-day procedures of 
Resolutions.  It is also used in training employees and as a reference 
tool. 


The goals of Resolutions are to cooperate and work as a team, remain 
knowledgeable about processing standards, develop and retain the 
most outstanding people, and to keep the lines of communication open 
within the unit, as well as with other departments.  Another goal is to 
zero out the daily suspense inventory 


The primary objective of Resolutions is to correctly adjudicate all 
suspended claims within 30 days.  


Claims Resolutions Procedures Manual 


Library Reference Number: OKCR 1-1 
Revision Date: September 2002 
Version: 1.0 







Section 1: Introduction Claims Resolutions Procedures Manual 


1-2 Library Reference Number: OKCR 
Revision Date: September 2002 


Version: 1.0 







Section 2: Organization and Staffing 


Claims Resolutions Manager  


The resolution of claims errors is a dual responsibility shared by 
OHCA and EDS.  The Resolutions manager at OHCA is responsible 
for the day-to-day operations of the OHCA unit.  The Resolutions 
supervisor at EDS is responsible for the day-to-day operation of the 
EDS unit.  This includes preparing and maintaining detail reports of 
claim suspense activity and being responsible for all analysts and 
clerks in the unit.  The unit manager and supervisor also monitor each 
individual's performance to ensure that quality and production 
standards are maintained. 


Finance Analyst III  


This individual is responsible for the reassignment of work to other 
analysts, monitoring the workflow schedule, performing quality 
checks on current employees, providing ongoing training in the unit, 
and training new employees  


This individual is responsible for handling special projects for OHCA 
Claims Resolution.  This individual also acts as the manager’s backup. 


Finance Analyst I & II  


The financial analysts are responsible for review and analysis of 
medical claims and other information related to adjudication of 
medical claims. 


The analyst responsibilities include processing suspended claims in 
accordance with established guidelines, notifying the finance analyst 
III of any problem claims, copying and maintaining state mandated 
claim information, and remaining knowledgeable about processing 
procedures 


Account Clerk 


This individual provides day-to-day technical support for the Claims 
Resolutions Unit. 
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Section 3: Work Flow Procedures 


Overview 


During the claims adjudication process, any claims that fail an edit or 
audit systematically deny, systematically cutback, or suspend.  The 
error disposition has been set on the Error Disposition Table.  A 
suspended claim means that processing is suspended until the error 
causing the failure is reviewed, corrected, or otherwise resolved. 


The process of reviewing, correcting, and resolving claim errors is 
performed in Resolutions. These analysts follow written guidelines 
when adjudicating claims that fail defined edits or audits. 


Claims Processing Steps 
1. Claims are scanned through RRI and the internal control number is 


set 


2. The internal control number (ICN) is RR YYJJJ SSSSSS. 


Table 3.1  Explanation of ICN Codes 


Code Description 
RR Region Code 
YY 2-digit year indicator 
JJJ 3-digit Julian date 
SSSSSS 6-digit sequence indicator 


3. Claim elements are formatted and placed in the database. 


4. Claims are edited for simple field presence, format, data 
compatibility, and balancing. 


5. Claims that fail the field edits are suspended or denied. 


6. Claims are subjected to provider edits. 


7. Claims that fail the provider edits are suspended or denied 


8. Claims are subjected to recipient edits. 


9. Claims that fail recipient edits are suspended or denied.  


10. Claims are subjected to the Prior Authorization (PA) and Reference 
edits. 


Claims Resolutions Procedures Manual 


Library Reference Number OKCR 3-1 
Revision Date: September 2002 
Version: 1.0 







11. Claims that fail the PA and Reference edits are suspended or 
denied. 


12. Claims are priced. 


13. Claims that cannot be priced are suspended for manual pricing. 


14. Clean claims are dup-checked. 


15. Claims that fail the dup-check edits are suspended or denied. 


16. Clean claims are audited (History and Medical Policy). 


17. Claims that fail the audits are suspended or denied 


18. Clean claims are placed in approved to pay status. 


19. Claims, provider, recipient, and PA databases are updated with 
claims information. 


Suspended Claims Location 


Claims that fail an edit or audit are routed to a suspense location. 
Depending on the edit or audit that caused the failure, a claim is routed 
to a claim location that identifies the type of edit or audit that failed. 
Location codes are assigned to specific departments in the Oklahoma 
Medicaid Management Information System (OKMMIS).  Each 
department is responsible for resolving claim errors and edit or audit 
failures.  Suspended Claims Location (SCL) is determined by region 
codes or edit and audit failure hierarchy.  Adjustments failing any edit 
or audit are routed to the Adjustments location.  Medical policy edit 
and audit failures are routed to the Medical Policy Unit location. 
Claims that fail Lock-In and suspect provider edits are routed to SUR, 
and the remaining edit or audit failures are routed to Suspense 
Resolutions.  In cases of disposition conflicts, the claims are routed to 
Suspense Resolutions.   


 


Table 3. 2  Region Codes 


Region 
Code 


Description 


10 Paper 
11 Paper with attachment 
20 Electronic 
21 Electronic with attachment 
22 Shadow (Encounter Claims) 
23 Electronic Crossover Claims using PES 
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Table 3. 2  Region Codes 


25 Point of Service (POS) 
40 Converted Claims 
41 Converted 590 Claims 
45 Converted Adjustments 
46 Converted 590 Adjustments 
50 Non-check related Adjustments 
51 Check related Adjustments 
54 Mass Adjustments – Void transactions 
55 Mass Adjustment – Retro rate 
56 Mass Adjustments 
57 Adjustments reprocessed by EDS systems engineers 
58 Open 
59 Open 
60 Non-claim specific financial transactions 
70 HMO capitation 
80 Claims reprocessed by EDS systems engineers 
90 Special Projects – State Claims 
91 Super Suspend  State Claims 
92 Co-pay 
93 Deductible 


Handling of the Aged Reports 
1. The Resolutions clerk views and/or prints reports from the 


Computer Output to Laser Disk (COLD) system 


2. The Resolutions clerk reviews the report. 


3. If there are any locations over 30 days, the Resolutions clerk works 
the ICN. 


4. The Financial Analyst III reviews the reports for accuracy. 
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Scheduling and Reassigning Claims 


Scheduling 


Analysts are entered into the system based on their work location.  The 
system pulls all suspended claims not assigned to a user.  The system 
assigns up to 2,000 claims with 500 claims per claim type (for 
example, 500 physician, 500 dental, 500 pharmacy, and 500 UB-92).  
There may not be 500 claims per claim type to load daily.  For 
example, 200 physician claims suspend for location 22, user one will 
receive these claims.  If 700 physician claims suspend then user one 
receives 500 claims and user two receives 200 claims.  OHCA staff 
runs the scheduler every day. 


Reassigning Claims 


Claims can be reassigned from one user to another user.  For example, 
if user one is absent for a day then user one's claims can be reassigned 
to user two.  To reassign a claim it is necessary to know both of the 
user's IDs.  The claims can be reassigned to a user or sections of the 
claim can be reassigned to that particular section.  To reassign the 
entire claim, enter the claim type (physician, dental, pharmacy, or  
UB-92), the status (suspended), and the user name.  Click Search to 
locate the suspended claims.   


Work Scheduling and Assignment 


The claims routed to the different location codes are listed in order by 
age on the daily Suspense Processing Scheduler. The analysts in the 
Suspense Processing Unit are given certain criteria, depending on each 
analyst's expertise.  Claims processing criteria are determined and 
assigned by the manager or lead analyst of Suspense Processing.  
Analysts are given a standard package to start with and are granted 
more authority as they become more knowledgeable about claims 
processing. As the claims are processed, more claims are given to the 
analysts on an as needed basis.  The lead staff or manager does this. 


Age Calculation 


After the scheduler is run, the team lead locates and prints the Julian 
dates for the week from OKMMIS.   The team lead also assigns any 
scheduled claims to the Resolutions clerk.  The total number of claims 
is counted and the total is given to the Financial Analyst III. 
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Suspense Processing 


Suspended claims are displayed to analysts in a format similar to the 
claim form. The error, along with a definition is also displayed.  The 
screen provides the analyst with a field that supplies claims processing 
transactions, claim location, or explanation of benefits (EOB) 
messages for claim denials.  The screen allows analysts to access 
various reference files necessary to effectively process suspended 
claims.  When processing suspended claims, analysts have the option 
of applying the following transactions to a claim, depending on the 
edit or audit failure: 


• Add/ChangeThe analysts have the ability to add or change data 
on the claim to correct keying errors.  


• Force/OverrideSome edits and audits can be overridden to force 
the claim to go through the claims processing cycle. 


• DenyThe claim can be denied if warranted and called for by the 
edit or audit.  In denying a claim, the analyst has the option to 
generate just the EOB related to the edit or audit failed or to add a 
more detailed EOB to explain the reason the claim denied. 


• RecycleThe claim may be recycled. This transaction can be 
applied if the claim failed an edit or audit that was set in error and 
has since been corrected. 


• RouteThe claim can be routed to a different claim location. This 
allows a less experienced analyst to route the claim to a more 
knowledgeable analyst or unit for proper handling. 


• HoldThe claim can be held in a specified claim location. This 
transaction is used to postpone the adjudication of a claim pending 
resolution of any problems that prevent the claim from being 
processed properly, such as system problems or pending policy 
decisions. 


Suspended claims display all error codes that caused the claim to 
suspend, at the header level and at the detail level. After the analyst 
has cleared all error codes applicable to the claim location, the claim is 
routed to the next applicable location code if there are other errors that 
need correction.  If no other errors exist, the claim is resubmitted to the 
processing system and is again subjected to all edits and audits. 
Overrides applied to any errors are captured to avoid having the claim 
suspend again for the same errors. These overrides stay with the 
history of the claim record. 
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Special Batching 


Introduction 


The purpose of this section is to explain the proper procedure for 
submitting special batches.  This section also explains how to prepare 
special batches, the process time required, expectations from the 
submitter, quality checks, follow-up, where to submit special batches, 
how to identify batch processors, and the batch processor's role in this 
process.  All special batches must include the required forms with the 
batch for processing.  The forms used to process special batches are 
available electronically. 


When processing batches internally, personnel often inquire which 
claim needs to be processed as a special batch versus a normal batch.  
To be process oriented and bring all functions of the internal batches 
together, special versus normal batches must be considered.  The goal 
is to make internal claims processing accountable, measurable, and 
attainable. 


Special Versus Normal Batches 


Special batches are claims processing requests that may be Legislative, 
State, or provider requested.  Members of the OHCA team submit 
special batches.  It is requested that submitters use discretion when 
submitting special batches.  Normal batches are claims needing 
processed without major importance and are processed promptly.  All 
claims are processed according to OHCA standards.  The preferred 
method of adjudication is through normal channels. 


Normal Batches 


As defined earlier, normal batches are claims needing processed within 
the OHCA or EDS account organization.  The submitter must prepare 
claims as a provider would submit paper claims to EDS.  Normal 
batches are submitted to the mail preparation area.  The batches must 
be submitted no later than 1:30 p.m. to receive the same day Julian 
date. 


Special Batch Process Requirements 


Submit a special batch with the Special Processing Request cover 
form.  This form is required to process all special batches.  An 
illustration of this form is located in Appendix A.  The special batch 


Preparation 
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submitter is responsible for requester information.  The following 
fields must be filled in for processing: Requester, Date, Department, 
Provider Name, Claim Type (examples of the various claim types are 
attached to this document), and Special Instructions.      


To ensure quality submission of special batches, the SBC verifies that 
all batch requests are properly prepared for submittal compliance.  The 
submitter is notified if forms are not properly prepared for special 
batching.  If special batches are not properly submitted, the SBC 
returns the batch to the submitter with a notation of the reason for 
returning the batch.  


The cutoff time for special batches is 3:30 p.m.  Batches submitted 
after 3:30 p.m. must be submitted the following day to ensure that 
proper tracking protocols are followed.  Special batches are submitted 
with the following day’s Julian date. 


 


Table 3.3  Special Batch Processing Cycle 


Departmental Process Time Allowed 
Microfilming and Data Entry 1 Day 
OKMMIS Processing 2 Days 
Resolutions Adjudication 2 Days 
Total 3 Days 


Edits and Audits 


Edits and audits monitor and enforce federal and state laws and 
regulations.  Edit and audit types include validation, relational, 
provider, recipient, prior authorization, history, medical policy, 
surveillance, and utilization. 


Electronic Claims 


There are two basic types of electronic claims: Electronic Claim 
Submission (ECS) and point of service (POS) interactive. 


ECS Claims 


ECS claims are submitted to EDS via direct transmission by modem, 
diskette, magnetic tape, or cartridges.  These claims are received in the 
EDS mailroom by routine mail, priority mail, or courier.  They are 


Quality Submission 


Cutoff Time 
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then taken to EDS Operations where the data is transferred from the 
source to OKMMIS. 


The claims are sorted by claim type and are pre-edited for format.  
Incorrectly formatted claims are rejected during this recycle editing 
and reported back to the submitter (this process occurs in Systems).  
Accepted claims are transferred to OKMMIS and OKMMIS assigns an 
ICN to each claim and subjects the claim to the edits and audits.  The 
claims are then processed the same way as paper claims. 


POS Claims 


The provider submits POS claims at the time the service is rendered.  
These claims are transmitted to EDS in an interactive mode.  
Pharmacy claims submitted in this manner are adjudicated online and a 
response is transmitted back to the provider indicating whether the 
claim is approved for payment or not.  If the payment of the claim is 
approved, then the amount of the payment is also transmitted back to 
the provider.  POS claims are submitted to EDS using EDS provided 
software that also contains pre-editing functions.  This function 
ensures that the claims are formatted correctly and contain all 
mandatory elements before they are actually transmitted for 
processing. 


OKMMIS processes these claims in the same manner as ECS claims.  
POS claims are given processing priority over ECS and paper claims. 
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Section 4: Windows 


Claim Suspense Listing 
The Claim Suspense window is used to list all claims that are in a suspended, or resubmit status. It only lists suspended 
claims for a given clerk, the clerk being the user who is currently logged onto the application. A user can make data 
corrections to a claim by selecting it from this listing.  
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Field Descriptions 


Field Description Length Data Type Field Type 
CLAIM TYPE Indicates which type of claim is being 


displayed. 
12 Character Field 


ICN Internal control number (ICN) which uniquely 
identifies a claim. 


13 Alphanumeric Field 


RENDERING PROVIDER The rendering provider number from the 
claim. 


9 Alphanumeric Field 


STATUS The status of the claim within the system. 9 Character Field 
SVC LOC The service location of the rendering provider. 1 Character Field 
USER ID The ID of the user to whom the claims have 


been assigned 
8 Character Field 


VIEW BY STATUS The claims selected by the user depending on 
the status selected. 


0 Radio Button Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Data Correction Claim Assignment and Review  
The Data Correction Claim Assignment & Review window allows the manager, or finance analyst II /lead, to reassign 
claims to the user by changing the User ID associated with a claim. These claims can be assigned by claim type or claim 
status. Claim type and claim status are required fields. Optional search fields are: User ID, Rendering Provider, ICN Prefix, 
Cycle Date, Location, Range, RID, Batch Range.  


The Rendering Provider is not the same for all claim types. UB92 uses NUM_PROV_LIC from T_PR_HB_LIC, instead of 
ID_PROVIDER from T_PR_PROV for its Rendering Provider number.  


- Pharmacy does not have Rendering Providers  


- Dental/Physician have Rendering Providers from T_PR_PROV, ID_PROVIDER  


- UB92 has Rendering Providers from T_PR_HB_LIC, NUM_PROV_LIC  
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Field Descriptions 


Field Description Length Data Type 
BATCH RANGE (FROM) Allows the manager to limit the selection of 


claims to a specific batch range. This is the 
beginning batch number in the range. 


3 Character 


BATCH RANGE (TO) Allows the manager to limit the selection of 
claims to a specific batch range.  This is the 
ending batch number in the range. 


3 Character 


CLAIM COUNT Number of claims found for the selection 
criteria 


5 Number 


CLAIM TYPE Indicates the claim type being selected 0 Drop Down List Box 
CYCLE DATE Allows the manager to limit the selection to a 


specific cycle date 
8 Date (CCYYMMDD)


DTL SECTION - CLAIM TYPE Indicates the claim type of the claim that met 
the selection criteria 


12 Character 


DTL SECTION - ICN Internal control number that uniquely identifies 
a claim meeting the selection criteria 


13 Character 


DTL SECTION - STATUS Displays the status the claims selected by the 
user  


9 Character 


DTL SECTION - USER ID Indicates the user that the selected claim are 
assigned to 


8 Character 


ICN PREFIX Internal control number which uniquely 
identifies a claim. Only claims meeting the 
selection criteria will be displayed. A partial 
ICN may be entered. 


13 Character 


LOCATION Allows the manager to limit the selection of 
claims to a specific location 


2 Character 


REGION Allows the manager to limit the selection of 
claims to a specific region 


2 Number 
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Field Description Length Data Type 
RENDERING PROVIDER Allows the manager to limit the selection of 


claims to the individual provider number from 
the claims  


9 Alphanumeric 


RENDERING PROVIDER SVC LOC The service location of the rendering provider. 1 Character 
RID Allows the manager to limit the selection to a 


specific recipient ID number 
12 Character 


STATUS Displays the claims selected by the user 
depending on the status selected 


0 Drop Down List Box 


USER ID Indicates the user the claims are assigned to 8 Character 


Field Edits 


Field Error Code Message Correction 
BATCH RANGE (FROM) 80045 must be entered. Enter a value for Batch Range From. 
 91029 must be numeric! Enter a numeric value. 
 91095 from cannot be greater than Batch to Enter a value which is less than or 


equal to Batch Range To. 
 91115 must be greater than or equal to Enter a value which is greater than or 


equal to zero. 
BATCH RANGE (TO) 80045 must be entered. Enter a value for Batch Range To. 
 91029 must be numeric! Enter a numeric value. 
 91095 from cannot be greater than Batch to Enter a value which is greater than or 


equal to Batch Range From. 
 91115 must be greater than or equal to Enter a value which is greater than or 


equal to zero. 
CLAIM TYPE 91080 is required! Select a value for claim type. 
CYCLE DATE 91002 Date must be numeric! Enter a numeric value. 
 91063 must be 8 characters! Enter a value 8 characters long. 
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Field Error Code Message Correction 
ICN 91029 must be numeric! Enter a numeric value. 
RENDERING PROVIDER 6540 No Rendering Provs for Pharm Clms! Provider criteria is not available for 


pharmacy claims. 
 6541 Must select a Claim Type first! Select a claim type before entering 


provider criteria. 
 91029 must be numeric! Enter a numeric value. 
 91038 must be 9 characters! Enter a Provider ID 9 characters long. 
 91088 is Not on File! Enter an existing provider. 
RID 91088 is Not on File! Enter an existing Recipient ID. 
STATUS 91080 is required! Select a value for claim status. 
USER ID 91052 is invalid! Enter an existing clerk ID. 
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Data Correction Review Criteria  
The Data Correction Review Criteria window allows the manager/supervisor or finance analyst III/ lead to set the number 
of claims for each user for quality review. These claims can be set by claim type. The percent and maximum number of 
claims needed for review can also be set.  


 
 


This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-QA Review Criteria].  
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Field Descriptions 


Field Description Length Data Type 
CLAIM TYPE Indicates the type of claim assigned to the user for review 11 Character 
MAXIMUM Maximum number of claims needed from the percentage to be 


checked for quality 
5 Numeric 


PERCENT The percent of the user's claims per day to be quality checked 3 Numeric 
RELEASE Indicates if the claims assigned to the user are to be released at 


the end of the day or held until reviewed by the manager or lead 
3 Character 


USER Indicates the user the claims are assigned to 8 Character 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Data Correction Scheduling Criteria  
The Data Correction Scheduling Criteria window allows the manager/ supervisor or finance analyst III/ lead to distribute 
claims for the users on a daily basis. Required criteria fields are User and Claim Type. Optional fields are Location Range, 
Region, Rendering Provider, RID. Claims can be assigned by claim type, or all claim types can be assigned at once.  


The Rendering Provider is not the same for all claim types. UB92 uses NUM_PROV_LIC from T_PR_HB_LIC, instead of 
ID_PROVIDER from T_PR_PROV for its Rendering Provider number.  


Pharmacy does not have Rendering Providers  


Dental/Physician have Rendering Providers from T_PR_PROV, ID_PROVIDER  


UB92 has Rendering Providers from T_PR_HB_LIC, NUM_PROV_LIC  
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This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Scheduling Criteria]. 
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Field Descriptions 


Field Description Length Data Type 
BATCH RANGE FROM The beginning batch number used to identify 


the grouping of the claims assigned to the 
user 


3 Number 


BATCH RANGE TO The ending batch number used to identify the 
grouping of the claims assigned to the user 


3 Number 


CLAIM TYPE Indicates the type of claim assigned to the 
user for review. 


9 Character 


DTL SECTION - ICN Internal control number which uniquely 
identifies a claim. 


13 Character 


DTL SECTION - JULIAN The date of the claim was processed. The 
format is YYDDD. 


5 Number 


DTL SECTION - LOC The location of the claims assigned to the 
user. 


2 Character 


DTL SECTION - PROVIDER SAK + LOC The provider identification number that 
uniquely identifies the provider and 
provider's service location. 


10 Character 


DTL SECTION – RID A system assigned number which uniquely 
identifies a recipient. 


12 Character 


DTL SECTION - USER ID Indicates the user the claims are assigned to. 8 Character 
LOCATION FROM The beginning location of the claims 


assigned to the user. 
2 Alphanumeric 


LOCATION TO The ending location of the claims assigned to 
the user. 


2 Alphanumeric 


REGION TO The beginning region code of the claims 
assigned to the user. 


2 Alphanumeric 
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Field Description Length Data Type 
RENDERING PROVIDER The provider identification number that 


uniquely identifies the rendering provider 
and can be used for assignment to a specific 
user. 


9 Character 


RID A system assigned number which uniquely 
identifies a recipient.  Claims for a specific 
RID may be assigned to a selected user. 


12 Alphanumeric 


USER Indicates the user the claims are assigned to. 8 Character 
 


Field Edits 


Field Error Code Message Correction 
BATCH FROM 80045 must be entered. Enter a value for the Batch Range To. 
 91029 must be numeric! Enter a numeric value for the Batch 


Range From. 
 91095 from cannot be greater than Batch 


to 
Enter a value for Batch Range From 
which is not greater than the Batch Range 
To. 


 91115 must be greater than or equal to Enter a value which is greater than or 
equal to zero for the Batch Range From. 


BATCH TO 80045 must be entered. Enter a value for the Batch Range From. 
 91029 must be numeric! Enter a numeric value for the Batch 


Range To. 
 91115 must be greater than or equal to Enter a value which is greater than or 


equal to zero for the Batch Range To. 
CLAIM TYPE 91080 is required! Enter a claim type. 
LOCATION FROM 91150 cannot be greater than Enter a Location From code which is not 


greater than the Location To code. 
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Field Error Code Message Correction 
RENDERING PROVIDER 6540 No Rendering Provs for Pharm 


Clms! 
Do not enter provider criteria for 
pharmacy claims. Pharmacy claims do 
not have rendering providers. 


 6541 Must select a Claim Type first! Select a claim type first. 
 91029 must be numeric! Enter a numeric value for the Provider 


ID. 
 91038 must be 9 characters! Enter a Provider ID which is 9 characters 


long. 
 91088 is Not on File! Enter an existing Provider. 
RID 80029 must be 12 characters. Enter a value 12 characters long for the 


RID. 
 91088 is Not on File! Enter an existing Recipient ID. 
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Physician Data Correction  
The Physician Data Correction window is opened by the system automatically from the first claim listed in the Claim 
Suspense Listing window. From this window, the user can access the following: 


 Detail lines - displays data entered on the detail lines  


 EOB/Errors - displays all EOB messages or error codes pertinent to the claim  


 Recipient database - accesses recipient information for the RID number on the screen  


 Provider database - accesses provider information for the provider identification number on the screen  


 TPL database - accesses TPL information for the recipient  


 Any related history claims that apply to the claim  
Claim corrections can be accomplished by changing the data in any of the above fields. Additional data may also be 
entered. After data correction is done, the user can resubmit the claim. Claim resubmission allows the claim to go through 
the claims processing cycle, subjecting it again to the edits and audits. The claim enters the processing cycle as soon as it is 
resubmitted.  
This window is accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing [Select].  


This window is accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA Review], 
Data Correction Claim Assignment & Review [Select] by the Manager and Financial Analyst III 
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Right side view  
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Left side view 
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Field Descriptions 


Field Description Length Data Type 
ACCIDENT Indicates whether the service was provided 


as a result of an accident 
0 Drop Down List Box 


ATTACHMENT Indicates whether an attachment is present 0 Drop Down List Box 
BILLED AMOUNT Amount requested by the provider for 


services rendered 
9 Number 


CCN The cash control number associated with 
this claim.  This is only displayed on certain 
adjustments. 


11 Alphanumeric 


CERTIFICATION NUMBER Code used by a provider to allow for 
referred services for managed care 


2 Character 


CLAIM STATUS Identifies the status of the claim within the 
system 


0 Drop Down List Box 


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box 
DATE BILLED Date claim was submitted for processing 8 Date (CCYYMMDD)
DTL SECTION - ALLOWED AMT The lesser of the billed amount and the 


allowed amount on file 
9 Number 


DTL SECTION - BILLED AMT Amount of money requested for payment by 
provider for services rendered 


9 Number 


DTL SECTION - DETAIL NO Number of the detail on the claim record 3 Number 
DTL SECTION - DETAIL STAT Indicates the status of the detail in the 


system. This can be paid, suspended, or 
denied 


1 Character 


DTL SECTION - DETAIL SYS Indicates whether this claim detail was 
system generated. 


1 Character 


DTL SECTION - DIAG XREF Indicates which diagnosis is being treated 4 Character 
DTL SECTION - EMRG Indicates if service provided was the result 


of an emergency 
3 Character 
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Field Description Length Data Type 
DTL SECTION - EPSDT FP Indicates if the services are related to 


EPSDT services or family planning 
services. 


1 Character 


DTL SECTION - EPSDT REF Indicates if the services are related to 
EPSDT services or pregnancy. EPSDT 
indicates referrals were made. D = Dental, 
V = Vision, and P = Pregnancy. 


2 Character 


DTL SECTION - FROM DOS Date the services were first performed 8 Date(CCYYMMDD) 
DTL SECTION - LOC Service location of the provider who 


rendered the service. 
1 Character 


DTL SECTION - MODIFIERS Code used to further define a procedure 2 Character 
DTL SECTION - PI Indicates the pricing methodology applied to 


the procedure performed 
1 Character 


DTL SECTION - POS Location where services were rendered 2 Character 
DTL SECTION - PREG Indicates whether service is related to 


pregnancy 
3 Character 


DTL SECTION - PROC CODE Code used to identify a procedure or service 
considered for payment on the detail. 


6 Character 


DTL SECTION- PROC REPLACED The procedure code originally submitted on 
the detail 


6 Character 


DTL SECTION - REF DETAIL LINE The detail number on the original claim this 
detail is associated with. 


4 Number 


DTL SECTION –  
REFERRING PROVIDER 1 


The unique provider number of the provider 
who referred the patient for this service. 


9 Alphanumeric 


DTL SECTION –  
REFERRING PROVIDER 2 


The unique provider number of the provider 
who referred the patient for this service. 


9 Alphanumeric 


DTL SECTION –  
RENDERING PROVIDER  


The ID of the provider who performed this 
claim detail's service. 


9 Alphanumeric 
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Field Description Length Data Type 
DTL SECTION - TO DOS Date services were last performed 8 Date(CCYYMMDD) 
DTL SECTION - TPL DETAIL AMT The amount paid by third party for services, 


at the claim detail level. 
9 Number 


DTL SECTION - UNITS ALWD Number of units of service that to be paid 6 Number 
DTL SECTION - UNITS BILLED Number of units for service provided 6 Number 
ERROR SECTION - DETAIL NO The number of the header (00) or detail (01-


52) for a specific claim that is in error 
3 Number 


ERROR SECTION - ERROR CODE Code used to identify the edit or audit 4 Character 
ERROR SECTION - ERROR DISP Indicates the claim disposition applicable to 


the edit or audit 
0 Drop Down List Box 


FROM DOS Date of first service on the claim 8 Date (CCYYMMDD)
HOSPITAL FROM DOS Date the recipient was admitted to inpatient 


hospital for which services are being billed 
8 Date (CCYYMMDD)


HOSPITAL TO DOS Date the recipient was discharged from 
inpatient hospital for which services are 
being billed 


8 Date (CCYYMMDD)


ICN Internal control number which uniquely 
identifies a claim 


13 Character 


MEDICAL REC NO The medical record number associated with 
this claim. 


30 Alphanumeric 


NET BILLED AMOUNT Amount remaining on a claim after payment 
has been made by all other sources such as 
co-pay and TPL. 


9 Number 


NO. OF DETAILS Number of detail service lines on the claim 3 Number 
PATIENT ACCT NO. Unique value used by the provider to 


identify the medical records for this patient 
38 Alphanumeric 


PROGRAM SECTION- AMT PAID The amount paid on the claim/detail for the 
program 


8 Number  
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Field Description Length Data Type 
PROGRAM SECTION - FUND CODE The fund code associated with this detail's 


health program. 
3 Alphanumeric 


PROGRAM SECTION - HEALTH PGM The program the header/detail was paid 
under 


2 Character 


PROGRAM SECTION - NUM DTL The number of the header (00) or detail (01-
52) for a specific claim that is in error 


3 Number 


PROVIDER/LOCATION Provider identification number and location 
that identifies the provider rendering 
services 


10 Character 


RECIP FIRST NAME First name of the recipient associated with 
the RID number 


15 Character 


RECIP LAST NAME The last name of the recipient associated 
with the RID number 


15 Character 


REFERRING PROVIDER 1 The unique provider number of the provider 
who referred the patient for this service 


9 Alphanumeric 


REFERRING PROVIDER 2 The unique provider number of the provider 
who referred the patient for this service. 


9 Alphanumeric 


RH SECTION - DETAIL NUMBER The current detail line related to the history 
claim displayed 


3 Character 


RH SECTION - RELATED DETAIL Indicates the history detail line related to the 
current detail line 


3 Character 


RH SECTION - RELATED ICN ICN of the related claim 13 Number 
RID NUMBER A system assigned number that identifies a 


recipient 
12 Number 


SIGNATURE Indicates whether the claim was signed by 
the provider or representative 


0 Drop Down List Box 


SPENDDOWN AMT Amount of money that the recipient is 
responsible for paying for services rendered 


9 Number 
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Field Description Length Data Type 
TO DOS Date of last service on the claim 8 Date (CCYYMMDD)
TOTAL TPL AMOUNT The sum of the TPL amounts at the header 


and detail levels. 
9 Number 


TPL AMOUNT Amount paid by third party for services at 
the claim header level 


8 Number 


TXN TYPE Currently this field is not being used 0 N/A 


Field Edits 


Field Error Code Message Correction 
CCN 6740 CCN balance not > 0! Enter a CCN whose balance is 


greater than zero. 
 7136 CCN not found! Enter a CCN which exists. 
DTL SECTION - BILLED AMT 91007 Data must be numeric! Verify entry and re-enter 
DTL SECTION - DIAG XREF 6505 Diag XRef includes a 


non-existent Diagnosis! 
Verify entry and re-enter 


 91029 must be numeric! Verify entry and re-enter 
DTL SECTION - FROM DOS 91052 is invalid! Verify date and format and re-enter 
DTL SECTION - POS 91006 Field is required! Enter a valid Place of Service code 
 91052 is invalid! Verify entry and re-enter 
DTL SECTION - PROC CODE 91006 Field is required! Enter a valid procedure code 
DTL SECTION - REFERRING 
PROVIDER 1 


5093 Provider ID must be 9 
numeric digits! 


Enter a numeric provider ID 9 
digits long. 


 91029 must be numeric! Enter a numeric provider ID. 
 91052 is invalid! Enter an existing provider ID. 
DTL SECTION - REFERRING 
PROVIDER 2 


5093 Provider ID must be 9 
numeric digits! 


Enter a numeric provider ID 9 
digits long. 


 91029 must be numeric! Enter a numeric provider ID. 
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Field Error Code Message Correction 
 91052 is invalid! Enter an existing provider ID. 
DTL SECTION - RENDERING 
PROVIDER ID 


5093 Provider ID must be 9 
numeric digits! 


Enter a numeric provider ID 9 
digits long. 


 91029 must be numeric! Enter a numeric provider ID. 
 91052 is invalid! Enter an existing provider ID. 
 91124 Prov ID and Loc are 


required 
Ensure the rendering provider's 
service location has also been 
entered. 


DTL SECTION - RENDERING 
PROVIDER SVC LOC 


91124 Prov ID and Loc are 
required 


Ensure the rendering provider's ID 
has also been entered. 


DTL SECTION - TO DOS 91052 is invalid! Verify date format and re-enter 
DTL SECTION - TPL DETAIL AMT 91007 Data must be numeric! Enter a numeric value. 
 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than or 


equal to 
Enter a value greater than or equal 
to zero. 


DTL SECTION - UNITS BILLED 91007 Data must be numeric! Verify entry and re-enter 
ERROR SECTION - DETAIL NO 91006 Field is required! Enter a detail number 
 91037 field is required! Enter a detail number 
 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR CODE 91006 Field is required! Enter a valid error code 
 91007 Data must be numeric! Verify entry and re-enter 
 91037 field is required! Enter a valid error code 
 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR DISP 6009 Error Disp may not be 


'Deny' unless EOB 
exists! 


Verify entry and re-enter 


 6533 This Status may only be 
assigned by the system! 


Verify entry and re-enter 
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Field Error Code Message Correction 
HOSPITAL FROM DOS 91052 is invalid! Verify date and format and re-enter 
 91076 must be less than Verify entry and re-enter 
HOSPITAL TO DOS 91052 is invalid! Verify date and format and re-enter 
 91076 must be less than Verify entry and re-enter 
PATIENT ACCT NO. 91031 must be alphanumeric! Verify entry and re-enter 
PROVIDER/LOCATION 5052 Provider ID not found! Verify entry and re-enter 
 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
REFERRING PROVIDER 1 5093 Provider ID must be 9 


numeric digits! 
Enter a numeric provider ID 9 
digits long. 


 91029 must be numeric! Enter a numeric provider ID. 
 91052 is invalid! Enter an existing provider ID. 
REFERRING PROVIDER 2 5093 Provider ID must be 9 


numeric digits! 
Enter a numeric provider ID 9 
digits long. 


 91029 must be numeric! Enter a numeric provider ID. 
 91052 is invalid! Enter an existing provider ID. 
RID NUMBER 4001 Medicaid ID not found! Verify entry and re-enter 
 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
TPL AMOUNT 91007 Data must be numeric! Enter a numeric value. 
 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than or 


equal to 
Enter a value greater than or equal 
to zero. 
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Physician Xover Information  


The physician Xover Information window displays the Crossover information applicable to a crossover claim in suspense. 


The following fields can be updated: 


• Medicare Allowed 


• Deductible 


• Coinsurance 


• Psych Amount 


Claim correction can be accomplished by changing the data on any of the above fields.  After data correction is complete, 
the user can resubmit the claim.  Claim resubmission allows the claim to go through the claims processing cycle and the 
edits and audits.  The claim enters the processing cycle as soon as it is resubmitted. 
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This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Suspended 
Physician Claim [Options - Xover Data].  


Field Descriptions 


Field Description Length Data Type 
COINSURANCE Coinsurance dollar amount 9 Number 
DEDUCTIBLE Deductible dollar amount 9 Number 
ICN Internal control number which uniquely identifies a claim 13 Character 
MEDICARE ALLOWED The dollar amount Medicare allows for the service being 


billed 
6 Number 
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Field Description Length Data Type 
MEDICARE PAID Identifies how much Medicare paid on the claim 


submitted 
9 Number 


MEDICARE PAID DATE Date on which Medicare paid for the claim 8 Date (CCYY/MM/DD) 
PSYCH AMOUNT 37.5% psychiatric reduction. This only applies for paper 


claims, and is identified by L Amount on the Medicare 
EOMB. On tape crossovers this amount is included in the 
coinsurance amount. 


9 Number 


Field Edits 


   Field    Error Code    Message    Correction 


 COINSURANCE  91007  Data must be numeric! Enter a numeric value. 
  91076  Must be less than Enter a value less than one million. 
 DEDUCTIBLE  91007  Data must be numeric! Enter a numeric value. 
  91076  Must be less than Enter a value less than one million. 
 MEDICARE ALLOWED  91007  Data must be numeric! Enter a numeric value. 
  91076  Must be less than Enter a value less than one million. 


 MEDICARE PAID  91007  Data must be numeric! Enter a numeric value. 
  91076  Must be less than Enter a value less than one million. 
 MEDICARE PAID DATE  91001  Invalid Date (CCYYMMDD)! Enter a valid date (CCYYMMDD). 
  91003  Date is required! Enter a date. 
 PSYCH AMOUNT  91007  Data must be numeric! Enter a numeric value. 
  91076  Must be less than Enter a value less than one million. 


Claims Resolutions Procedures Manual Section 4: Windows 


Library Reference Number: OKCR 4-27 
Revision Date: September 2002 
Version Number: 1.0 







Physician Diagnosis Codes  
When accessed from Claims Inquiry, this window is view - only. When accessed from Data Corrections, this window is 
editable.  


The Physician Diagnosis Code window allows the user to view the diagnosis pertinent to a paid, denied or suspended 
claim. It can also allow the user to add record associating physician diagnosis codes with a specific claim. The sequence 
number is incremented by the window when a new code is added, and is recalculated when a code is deleted. 


 


 
This window can be accessed from: Main Menu (Claims), Claims Menu (Inquiry), Claim Inquiry (Select), Suspended 
Physician Claim (Claim - Diagnosis).  
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Field Descriptions 


Field Description Length Data Type Field Type 
DELETE Delete button. 0 N/A Button 
DIAGNOSIS Indicates the diagnosis codes applicable to the 


claim 
7 Character Field 


ICN Internal control number which uniquely 
identifies a claim 


13 Character Field 


NEW New button. 0 N/A Button 
SEQ The sequence number associated with this 


diagnosis code; assigned by the system. 
1 Alphanumeric Field 


Field Edits 


Field Error Code Message Correction 
DELETE 6501 At least one Diagnosis Code is required! At least one diagnosis code must be kept. 
 6503 Claim Detail is dependent on this diagnosis! This record cannot be disassociated from 


this claim detail. 
 6504 Only the last Diagnosis Code may be 


deleted! 
For deletes, remove the last diagnosis code. 


DIAGNOSIS 91031 must be alphanumeric! Enter an alphanumeric value. 
 91052 is invalid! The double-clicked Diagnosis Code is 


invalid; enter a valid one before double-
clicking. 


NEW 6502 Maximum number of codes already exists! No more records can be added. A record 
must be removed first. 
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CLIA Detail  
When accessed from Claims Inquiry, this window is view-only for UB92 and Professional claims. When accessed from 
Data Corrections, it is view-only for UB92 claims, editable for Professional claims. 
 
The CLIA Detail window allows the user to view CLIA numbers associated to the paid, denied or suspended claims being 
viewed. The window can also allow users to add or edit CLIA numbers for professional claims. The sequence number is 
incremented by the window when a new CLIA number is added. 
 
This window can be accessed from: Main Menu (Claims), Claims Menu (Inquiry), Claim Inquiry (Select), 
Paid/Denied/Suspended Claim (Claim - CLIA Numbers). 
 
This window can be accessed from: Main Menu (Claims), Claims Menu (Data Corrections), Claim Suspense Listing 
(Select), Claim Data Correction (Claim - CLIA Numbers). 
 
This window can be accessed from: Main Menu (Claims), Claims Menu (Adjustments), Adjustments Menu (Adjustment 
Search), Adjustment Request Search (Verify Claims), Net Verification (Correct), Claim Data Correction (Claim - CLIA 
Numbers). 
 
Technical Name w_clia_list 
PBL Name claim01.pbl 
Extra Features 
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Field Descriptions 


Field Description Data Type Length
CLIA ID CLIA number associated with this ICN, and the claim header or detail. Character 10 
Detail Detail number associated with the CLIA number.  Header is designated 00, 


Details are sequential from 01. 
Number 4 


ICN Internal control number which uniquely identifies a claim. Character    13 
Seq Sequence number associated with the detail and CLIA number.  Details that 


are 01 and above always have a seq number of 1, Headers can have up to 3. 
Character    1    
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Field Edits 
 
Field Field Type Error Code Error Message To Correct 
CLIA ID  Field   91070 CLIA ID must be 10 


chars. 
Check CLIA ID and re-
enter. 


  Field   91106 CLIA ID was not found. Check CLIA ID and re-
enter. 


Detail  Field   3010 Header Detail Numbers 
cannot be changed. 


Header Detail Numbers 
must remain 00. 


  Field   91106 Claim Detail Number 
was not found. 


Check Claim Detail and 
re-enter. 


Detail  Field   91029 Sequence must be 
numeric. 


Check Sequence and re-
enter. 
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Pharmacy Data Correction  
The Pharmacy Data Correction window is accessed by selecting suspended pharmacy claims from the Claim Suspense 
Listing window. From this screen, the examiner has access to the following:  


 Detail lines - Displays the data entered on the detail lines.  


 EOB/Errors - Displays all EOB messages or error codes pertinent to the claim.  


 The recipient database - Accesses recipient information pertinent to the RID No. on the claim. Double-click the 
RID No. to access the recipient database.  


 The provider database - Accesses provider information pertinent to the provider identification number on the claim. 
Double-click the provider number to access the provider database.  


 The TPL database - Accesses the TPL information pertinent to the TPL amount on the claim. Double-click the TPL 
amount to access the TPL database.  


 The prescriber database – Accesses the prescriber information pertinent to the prescriber on the claim.  Double-
click the Prescrib Provider to access the prescriber database. 


Claim corrections are accomplished by changing the data in any of the above fields. If appropriate, additional data may 
also be entered. After data correction is complete, the examiner can resubmit the claim. Claim resubmission allows the 
claim to go through the claims processing cycle, subjecting it again to the edits and audits. The claim enters the processing 
cycle as soon as it is resubmitted
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This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing 
[Select]. 
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Field Descriptions


Field Description Length Data Type 
BILLED AMOUNT Amount requested by provider for services 


rendered 
9 Number 


BRAND NCSRY Indicates the reason, if any, that a brand name 
drug was dispensed 


1 Character 


CCN The cash control number associated with this 
claim. This field only appears on certain 
adjustments. 


11 Alphanumeric 


CLAIM STATUS Identifies the status of the claim in the system 0 Drop Down List Box 
CLAIM TYPE Indicates the type of claim 0 Drop Down List Box 
DATE BILLED The date a claim was submitted to EDS 8 Date (CCYYMMDD) 
DATE DISPENSED Date pharmacy gave drug to the recipient 8 Date (CCYYMMDD) 
DATE PRESCRIBED Date physician prescribed drug to the recipient 8 Date (CCYYMMDD) 
DAYS SUPPLY Number of days a prescribed drug should last a 


recipient 
3 Number 


DISPENSING FEE Amount of dispensing fee, if paid 9 Number 
DTL SECTION - ALLOWED 
AMOUNT 


Amount allowed for services rendered 9 Number 


DTL SECTION - BILLED 
AMOUNT 


Amount of money for services rendered that is 
requested by a provider 


9 Number 


DTL SECTION - DETAIL NO. The number of the detail on a claim record 3 Number 
DTL SECTION - DISPENSE 
QTY 


Number of units of a drug dispensed to a 
recipient. The type of unit is expressed in Drug 
Form Code. 


9 Number 


DTL SECTION - DRUG FORM 
CODE 


Basic drug measurement unit, such as each, 
milliliter, or gram, used for price calculations. 


2 Character 
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Field Description Length Data Type 
DTL SECTION - NDC CODE National drug code containing a five-digit 


numeric labeler code, a four-digit numeric 
product code, and a two-digit numeric package 
code. It is used to identify a drug, the labeler, the 
package size of the product for pricing, DUR, 
and prior authorization. 


11 Number 


DTL SECTION - NDC 
STATUS 


Indicates whether drug code is prescription only 
or Non LGD 


1 Character 


DTL SECTION - PRICING 
INDICATOR 


Indicates which pricing methodology was applied 
to the drug dispensed. 


1 Alphanumeric 


DTL SECTION-SUPER PA Indicates if a super PA was used to authorize 
payment of the detail. 


1 Character 


OUTCOME Response of the pharmacist to the DUR message 2 Character 
INTERVENTION Indicates whom the pharmacist consulted with as 


the result of a DUR alert.  Indicates if a 
worksheet or summary list report should be 
generated. 


2 Character 


CONFLICT Response of the pharmacist to the NCPDP 
conflict code.  


2 Character 


EMERGENCY Indicates whether service was provided in an 
emergency situation 


0 Drop Down List Box 


ERROR SECTION - DETAIL 
NO. 


Number of header (00) or detail (01-52) for a 
specific claim that is in error 


3 Number 


ERROR SECTION - ERROR 
CODE 


Code used to identify the edit or audit 4 Character 


ERROR SECTION - ERROR 
DISP 


Indicates the claim disposition applicable to the 
edit or audit 


1 Character 


ERROR SECTION- PRINT 
RQST 


Indicates if a worksheet or summary list report 
should be generated 


1 Character 
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Field Description Length Data Type 
ICN Internal control number which uniquely identifies 


a claim 
13 Character 


NET BILLED AMOUNT Amount remaining on a claim after payment has 
been made by all other sources such as co-pay or 
TPL 


9 Number 


NO. OF DETAILS The number of detail service lines on the claim 2 Number 
NURSE HOME Indicates whether the recipient is in a nursing 


home 
0 Drop Down List Box 


PREGNANT Indicates whether service is related to pregnancy 0 Drop Down List Box 
PRESCRIBER LAST NAME Last Name number of provider who prescribed 


the drugs to the recipient. This does not have to 
be an enrolled provider. 


15 Character 


PRESCRIBING PROVIDER License number of provider prescribing the 
drugs. This does not have to be an enrolled 
provider. 


9 Character 


PRESCRIP NUMBER Number assigned by a pharmacy to identify the 
drug dispensed to a recipient 


7 Character 


PROGRAM SECTION- AMT 
PAID 


The amount paid on the claim/detail for the 
program. 


8 Number 


PROGRAM SECTION - FUND 
CODE 


The fund code associated with this detail's health 
program. 


3 Alphanumeric 


PROGRAM SECTION - 
HEALTH PGM 


The program that the header/detail was paid 
under 


2 Character 


PROGRAM SECTION - NUM 
DTL 


The number of the header (00) or detail (01-52) 
for a specific claim that is in error 


3 Number 


PROVIDER/LOCATION Provider identification number and location that 
identifies the provider rendering services 


10 Character 


RECIP FIRST NAME First name of the recipient associated with the 15 Character 
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Field Description Length Data Type 
RID number 


RECIP LAST NAME Last name of the recipient associated with the 
RID number 


15 Character 


REFILL QTY Number of refills allowed on the billed 
prescription 


3 Number 


RH SECTION - DETAIL 
NUMBER 


The current detail line related to the history claim 
displayed 


3 Number 


RH SECTION - RELATED 
DETAIL 


Indicates the history detail line related to the 
current detail line 


3 Character 


RH SECTION - RELATED ICN ICN of the related claim 13 Number 
RID NUMBER System assigned number that identifies a 


recipient 
12 Character 


SIGNATURE Indicates whether the claim was signed by the 
provider or representative 


0 Drop Down List Box 


SPENDDOWN AMT Amount of money that the recipient is 
responsible for paying for services rendered 


9 Number 


TPL AMOUNT Amount paid by third party for services 9 Number 
TXN TYPE This field is not currently used 0 N/A 
TYPE Indicates whether the claim is a regular pharmacy 


claim or a compound prescription claim 
1 Character 


Field Edits


Field Error Code Message Correction 
CCN 6740 CCN balance not > 0! Enter a CCN whose balance is 


greater than zero. 
 7136 CCN not found! Enter a CCN which exists. 
DAYS SUPPLY 91007 Data must be numeric! Verify entry and re-enter 
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Field Error Code Message Correction 
DISPENSED QTY 91007 Data must be numeric! Verify entry and re-enter 
DTL SECTION - ALLOWED AMOUNT 91007 Data must be numeric! Verify entry and re-enter 
DTL SECTION - BILLED AMOUNT 91007 Data must be numeric! Verify entry and re-enter 
DTL SECTION - DISPENSED QTY 91007 Data must be numeric! Verify entry and re-enter 
ERROR SECTION - DETAIL NO. 91006 Field is required! Enter a detail number 
 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR CODE 91006 Field is required! Enter a valid error code 
 91007 Data must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
SPENDDOWN AMT 91007 Data must be numeric! Verify entry and re-enter 
PRESCRIBING PROVIDER 5092 License must be 5-10 numeric 


digits! 
Verify entry and re-enter 


 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
PRESCRIP NUMBER 91031 must be alphanumeric! Verify entry and re-enter 
PROVIDER/LOCATION 5052 Provider ID not found! Verify entry and re-enter 
 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
REFILL QTY 91007 Data must be numeric! Verify entry and re-enter 
RID NUMBER 4001 Medicaid ID not found! Verify entry and re-enter 
 91029 must be numeric! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
TPL AMOUNT 91007 Data must be numeric! Verify entry and re-enter 
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Claim Errors  
The Claim Errors window can be accessed from the paid, denied, or suspended claim windows. This window displays the 
header and/or detail errors applicable to the claim being viewed. 


Left side view 


 


Section 4: Windows Claims Resolutions Procedures Manual 


4-40 Library Reference Number: OKCR 
Revision Date: April 2005 


Version: 1.2 







Right side view:  


 
This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim [Options - Claim EOBs/Errors] or Click EOBs/Errors button.  


Field Descriptions 


Field Description Length Data Type 
DATE The date the error was posted on the claim. 8 Date CCYY/MM/DD
DETAIL NO. The number of the header (00) or detail (01 – 999) that 


contains an edit or an audit failure. 
3 Numeric 


EOB CODE A code which represents a policy for Medicaid claim 
adjudication. 


4 Alphanumeric 


ERROR CODE Code used to indicate an error was discovered on a claim 
during processing in the base system. This can be either 
an edit or an audit. 


4 Numeric 


ERROR DESCRIPTION Description of an edit or an audit. 50 Character 
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Field Description Length Data Type 
ERROR DISP Code that represents the action that is taken on a claim at 


disposition time: pay(P), deny(D), suspend(S), force 
override(F), reject(J), or batch suspend(B). 


5 Character 


ICN Internal control number which uniquely identifies a 
claim. 


13 Character 


ORIGIN Indicates the originator of the error and its disposition.  
This will be either system or user. 


6 Character 


STATUS Indicated if the error is currently applicable to the claim 
or if it was previously set before the claim recycled 
through the claims engine. 


  


TIME The time the error was posted on the claim. 8 Numeric 
VIEW Allows the user to view either the current or history claim 


errors, or both. 
0 Radio Button 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Claim EOB  
The Claim EOB Codes window displays the EOB codes and messages applicable to the claim that is in suspense. These 
codes and messages are generated to explain to the provider the reason that the claim is in suspense. In most cases, the 
same codes are generated to explain the denial of a claim.  


 


This window can be accessed from: Main Menu [Claims], Claims Menu [Inquiry], Claim Inquiry [Select], Paid-Denied-
Suspended Claim [Options - Claim EOBs].  


Field Descriptions 


Field Description Length Data Type Field Type 
ADJ AMT The amount of the adjustment to the billed 


amount. 
9 Number Field 


HIPAA ADJ REASON The reason the billed amount and/or units were 
modified. 


4 Character Field 


ADJ UNITS The number of units adjusted from the units 
billed. 


6 Number Field 


Claims Resolutions Procedures Manual Section 4: Windows 


Library Reference Number: OKCR 4-43 
Revision Date: April 2005 
Version Number: 1.2 







Field Description Length Data Type Field Type 
DELETE Delete button. This is only visible from the 


data corrections window. 
0 N/A Button 


DETAIL NO. The detail number to which the EOB message 
is attached 


3 Numeric Field 


EOB CODE Code number attached to an EOB message 4 Numeric Field 
EOB DESCRIPTION Message sent out to provider explaining an 


error condition or denial of a claim 
50 Character Field 


ICN Internal control number which uniquely 
identifies a claim 


13 Character Field 


NEW Button to allow a user to add an EOB to the 
claim through the data corrections window 
only. 


0 N/A Button 


ORIGIN Indicates who generated the EOB code and 
message 


6 Character Field 


REMARKS CODE The HIPAA code associated with the EOB 
remarks. 


5 Character Field 


SAVE Button to save changes made to the EOB 
window when in data corrections 


0 N/A Button 


STATUS Indicates whether the EOB is current or history 7 Character Field 
VIEW Allows the user to view either the current or 


history EOBs, or both 
0 Radio Button Field 


Field Edits 


Field Error Code Message Correction 
ADJ AMT 91007 Data must be numeric! Enter a numeric value. 
ADJ UNITS 91007 Data must be numeric! Enter a numeric value. 
DELETE 6510 Only "User" created details can be deleted! Delete only user-created records, not 


system-generated records. 
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Field Error Code Message Correction 
 7002 Do you really want to delete this record? Confirm or decline record deletion. 
DETAIL NO. 91006 Field is required! Enter a detail number. 
 91007 Data must be numeric! Enter a numeric value. 
 91052 is invalid! Enter a detail number ot greater than the 


total number of details for this claim. 
 91067 Must be greater than zero! Enter a detail number greater than zero. 
EOB CODE 91006 Field is required! Enter a valid EOB code. 
 91052 is invalid! Enter an existing EOB code. 
 91080 is required! Enter a value for the EOB code. 
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Claim Location  


When opened from an inquiry window, the Claim Location window is not updateable. However when opened from a data 
correction window, the new and save buttons are displayed allowing the user to add a location. This gives the user the 
ability to route the claim to another department for correction. All claim types share this window. 


 


Field Descriptions 


Field Description Length Data Type Field Type 
ICN Internal control number which uniquely 


identifies a claim 
13 Character Field 


LOCATION Indicates claim location within the claims 
processing system 


2 Character Field 


LOCATION DATE The date that the claim went to this location 8 Date (CCYYMMDD) Field 
TIME The time that the claim went to this location 8 Number Field 
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Field Edits 


Field Error Code Message Correction 
LOCATION 91006 Field is required! Enter a valid numeric location code 
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Related Claim History  
The Related Claim History window lists other claims that are related to the current claim. The window is non-updateable 
and is shared by all claim types. This window is used to validate medical policy audits, duplicate check audits, umbrella 
audits, limitation audits, bundling and unbundling audits. 


 


 


Field Descriptions 


Field Description Length Data Type Field Type 
DETAIL NUMBER Indicates the current detail line related to the history 


claim displayed 
3 Number Field 


ICN Internal control number that uniquely identifies a 
claim 


13 Character Field 


RELATED DETAIL The detail number of the history claim related to the 
current claim detail. 


3 Number Field 


RELATED ICN ICN of the related claim 13 Character Field 
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Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Data Correction – Dental  


The Dental Data Correction window is accessed by selecting suspended dental claims from the Claim Suspense Listing 
window.  From this screen, the analyst has access to the following: 


• Detail lines – Displays the data entered on the detail lines. 


• EOB/Errors – Displays all EOB messages or error codes pertinent to the claim. 


• Recipient database – Accesses recipient information for the RID No. on the claim.  Double-click the RID No. to access 
the recipient database. 


• Provider database – Accesses provider information for the provider identification number on the claim. Double-click the 
provider number to access the provider database. 


•  TPL database – Accesses the TPL information for the Recipient.  Double-click the TPL amount to access the TPL 
database. 


• Related history – Accesses any related history claims that apply to the claim. 


The following fields may be updated: 


• Claim status 


• RID No. 


• Recipient last name and recipient first name 


• Billing provider identification number and location code 


• POS 


• TPL Amount 


• Spend down amount 


• Accident Indicator 


• Other Plan Indicator 


• Emergency Indicator 


• Signature Indicator 
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• From and To Dates of Service 


• Date Billed 


• Billed Amount 


• Net Billed Amount 


Claim correction is accomplished by changing the data on any of the above fields.  If appropriate, additional data may also 
be entered.  After data correction is complete, the analyst can resubmit the claim.  Claim resubmission allows the claim to 
go through the claims processing cycle, subjecting it again to the edits and audits.  The claim enters the processing cycle as 
soon as it is resubmitted. 
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Left side view: 
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Right side view: 
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Field Descriptions 


Field Description Length Data Type 
ACCIDENT Indicates whether the service was provided 


as a result of an accident 
0 Drop Down List Box 


BILLED AMOUNT Total of all line charges on the claim 9 Number 
CCN The cash control number associated with 


this claim. This field will only be 
displayed on adjustments. 


11 Alphanumeric 


CLAIM STATUS Identifies the status of the claim within the 
system 


0 Drop Down List Box 


CLAIM TYPE Indicates the type of claim 0 Drop Down List Box 
DATE BILLED Date the claim was submitted 8 Date (CCYYMMDD) 
DTL SECTION - ALLOWED 
AMOUNT 


Oklahoma Health Coverage Programs 
allowed amount on the detail 


9 Number 


DTL SECTION - BILLED AMOUNT Amount of money requested for payment 
by a provider for services rendered 


9 Number 


DTL SECTION - DETAIL NO Number of the detail on the claim record 3 Number 
DTL SECTION - DETAIL STAT Indicates the status of the detail in the 


system (paid, suspended, or denied) 
1 Character 


DTL SECTION - DETAIL SYS Indicates whether this claim detail was 
system generated. 


1 Character 


DTL SECTION - DOS Date services were performed 8 Date (CCYYMMDD) 
DTL SECTION - ORG DETAIL 
NUM 


The detail number on the original claim 
this detail is associated with. 


4 Number 


DTL SECTION-ORG UNITS The number of units originally billed on 
the detail. 


6 Number 


DTL SECTION MODIFIERS The modifiers associated with the 
procedure code billed on the detail.  Up to 
4 modifiers can be submitted. 


8 Alphanumeric 
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Field Description Length Data Type 
DTL SECTION - PRICING 
INDICATOR 


Indicates which pricing methodology was 
applied to the procedure performed. 


1 Alphanumeric 


DTL SECTION - PROC CODE HCPCS code (DXXXX) used to identify a 
dental procedure 


6 Character 


DTL SECTION - RENDERING 
PROVIDER ID 


The ID of the provider who performed this 
claim detail's service. 


9 Alphanumeric 


DTL SECTION - RENDERING 
PROVIDER SVC LOC 


The service location where the rendering 
provider performed this claim detail's 
service. 


1 Character 


DTL SECTION-QUADRANT The first quadrant billed on the detail. 2 Alphanumeric 
DTL SECTION - TOOTH NUMBER Identifies the tooth on which the provider 


rendered services. An alphabetic character 
indicates temporary teeth and numeric 
indicates permanent teeth. 


2 Character 


DTL SECTION - TPL DETAIL AMT The amount paid by third party for 
services, at the claim detail level. 


9 Number 


DTL SECTION - UNITS ALWD Number of units allowed to the provider 6 Number 
DTL SECTION - UNITS BILLED Number of units billed by the provider 6 Number 
EMERGENCY Indicates whether service was provided as 


a result of an emergency situation 
0 Drop Down List Box 


ERROR SECTION - DETAIL NO Number of the header (00) or detail (01-
52) for a specific claim in error 


2 Number 


ERROR SECTION - ERROR CODE Code used to identify the edit or audit 4 Character 
ERROR SECTION - ERROR DISP Indicates the claim disposition applicable 


to the edit or audit 
1 Character 


ERROR SECTION-PRINT RQST Indicates if a worksheet of summary list 
report should be generated. 


1 Character 


FROM DOS Beginning date of service on the claim 8 Date (CCYYMMDD) 
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Field Description Length Data Type 
ICN Internal control number that uniquely 


identifies a claim 
13 Character 


NET BILLED AMOUNT Total amount due to provider (Billed 
Amount - TPL amount) 


9 Number 


NEXT ICN This field will allow the user to enter the 
ICN of the next claim they would like to 
view 


13 Character 


NO OF DETAILS Number of detail service lines on the claim 3 Number 
OTHER PLAN Indicates if there is another plan of 


insurance 
0 Drop Down List Box 


PATIENT ACCT NO Patient's unique identification number 
assigned by the provider to track the 
patient's financial records. 


38 Alphanumeric 


SPENDDOWN AMT Amount of money that the recipient is 
responsible for paying for services 
rendered 


9 Number 


POS Location where service was rendered 2 Character 
PROGRAM SECTION-AMT PAID The amount paid on the claim/detail for 


the program 
8 Number 


PROGRAM SECTION - FUND 
CODE 


The fund code associated with this detail's 
health program. 


3 Alphanumeric 


PROGRAM SECTION - HEALTH 
PGM 


The program the header/detail was paid 
under 


2 Character 


PROGRAM SECTION - NUM DTL The number of the header (00) or detail 
(01-52) for a specific claim’s program info 


2 Number 


PROVIDER/LOCATION Pay to provider identification number and 
location that uniquely identifies the 
provider of services 


10 Character 
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Field Description Length Data Type 
RECIP FIRST NAME First name of the recipient associated with 


the RID number 
15 Character 


RECIP LAST NAME Last name of the recipient associated with 
the RID number 


15 Character 


RENDERING PROVIDER The provider rendering the service. 9 Alphanumeric 
RH SECTION - DETAIL NUMBER The current detail line related to the 


history claim displayed 
3 Character 


RH SECTION - RELATED DETAIL Indicates the history detail line related to 
the current detail line 


3 Character 


RH SECTION - RELATED ICN ICN of the related claim 13 Number 
RID NO A system assigned number which uniquely 


identifies a recipient 
12 Character 


SIGNATURE Indicates whether the claim was signed by 
the provider or representative 


0 Drop Down List Box 


TO DOS Ending date of service on the claim 8 Date (CCYYMMDD) 
TOTAL TPL AMOUNT The sum of the TPL amounts at the header 


and detail levels. 
9 Number 


TPL AMOUNT Amount paid by third party for services, at 
the claim header level. 


8 Number 


TXN TYPE This field is not currently used 0 N/A 


Field Edits 


Field Error Code Message Correction 
CCN 6740 CCN balance not > 0! Enter a CCN whose 


balance is greater than 
zero. 


 7136 CCN not found! Enter a CCN which 
exists. 
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Field Error Code Message Correction 
DTL SECTION - ALLOWED 
AMOUNT 


91007 Data must be numeric! Verify entry and re-
enter. 


DTL SECTION - BILLED 
AMOUNT 


91007 Data must be numeric! Verify entry and re-
enter. 


DTL SECTION - DOS 91007 Data must be numeric! Verify date and format 
and re-enter. 


DTL SECTION - PROC 
CODE 


91006 Field is required! Enter a valid procedure 
code. 


DTL SECTION - 
RENDERING PROVIDER 
ID 


5093 Provider ID must be 9 numeric digits! Enter a numeric 
provider ID 9 digits 
long. 


 91029 must be numeric! Enter a numeric 
provider ID. 


 91052 is invalid! Enter an existing 
provider ID. 


 91124 Prov ID and Loc are required Ensure the rendering 
provider's service 
location has also been 
entered. 


DTL SECTION - 
RENDERING PROVIDER 
SVC LOC 


91124 Prov ID and Loc are required Ensure the rendering 
provider's ID has also 
been entered. 


DTL SECTION - TOOTH 
NUMBER 


91052 is invalid! Verify entry and re-
enter. 


DTL SECTION - TPL 
DETAIL AMT 


91007 Data must be numeric! Enter a numeric value. 


 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than or equal to Enter a value greater 


than or equal to zero. 
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Field Error Code Message Correction 
ERROR SECTION - 
DETAIL NO 


91006 Field is required! Enter a detail number. 


 91052 is invalid! Verify entry and re-
enter. 


ERROR SECTION - ERROR 
CODE 


91006 Field is required! Enter a valid error code. 


 91007 Data must be numeric! Verify entry and re-
enter. 


 91052 is invalid! Verify entry and re-
enter. 


ERROR SECTION - ERROR 
DISP 


91076 must be less than Verify entry and enter 
proper date. 


SPENDDOWN AMT 91007 Data must be numeric! Verify entry and re-
enter. 


POS 91006 Field is required! Enter a valid POS. 
 91052 is invalid! Verify entry and re-


enter. 
PROVIDER/LOCATION 5093 Provider ID must be 9 numeric digits! Verify entry and re-


enter. 
 91029 must be numeric! Verify entry and re-


enter. 
 91052 is invalid! Verify entry and re-


enter. 
RID NO 91029 must be numeric! Verify entry and re-


enter. 
 91052 is invalid! Verify entry and re-


enter. 
TPL AMOUNT 91007 Data must be numeric! Enter a numeric value. 
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Field Error Code Message Correction 
 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than or equal to Enter a value greater 


than or equal to zero. 
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Dental Tooth Surface Codes  


The Dental Tooth Surface Codes window is opened from the details window under the Claim heading. 


The following fields may be updated: 


• Tooth Surface 


• Detail Number 


Claim correction may be accomplished by changing the data on any of the above fields.  If appropriate, additional data may 
be entered.  After data correction is complete, the analyst can resubmit the claim.  Claim resubmission allows the claim to 
go through the claims processing cycle, subjecting it again to the edits and audits.  The claim enters the processing cycle as 
soon as it is resubmitted. 
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Field Descriptions 


Field Description Length Data Type Field Type 
DETAIL NO The number of the detail for a specific claim. 3 Numeric Field 
ICN Internal control number used to uniquely 


identify a claim. 
13 Character Field 


TOOTH SURFACE The surface(s) which the provider performed 
services on. 


1 Character Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Data Correction – UB92  


The Data Correction – UB-92 Header window displays when any of the suspended UB-92 claims are selected from the 
Claim Suspense Listing window.  The following claim types are included on the UB-92 claim form: 


• Inpatient 


• Home Health 


• Outpatient 


• Nursing Home or Long Term Care 


• Crossover types A and C 


From the Data Corrections – UB-92 Header window, the analyst may have access to the following information: 


• Detail lines – Displays the data entered on the detail lines. 


• EOB/Errors – Displays all EOB messages or error codes pertinent to the claim. 


• Recipient database – Accesses recipient information pertinent to the RID No. on the screen.  Double-click the RID No. 
to access the recipient database. 


• Provider database – Accesses provider information pertinent to the provider identification number on the screen.  
Double-click the provider number to access the provider database. 


• TPL database – Accesses TPL information pertinent to the TPL amount on the screen.  Double-click the TPL amount to 
access the TPL database. 


• Prescriber database - Accesses the prescriber information pertinent to the prescriber on the claim. Double-click the 
attending physician ID to access the prescriber database. 


The following fields may be updated: 


• Type of Bill 


• Claim Status 


• RID No. 


• Recipient Last Name and Recipient First Name. 
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• Billing Provider Identification Number and Location Code. 


• Days Covered 


• From DOS 


• To DOS 


• Attending License 


• Admit Date 


• Admit Hour 


• Admit Type 


• Other Prov License 1 


• Other Prov License 2 


• Patient Status 


• Patient Account Number 


• Signature Indicator 


• Certification Code 


• Date Billed 


• Billed Amount 


 


Claim correction may be accomplished by changing the data on any of the above fields.  If appropriate, additional data may 
be entered.  After data correction is complete, the analyst can resubmit the claim.  Claim resubmission allows the claim to 
go through the claims processing cycle, subjecting it again to the edits and audits.  The claim enters the processing cycle as 
soon as it is resubmitted. 
 
This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing 
[Select].
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Left side view: 
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Right side view: 
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Field Descriptions 


Field Description Length Data Type 
ADMIT DATE Date the patient was admitted to the facility for care 8 Date (CCYYMMDD) 
ADMIT SRC Indicates the source of admission 1 Alphanumeric 
ADMIT TIME Time that the recipient was admitted, in HH:MM 


format. 
4 Character 


ADMIT TYPE Code indicating the priority of this admission 1 Character 
ALLOWED AMOUNT Amount allowed for provider 9 Number 
ATTENDING PHYSICIAN License number of the physician who normally 


certifies or rectifies the medical necessity of the 
services rendered, or who has primary responsibility 
for the patient's medical care and treatment 


10 Character 


BILLED AMOUNT Amount requested by the provider for services 
rendered 


9 Number 


DATE BILLED  Date claim was submitted for processing 8 Date (CCYYMMDD) 
CCN The cash control number associated with this claim. 


This will only be displayed on specific types of 
adjustments. 


11 Alphanumeric 


CERT. CODE Code used to identify the certification of the recipient 2 Character 
CLAIM STATUS Identifies the status of the claim within the system 0 Drop Down List Box 
CLAIM TYPE Indicates the type of claim 0 Drop Down List Box 
DAYS COVERED Number of days covered by the primary payer 3 Number 


DISP SHARE AMOUNT The disproportionate share amount paid on the claim.  
This field is not currently used. 


9 Number 


DTL SECTION - ALLOWED 
AMT 


Amount allowed for the provider 9 Number 
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Field Description Length Data Type 
DTL SECTION –  
ATTENDING PHYSICIAN 
ID 


The ID of the attending physician. 10 Alphanumeric 


DTL SECTION - BILLED 
AMT 


Amount of money requested for payment by a provider 
for services rendered 


9 Number 


DTL SECTION - DETAIL 
NO 


Identifies the detail for which the information is 
provided 


3 Number 


DTL SECTION - DETAIL 
STAT 


Indicates the status of the detail 1 Character 


DTL SECTION - DETAIL 
SYS 


Indicates whether this claim detail was system 
generated. 


1 Character 


DTL SECTION - DOS Date the service was provided 8 Date (CCYYMMDD) 
DTL SECTION –  
OTHER PROV LICENSE 1 


The ID of the other provider. 10 Alphanumeric 


DTL SECTION-LOC Indicates the level of care used to price the detail 1 Character 
DTL SECTION –  
OTHER PROV LICENSE 2 


The ID of another provider. 10 Alphanumeric 


DTL SECTION - PRICING 
INDICATOR 


Indicates which pricing methodology was applied to 
the procedure performed. 


1 Alphanumeric 


DTL SECTION - PROC 
CODE 


Identifies the HCPCS code used for the detail 6 Character 


DTL SECTION - REF 
DETAIL LINE 


The detail number on the due to bundling of services 
claim this detail is associated with. 


4 Number 


DTL SECTION - REV CODE Code that identifies a specific accommodation, 
ancillary service, or billing calculation 


3 Number 


DTL SECTION - TPL 
DETAIL AMT 


The amount paid by third party for services, at the 
claim detail level. 


9 Number 


DTL SECTION - UNITS Number of units billed 9 Number 
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Field Description Length Data Type 
BILLED 
ERROR SECTION - 
DETAIL NO 


The number of the header (000) or detail (001-999) for 
a specific claim that is in error 


3 Number 


ERROR SECTION - ERROR 
CODE 


Code used to identify the edit or audit 4 Character 


ERROR SECTION - ERROR 
DISP 


Indicates the claim disposition applicable to the edit or 
audit 


1 Character 


ERROR SECTION-PRINT 
RQST 


Indicates if a worksheet or summary list report should 
be generated 


1 Character 


FROM DOS Beginning date of service on the claim 8 Date (CCYYMMDD) 
ICN Internal control number that uniquely identifies a claim 13 Character 
MEDICAL REC NO The medical record number associated with this claim. 30 Alphanumeric 
NO OF DETAILS Number of detail service lines on the claim 3 Number 
NON-COVERED DAYS The number of days billed on the claim not being paid. 3 Number 
OVERHEAD AMOUNT The home health overhead amount.  This field is not 


currently used. 
9 Number 


OTHER ATTENDING 
PROV 1 


The number of the physician other than the attending 
physician 


10 Character 


OTHER ATTENDING 
PROV 2 


The number of the physician other than the attending 
physician 


10 Character 


PATIENT ACCT NO Patient's unique identification number assigned by the 
provider to track the patient's financial records 


38 Alphanumeric 


PATIENT STATUS Codes indicating the patient's status as of the ending 
service date of the period covered on the claim 


2 Character 


PROGRAM SECTION - 
FUND CODE 


The fund code associated with this detail's health 
program. 


3 Alphanumeric 


PROGRAM SECTION - 
HEALTH PGM 


The program the header/detail was paid under 2 Character 
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Field Description Length Data Type 
PROGRAM SECTION - 
NUM DTL 


The number of the header (000) or detail (001-999) for 
a specific claim that is in error 


3 Number 


PROVIDER/LOCATION Pay to provider identification number and location that 
uniquely identifies the provider of services 


10 Character 


RECIP FIRST NAME First name of the recipient associated with the RID 
number 


15 Character 


RECIP LAST NAME Last name of the recipient associated with the RID 
number 


15 Character 


RH SECTION - DETAIL 
NUMBER 


The current detail line related to the history claim 
displayed 


3 Character 


RH SECTION - RELATED 
DETAIL 


Indicates the history detail line related to the current 
detail line 


3 Number 


RH SECTION - RELATED 
ICN 


ICN of the related claim 13 Number 


RID NO. System-assigned number that uniquely identifies a 
recipient 


12 Character 


SIGNATURE Indicates whether the claim was signed by the provider 
or representative 


0 Drop Down List Box 


TO DOS Ending date of service on the claim 8 Date (CCYYMMDD) 
TOTAL TPL AMOUNT The sum of the TPL amounts at the header and detail 


levels. 
9 Number 


TPL AMOUNT Amount paid by third party for services, at the claim 
header level. 


8 Number 


TXN TYPE This field is no currently used 0 N/A 
TYPE OF BILL Code indicating the specific type of bill 3 Character 
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Field Edits 


Field Error Code Message Correction 
ADMIT TIME 6519 Admit Hour must be 


'0' - '23' or '99'! 
Enter valid hours, 00-23 or 99. 


 6542 Admit Minutes must 
be 0 - 59 or 99! 


Enter valid minutes, 00-59 or 99. 


 91029 must be numeric! Enter a numeric admit time. 
 91058 must be 4 characters! Enter a time 4 characters long. 
ADMIT TYPE 91052 is invalid! Verify entry and re-enter 
ATTENDING PHYSICIAN 91052 is invalid! Verify entry and re-enter 
DAYS COVERED 91007 Data must be 


numeric! 
Verify entry and re-enter 


DTL SECTION - 
ATTENDING PHYSICIAN 
ID 


91052 is invalid! Enter an existing license number. 


DTL SECTION - BILLED 
AMT 


91007 Data must be 
numeric! 


Verify entry and re-enter 


DTL SECTION - OTHER 
PROV LICENSE 1 


91052 is invalid! Enter an existing license number. 


DTL SECTION - OTHER 
PROV LICENSE 2 


91052 is invalid! Enter an existing license number. 


DTL SECTION - PROC 
CODE 


91052 is invalid! Verify entry and re-enter 


DTL SECTION - REV CODE 91052 is invalid! Verify entry and re-enter 
DTL SECTION - TPL 
DETAIL AMT 


91007 Data must be 
numeric! 


Enter a numeric value. 


 91029 must be numeric! Enter a numeric value. 
 91115 must be greater than 


or equal to 
Enter a value greater than or equal to zero. 
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Field Error Code Message Correction 
DTL SECTION - UNITS 
BILLED 


91007 Data must be 
numeric! 


Verify entry and re-enter 


ERROR SECTION - 
DETAIL NO 


91006 Field is required! Enter a detail number 


 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR 
CODE 


91006 Field is required! Enter a valid error code 


 91007 Data must be 
numeric! 


Verify entry and re-enter 


 91052 is invalid! Verify entry and re-enter 
ERROR SECTION - ERROR 
DISP 


91076 must be less than Verify entry and enter proper date 


FROM DOS 91076 must be less than Verify entry and re-enter 
OTHER ATTENDING 
PROV 1 


91052 is invalid! Verify entry and re-enter 


OTHER ATTENDING 
PROV 2 


91052 is invalid! Verify entry and re-enter 


PATIENT ACCT NO 91031 must be 
alphanumeric! 


Verify entry and re-enter 


PATIENT STATUS 91052 is invalid! Verify entry and re-enter 
PROVIDER/LOCATION 91029 must be numeric! Verify entry and re-enter 
 91037 field is required! Verify entry and re-enter 
 91052 is invalid! Verify entry and re-enter 
RECIP LAST NAME 4140 Recipient name does 


not match name on 
file! 


Verify entry and re-enter 


RID NO. 91029 must be numeric! Verify entry and re-enter 


Section 4: Windows Claims Resolutions Procedures Manual 


4-72 Library Reference Number: OKCR 
Revision Date: April 2005 


Version: 1.2 







Field Error Code Message Correction 
 91052 is invalid! Verify entry and re-enter 
TYPE OF BILL 91052 is invalid! Verify entry and re-enter 
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UB-92 Crossover Information  


The UB-92 Xover Information window displays the crossover information applicable to the claim in suspense.  This 
window is only accessible if the claim type is A or C. 


The following fields may be updated: 


• Deductible 


• Coinsurance 


• Blood Deductible 


• Medicare Paid Date 


Claim correction may be accomplished by changing the data on any of the above fields. After data correction is complete, 
the analyst can resubmit the claim.  Claim resubmission allows the claim to go through the claims processing cycle, 
subjecting it again to the edits and audits.  The claim enters the processing cycle as soon as it is resubmitted. 
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Field Descriptions 


Field Description Length Data Type Field 
Type 


BLOOD DEDUCTIBLE The amount Medicaid has determined that a 
recipient must pay for blood procedures 
performed 


9 Number Field 


COINSURANCE Coinsurance dollar amount 9 Number Field 
DEDUCTIBLE Deductible dollar amount 9 Number Field 
ICN Internal control number that uniquely 


identifies a claim 
13 Character Field 


MEDICARE PAID DATE Date on which Medicare paid for the claim 8 Date (CCYY/MM/DD) Field 
 


Field Edits 


Field Error Code Message Correction 
BLOOD DEDUCTIBLE 91007 Data must be numeric! Enter a numeric value. 
 91076 must be less than Enter a value less than one million. 
COINSURANCE 91007 Data must be numeric! Enter a numeric value. 
DEDUCTIBLE 91007 Data must be numeric! Enter a numeric value. 
 91076 must be less than Enter a value less than one million. 
MEDICARE PAID DATE 91001 Invalid Date (CCYYMMDD)! Enter a valid date (CCYYMMDD). 
 91003 Date is required! Enter a date. 
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UB-92 Condition Codes  


The UB92 condition codes window displays the condition codes applicable to the claim. These codes are generated to 
identify conditions relating to this bill that may affect payer processing 


 


This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA 
Review], Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Claim - Condition]. 
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Field Descriptions 


Field Description Length Data Type Field Type 
CONDITION A code used to identify conditions relating to 


this bill that may affect payer processing 
2 Number Field 


ICN Internal control number which uniquely 
identifies a claim 


13 Character Field 


SEQ Sequence numbers as they appeared on the 
claim 


2 Number Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 


Claims Resolutions Procedures Manual Section 4: Windows 


Library Reference Number: OKCR 4-77 
Revision Date: April 2005 
Version Number: 1.2 







UB-92 Diagnosis Codes  


The UB-92 Diagnosis Codes window displays the Diagnosis Codes applicable to the claim that is in suspense.  This 
window includes the primary and other ICD-9-CM diagnosis codes.  The primary diagnosis code is the ICD-9-CM code 
describing the condition established after study to be chiefly responsible for the reason of admitting the patient.  The other 
diagnosis codes are the ICD-9-CM codes corresponding to additional conditions that coexist at the time of admission, or 
develop after, and that have an effect on the treatment received or the length of stay. 


The following fields may be updated: 


• Diagnosis 


• Seq 


Claim correction may be accomplished by changing the data on any of the above fields.  If appropriate, additional data may 
also be entered.  After data correction is complete, the analyst can resubmit the claim.  Claim resubmission allows the 
claim to go through the claims processing cycle, subjecting it again to the edits and audits.  The claim enters the processing 
cycle as soon as it is resubmitted. 
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This window can be accessed from: Main Menu [Claims], Claims Menu [Data Corrections], Claim Suspense Listing 
[Select], UB92 Data Correction [Claim - Diagnosis].  


Field Descriptions 


Field Description Length Data Type Field Type 
DELETE Delete button. 0 N/A Button 
DIAGNOSIS Code used to identify the primary or other 


diagnoses. 
7 Character Field 


ICN Internal control number that uniquely identifies a 
claim. 


13 Character Field 


NEW New button. 0 N/A Button 
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Field Description Length Data Type Field Type 
SEQ The sequence number as they appeared on the 


claim. “A” is the admitting diagnosis code and “E” 
represents the E-code, if one is submitted. 


2 Number Field 


Field Edits 


Field Error Code Message Correction 
DELETE 6501 At least one Diagnosis Code is required! At least one diagnosis code must be kept. 
DIAGNOSIS 91031 must be alphanumeric! Enter an alphanumeric value. 
 91052 is invalid! The double-clicked Diagnosis Code is 


invalid; enter a valid one before double-
clicking. 


NEW 6502 Maximum number of codes already exists! No more records can be added for this claim 
without first removing one. 
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ICD-9-CM Procedure Codes  


The UB-92 ICD-9-CM Procedure Codes window displays the UB-92 ICD-9-CM procedure codes applicable to the claim 
in suspense.  This window includes both the principal and other ICD-9-CM procedure codes.  The principal procedure code 
is the ICD-9-CM code that identifies the procedure performed during the period covered by this bill and the date on which 
the principal procedure was performed.  The other procedure codes are the ICD-9-CM codes that identify all significant 
procedures other than the principal procedure and the dates on which they were performed. 


The following fields may be updated: 


• ICD-9-CM procedure code 


• Date 


• Seq 


Claim correction may be accomplished by changing the data on any of the above fields.  If appropriate, additional data may 
be entered.  After data correction is complete, the analyst can resubmit the claim.  Claim resubmission allows the claim to 
go through the claims processing cycle, subjecting it again to the edits and audits.  The claim enters the processing cycle as 
soon as it is resubmitted. 
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This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA 
Review], Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Claim - ICD-9-CM].  
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Field Descriptions 


Field Description Length Data Type Field 
Type 


DATE Date the ICD-9-CM procedure was performed 8 Date (CCYYMMDD) Field 
DELETE Button to delete existing records. 0 N/A Button
EXIT Button to exit the window. 0 N/A Button
ICD-9-CM 
PROCEDURE 


Code used to identify the principal or other 
procedures 


6 Number Field 


ICN Internal control number which uniquely identifies a 
claim 


13 Character Field 


NEW Button to insert a new record. 0 N/A Button
SAVE Button to save new and modified records. 0 N/A Button
SEQ The sequence number as they appeared on the claim 4 Number Field 


Field Edits 


Field Error Code Message Correction 
DATE 91001 Invalid Date (CCYYMMDD)! Enter a date in the format 


CCYYMMDD. 
 91003 Date is required! Enter a date value. 
 91022 Date cannot be greater than Today's 


Date! 
Enter a date less than or equal to 
today's date. 


ICD-9-CM PROCEDURE 91031 must be alphanumeric! Enter an alphanumeric value. 
 91052 is invalid! Enter a code which currently exists. 
NEW 6502 Maximum number of codes already 


exists! 
Only 24 entries can be added, ensure 
24 entries do not already exist for this 
claim. 


SAVE 6512 Save despite errors? Choose Save if you wish to save this 
record with errors. 
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UB-92 Occurrence Codes  


The UB-92 Occurrence Codes window displays the Occurrence Codes applicable to the claim in suspense.  This window 
includes the code and date the event took place. 


The following fields may be updated: 


• Occurrence Code  


• Date 


• Seq 


Claim correction may be accomplished by changing the data on any of the above fields.  If appropriate, additional data may 
be entered.  After data correction is complete, the analyst can resubmit the claim.  Claim resubmission allows the claim to 
go through the claims processing cycle, subjecting it again to the edits and audits.  The claim enters the processing cycle as 
soon as it is resubmitted. 
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This window can be accessed from Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA 
Review], Data Correction Claim Assignment & Review [Select]. UB92 Data Correction (Claim-Occurrence). 


Field Descriptions 


Field Description Length Data Type 
BEGIN DATE The date when the occurrence code began 8 Date (CCYYMMDD) 
END DATE The date when the occurrence code ended 8 Date (CCYYMMDD) 
ICN Internal control number which uniquely 


identifies a claim 
13 Character 


OCCURRENCE CODE The code identifying a significant event 
relating to this bill that may affect payer 
processing 


2 Character 
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Field Description Length Data Type 
OCCURRENCE CODE QUALIFIER BH indicates 'Regular Occurrence Code; 


BI indicates Occurrence span code 
3 Character 


SEQ The sequence number as they appeared on 
the claim 


4 Number 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window. 
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UB-92 Payer Information  


The UB-92 Payer Information window displays the UB-92 Payer Information applicable to the claim in suspense.  This 
window includes the payer's code, prior payment amount, and the estimated amount due. 


The following fields may be updated: 


• Payer Code 


• Prior Payment Amt 


• Estimated Amt Due 


• Seq 


Claim correction may be accomplished by changing the data on any of the above fields.  If appropriate, additional data may 
be entered.  After data correction is complete, the analyst can resubmit the claim.  Claim resubmission allows the claim to 
go through the claims processing cycle, subjecting it again to the edits and audits.  The claim enters the processing cycle as 
soon as it is resubmitted. 
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Field Descriptions 


Field Description Length Data Type Field Type 
ESTIMATED AMT DUE The amount estimated by the hospital that is due from 


the payer 
9 Numeric Field 


ICN Internal control number which uniquely identifies a 
claim 


13 Character Field 


PAYER CODE The code that identifies each organization from 
which the provider might expect some payment for 
the bill 


1 Character Field 


PRIOR PAYMENT AMT The amount the hospital has received toward 
payment of this bill prior to the billing date by the 
payer 


9 Numeric Field 


SEQ The sequence of the payer information as they 
appeared on the claim 


4 Number Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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UB-92 Value Codes  


The UB-92 Value Codes window displays the UB-92 Value Codes applicable to the claim in suspense.  This window 
includes the value code and the amount of the value. 


The following fields may be updated: 


• Value 


• Amount 


• Seq 


Claim correction may be accomplished by changing the data on any of the above fields.  If appropriate, additional data may 
be entered.  After data correction is complete, the analyst can resubmit the claim.  Claim resubmission allows the claim to 
go through the claims processing cycle, subjecting it again to the edits and audits.  The claim enters the processing cycle as 
soon as it is resubmitted. 
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This window can be accessed from: Main Menu [Claims], Claims Menu [Options-Control Functions-Reassign/QA 
Review], Data Correction Claim Assignment & Review [Select], UB92 Data Correction [Claim - Value].  
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Field Descriptions 


Field Description Length Data Type Field Type 
AMOUNT The amount of the value code used to identify data 


elements that are necessary to process the claim 
9 Numeric Field 


ICN Internal control number which uniquely identifies a 
claim 


13 Character Field 


SEQ Sequence numbers as they appeared on the claim 4 Numeric Field 
VALUE A code that relates the value used to identify data 


elements that is necessary to process the claim 
2 Character Field 


Field Edits 


Field Error Code Message Correction 
No field edits found for this window 
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Section 5: Reports 


CLM-0011-D -- Clerk ID Recycle Claims  
This report is used to determine the number of edits each clerk ID has worked in the Suspense Table. 


Technical Name 
CLM-0011-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CLAIMS Total number of claim records processed for clerk 7 Number 
CLERK ID On-line clerk identification field 8 Character 
DENIED Total number of denied edits for clerk 7 Number 
FORCED Total number of forced edits for clerk 7 Number 
MANUALLY PRICED Total number of manually priced edits for clerk 7 Number 
OTHER Total number of other records processed for clerk 7 Number 
TOTALS Total for each subheading 7 Number 
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Clerk ID Recycle Claims Report Layout 
 
Report  : CLM-0011-D                                   OKLAHOMA MMIS                                            Run Date: MM/DD/YYYY 
Process : CLMJD011                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MI 
Location: CLM0011D                            CLERK ID RECYCLED CLAIMS REPORT                                       Page:       9999 
                                                                                                                                     
                  CLERK ID          DENIED          FORCED          MANUALLY PRICED          OTHER          CLAIMS                   
                  XXXXXXXX         9999999         9999999                  9999999        9999999         9999999 
                  XXXXXXXX         9999999         9999999                  9999999        9999999         9999999 
                  XXXXXXXX         9999999         9999999                  9999999        9999999         9999999 
                  XXXXXXXX         9999999         9999999                  9999999        9999999         9999999 
  
                  TOTALS           9999999         9999999                  9999999        9999999         9999999 


Associated Programs 


Program Description 
clm0011d Clerk ID Recycle Claims Report 
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CLM-0012-D -- EOB Listing 
This report lists each EOB code and its description. 


Technical Name 
CLM-0012-D 


Distribution 


User Copies Media Week Time 
TBD 1 Paper Weekdays 7:00 AM 


Field Descriptions 


Field Description Length Data Type 
DESCRIPTION (LINE 1) EOB description (first line) 79 Character 
DESCRIPTION (LINE 2) EOB description (second line) 79 Character 
EOB CODE EOB code 4 Number 
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EOB Listing Report Layout 
 
Report  : CLM-0012-D                                   OKLAHOMA MMIS                                            Run Date: 
MM/DD/CCYY 
Process : CLMJD012                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      
99:99 
Location: CLM0012D                                      EOB LISTING                                                 Page:        
999 
-------------------------------------------------------------------------------------------------------------------------------
----- 
        EOB   
        CODE               DESCRIPTION   
-------------------------------------------------------------------------------------------------------------------------------
----- 
 
 9999                                                     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
 9999                                                     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 
 9999                                                     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
 


 


Associated Programs 


Program Description 
clm0012d EOB Listing 
cat Concatenate 
copy2crld CRLD copy 
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 CLM-0016-D -- Claims Processing Daily Summary 
The purpose of this report is to list summary information by claim type for a claim adjudication cycle. For HCFA 1500 an 
additonal break out by provider type will be listed. 


Technical Name 
CLM-0016-D 


Distribution 


User Copies Media Week Time 
Clm Reso 1 Paper Weekdays 7:00 AM 
Bob Will 1 Paper Weekdays 7:00 AM 


Field Descriptions 


Field Description Length Data Type
APPROVED FOR DENIAL-% Percentage of claims that have be denied of a specific 


claim type 
4 Character 


APPROVED FOR DENIAL-AVG CHG Average charge of submitted claim of specific type that 
have been denied 


10 Character 


APPROVED FOR DENIAL-NUMBER Number of claims that have been denied of a specific 
claim type 


5 Character 


APPROVED FOR DENIAL-PAYMENT 
AMT 


Total charge of submitted claims of a specific type that 
have been denied 


11 Character 


APPROVED FOR PAYMENT-% Percentage of claims approved for payment of a specific 
type 


4 Character 


APPROVED FOR PAYMENT-AVG 
PMT 


Average payment amount approved for a specific claim 
type 


10 Character 


APPROVED FOR PAYMENT-
NUMBER 


Number of claims approved for payment of a specific 
type 


5 Character 


APPROVED FOR PAYMENT- Total amount approved for payment of a specific claim 11 Character 
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Field Description Length Data Type
PAYMENT AMT type 
CLAIM TYPE 'English' name of claim type 11 Character 
GRAND TOTAL FOR ALL CLAIM 
TYPES 


Grand total for all columns 84 Character 


GRANT TOTAL FOR ALL PROVIDER  
TYPES PER 1500 CLAIM FORMS 


Grand total for all columns 84 Character 


MEDICAL PROVIDER TYPE Provider type 2 Char 
SUSPENDED NUMBER Total number of suspended claims of a specific type 5 Character 
SUSPENDED-% Percentage of claims suspended of a specific claim type 4 Character 
SUSPENDED-AVG PMT Average charge for suspended claims of a specific type 7 Character 
SUSPENDED-TOTAL CHG Total charge for suspended claims of a specific claim 


type 
11 Character 


TOTAL Total of each subheading 14 Character 
TOTAL PROCESSED-AVG CHG Average charge for processed claims of a specific type 9 Character 
TOTAL PROCESSED-NUMBER Total claims processed of a specified type 6 Character 
TOTAL PROCESSED-TOTAL CHG Total charge for processed claims of a specific type 11 Character 
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Claims Processing Daily Summary Report Layout  
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 Associated Programs 


Program Description 
clm0016d Claims Processing Daily Summary 
cat Concatenate 
copy2crld CRLD copy 
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CLM-0017-D -- Original Claims Processing Daily Summary 
The purpose of this report is to list summary information by claim type for original claims for a claim adjudication cycle. For 
HCFA 1500, an additional break out by provider type will be listed. 


Technical Name 
CLM-0017-D 


Distribution 


User Copies Media Week Time 
Clm Reso 1 Paper Weekdays 7:00 AM 
Bob Will 1 Paper Weekdays 7:00 AM 


Field Descriptions 


Field Description Length Data Type 
APPROVED FOR DENIAL-% Percentage of claims that have be denied 


for a specific claim type 
4 Character 


APPROVED FOR DENIAL-AVG CHG Average charge of submitted claims of 
specific type that have been denied 


10 Character 


APPROVED FOR DENIAL-NUMBER Number of claims that been denied for a 
specific claim type 


5 Character 


APPROVED FOR DENIAL-TOT CHG Total charge of submitted claims for a 
specific type 


11 Character 


APPROVED FOR PAYMENT-% Percentage of claims approved for 
payment of a specific type 


4 Character 


APPROVED FOR PAYMENT-AVG PMT Average payment amount approved for a 
specific claim type 


10 Character 


APPROVED FOR PAYMENT-NUMBER Number of claims approved for payment 
of a specific type 


5 Character 


APPROVED FOR PAYMENT- Total amount approved for payment of a 11 Character 
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Field Description Length Data Type 
PAYMENT AMT specific claim type 
CLAIM TYPE 'English' name of claim type 11 Character 
GRAND TOTAL FOR ALL CLAIM TYPES Grand total for all columns 84 Character 
GRANT TOTAL FOR ALL PROVIDER  
TYPES PER 1500 CLAIM FORMS 


Grand total for all columns 84 Character 


MEDICAL PROVIDER TYPE Provider type 2 Char 
SUSPENDED NUMBER Total number of suspended claims of a 


specific type 
5 Character 


SUSPENDED-% Percentage of claims suspended of a 
specific claim type 


4 Character 


SUSPENDED-AVG CHG Average charge for suspended claims of 
a specific type 


7 Character 


SUSPENDED-TOTAL CHG Total charge for suspended claims of a 
specific claim type 


11 Character 


TOTAL Total of each subheading 14 Character 
TOTAL PROCESSED-AVG CHG Average charge for processed claims of a 


specific type 
9 Character 


TOTAL PROCESSED-NUMBER Total claims processed of a specified 
type 


6 Character 


TOTAL PROCESSED-TOTAL CHG Total charge for processed claims of a 
specific type 


11 Character 
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Original Claims Processing Daily Summary Report Layout  
Report  : CLM-0017-D                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : CLMJD017                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MI 
Location: CLM0017D                       ORIGINAL CLAIMS PROCESSING DAILY SUMMARY                                   Page:       9999 
     
------------------------------------------------------------------------------------------------------------------------------------ 
CLAIM  *-----TOTAL PROCESSED-----*   *-----APPROVED FOR PAYMENT----*   *----APPROVED FOR DENIAL----*   *---------SUSPENDED---------* 
TYPE  NUMBER  TOTAL CHG  AVG CHG   NUMBER %   PAYMENT AMT  AVG PMT  NUMBER %   TOTAL CHG   AVG CHG   NUMBER %      TOTAL CHG AVG CHG 
------------------------------------------------------------------------------------------------------------------------------------  
MEDICAL 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
DENTAL 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
DRUG 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
COMPOUND 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
HOME HEALTH 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
LTC 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
XOVER A 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
XOVER B 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
XOVER C 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
INPATIENT 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
OUTPATIENT 
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
     
GRAND TOTAL FOR ALL CLAIM TYPES: 
   99999999 999,999,999.99     99999999   999,999,999.99         99999999   999,999,999.99         99999999   999,999,999.99          
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------------------------------------------------------------------------------------------------------------------------------------ 
 
 
Report  : CLM-0017-D                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : CLMJD017                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MI 
Location: CLM0017D                       ORIGINAL CLAIMS PROCESSING DAILY SUMMARY                                   Page:       9999 
     
------------------------------------------------------------------------------------------------------------------------------------ 
PROV   *-----TOTAL PROCESSED-----*   *-----APPROVED FOR PAYMENT----*   *----APPROVED FOR DENIAL----*   *---------SUSPENDED---------* 
TYPE  NUMBER  TOTAL CHG  AVG CHG   NUMBER %   PAYMENT AMT  AVG PMT  NUMBER %   TOTAL CHG   AVG CHG   NUMBER %      TOTAL CHG AVG CHG 
------------------------------------------------------------------------------------------------------------------------------------ 
PROV TYPE:  XX  
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
 
PROV TYPE:  XX  
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
 
PROV TYPE:  XX  
        999 999,999,999 9,999,999 99999 9.99 999,999,999  9,999,999 99999 9.99 999,999,999 9,999,999  99999 9.99 999,999,999 999,999 
 
GRAND TOTAL FOR ALL PROVIDER TYPES PER 1500 CLAIM FORMS: 
   99999999 999,999,999.99     99999999   999,999,999.99         99999999   999,999,999.99         99999999   999,999,999.99           


Associated Programs 


Program Description 
clm0017d Original Claims Processing Daily Summary 
cat Concatenate 
copy2crld CRLD copy 
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CLM-0021-D -- Suspense Analysis by Exception Code 
This report is a list of the occurrences of each exception code in the suspense file. 


Technical Name 
CLM-0021-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CLAIM TYPE Type of claim 25 Character 
CURRENT OCCURRENCES Number of current occurrences in suspense file 9 Character 
EXC CODE Exception code 4 Number 
EXC DESCRIPTION Description of each occurring exception 50 Character 
GRAND TOTAL BY EXC CODE Grand total by exception code. 9 Character 
TOTAL OCCURRENCES Total occurrences of each exception code 9 Character 
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Suspense Analysis by Exception Code Report Layout 
 
Report  : CLM-0021-D                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : CLMJD021                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MI 
Location: CLM0021D                       SUSPENSE FILE ANALYSIS BY EXCEPTION CODE                                   Page:       9999 
                                      START DATE:  MM/DD/YYYY   END DATE:  MM/DD/CCYY                                                
                                                                                                                                     
CLAIM TYPE                    EXC          EXC DESCRIPTION                                           CURRENT                TOTAL 
                              CODE                                                                 OCCURRENCES           OCCURRENCES 
------------------------------------------------------------------------------------------------------------------------------------ 
XXXXXXXXXXXXXXXXXXXXXXXXX     9999         XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999999999             999999999 
XXXXXXXXXXXXXXXXXXXXXXXXX     9999         XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999999999             999999999 
XXXXXXXXXXXXXXXXXXXXXXXXX     9999         XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999999999             999999999 
XXXXXXXXXXXXXXXXXXXXXXXXX     9999         XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999999999             999999999 
XXXXXXXXXXXXXXXXXXXXXXXXX     9999         XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999999999             999999999 
 
                                            ******   GRAND TOTAL BY EXC CODE   ******               9999999999            9999999999  
 


 
 


 
Associated Programs 
 


Program Description 
clm0021d Suspense Analysis by Exception Code 
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CLM-0022-D -- Combined Claim Exception 
This report is used by the Pending Claims Unit to correct suspended claims. (Combination of OHCA reports: M2650R02, 
M2650R03, M2650R04, M2650R05, M2650R07, M2650R08, M2650R10, M2650R11, M2650R12, M2650R13, M2650R14, 
M2650R16, M2650R29.) 


Technical Name 
CLM-0022-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
ADMISSION DATE Date of admission 10 Date (MM/DD/CCYY)
ALLOWED CHARGE Charge allowed on claim 11 Character 
CLAIM SPENDDOWN Claim spenddown amount 9 Character 
CLERK On-line clerk identification number 8 Character 
DATE OF SURG PROC CODE (1 – 6) Date associated with the surgery 


procedure code 
10 Date (MM/DD/CCYY)


DATE SERVICE-FIRST First date of service 10 Date (MM/DD/CCYY)
DATE SERVICE-LAST Last date of service 10 Date (MM/DD/CCYY)
DATES OF SERVICE FROM Beginning date of service 10 Date (MM/DD/CCYY)
DATES OF SERVICE THRU Ending date of service 10 Date (MM/DD/CCYY)
DIAG CODE Diagnosis code 7 Character 
DIAGNOSIS FIRST Diagnosis code ICD-9 (first) 7 Number 
DIAGNOSIS-REL (1-4) Diagnosis indicator 1 Character 
E CODE EPDST indicator 1 Character 
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Field Description Length Data Type 
ERROR Exception code 4 Character 
EXC CODE Error code number 4 Number 
FIFTH Diagnosis code ICD-9 (fifth) 7 Number 
FM CODE Family Planning Code 1 Character 
FND CODE Fund code indicator 3 Character 
FOURTH Diagnosis code ICD-9 (fourth) 7 Number 
FOURTH SURG NO. Fourth surgeon number 7 Number 
HIST IND Hist Indicator 1 Character 
ICN Internal control number 13 Character 
LINE NO Line number on form 3 Number 
LOCATION Claim location code 2 Character 
MD (1-4) Procedure code modifier 2 Character 
NET CHARGE Net billed amount 14 Character 
NO. COVERED DAYS Total number of covered days 2 Number 
NONCOVERED CHARGES Noncovered charges 9 Number 
ORIGINAL ICN ICN of original claim 13 Number 
PAT LIAB. Recipient file Pat liable amount for LTC 


or PCS 
9 Character 


PATIENT STATUS Patient status code 1 Number 
PAY-TO PROVIDER NO + LOC Provider number to pay 10 Character 
PREG IND Pregnancy indicator 1 Character 
PRICING INDICATOR Indicates the type of pricing 1 Character 
PRIMARY PRESC NO. Primary prescriber number 9 Number 
PRIMARY SURG NO. Primary surgeon number 9 Number 
PROCEDURE CODE Code of procedure used 6 Character 
PROVIDER NO Rendering provider number 9 Character 
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Field Description Length Data Type 
PROVIDER NUMBER Insurance provider number 9 Character 
RECIPIENT ID Identification number of recipient with 


claim 
12 Character 


RECIPIENT NAME Name of Recipient on claim 31 Character 
REV CODE Revenue code 5 Number 
SEC SPAN CODE Second span code 2 Number 
SEC SPAN FROM Second span from date 10 Date (MM/DD/CCYY)
SEC SPAN THRU Second span thru date 10 Date (MM/DD/CCYY)
SECOND Diagnosis code ICD-9 (second) 7 Number 
SECONDARY SURG NO. Secondary surgeon number 7 Number 
SEX Sex code 1 Character 
SOURCE OF ADMISSION Admission source code 2 Number 
SPAN OCC CODE Occurrence code span 2 Number 
SPAN OCC FROM Occurrence code span from date 10 Date (MM/DD/CCYY)
SPAN OCC THRU Occurrence code span thru date 10 Date (MM/DD/CCYY)
STATEMENT COVER PERIOD FROM Period from covered in the statement 10 Date (MM/DD/CCYY)
STATEMENT COVER PERIOD TO Period to covered in the statement 10 Date (MM/DD/CCYY)
STATUS Exception status 1 Number 
SUBMIT CHARGE Submitted charge 11 Character 
SURG PROC CODE (1) - (6) Surgical procedure code 4 Number 
THIRD Diagnosis code ICD-9 (third) 7 Number 
THIRD PART PAYMENT Third party payment 9 Number 
THIRD SURG NO. Third surgeon number 7 Number 
TOTAL CHARGE Total service charge 14 Character 
TYPE OF ADMISSION Admission type code 1 Number 
UNITS SVC Units of service 9 Character 
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Combined Claim Exception Report Layout  


CLM-0022-D                                                STATE OF OKLAHOMA                                      Run Date: 99/99/9999 
                                                  MEDICAID MANAGEMENT INFORMATION SYSTEMS                        Run Time: 99:99 


                                                       CLAIM EXCEPTION REPORT 
LOC XX 
ICN XXXXXXXXXXXXX   RECIPIENT NAME XXXXXXXXXXXXXXX XXXXXXXXXXXXX X  RECIPIENT ID XXXXXXXXXXXX   SEX X 
PROVIDER NO 9999999999   PAY TO PROV NO    9999999999 ORIGINAL ICN XXXXXXXXXXXXX                
DIAGNOSIS:  FIRST XXXXXXX  SECOND XXXXXXX   THIRD XXXXXXX   FOURTH XXXXXXX   FIFTH XXXXXXX 
ADMISSION DATE 04/28/2002   NO. COVERED DAYS  000   ADMIT HOUR    
 
                                     STATEMENT COVER PERIOD - FROM XX/XX/XXXX TO XX/XX/XXXX 
 
  SPAN OCC CODE  99         TYPE OF ADMISSION     XX        SURG PROC CODE (1) XXX        DATE 99/99/9999   TOTAL CHARGE        $ 999999.99 
  SPAN OCC FROM  99/99/9999 SOURCE OF ADMISSION   XX        SURG PROC CODE (2) XXX        DATE 99/99/9999   NONCOVERED CHARGES  $ 999999.99 
  SPAN OCC THRU  99/99/9999 PATIENT STATUS        XX        SURG PROC CODE (3) XXX        DATE 99/99/9999   THIRD PARTY PAYMENT $ 999999.99 
                            PRIMARY PRESC NO.  XXXXXXXXXXXX SURG PROC CODE (4) XXX        DATE 99/99/9999   CLAIM SPENDDOWN     $ 999999.99 
                            PRIMARY SURG NO.   XXXXXXXXXXXX SURG PROC CODE (5) XXX        DATE 99/99/9999   NET CHARGE          $ 999999.99 
  SEC SPAN CODE  99         SECONDARY SURG NO. XXXXXXXXXXXX SURG PROC CODE (6) XXX        DATE 99/99/9999   PAT LIAB            $ 999999.99 
  SEC SPAN FROM  99/99/9999 
  SEC SPAN THRU  99/99/9999 
 
***ERROR***   - XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                       STATUS  X   CLERK XXXXX    
 
-------------------------------------------------------------  STATEMENT OF SERVICES  ------------------------------------------------------- 
LINE        DATE                     REV  PROCEDURE         DIAGNOSIS-REL    FM    E    FND    UNITS    PREG   SUBMIT     ALLOWED   PRICING 
 NO    FIRST      LAST    LOCATION  CODE CODE/MD/MD/MD/MD   1  2  3  4      CODE CODE  CODE     SVC     IND    CHARGE     CHARGE    INDICATOR 
999 99/99/9999 99/99/9999    X      XXXX XXXXXX/XX/XX/XX/XX X  X  X  X        X   X     XXX     99.999   X     999.99     999.99     X 
 
-------------------------------------------------------------    RELATED HISTORY      ------------------------------------------------------- 
LINE   EXC     HIST               PROVIDER    PROCEDURE             DIAG      DATES OF SERVICE        UNITS     ALLOWED 
 NO    CODE    IND   ICN          NUMBER      CODE/MD/MD/MD/MD      CODE      FROM        THRU        SVC       CHARGE 
999      9      X  9999999999999  999999999   XXXXXX/XX/XX/XX/XX   XXXXXXX 99/99/9999  99/99/9999     9.999     999.99 
 
                                                        ***  END OF DATA *** 


Associated Programs 


Program Description 
clmp422 Claim Exception Report 
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CLM-0023-D -- Claim Exception  
This report is used by the Claims Resolution Unit as an inventory of claims to be resolved. Detailed Exception Reports by 
claim type are used by clerks to resolve claims. 


Technical Name 
CLM-0023-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CLAIM DISP-PD SUSP DENY Status of claim 1 Character 
DATES OF SERVICE FIRST First date of service on the claim 10 Date (MM/DD/CCYY)
DATES OF SERVICE LAST Last date of service on the claim 10 Date (MM/DD/CCYY)
EXCEP CODE Code to uniquely identify an exception 


condition 
4 Number 


EXCEPTION FORCED Indicator designating if error was forced 
through the system 


1 Character 


ICN Internal control number used to uniquely 
identify a claim 


13 Character 


LOC Current location of the claim 2 Character 
NET CLAIM CHARGE Net claim charge after spenddown, tpl, 


payments applied, etc 
9 Character 


PAYMENT AMOUNT Amount reimbursed to provider 9 Character 
PROV SPEC Provider specialty 3 Character 
PROV TYPE Provider type 2 Character 
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Field Description Length Data Type 
PROVIDER NUMBER + LOC Provider identification number 10 Character 
RECIPIENT ID Recipient identification number 12 Character 


 
Claim Exception Report Layout  


Associated Programs 


Program Description 
clm0023d Claim Exception Report 
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CLM-0024-D -- Daily Exception Summary By Claim Type 
This report shows how many times each exception occurred by claim type. In addition, disposition of the exception is reported 
(super-suspend, deny, suspend, pay/report, or pay). 


Technical Name 
CLM-0024-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CLAIM TYPE Type of claim 50 Character 
CYCLE DATES Bill cycle dates 10 Date (MM/DD/CCYY)
EXCEPTION DESCRIPTION Exception code description on the 


claim 
50 Character 


EXCP CODE Exception code on the claim 4 Number 
GRAND TOTAL Total number of exception codes 6 Character 
OCC. Number of occurrences of exception 


codes 
4 Character 


RESC Number of records or exception codes 
for each cycle 


4 Character 


TOTAL BY CLAIM TYPE Total number of exception codes for 
each claim type 


5 Character 
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Daily Exception Summary By Claim Type Report Layout 
 


Report  : CLM-0024-D                                     OKLAHOMA MMIS                                               Run Date: MM/DD/CCYY 
Process : CLMJDER2                          MEDICAID MANAGEMENT INFORMATION SYSTEM                                   Run Time:      99:99 
Location: CLM0024D                           Daily Exception Summary By Claim Type                                       Page:        999 
Claim                                                                                                                                
Type: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                   
 
  
EXCP                                                          MM/DD/CCYY    MM/DD/CCYY     MM/DD/CCYY     MM/DD/CCYY     MM/DD/CCYY            
CODE     EXCEPTION DESCRIPTION                                OCC.   RESC     OCC.  RESC     OCC.   RESC     OCC.   RESC     OCC.   RESC 
   
9999     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX 
9999     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX 
9999     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX 
9999     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX 
9999     XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX     XXXX   XXXX 
 
TOTALS BY CLAIM TYPE: 
                                                             9,999  9,999    9,999  9,999    9,999  9,999    9,999  9,999    9,999  9,999 
 
GRAND TOTAL: 
                                                            99,999 99,999   99,999 99,999   99,999 99,999   99,999 99,999   99,999 99,999      


 


Associated Programs 


Program Description 
clmper01 Daily Exception Summary By Claim Type for the last 5 cycles 
cat Concatenate 
copy2crld CRLD copy 
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CLM-0025-D -- Services to be Clerically Denied 
This report lists the claims that had services denied by a clerk, thereby enabling supervisory personnel to identify those clerks 
who appear to resolve an inordinate number of suspended claims by denying exception codes. 


Technical Name 
CLM-0025-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CLAIM COUNT Claim count per clerk 7 Character 
CLERK ID On-line clerk identification number 8 Character 
DATE OF SERVICE FIRST First date of service on the claim 10 Date (MM/DD/CCYY)
DATE OF SERVICE LAST Last date of service on the claim 10 Date (MM/DD/CCYY)
DENIED ERRORS Denied errors on claim 4 Character 
DETAIL NUMBER Detail that was clerically denied 3 Character 
ICN Internal control number 13 Character 
NET BILLED AMOUNT Net billed amount 11 Character 
PROVIDER NUMBER + LOC Provider identification number 10 Character 
PROVIDER SPECIALTY Specialty code for the provider 3 Character 
PROVIDER TYPE Provider type code of the provider 2 Character 
RECIPIENT ID Recipient identification number on claim 12 Character 
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Services to be Clerically Denied Report Layout  
 
Report  : CLM-0025-D                                        OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : CLMJD25D                             MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      99:99 
Location: CLM0025D                             SERVICES TO BE CLERICALLY DENIED REPORT                                   Page:        999 


   
                                                                                                                                                  
ICN             DETAIL  RECIPIENT ID   PROVIDER        PROVIDER    PROVIDER     DATES OF SERVICE        NET  BILLED   DENIED    CLERK ID 
                NUMBER                 NUMBER+ LOC     TYPE        SPECIALTY    FIRST       LAST        AMT           ERRORS 
XXXXXXXXXXXXX   XXX     XXXXXXXXXXXX   XXXXXXXXXX      XX          XXX          MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX     XXXX      XXXXXXX 
XXXXXXXXXXXXX   XXX     XXXXXXXXXXXX   XXXXXXXXXX      XX          XXX          MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX     XXXX      XXXXXXX 
XXXXXXXXXXXXX   XXX     XXXXXXXXXXXX   XXXXXXXXXX      XX          XXX          MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX     XXXX      XXXXXXX 
XXXXXXXXXXXXX   XXX     XXXXXXXXXXXX   XXXXXXXXXX      XX          XXX          MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX     XXXX      XXXXXXX 
XXXXXXXXXXXXX   XXX     XXXXXXXXXXXX   XXXXXXXXXX      XX          XXX          MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX     XXXX      XXXXXXX 
  
  
*****CLERK ID RECAP***** 
CLERK ID     CLAIM COUNT 
  
XXXXXXXX       XXXXXXX 


Associated Programs 


Program Description 
clm0025d Services to be Clerically Denied 
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CLM-0026-D -- Claims Paid Due To Force  
This report lists those claims that have exceptions that were clerically forced or overridden, thereby enabling supervisory 
personnel to identify those clerks who appear to resolve an inordinate number of suspended claims by forcing exception codes. 


Technical Name 
CLM-0026-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CLAIM COUNT Claim count per clerk 7 Character 
CLERK ID Clerk identification number 8 Character 
DATE OF SERVICE FIRST First date of service on the claim 10 Date (MM/DD/CCYY)
DATE OF SERVICE LAST Last date of service on the claim 10 Date (MM/DD/CCYY)
DETAIL NUMBER Detail that was clerically denied 3 Character 
FORCED ERRORS Total number of forced errors 4 Character 
ICN Internal control number 13 Character 
NET BILLED AMT Claim charge 11 Character 
PAYMENT AMOUNT Amount due the provider 11 Character 
PROVIDER NUMBER + LOC Provider identification number 10 Character 
PROVIDER SPECIALTY Specialty code for the provider 3 Character 
PROVIDER TYPE Provider type code of the provider 2 Character 
RECIPIENT ID Recipient identification number 12 Character 
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Claims Paid Due To Force Report Layout  
 
Report  : CLM-0026-D                                          OKLAHOMA MMIS                                                 Run Date: MM/DD/CCYY 
Process : CLMJD26D                               MEDICAID MANAGEMENT INFORMATION SYSTEM                                     Run Time:      99:99 
Location: CLM0026D                                CLAIMS TO BE PAID DUE TO FORCE REPORT                                         Page:        999 


  
                                                                                                                                                 
ICN            DETAIL RECIPIENT ID   PROVIDER      PROV    PROV   DATES OF SERVICE        NET BILLED          PAYMENT       FORCED      CLERK ID  
               NUMBER                NUMBER+ LOC   TYPE    SPEC   FIRST       LAST        AMT                 AMOUNT        ERRORS 
XXXXXXXXXXXXX  XXX    XXXXXXXXXXXX   XXXXXXXXXX    XX      XXX    MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX         XXXXXXXXXXX    XXXX       XXXXXXXX 
XXXXXXXXXXXXX  XXX    XXXXXXXXXXXX   XXXXXXXXXX    XX      XXX    MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX         XXXXXXXXXXX    XXXX       XXXXXXXX 
XXXXXXXXXXXXX  XXX    XXXXXXXXXXXX   XXXXXXXXXX    XX      XXX    MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX         XXXXXXXXXXX    XXXX       XXXXXXXX 
XXXXXXXXXXXXX  XXX    XXXXXXXXXXXX   XXXXXXXXXX    XX      XXX    MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX         XXXXXXXXXXX    XXXX       XXXXXXXX 
XXXXXXXXXXXXX  XXX    XXXXXXXXXXXX   XXXXXXXXXX    XX      XXX    MM/DD/CCYY  MM/DD/CCYY  XXXXXXXXXXX         XXXXXXXXXXX    XXXX       XXXXXXXX 
  
  
*****CLERK ID RECAP***** 
CLERK ID     CLAIM COUNT 
  
XXXXXXXX       XXXXXXX 


 


Associated Programs 


Program Description 
clm0026d Claims Paid Due to Force Report 
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CLM-0027-D -- Transaction Register 
The purpose of this report is to identify every claim processed in a daily claim adjudication cycle. Each claim is identified by 
ICN, Recipient ID Number, Provider Number, Transaction Code, Dates of Service, and Payment Amount. Additionally, this 
report will display any exception codes posted to the claim throughout the daily claim adjudication cycle. 


Technical Name 
CLM-0027-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
DATES OF SERVICE FROM First date of service on the claim 10 Date (MM/DD/CCYY)
DATES OF SERVICE TO Last date of service on the claim 10 Date (MM/DD/CCYY)
EXCEPTION Exception code posted to claim 4 Character 
ICN Internal control number 13 Character 
PROVIDER + LOC Identification number of provider 10 Character 
RECIPIENT Recipient identification number 12 Character 
REIMBURSEMENT AMT Reimbursement amount 11 Character 
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Transaction Register Report Layout  


 


Associated Programs 


Program Description 
No associated Programs found 


Section 5: Reports Claims Resolutions Procedures Manual 


5-28 Library Reference Number: OKCR 
Revision Date: September 2002 


Version: 1.0 







  CLM-0031-M -- Suspense File Analysis by Claim Type 2 
This report will print a suspense file analysis by claim type of current and last fiscal years. The second page of the report will 
be a break out by Provider type with HCFA 1500. 


Technical Name 
CLM-0031-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CLAIM TYPE Type of claim code 10 Character 
FY CCYY DOLLAR VALUE Reimbursement amount 14 Character 
FY CCYY NUMBER Count of claims 6 Character 
PREVIOUS FY CCYY DOLLAR VALUE Reimbursement amount 14 Character 
PREVIOUS FY CCYY NUMBER Count of claims 6 Character 
PROV TYPE Type that a provider is licensed for 2 Character 
TOTAL Total of each subheading 14 Character 
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Suspense File Analysis by Claim Type 2 Report Layout 


 
Report  : CLM-0031-M                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY          
Process : CLMJM031                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      99:99          
Location: CLM0031M                         SUSPENSE FILE ANALYSIS BY CLAIM TYPE                                     Page:        999          
                                                                                                                                              
                                                     ***   X I X   ***                                                                       
 
       CLAIM                     FY CCYY                              PREVIOUS FY CCYY               
        TYPE             NUMBER      DOLLAR VALUE                 NUMBER        DOLLAR VALUE          
    ==========           ======    ==============                 ======      ==============          
  
    XXXXXXXXXX           XXXXXX    XXXXXXXXXXXXXX                 XXXXXX      XXXXXXXXXXXXXX 
  
    XXXXXXXXXX           XXXXXX    XXXXXXXXXXXXXX                 XXXXXX      XXXXXXXXXXXXXX 
 
    XXXXXXXXXX           XXXXXX    XXXXXXXXXXXXXX                 XXXXXX      XXXXXXXXXXXXXX 
  
    XXXXXXXXXX           XXXXXX    XXXXXXXXXXXXXX                 XXXXXX      XXXXXXXXXXXXXX 
  
    XXXXXXXXXX           XXXXXX    XXXXXXXXXXXXXX                 XXXXXX      XXXXXXXXXXXXXX 
  
    ----------           ------    --------------                 ------      --------------           
      TOTAL              XXXXXX    XXXXXXXXXXXXXX                 XXXXXX      XXXXXXXXXXXXXX  
  
  
  
END OF REPORT 
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Associated Programs 


Program Description 
clm0031m Suspense File Analysis by Claim Type 
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CLM-0035-M -- Advantage Waiver Recipient 
This report lists payments made to providers for Advantage Waiver recipient services. 


Technical Name 
CLM-0035-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
AMOUNT PAID Amount paid to claim 11 Character 
DATE PAID Date claim was paid 10 Date (MM/DD/CCYY)
FDOS First date of service 10 Date (MM/DD/CCYY)
LDOS Last date of service 10 Date (MM/DD/CCYY)
PROVIDER ID + LOC Provider identification number 10 Character 
PROVIDER NAME Name of provider 22 Character 
PROVIDER SPECIALTY Provider specialty code 3 Character 
RECIP/PROVIDER TOTAL Total amount paid to provider for the recipient 13 Character 
RECIPIENT ID Recipient identification number 12 Character 
RECIPIENT NAME Name of recipient on claim 31 Character 
RECIPIENT TOTAL Total amount paid for recipient 13 Character 
SERVICE CODE Procedure code 14 Character 
SERVICE DESCRIPTION Procedure name 25 Character 
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Advantage Waiver Recipient Report Layout 
 


Report  : CLM-0035-M                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY                   
Process : CLMJM035M                        MEDICAID MANAGEMENT INFORMATION SYSTEM                               Run Time:      99:99                   
Location: CLM0035M                         Advantage Waiver Recipient Report Layout                             Page:        999                   
                                                                                                                                                          
                                    
RECIPIENT NAME:  XXXXXXXXXXXXXXXXXXXX    RECIPIENT ID:  XXXXXXXXXXXX                                        
                                                                                                           PROVIDER  
PROVIDER NAME           PROVIDER ID + LOC  SERVICE CODE   SERVICE DESCRIPTION         FDOS        LDOS     SPECIALTY DATE PAID   AMOUNT PAID 
 
XXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX         XXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXX  MM/DD/CCYY  MM/DD/CCYY  XX       MM/DD/CCYY   99999999999 
XXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX         XXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXX  MM/DD/CCYY  MM/DD/CCYY  XX       MM/DD/CCYY   99999999999 
XXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX         XXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXX  MM/DD/CCYY  MM/DD/CCYY  XX       MM/DD/CCYY   99999999999 
XXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX         XXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXX  MM/DD/CCYY  MM/DD/CCYY  XX       MM/DD/CCYY   99999999999 
XXXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXX         XXXXXXXXXXXX   XXXXXXXXXXXXXXXXXXXXXXXX  MM/DD/CCYY  MM/DD/CCYY  XX       MM/DD/CCYY   99999999999 
 
  
                                                                                              RECIP/PROVIDER TOTAL-  9999999999999 
                                                                                              RECIPIENT TOTAL-       9999999999999 
                                                                  


 


                                                            


Associated Programs 


Program Description 
clm0035m Advantage Waiver Recipient 
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CLM-0036-M -- Claims With Excluded Provider Prescriber Numbers 
This report lists claims with selected excluded provider prescriber numbers. 


Technical Name 
CLM-0036-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
FDOS First date of service 10 Date (MM/DD/CCYY)
FILED RID Filed recipient identification number 12 Character 
ICN Internal control number 13 Character 
PRESCRIBER NAME Name of prescriber 25 Character 
PRESCRIBER NUMBER Prescriber identification number 7 Character 
PROGRAM CODE Program code that the provider was excluded 


from 
5 Character 


PROGRAM END DATE The last day the provider was eligible for the 
program 


10 Character 


REIMBURSEMENT AMOUNT   Reimbursement amount    13 Character 
SERVICE PROVIDER + LOC Servicing provider identification number 10 Character 
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Claims With Excluded Provider Prescriber Numbers Report Layout 


 
Associated Programs 


 
Program Description 
clm0036m Report Claims with Excluded Provider Prescriber Numbers 
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 CLM-0048-W -- Weekly POS Activity 
Provides a statistical summary of non-network originated transactions (Paper and EMC) and network originated transactions 
(POS) for the week. 


Technical Name 
CLM-0048-W 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
AVG RESP TIME Average response time of point of service 


claims for each hour of the day 
6 Character 


CLAIMS DENIED Total point of service claims denied for 
each hour of the day 


7 Character 


CLAIMS DENIED(PAPER/EMC) Total paper/EMC claims denied the week 7 Character 
CLAIMS PAID Total number of point of service claims 


paid for each hour of the day 
7 Character 


CLAIMS PAID AMOUNT Total dollar amount of point of service 
claims paid for each hour of the day 


14 Character 


CLAIMS PAID AMOUNT(PAPER/EMC) Total dollar amount of paper/EMC claims 
paid for the week 


14 Character 


CLAIMS PAID(PAPER/EMC) Total paper/EMC claims paid for the week 7 Character 
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Field Description Length Data Type 
CLAIMS PROCESSED(PAPER/EMC) Total paper/EMC claims processed for the 


week 
7 Character 


CLAIMS RECEIVED Total point of service claims received for 
each hour of the day 


7 Character 


CLAIMS REJECTED Total paper/EMC claims rejected for the 
week 


7 Character 


CLAIMS SUSPENDED(PAPER/EMC) Total paper/EMC claims suspended for the 
week 


7 Character 


HOURS RECEIVED Hour of the day the point of service claim 
was received by the minicomputer 


11 Character 


PA INQ Total number of PA Inquiries for the hour of 
the day 


7 Character 


PA RQST Total number of PA Requests for the hour 
of the day 


7 Character 


POS COMM REJECTED Total point of service communication 
records rejected for each hour of the day 


7 Character 


PROCESS NUMBER Process number that generated the report 10 Character 
RECIP ELIG INQUIRIES Total recipient eligibility inquiries received 


for each hour of the day 
7 Character 


REVERSALS RECEIVED Total point of service reversals received for 
each hour of the day 


7 Character 


REVERSALS REJECTED Total point of service reversals rejected for 
each hour of the day 


7 Character 


TOTAL Total of each subheading 14 Character 
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Weekly POS Activity Report Layout 


 
CLM-0048-W                                              STATE OF OKLAHOMA                                                  PAGE 99999 
PROCESS NUMBER: XXXXXXXXXX                      MEDICAID MANAGEMENT INFORMATION SYSTEM                              RUN DATE MM/DD/CCYY 
                                                          POINT OF SALE 
                                                  WEEKLY POINT OF SALE ACTIVITY 
  
-------------------- NON-NETWORK ORIGINATED TRANSACTIONS -------------- 
  
             CLAIMS      CLAIMS       CLAIMS       CLAIMS        CLAIMS  CLAIMS 
TYPE         PROCESSED   SUSPENDED     PAID      PAID AMOUNT     DENIED  REJECTED 
  
PAPER        999,999     999,999      999,999   99,999,999.99   999,999  999,999 
EMC          999,999     999,999      999,999   99,999,999.99   999,999  999,999 
  
----------------------------------------------------NETWORK ORIGINATED TRANSACTIONS --------------------------------------------- 
                --------------- POINT OF SALE CLAIMS ----------------   ------------ OTHER TYPES OF POS TRANSACTIONS ------------ 
  
                CLAIMS    CLAIMS      CLAIMS        CLAIMS  AVG RESP   REVERSALS  REVERSALS RECIP.ELIG. POS COMM  PA      PA 
HOURS RECEIVED  RECEIVED  PAID      PAID AMOUNT     DENIED    TIME     RECEIVED   REJECTED   INQUIRES   REJECTED  INQ     RQST 
  
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
99:99 – 99:99   999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
                -------   -------   --------------  -------   ------   -------    -------   -------     -------   ------- ------- 
TOTAL           999,999   999,999   99,999,999.99-  999,999   99.999   999,999    999,999   999,999     999,999   999,999 999,999 
  
  


Associated Programs 


Program Description 
clm0048w Weekly POS Activity 
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CLM-0051-D -- Aged Detail Adjustment 
Report to display adjustments that have aged. 


Technical Name 
CLM-0051-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CLAIM AGE(DAYS) The number of days that an adjustment has been 


in process 
3 Number 


CLAIM TYPE    The claim type description    60 Character 
EDITS Code used to identify errors. Note: There can be 


multiple occurrences of edits in this field. 
4 Character 


ICN Internal control number which uniquely 
identifies an adjustment 


13 Character 


LOCATION Code which identifies the suspense location of 
the adjustment 


2 Number 


NUM DAYS IN SYSTEM   The minimum number of days that the claims 
have been in the system    
 


3 Number 


PROVIDER + LOC Provider identification number which uniquely 
identifies the provider 


10 Character 


RECIPIENT Recipient identification number which uniquely 
identifies the recipient 


12 Character 
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Aged Detail Adjustment Report Layout 
 
Report  : CLM-0051-D                                   OKLAHOMA MMIS                                            Run Date: MM/DD/YYYY 
Process : CLMJD051                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      HH:MI 
Location: CLM0051D                            HCA AGED DETAIL ADJUSTMENT REPORT                                     Page:       9999 
                                                                                                                                     
THE FOLLOWING CLAIMS IN THE SYSTEM AT LEAST 999 DAYS                                                        CLAIM TYPE: DENTAL CLAIMS 
                                                                                                                                     
ICN                RECIPIENT        PROVIDER + LOC    LOCATION   EDITS                                                     CLAIM-AGE 
                                                                                                                             (DAYS)  
XXXXXXXXXXXXX     XXXXXXXXXXXX      XXXXXXXXXXX         99       XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX               999 
XXXXXXXXXXXXX     XXXXXXXXXXXX      XXXXXXXXXXX         99       XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX               999 
XXXXXXXXXXXXX     XXXXXXXXXXXX      XXXXXXXXXXX         99       XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX               999 
XXXXXXXXXXXXX     XXXXXXXXXXXX      XXXXXXXXXXX         99       XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX               999 
XXXXXXXXXXXXX     XXXXXXXXXXXX      XXXXXXXXXXX         99       XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX XXXX               999            
  


 


Associated Programs 


Program Description 
clm0051d Aged Detail Adjustment 
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CLM-0054-D -- Edit Recycle Maintenance 
This report lists each suspense transaction input to the system. It also prints appropriate error messages. 


Technical Name 
CLM-0054-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
# OF DAYS TO RECYCLE Number of days for the recycle process 3 Number 
EDIT/AUDIT NUMBER Code used to identifies error 4 Character 
FINAL EDIT Final error code 4 Character 
RECYCLE DAY Day the claim is recycled 9 Character 
TYPE OF CLAIMS TO RECYCLE Claim type needed to resubmit 10 Character 
TYPE OF RECYCLE Type of resubmission 10 Character 
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Edit Recycle Maintenance Report Layout 
 
Report  : CLM-0054-D                                   OKLAHOMA MMIS                                          Run Date: MM/DD/CCYY 
Process : CLMJD054                        MEDICAID MANAGEMENT INFORMATION SYSTEM                              Run Time:      99:99 
Location: CLM0054D                                EDIT RECYCLE PARAMETERS                                         Page:        999 
 
 
EDIT/AUDIT           TYPE OF CLAIMS             TYPE OF                  RECYCLE              # OF DAYS               FINAL 
  NUMBER               TO RECYCLE               RECYCLE                    DAY                TO RECYCLE              EDIT 
 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 
   XXXX                XXXXXXXXXX              XXXXXXXXXX               XXXXXXXXX                999                  XXXX 


 


 


Associated Programs 


Program Description 
clm0054d Edit Recycle Maintenance 
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CLM-0055-D -- Daily Exception Summary By Claim Type Original Claims 
This report shows how many times each exception occurred by claim type for the last 5 cycles. (Original Claims) 


Technical Name 
CLM-0055-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
CLAIM TYPE Type of claim 50 Character 
CYCLE 1 DATES Date that cycle 1 ran 10 Date (MM/DD/CCYY)
CYCLE 2 DATES Date that cycle 2 ran 10 Date (MM/DD/CCYY)
CYCLE 3 DATES Date that cycle 3 ran 10 Date (MM/DD/CCYY)
CYCLE 4 DATES Date that cycle 4 ran 10 Date (MM/DD/CCYY)
CYCLE 5 DATES Date that cycle 5 ran 10 Date (MM/DD/CCYY)
EXCEPTION DESCRIPTION Description of the exception code 50 Character 
EXCP CODE Edit or audit number 4 Character 
GRAND TOTAL Grand total of all occurrences. 8 Character 
OCC (CYCLE 1) Edit Occurrences 6 Character 
OCC (CYCLE 2) Edit Occurrences 6 Character 
OCC (CYCLE 3) Edit Occurrences 6 Character 
OCC (CYCLE 4) Edit Occurrences 6 Character 
OCC (CYCLE 5) Edit Occurrences 6 Character 
RECS (CYCLE 1) Number of records recycled 6 Character 


Claims Resolutions Procedures Manual Section 5: Reports 


Library Reference Number: OKCR 5-43 
Revision Date: September 2002 
Version Number: 1.0 







Field Description Length Data Type 
RECS (CYCLE 2) Number of records recycled 6 Character 
RECS (CYCLE 3) Number of records recycled 6 Character 
RECS (CYCLE 4) Number of records recycled 6 Character 
RECS (CYCLE 5) Number of records recycled 6 Character 
TOTAL BY CLAIM TYPE Total of occurrences per cycle by claim type 7 Character 


 
Daily Exception Summary By Claim Type Original Claims Report Layout 


 
Report  : CLM-0055-D                                         OKLAHOMA MMIS                                                    Run Date: MM/DD/CCYY 
Process : CLMJDER2                              MEDICAID MANAGEMENT INFORMATION SYSTEM                                        Run Time:      99:99 
Location: CLM0055D                       Daily Exception Summary By Claim Type Original Claims                                    Page:        999 
Claim                                                                                                                                
Type: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                                                                               
                                                                                                                                     
EXCP                                                           MM/DD/CCYY       MM/DD/CCYY        MM/DD/CCYY        MM/DD/CCYY        MM/DD/CCYY  
CODE EXC DESCRIPTION                                         OCC.     RECS     OCC      RECS     OCC.     RECS     OCC.     RECS     OCC.     RECS 
  
XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX 
XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX 
XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX 
XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX 
XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX   XXXXXX 
 
TOTAL BY CLAIM TYPE 
                                                           XXXXXXX  XXXXXXX  XXXXXXX  XXXXXXX  XXXXXXX  XXXXXXX  XXXXXXX  XXXXXXX  XXXXXXX  XXXXXXX 
 
GRAND TOTAL     
                                                          XXXXXXXX XXXXXXXX XXXXXXXX XXXXXXXX XXXXXXXX XXXXXXXX XXXXXXXX XXXXXXXX XXXXXXXX XXXXXXXX    
  


Associated Programs 


Program Description 
clmper01 Daily Exception Summary By Claim Type for the last 5 cycles 
cat Concatenate 
copy2crld CRLD copy 
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 CLM-0058-Q -- ClaimCheck ClaimReview Edit 
This is a savings report that indicates savings generated from clinical products edits, excluding denied claims that are to be 
rebilled. This report will be generated quarterly. 


Technical Name 
CLM-0058-Q 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
ALLOWED AMOUNT Total allowed amount for denied claim procedures 


with specific edit code. 
13 Character 


BILLED AMOUNT Total billed amount for denied claim procedures 
with specific edit code 


13 Char 


CC EDIT DESCRIPTIONS Descriptions of the CC edit. 50 Character 
EDIT NUMBER CC edit 4 Character 
FROM/THRU DATE Based on date of adjudicate 10 Date 


(MM/DD/CCYY) 
TOTAL NUMBER OF CLAIMS Total number of claims with ClaimCheck edits. 6 Number 
TOTAL NUMBER OF CLAIMS 
EDITED WITH CC EDITS   


Total claims edited with CC. 6 Number 


TOTAL DOLLARS SAVED BY 
ALLOWED AMT 


Total Dollars saved by allowed amount. 13 Character 


TOTAL DOLLARS SAVED BY 
BILLED AMT 


Total Dollars saved by billed amount. 13 Character 
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Field Description Length Data Type 
TOTAL NUMBER OF CLAIMS 
DENIED 


Total number of claims denied by ClaimCheck 
during the specified time period. 


6 Number 


TOTAL NUMBER OF CLAIMS 
PROCESSED 


Total number of claims processed by ClaimCheck 
during the specified time period. 


6 Number 
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ClaimCheck ClaimReview Edit Report Layout  
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Associated Programs 


Program Description 
lp UNIX Print Command 
clm0058q CC ClaimReview Edit Rpt 
copy2crld CRLD copy 
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CLM-0060-D -- Suspense File Analysis By Claim Type 3 
This report lists the number and dollar value totals of the various claim types that are currently in the suspense file. It also 
includes the same totals for claims that are 1 to 30 days old, 31 to 60 days old, 61 to 90 days old and over 90 days old, as well 
as totals for each of the above. 


Technical Name 
CLM-0060-D 


Distribution 


User Copies Media Week Time 
Clm Reso 1 Paper Weekdays 7:00 AM 


Field Descriptions 


Field Description Length Data Type 
01 TO 30 DAYS DOLLAR VALUE Total value of claim type in past 1 to 30 


days 
11 Character 


01 TO 30 DAYS DOLLAR VALUE TOTAL Total value of claims in past 1 to 30 days 11 Character 
01 TO 30 DAYS NUMBER Number of claims in past 1 to 30 days 7 Character 
01 TO 30 DAYS NUMBER TOTAL Total number of claims in past 1 to 30 


days 
7 Number 


31 TO 60 DAYS DOLLAR VALUE Total value of claim type in past 31 to 60 
days 


11 Character 


31 TO 60 DAYS DOLLAR VALUE TOTAL Total value of claims in past 30 to 60 
days 


11 Character 


31 TO 60 DAYS NUMBER Number of claims in past 31 to 60 days 7 Character 
31 TO 60 DAYS NUMBER TOTAL Total number of claims in past 30 to 60 


days 
7 Number 


61 TO 90 DAYS DOLLAR VALUE Total value of claim type in past 61 to 90 
days 


11 Character 
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Field Description Length Data Type 
61 TO 90 DAYS DOLLAR VALUE TOTAL Total value of claims in past 61 to 90 


days 
11 Character 


61 TO 90 DAYS NUMBER Number of claims in past 61 to 90 days 7 Character 
61 TO 90 DAYS NUMBER TOTAL Total number of claims in past 61 to 90 


days 
7 Number 


AVG DAY Average claims per day 3 Number 
CLAIM TYPE 'English' name of claim type 11 Character 
CURRENT DOLLAR VALUE Total value of claim type in current day 11 Character 


CURRENT DOLLAR VALUE TOTAL Total value of claims on current day 11 Character 


CURRENT NUMBER Number of claim type in current day 7 Character 
CURRENT NUMBER TOTAL Total number of claims on current day 7 Number 
OVER 90 DAYS DOLLAR VALUE Total value of claim type over 90 days 11 Character 
OVER 90 DAYS NUMBER Number of claims over 90 days 7 Character 
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Suspense File Analysis By Claim Type 3 Report Layout 
 
Report  : CLM-0060-D                                   OKLAHOMA MMIS                                            Run Date: MM/DD/CCYY 
Process : CLMJD060                        MEDICAID MANAGEMENT INFORMATION SYSTEM                                Run Time:      99:99 
Location: CLM0060D                         SUSPENSE FILE ANALYSIS BY CLAIM TYPE                                     Page:        999 
------------------------------------------------------------------------------------------------------------------------------------ 
CLAIM        *------CURRENT------*  *---01 TO 30 DAYS---*  *---31 TO 60 DAYS---*  *---61 TO 90 DAYS---*  *---OVER 90 DAYS---*    AVG 
TYPE         NUMBER  DOLLAR VALUE   NUMBER  DOLLAR VALUE   NUMBER  DOLLAR VALUE   NUMBER  DOLLAR VALUE   NUMBER  DOLLAR VALUE    DAY 
------------------------------------------------------------------------------------------------------------------------------------ 
 
MEDICAL      XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
 
DENTAL       XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
  
DRUG         XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
  
COMPOUND     XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
  
HOME HEALTH  XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
  
LTC          XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
  
XOVER A      XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
  
XOVER B      XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
  
XOVER C      XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
  
INPATIENT    XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
  
OUTPATIENT   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 
 
TOTAL        XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX   XXXXXXX  XXXXXXXXXXX    XXX 


 


Associated Programs 


Program Description 
clm0060d File Analysis by Claim Type 
cat Concatenate 
copy2crld CRLD copy 
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EDI-0130-D -- EDI Claims Submission Statistics - Daily 
Reports a daily summary of EDI claim counts sent to the claims engine by submission type (NCPDP, WEB DDE, ASC x12). 
Reports at the summary level, and at the submitter level. Does not report paper and RRI claims. 


Technical Name 
EDI-0130-D 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Accepted Claims Total count of EDI claims submitted by indicated submission type and sent to 


the claims engine. This total should equal the count of suspended, paid, and 
denied claims in this report. 


6 Number 


Claim Type MMIS Claim Type 15 Character 
Claims Denied Total count of EDI claims submitted by indicated submission type, sent to the 


claims engine, and denied by the claims engine. 
6 Number 


Claims Paid Total count of EDI claims submitted by indicated submission type, sent to the 
claims engine, and paid by the claims engine. 


6 Number 


Claims Suspended Total count of EDI claims submitted by indicated submission type, sent to the 
claims engine, and suspended by the claims engine. 


6 Number 


Submission Type Origination of transmission (NCPDP, WEB DDE, ASC X12) 15 Character 


Section 5: Reports Claims Resolutions Procedures Manual 


5-52 Library Reference Number: OKCR 
Revision Date: September 2002 


Version: 1.0 







EDI Claims Submission Statistics – Daily Report Layout  
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Associated Programs 


Program Description 
No associated Programs found 
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EDI-0130-M -- EDI Claims Submission Statistics - Monthly 
Reports a monthly summary of EDI claim counts sent to the claims engine by submission type (NCPDP, WEB DDE, ASC 
x12). Reports at the summary level, and at the submitter level. Does not report paper and RRI claims. 


Technical Name 
EDI-0130-M 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Accepted Claims Total count of EDI claims submitted by indicated submission type and 


sent to the claims engine. This total should equal the count of 
suspended, paid, and denied claims in this report. 


6 Number 


Claim Type MMIS Claim Type 15 Character 
Claims Denied Total count of EDI claims submitted by indicated submission type, 


sent to the claims engine, and denied by the claims engine. 
6 Number 


Claims Paid Total count of EDI claims submitted by indicated submission type, 
sent to the claims engine, and paid by the claims engine. 


6 Number 


Claims Suspended Total count of EDI claims submitted by indicated submission type, 
sent to the claims engine, and suspended by the claims engine. 


6 Number 


Submission Type Origination of transmission (NCPDP, WEB DDE, ASC X12) 15 Character 
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EDI Claims Submission Statistics – Monthly Report Layout  
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Associated Programs 


Program Description 
No associated Programs found 
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EDI-0130-W -- EDI Claims Submission Statistics - Weekly 
Reports a weekly summary of EDI claim counts sent to the claims engine by submission type (NCPDP, WEB DDE, ASC x12). 
Reports at the summary level, and at the submitter level. Does not report paper and RRI claims. 


Technical Name 
EDI-0130-W 


Distribution 


User Copies Media Week Time 
No distribution identified 


Field Descriptions 


Field Description Length Data Type 
Accepted Claims Total count of EDI claims submitted by indicated submission type and sent to 


the claims engine. This total should equal the count of suspended, paid, and 
denied claims in this report. 


6 Number 


Claim Type MMIS Claim Type 15 Character 
Claims Denied Total count of EDI claims submitted by indicated submission type, sent to the 


claims engine, and denied by the claims engine. 
6 Number 


Claims Paid Total count of EDI claims submitted by indicated submission type, sent to the 
claims engine, and paid by the claims engine. 


6 Number 


Claims Suspended Total count of EDI claims submitted by indicated submission type, sent to the 
claims engine, and suspended by the claims engine. 


6 Number 


Submission Type Origination of transmission (NCPDP, WEB DDE, ASC X12) 15 Character 
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EDI Claims Submission Statistics – Weekly Report Layout  
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Associated Programs 
 


Program Description 
No associated Programs found 
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Appendix A: Special Processing Request Cover 
Form 


 
A d j u s t m e n t s / R e s o l u t i o n s  D e p a r t m e n t  


 S P E C I A L  B A T C H  R E Q U E S T  F O R M  


Requester:        Date:        
Department:        Provider name:        
Claim type (circle one) A B C D H I L M O P Q   
Request type (check appropriate box)   
  Provider Error  Processing Error County/State Delay  OMPP Referral  
Reason for Special Processing:  
        
        
        
        
        
Special Instruction/Request:  
        
        
        
        
        
 Manager Signature:    


Claims Department Use Only 
Approved for:  Special Batching  Normal Processing Priority  Disapproved 
 If disapproved indicate reason below:  
        
        
        
 Claims Manager Signature:    
If Approved: ICN Range Assigned       to        
 Date Microfilmed:       Clerk ID    
 Date Key Entered:       Clerk ID    
 Error Correction:       Clerk ID    
 Error Correction:       Clerk ID    
 Adjudication Date:        Paid  Denied  
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Glossary 


This glossary defines the universal terms of the OHCA as presented in the Request 
for Proposals (RFP).   


AB 
Aid to the Blind 


ABD 
Aged, Blind and Disabled; references the SSA eligibility programs for these 
populations. 


(Microsoft or MS) 
Access PC-based database management system and application development language, 


made by Microsoft, that assists with the transfer of data into reports, invoices, and 
so forth. 


Ad Hoc Report 
A report produced for a particular purpose and not intended to become a permanent 
reporting requirement. Claim detail reporting in support of SURS is a part of 
normal SURS operations and is not included as an ad hoc report. 


ADA  
American Dental Association 


Adjudicated Claim  
A claim that has reached final disposition such that it is either to be paid or denied. 


Adjustment  
A transaction that changes any information on a claim that has been adjudicated. 


AFDC  
Aid to Families with Dependent Children 


AHCPR  
Agency for Health Care Policy Research 


Allowed Amount  
The amount payable or covered by the Oklahoma Medicaid Program. 


ALOS  
Ambulatory Length of Stay 


ANSI  
American National Standards Institute, an accepted standards-setting body for the 
computer industry. 


APD  
Advance Planning Document – a document utilized to request enhanced federal 
financial participation. 


API  
Application program interface 


AR  
Accounts Receivable 


ASC 
Ambulatory surgical center 


ASCII 
American Standard Code for Information Interchange 


AVR(S)  
Automated voice response eligibility verification (system) 


AWP  
Average wholesale price 


BENDEX  
Beneficiary data exchange system; a file containing data from HCFA regarding 
persons receiving benefits from the Social Security Administration. 


Bill  
As refers to a bill for medical services, the submitted claim document, or EMC 
record; may contain one or more services performed. 
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Business Days  
Official hours of operation based on a five (5)-day workweek, excluding Saturdays, 
Sundays, and official State of Oklahoma holidays. 


Buy-In  
A procedure whereby the State pays a monthly premium to the Federal government 
on behalf of eligible medical assistance clients to enroll them in the Medicare  
Part B program. 


Capitated Service  
Any Medicaid-covered service for which the contractor receives capitation 
payment. 


Capitation  
A contractual arrangement through which a health plan or other entity agrees to 
provide specified health care services to enrollees for a specified prospective 
payment per member, per month. 


Capitation Claim  
The monthly claim created by the MMIS which represents a specified prospective 
payment per member, per month for contracted health care services through a 
health plan or other entity. The payment is made to the health plan or other entity. 


Capitation Rate  
The amount paid per member, per month for services provided at risk. 


CASE  
Computer-aided software engineering 


Case Management  
A health care method in which medical, social, and other services for a recipient 
are coordinated by one (1) entity. 


Case Manager  
An individual who coordinates, monitors, and ensures that appropriate and timely 
care is provider to the recipient. 


CASS  
USPS form #3553 


CD-ROM  
Compact disk – read only memory 


Certification  
Refers to the process utilized by HCFA to determine that an MMIS meets 
minimum requirements to be eligible for federal financial participation. 


CFR  
Code of Federal Regulations 


CICS  
Customer Information Control System, a communication manager software used 
for on-line applications in an IBM mainframe environment. 


Claim  
A provider’s request for reimbursement for health care service delivery, the 
definition for vendor reimbursement purposes is included in the body of the ITB. 


Clean Claim  
A claim which can be adjudicated without obtaining additional information from 
the provider of service or a third party; clean claims do not include claims from a 
provider that is under investigation for potential fraud and/or abuse or claims that 
routinely suspend even if due to billing errors by the provider. 


CLIA  
Clinical Laboratory Improvement Act of 1988; a federally mandated set of 
certification criteria and a data collection and monitoring system to ensure proper 
certification of clinical laboratories. 


COBOL II  
Common Object Business-Oriented Language, a programming language 


Contract  
Referring to the written, signed agreements resulting from the RFP, for the 
implementation and operation of an MMIS and Contractor services for the State of 
Oklahoma, unless context clearly requires otherwise. 
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Contract 
Amendment  Any written alteration in the specifications, delivery point, rate of delivery, contract 


period, price, quantity, or other contract provisions of any existing contract, 
whether accomplished by unilateral action in accordance with a contract provision, 
or by mutual action of the parties to the contract; it shall include bilateral actions, 
such as change orders, administrative changes, notices of termination, and notices 
of the exercise of a contract option.  


Contractor  
Bidder with whom the State has successfully executed a contract under this RFP. 
Fiscal Agent may refer to contractor within this document. 


Cost Avoidance  
The payment methodology of avoiding part or all of Medicaid's payment when a 
third party resource is available to pay a claim. 


CPAS  
Claims Processing Assessment System, an automated claims database used by the 
State for contractor quality control reviews. 


CPHA  
Committee on Professional and Hospital Activities, which submits update tapes to 
the states for ICD-9-CM. 


CPT-4  
Common Procedure Terminology, 4th Revision 


CPU  
Claims Processing Unit 


DSMD  
Data Systems Management Division 


Days  
A twenty-four (24) hour period between midnight and midnight; regardless of 
whether or not it occurs on a weekend or holiday; it is a calendar day unless 
otherwise specified. 


DBMS  
An integrated (object-oriented or relational) comprehensive database management 
system, including all data and all internal and linked databases. 


DDI  
Design, development, and implementation 


DDSD  
Developmental Disability Services Division 


DEA  
Drug Enforcement Agency 


DEERS/CHAMPUS  
Defense Enrollment Eligibility Reporting System/Civilian Health and Medical Plan 
of the Uniformed Services. 


DHS  
State of Oklahoma Department of Human Services 


Deliverable  
A product of a task milestone or MMIS requirement 


Denied Claim  
A claim for which no payment is made because the claim is for noncovered 
services, is for an ineligible client, was performed by an ineligible provider, is a 
duplicate of a previously paid claim, or does not otherwise meet OCHA payment 
standards. 


DESI  
Drug-effectiveness source identifier 


DHHS  
U.S. Department of Health and Human Services 


DHS  
Oklahoma Department of Human Services 


DIS  
Detailed Implementation Schedule 
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DME  
Durable Medical Equipment 


DMERC  
Medicare durable medical equipment crossover file 


DRS  
Oklahoma Department of Rehabilitation Services 


DSS  
Decision Support System 


DTL  
Detail 


DUR  
Drug Utilization Review 


DUR Board  
The State’s Drug Utilization Review Board, composed of physicians, pharmacists, 
and others experienced in drug therapy problems; the Board makes 
recommendations to the Oklahoma Medicaid Agency on DUR policies and 
procedures. 


EAC  
Estimated acquisition cost for drugs 


EPSDT  
Early and periodic screening, diagnosis, and treatment for medical, dental, vision, 
and hearing services. 


ECM  
Electronic claims management 


ECS  
Electronic claims submittal 


EDI  
Electronic data interchange 


EFT  
Electronic funds transfer 


EIS  
Executive Information System 


Eligibility Files  
The VSAM files which contain Medicaid recipient eligibility data. The Master 
Eligibility File (PS/2) is currently maintained by DHS on the State of Oklahoma 
mainframe and the files are transferred to the fiscal agent. The fiscal agent 
currently loads this file to create the Recipient Eligibility File for use in processing 
claims. 


EMC  
Electronic media claims 


Encounter  
A record of a medically related service (or visit) rendered to a Medicaid recipient 
who is enrolled in a participating health plan during the date of service; it includes 
(but is not limited to) all services for which the health plan incurred any financial 
responsibility. 


Encounter Data 
Claim  A claim submitted by a coordinated care provider for the actual provider of service 


to plan enrollee. These claims go through full adjudication to determine payment, if 
any, which would have been made if the recipient had not been under the plan. 


Enhanced Funding  
Refers to the “enhanced” federal financial participation rates available for a state’s 
certified MMIS; 75% for operations and 90% for development. 


Enrollee  
A person who has enrolled in a managed care health plan 


EOB  
Explanation of Benefits 


EOMB  
Explanation of Medical Benefits 
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EOP  
Explanation of Payments 


EVS  
Electronic Verification System for verifying eligibility 


FACCT  
Foundation for Accountability Conquest 2.0. 


FAF  
Foundation for Accountability Fact 


Fee-for-Service  
A method of health care reimbursement based upon payment for specific services 
on a client’s behalf. 


FEIN  
Federal Employee Identification Number 


FFP  
Federal Financial Participation; a percent of State expenditures to be reimbursed to 
the State by the Federal government for medical services and for administrative 
costs of the Medicaid program. 


FFS  
Fee-For-Service 


FIPS  
Federal Information Processing Standards 


FIPS PUB  
Federal Information Processing Standards Publication 


Financial Cycle  
The processing of claims from adjudication to payment. A financial cycle includes 
the updating of financial history and the preparation of provider payments and 
remittance advices. Actual release of payments is not considered part of the 
financial cycle. 


First Data Bank  
A private firm supplying drug prices and other information to the Oklahoma 
MMIS. 


Fiscal Year 
(Federal)  October 1 - September 30 
Fiscal Year (State)  


July 1 - June 30 
FQHC  


Federally Qualified Health center 
FY  


Fiscal year 
GIS  


Geographic Information System software package (for example, GEOACCESS). A 
software package that allows geographical information to be displayed using maps. 


GUI  
Graphical User Interface. A graphical user interface is a "point and click" interface 
to a program, composed of menus, dialog windows, push-buttons, and so forth. 


HCBS  
Home and Community Based Services, 


HCFA  
Health Care Financing Administration, responsible for the national administration 
of the Medicaid and Medicare programs. 


HCFA-1500  
HCFA-approved claim form used to bill professional services. 


HCPCS  
HCFA Common Procedure Coding System; a uniform health care procedural 
coding system approved for use by HCFA, describing the physician and non-
physician services covered by the Medicaid and Medicare programs and used 
primarily to report reimbursable services provided to patients. 
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HHS  
Health and Human Services. Refers to the U.S. Department of Health and Human 
Services. 


HDR  
Header 


HEDIS  
Health Plan Employer Data and Information Sheet 


HIPAA  
Health Information Portability and Accountability Act – in general usage in this 
document the reference is to the Administrative Simplification provisions of this 
act.  


HMOs  
Health Maintenance Organizations 


ICD-9-CM  
International Classification of Diseases, 9th Revision, Clinical Modification. 


ICF  
Intermediate Care Facility 


ICF-MR  
Intermediate Care Facilities for the Mentally Retarded; services are covered for 
those who are mentally retarded or who have related conditions. 


ITF  
Integrated Test Facility; allows the State and contractor to monitor the accuracy of 
the MMIS and to test proposed changes to the system by processing test claims and 
other transactions through the system without affecting normal operations. 


JAD 
Joint Application Design 


JCL  
Job Control Language 


JCAHO  
Joint Commission for the Accreditation of Healthcare Organizations 


Key Date  
A specified date which, if not met, may jeopardize the operations start date. 


LAN  
Local Area Network 


Lock-In  
A recipient who has been identified as abusing the Medicaid program may be 
restricted, or "locked- in," to a specified physician and/or pharmacy. The recipient's 
eligibility record will indicate that the recipient is restricted. Only claims from the 
specified providers shall be paid, except as otherwise authorized by Medicaid. 


LTC  
Long-Term Care, used to describe institutional-based services such as nursing 
facility and ICF/MR facility care.  


MAC  
Medical Advisory Committee. Also refers to the state and federal Maximum 
Allowed Charge for drugs, depending upon context. 


Managed Care  
A comprehensive approach to the provision of health care that combines clinical 
services and administrative procedures with an integrated, coordinated system to 
provide timely access to cost-effective primary care and other medically necessary 
services. 


MCE  
Managed Care Entity 


MARS  
Management and Administrative Reporting System of the MMIS 


MCDATA  
HCFA-proposed managed care universal data element 


Manual Check  
A check issued by the state which is not generated by the system during a financial 
cycle. 
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Medicaid  
A federal/state medical assistance program authorized by Title XIX of the Social 
Security; it provides medical benefits for low-income persons and is jointly 
administered by the Federal and State governments. 


Medicare Buy-In  
A procedure whereby the State pays a monthly premium to the Social Security 
Administration on behalf of eligible medical assistance clients to enroll them in the 
Medicare Part B program. 


MEQC  
Medicaid Eligibility Quality Control 


MH  
Mental Health 


Milestone  
Completion of a task or a set of many tasks 


MMIS  
Oklahoma’s federally-certified Medicaid Management Information System. 


MR  
Mentally Retarded 


MSIS  
Medicaid Statistical Information System (electronic 2082) 


MTS  
Medicare Transaction System 


Must  
Indicates a mandatory requirement or condition to be met; see "shall" and "will". 


NCPDP  
National Council for Prescription Drug Programs (current standard is 3.2.C). 


NDC  
National Drug Code; a generally accepted system for the identification of 
prescription and non-prescription drugs available in the U.S. 


NPI  
National Provider Identification 


NDM  
Network Data Mover 


NF  
Nursing Facility; a long-term care facility licensed under State law and certified by 
Medicare to provide skilled and intermediate levels of care. 


Normative Data  
Data which has been compiled, often on a national level, to allow comparison with 
local data on the same subject. In health care, comparing providers' clinical 
performance has become increasingly important as competition has intensified and 
clinical outcomes are scrutinized more carefully. Severity-adjusted Weights and 
Normative Data are essential ingredients in these comparisons, because they allow 
managed care stakeholders to adjust for differences in casemix and severity.  


By utilizing standard weights and normative data appropriate for comparing 
differences in inpatient charges, lengths of stay, mortality, and so forth, local 
outcomes can be compared to nationally representative data for millions of 
services. 


Objection  
An unwillingness to accept or acknowledge a mandatory requirement. 


OBDC  
Open Database Connectivity 


OBRA  
Omnibus Budget Reconciliation Act 


OFMQ  
Oklahoma Foundation for Medical Quality 


OHCA  
Oklahoma Health Care Authority, the Designated Single State Agency for 
administration of the Oklahoma Title XIX Medicaid Program. 


Claims Resolutions Procedures Manual


Library Reference Number: OKCR G-7 
Revision Date: September 2002 
Version Number: 1.0 







OIG  
Office of the Inspector General 


OKMMIS  
The State of Oklahoma fiscal agent operated Medicaid Management Information 
System. 


On-Line  
Use of a computer workstation with visual display to immediately access computer 
files. 


ORYX  
Name of the JCAHO hospital utilization database. 


OSCAR File  
Online Survey Certification And Reporting; CLIA file and updates from HCFA 


OSI  
Open Systems Interconnection 


Outcomes Data  
In health care, Outcomes Data is that data which represents the results of medical 
treatment. Collection of initial information, for instance, documenting length, 
width, depth, volume, base, and location wound data, along with dressing type and 
changes for the treatment of the wound along with the diagnosis, age, and other 
health conditions collected during the patient's initial visit are necessary. The 
outcome of the treatment, for instance, degree of healing, time to heal, and so forth, 
must also be collected. Data analysis can be performed by the drawing of 
conclusions based on consistent data collection over time.  


Data such as frequencies for diagnosis, time to heal, type of procedure, average 
age, and so forth, can be developed. From this data benchmarks and best practices 
can be developed. 


PA  
Prior Authorization 


PASARR  
Pre-Admission Screening and Resident Review 


Pass-through 
Expenses  Those expenses of a Contractor which are to be reimbursed at cost by Medicaid. 
Patient Liability  


Monthly income of a recipient in a long-term care or inpatient setting for more than 
thirty (30) days which must be applied to cost of care before Medicaid payment is 
made. 


PETI  
Post Eligibility Treatment of Income 


PCCM  
Primary Care Case Management 


PCP  
Primary Care Provider 


PHP  
Prepaid Health Plan 


PF  
Program Function keys 


PMF  
Provider Master File 


PMMIS  
Pre-paid Medicaid Management Information System; refers to the system used to 
capture and process data related to the Oklahoma managed care program. 


POS  
Point-Of-Service (also place of service on claims) 


PQAS  
Prior Quarter Adjustment Statement 


Prime Contractor  
The vendor with whom the State will contract for the services outlined in this ITB. 
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PRO  
Peer Review Organization 


Processed  
Refund The correction of claim history performed in accordance with the 
instructions attached to a provider refund check. 


Pro-DUR  
Prospective Drug Utilization Review 


Program Code  
A series of codes reflecting the various programs in which the recipient is active for 
the particular eligibility period; the client may be assigned more than one program 
code at a time. 


Proposer  
The corporation, partnership, or joint venture (including any and all subcontractors 
proposed thereby) that submits a timely, complete, and correctly formatted 
technical and business proposal in response to this RFP. 


Protest  
A complaint about a governmental action or decision brought by a prospective 
bidder to the appropriate administrative section with the intention of achieving a 
remedial result. 


PS/2  
The eligibility system operated by the Oklahoma Department of Human Services; it 
is used to determine eligibility for AFDC, Medicaid, Food Stamps, and so forth. 
This system interfaces with the OKMMIS in order to provide information about 
client eligibility. 


QA  
Quality Assurance 


QARI  
Quality Assurance Reporting Initiative 


QC  
Quality Control 


QISM  
Quality Improvement System for Managed Care 


QMBs  
Qualified Medicare Beneficiaries; Medicare Part A beneficiaries whose income is 
under one hundred percent (100%) of the poverty level but whose income or assets 
are too high to qualify for other regular Medicaid benefits. 


QWDI  
Qualified Working Disabled Individual 


RA  
Remittance Advice 


RDBMS  
Relational Data Base Management System 


RDD  
Requirements Definition Document 


RDT  
Requirements Definition Task 


Refund  
A repayment made by a provider, usually needed because of an error in billing, 
receipt of a late insurance payment, or a duplicate payment which resulted in an 
overpayment by Medicaid for services rendered. 


Returned Claim 
A claim which is returned to the provider prior to entry into the system due to lack 
of clean claim data or a claim which is returned after deletion. 


REVS  
Recipient Eligibility Verification System, under the MMIS/Fiscal agent contract, 
the REVS consists of a voice response system accessed by a touch-tone telephone 
and an electronic communication system that can be accessed by a PC with a 
modem or point-of-sale device with a plastic swipe ID card. 
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RFP  
Request for Proposals 


RHC  
Rural Health Clinic 


ROSI  
Reconciliation of State Invoices 


RSD  
Requirement Specifications Document 


Shadow Claims  
Encounter claims equivalent to a regular claim  


Shall 
Indicates a mandatory requirement or condition to be met; see "must" and "will". 


SDX  
State Data Exchange System; the Social Security Administration’s method of 
transferring SSI entitlement information to the State. 


SLIMB  
Specified Low-Income Medicare Beneficiary; Medicare Part A beneficiaries under 
one hundred twenty percent (120%) of the Federal poverty level who have income 
or assets that are too high to qualify for regular Medicaid benefits. 


SNF  
Skilled Nursing Facility; an institution (nursing facility) licensed under State law 
and certified by Medicare to provide skilled nursing and rehabilitative services. 


SoonerCare  
The managed health care program through which the State of Oklahoma serves 
various populations, including the AFDC, Title XXI, and the ABD client 
populations. 


Spenddown  
A periodic, usually six- (6-) month, “deductible” amount that must be incurred by 
medically needy recipients in order to reduce their income to Medicaid eligibility 
levels through payments to providers. 


SQL  
Structured Query Language for the definition, organization, and retrieval of data in 
a database management system (DBMS), including the tools for transaction, 
management, data integrity, and data administration. 


SSA  
Social Security Administration of the Federal government 


SSI  
Supplemental Security Income 


State Plan  
The State Plan for Medical Assistance of the State of Oklahoma as approved by 
HHS for federal financial participation under Title XIX of the Social Security Act, 
as amended. 


State  
The State of Oklahoma; refers to policies, decisions, procedures, receipt of data, 
and the like that are defined by Oklahoma State agencies. 


SUL  
State Upper Limit 


Subcontractor  
Any and all corporations, partnerships, agents, and/or individuals retained by the 
contractor (with prior written approval from the State) to perform services under 
this ITB, regardless of the amount, duration, or scope of the services provided and 
regardless of whether identified in the contractor’s proposal in response to this ITB 
or subsequently retained during the contract term. 


SURS  
Surveillance and Utilization Review Subsystem; a federally- mandated MMIS 
subsystem that builds a statistical base for health care delivery and utilization 
pattern profiles for both providers and recipients and generates a listing of potential 
abusers for review by the Oklahoma Medicaid Agency. 
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TAD  
Turnaround Billing Document, usually refers to the LTC reimbursement document. 


TCN  
Transaction Control Number used to uniquely identify the MMIS health care 
claims. 


Time Slice  
The set of software and data files provided to the Contractor for system testing. The 
time slice shall include MMIS source and object modules, JCL, copy members, 
run-time input parameters, production files listed below, and a copy of actual claim 
input data, all created at the initial step of a full adjudication/financial cycle. 
Immediately prior to the running of a financial cycle, all files accessed in the 
complete adjudication and payment of a claim will be copied to tape by the current 
Contractor. These files/data and the MMIS software provided should allow 
Contractor to duplicate the actual production run for the same cycle. 


Title IV-E  
The title of the Social Security Act which is an entitlement program whereby there 
is Federal financial participation in the costs of foster care maintenance and 
adoption assistance payments. 


Title XIX  
Of the Social Security Act enacted Medicaid in 1965; synonymous with Medicaid. 


Title XVIII  
Of the Social Security Act (Medicare). 


Title XXI  
Of the Social Security Act. Establish the child health care programs for the 
uninsured. 


TPL  
Third-Party Liability; also refers to the TPL subsystem of the MMIS. 


TPR  
Third-Party Resource 


TQM  
Total Quality Management 


Turnover  
Refers to the period of time for the transition from the current vendor to a 
replacement vendor either at the fulfillment of the contract or in the event of 
contract termination during the term of the contract. 


UB-92  
Standard claim form used to bill hospital inpatient, outpatient, nursing facility, and 
other State-defined services. 


UPIN  
Universal Provider Identification Number 


USPS  
United States Postal Service 


Utilization Review  
A review performed to determine the quality, quantity, appropriateness, and cost of 
care and services provided and to compare the findings against established norms. 


VAN’s  
Value Added Networks 


WAC  
Wholesale Average Cost 


WAN  
Wide Area Network 


WIC  
Women, Infants, and Children’s program 


Will  
Indicates a mandatory requirement or condition to be met; see "must" and "shall". 


Working  
Days Official hours of operation based on a five (5)-day workweek, excluding 
Saturdays, Sundays, and official state holidays. 
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Workshops  
General statewide training sessions conducted by Contractor to educate providers 
regarding proper billing procedures. 


YTD  
Year-to-date 
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