Pharmacy Drug Claim Form
Required Data Elements

Provider Number —
must be 10 digits,
last digit is the
location code

SAMPLE

PLEASE PRINT CLEARLY
Provider Number Loc | Telephone Number Total Amount Billed
XOOKX X DRUG CLAIM FORM
: 9
4. Patient’s Name — last, 0 o o
. Lo ! PATIENT'S NAME: LAST, FIRST CLIENTNO. PRESCRIBER'S 1.0, NUMBER EMERG | PREG | NHPAT. | BRAND | REFILL
first, middle initial 0 | XXXXXXKX, XKKKKXX | XXKXXXXXX XXXX X X X X XX
o 05 08 0 08 L0 10 1
PRESCRIPTION NUMBER DATE PRESC AR DATE DISP BER Q1Y DAYS T ARGE TOPTY Py
XXXXXXX XXXX/XXKX J XX/XX/XXXX | XXXXEXXXXX X XXX XXX XXX IXXXXX XXXX]
12 13 4 15 16 i g 19
5. Client ID Number — 9 : PATIENT'S NAME: LAST, FIRST ClIENTNO. PRESCRII;R’S 1.0 NUMBER EMIRG | PRE NI PAT. | BRIND [ REFifl
characters o 0 06 [l 08 ) 10 ]
PRESCRIPTION NUMBER DATEPRESC | DATEDISP NDCIIMBER QY DAYS C ARGE TOPTY PA
12 13 c | 15 16 d | (. 19
. PATIENT'S NAME: LAST, FIRST CLIENT NO. PRESCRIJER’S 1.D. NUMBER EMIRG | PRE( i PAT. | BREND | REFIlf
6. Prescriber ID Number " i FI o 0 0 10 i
s PRESCRIPTION NUMBER DATEPRESC | DATEDISP 'NDC NUMBER TY DAYS C ARGE TOPTY PA
—must be 7 digits . I
12 13 14 15 16 7 | 19
3 PATIENT'S NAME: LAST, FIRST CLIENTNO. PRESCRIBER’S 1D. NUMBER EMIRG | PRE( NIPAT. | BREND | REFIff
K [ 05 [ [l 08 09 10 il
7. Emergency Indicator PRESCRIPTION NUMBER DATEPRESC | DATEDISP 'NDC NUMBER o1y DAYS C ARGE TOPTY PA
—Yes or No, if 7 " 1 13 I I 19
. PATIENT'S NAME: LAST, FIRST CLIENT NO. PRESCRIBER'S 1.D. NUMBER EMERG | PRE NiPAT. | BRIND [ Renlf
applicable 4
o 05 06 [l [} 09 10 i}
PRESCRIPTION NUMBER DATEPRESC | DATEDISP NDC NUMBER QY DAYS C ARGE TOPTY PA
. 12 1] 13 16 1 8 | 19
8. Pregnancy Indicator — A PATIENT'S NAME: LAST, FIRST CLIENT NO. PRESCRIBER'S 1.0, NUMBER EMERG pnj NI PAT. [ BRIND | REFilf
Yes or No, if applicable i i % L L N AT
PRESCRIPTION NUMBER DATEPRESC | DATEDISP NDC NUMBER Q1Y DAYS C ARGE TOPTY PA
12 1 17 1 19
6 PATIENT'S NAME: LAST, FIRST CLIENTNO. PRESCRIBER'S 1.D. NUMBER EMERG | PREG | NIPAT. | BREND | REF
9. NurSlng Home o o5 0 [ 08 » ofl lu
: : OO DINITT D o e CAARGE FOPTY PA
Indicator — Yes or No, if | |
: 12 | 14 7 18 19
apphcable 7 PATIENT'S NAME: LAST, FIRST CLIENT NO. PRESCRIBER'S 1.0. NUMBER EMERG | PREG | NHPAT. | BREND | REFI
o 0 8 0 10 il
PRESCRIPTION NUMBER DATEPRESC | DATEDISP NDC NUMBER Q1Y DAYS CHARGE TOPTY PA
10. Brand BMN 1 13 1 15 16 17 18 1
Indicator PATIENT'S NAME: LAST, FIRST CLIENTNO. PRESCRIBER'S 1.D. NUMBER EMERG | FPREG NHPAT. | BREND | REFI
_ [ 0 06 U] 08 ) 10 i
0 No prpdupt T
selection }nd}cated 12 13 1] 15 16 " 18 19
1 — Substitution not
allOWed by Provider's Name and Address This is to certify that the foregoing information is true, accurate, and complete. | understand that payment and satisfaction offlis
b claim will be from Federal and State funds, and that any falsification of claims, statements, or documents, or concealment of |
prescrioer . material fact may b prosecuted under pplicble Federal o Site law.
1, the undersigned, being aware of restricted funds in the Medicaid program, agree to acoept as full payment for services
enumerated on this claim form, for this Medicaid patient, the allowance determined by the Department o its designee. [ furt]
. certify that no supplemental charges have been or will be billed to the patient; I further recognize that any difference of opini
1 1 Refiu Indlcator - concerning the charges and/or allowance for this claim shall be adjudicated as specified in the Provider Manual.
two dlglts' Provider or Representative
Example: 00 = 15 XXO0000KK X, X000XKXKKX 2 XX/XK/ XXX
original dispensing,
—_ MAIL COMPLETED CLAIM FORM TO:
01 to 99 = refill i
number P.0. Box 18650
Oklahoma City, OK 73154
HCA- 10 Okiahoma Heakh Care Authority
Issued 01/01/2003

Created on 12/12/2002 1:19 PM




Pharmacy Drug Claim Form
Required Data Elements

12. Prescription Number
— 7 characters

13. Date Prescribed — on
or before receipt date,
not a future date

14. Date Dispensed — on
or before receipt date,
cannot be future date

15. NDC Number —
numeric, 11 digits

16. Metric Quantity —
decimal and 3 zeros after
value, up to 11
characters. Example:
99999999.999

17. Days Supply — up to
3 characters

18. Charge — numeric,
up to 9 digits

19. TPL paid — numeric,
eight digits, required if
applicable

21. Signature of
Provider or
Representative

22. Date Billed/Date of
Claim Submission

Created on 12/12/2002

PLEASE PRINT CLEARLY
Provider Number Loc | Telephone Number Total Amount Billed
RRRRRRRR DRUG CLAIM FORM
[ 02 i3]
PATIENT’S NAME: LAST, FIRST CLIENT NO. PRESCRIBER’S 1.D. NUMBER EMERG PREG NHPAT. BRAND REFILL
0 XXXXXXXX, XXXXXX X XXXXXXXXX XXXXXXX X X X X XX
{23 05 06 07 08 09 10 11
PRESCRIPTION NUMBER DATEPRESC DATEDISP NDC NUMBER QryY DAYS CHARGE 37 PTY PAID
e XKKKKX XX/XX/XXXX | XXXXEXXX | XXXXEXXXXX xxx XXXXXXXXX xxwtxx
12 13 14 15 16 17 18 19
l PATIENT'S NAME: LAST, FIRST CLIENT NO. PRESCRIGER’S 1.D. NUMBER EMERG PREG NI PAT. BRAND [HLL
i a6 06 o 08 1] 10 1
PRESCRIPTION NUMBER DATE PRESC DATEDISP NDC NAMBER YS C ARGE TPl PAID
12 13 M 14 15 16 17 18 i9
2 PATIENT’S NAME: LAST, FIRST CLIENT NO. PRESCRIJER’S 1.D. NUMBER EMERG PREG NI PAT. BRAND EFILL
s — w % ] 10 !
PRESCRIPTION NUMBER DATE PRESC DATE DISP NDC NUMBER YS C ARGE 3¥PTH PAID
12 13 14 15 16 17 18 19
3 PATIENT’S NAME: LAST, FIRST CLIENT NO. PRESCRIBER’S 1.D, NUMBER I EMERG PREG NJ PAT. BRAND FILL
04 05 o 08 09 10 i
PRESCRIPTION NUMBER DATE PRESC DATEDISP NDC NUMBER RYS C ARGE 3 l’lI PAID
12 13 14 15 16 1 18 19
I —
T v o MERG|| FREG | NI PAT. | BRAND FILL
04 05 o 08 ] 10
PRESCRIPTION NUMBER DATE PRESC DATE DISP NDCNUMBER QrY DRYS C ARGE 3 PAID
12 13 14 15 16 17 i8 19
5 PATIENT’S NAME: LAST, FIRST CLIENT NO. PRESCRIBER’S 1.D. NUMBER EMERG PREG NI PAT. BRAND BEFILL
[ 05 06 07 08 [ 10 1
PRESCRIPTION NUMBER DATE PRESC DATE DISP NDC NUMBER Qry 1YS C ARGE 301N PADD
12 13 14 15 16 17 18 19
T e—— T NI PAT. BRAND EFILL
6
L] 08 10 1
PRESCRIPTION NUMBER DATE PRESC DATE DISP NDCNUMBER QrY DAYS C ARGE 3% PTH PAID
12 13 4 15 17 18 19
PATIENT’S NAME: LAST, FIRST ‘ CLIENT NO. PRESCRIBER’S 1.D. NUMBER EMERG ‘ PREG _[ NJ PAT. BRAND FEFILL
sl [ Lo Lo Lus Lvr 10 1
PRESCRIPTION NUMBER DATE PRESC DATEDISP NDC NUMBER QrY DAYS CHARGE 3 PTH PAID
12 i3 14 15 16 17 18 19
PATIENT’S NAME: LAST, FIRST CLIENTNO. PRESCRIBER'S 1.D. NUMBER EMERG PRE NHPAT. BRAND EFILL
(3 05 06 07 08 09 10 1
EALSCHIRTIONNUHBER DA TESHESC —onLpac L (G el P10
12 13 14 15 | 16 | 17 18 19
Provider's Name and Address This is to certify that the foregoing information is true, accurate, and complete. | understand that payment and satisfaction of this
claim will be from Federal and State funds, and that any falsification of claims, statements, or documents, or concealment of
18 ‘material fact may be prosecuted under applicable Federal or State law.
1, the undersigned, being aware of restricted funds in the Medicaid program, agree to accept as full payment for services
enumerated on this claim form, for this Medicaid patient, the allowance determined by the Department or its designee. [ further
rges have been o will be billed to the patient; I further recognize that any difference of opinion
concerning the charges and/Ql allowance for this claim shall be adjudicated as specified in the Provider Manual.
Signature of Date Bilied
Provider or Representative
19 XXXXXXXX X. XXXXXXXXX 20 XX/XX/XXXX
MAIL COMPLETED CLAIM FORM TO:
———
P.0. Box 18650
Oklahoma City, OK 73154
HCA- 10 Oklahoma Health Care Authority
Issued 01/01/2003

1:19 PM




