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11.3   Claims Reporting Functionality  

Reports produced by the Claims function are as follows:

· NMMC4596 - RC040 - Accounts Receivable Aging Summary 

· NMMC3200 - RC060 - Archive Retrieval Request Report 

· NMMC3300 - RC041 - Claims History Profile Request Edit Report 

· NMMC3400 - RC042 - Claims History Profile 

· NMMC4580 - RC043 - MAD YTD Summary Of Warrant Runs 

· NMMC2700 - RC044 - MMIS Explanation of Medical Benefits (EOMB) 

· NMMC4560 - RC045 - Final Payment Summary

· NMMC4575 - RC046 - Final MMIS Warrant Payment Register

· NMMC6000 - RC047 - Financial Transaction Summary 

· NMMC6000 - RC048 - Medicaid Register By Provider Type 

· NMMC4530 - RC049 - Negative Balance Detail Report 

· NMMC4569 - RC050 - Payment Cycle Financial Summary

· NMMC4510 - RC051 - Preliminary Payment Summary
· NMMC835A - RC052 - X835 Electronic Remittance Advice Processing Report

· NMMC6000 - RC053 - Remittance Activity Control Totals 

· NMMC6000 - RC054 - Remittance Advice 

· NMMC4535 - RC055 - Suspended A/R Balance Report 

· NMMC4510 - RC056 - Default Cost Center Code Report

· NMMC4600 - RC057 - Recovery Suspense Report

· NMMC4605 - RC058 - Refund Deposit and Voided Check Summary Report

· NMMC4590 - RC059 - Check Register Summary Report

· NMMC4610 - RC064 - Fiscal Payment Summary Report

· NMMC4999 - RC065 - 1099 Report of Providers Paid

· NMMC4999 - 1099 - The IRS 1099 Form Layout

· NMMC0120 - RC066 - Case Management Services Report

· NMMC0150 - RC067 - Monthly Report of Services Paid to Schools

· NMMC4910 - RC068 - Weekly Claim Statistics Report

· NMMC0111 - RC069 - QTD Report of Services Paid to Schools

· NMMC2387 - RC087 – Deny Error Analysis Paper Pharmacy Claims

· NMMC0550 - RC100 – Workable Suspense Analysis Report

· NMMC4575 - RC104 - Final MMIS EFT Payment Register 

· NMMC4593 - RC105 - Wells Fargo Returns Report

· NMMC4596 - RC106 - Accounts Receivable Aging Summary (Not Active Providers)

· NMMC0552 - RC107 – EMSA Utilization Review Report

· NMMC0115 – RC108 - QTD Report of Services Paid to School Based Health Center (SBHC)

· NMMC0155 – RC109- Monthly Report of Services Paid to School Based Health Center (SBHC)

· NMMC4596 - RC110 - Accounts Receivable Aging Summary (F-RSN-CD = 015/016)

· NMMC5000 - RC092 - Weekly Adhoc Balancing for Claims
· NMMC835B-RC113 - X835 Transaction Error Report
· NMMC820A - RC114 - X820 Electronic Remittance Advice Processing Report
· NMMC0710 – RC710 – Tab Run Provider Extraction Report
· NMMC0720 – RC720 – Tab Run Financial Summary
· NMMC0730 – RC730 – Tab Run Requested Period Summary
· NMMC0740 – RC740 – Tab Run Requested Period Services Rendered Summary
· NMMC0750 – RC750 – Tab Run Requested Period Grand Total
· NMMC0760 – RC760 – Tab Run Requested Period Detail
· NMMC0765 – RC765 – Tab Run TPL Detail
· NMMC0770 – RC770 – Tab Run Requested Period Services Rendered Detail
NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

ACCOUNTS RECEIVABLE AGING SUMMARY

	Report ID: NMMC4596-RC040

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to summarize all outstanding accounts receivables by provider number.  The accounts receivable balances are aged based on the date the A/R was generated.  The total of the outstanding accounts receivable in the MMIS are reported for each provider.  The report also includes a total accounts receivable balance.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Total 

N


	Page Break
N


	

	Notes:    

N/A

                        


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4596-RC040                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                             ACCOUNTS RECEIVABLE AGING SUMMARY

                                                     AS OF 99/99/9999  

PROVIDER     ACCOUNTS RECEIVABLE AGING                    TOTAL ACCOUNTS RECEIVABLE        

---------    ------------------------------               -------------------------   

99999999     CURRENT  (1-30  DAYS)                              ZZ,ZZZ,ZZZ.99-                  

             PAST DUE 31-60  DAYS                               ZZ,ZZZ,ZZZ.99-                  

                      61-120 DAYS                               ZZ,ZZZ.ZZZ.99-                  

                     121-365 DAYS                               ZZ,ZZZ,ZZZ.99-                  

                      OVER 1 TO 2 YEARS                         ZZ,ZZZ,ZZZ.99-       

                      OVER 2 TO 3 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                      OVER 3 TO 4 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                      OVER 4 TO 5 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                      OVER 5YEARS                               ZZ,ZZZ,ZZZ.99-                             

             TOTAL PAST DUE                                     ZZ,ZZZ,ZZZ.99-                  

99999999     CURRENT  (1-30  DAYS)                              ZZ,ZZZ,ZZZ.99-                  

             PAST DUE 31-60  DAYS                               ZZ,ZZZ,ZZZ.99-                   

                      61-120 DAYS                               ZZ,ZZZ.ZZZ.99-                    

                     121-365 DAYS                               ZZ,ZZZ,ZZZ.99-                  

                      OVER 1 TO 2 YEARS                         ZZ,ZZZ,ZZZ.99-       

                      OVER 2 TO 3 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                      OVER 3 TO 4 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                      OVER 4 TO 5 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                      OVER 5YEARS                               ZZ,ZZZ,ZZZ.99-                             

             TOTAL PAST DUE                                     ZZ,ZZZ,ZZZ.99-                  

REPORT TOTAL CURRENT  (1-30  DAYS)                              ZZ,ZZZ,ZZZ.99-                  

             PAST DUE 31-60  DAYS                               ZZ,ZZZ,ZZZ.99-                  

                      61-120 DAYS                               ZZ,ZZZ.ZZZ.99-                  

                     121-365 DAYS                               ZZ,ZZZ,ZZZ.99-                   

                      OVER 1 TO 2 YEARS                         ZZ,ZZZ,ZZZ.99-       

                      OVER 2 TO 3 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                      OVER 3 TO 4 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                      OVER 4 TO 5 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                      OVER 5YEARS                               ZZ,ZZZ,ZZZ.99-                             

             TOTAL PAST DUE                                     ZZ,ZZZ,ZZZ.99- 

                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	ACCOUNTS RECEIVABLE AGING SUMMARY

	NMMC4596-RC040


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes


	System Parameter
	

	PROVIDER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	F_HDR_TB: F_PYE_PYR_ID 
	4421

	ACCOUNTS RECEIVABLE AGING CURRENT (1-30 DAYS)
	The total of the outstanding accounts receivable balances 1 - 30 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING PAST DUE 31-60 DAYS
	The total of the outstanding accounts receivable balances 31 - 60 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING        61-120 DAYS
	The total of the outstanding accounts receivable balances 61 - 120 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING 

121-365 DAYS
	The total of the outstanding accounts receivable balances 121 - 365 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 1 TO 2 YEARS                         
	The total of the outstanding accounts receivable balances over 1 to 2 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 2 TO 3 YEARS                         
	The total of the outstanding accounts receivable balances over 2 to 3 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 3 TO 4 YEARS                         
	The total of the outstanding accounts receivable balances over 3 to 4 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 4 TO 5 YEARS                         
	The total of the outstanding accounts receivable balances over 4 to 5 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 5 YEARS                         
	The total of the outstanding accounts receivable balances over 5 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING TOTAL PAST DUE
	The total of the outstanding accounts receivable balances past due for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	TOTAL PAST DUE
	The total of the outstanding accounts receivable balances past due for all providers. The does not contain the amount for Current.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	REPORT TOTAL AGING 

CURRENT (1-30 DAYS)


	The total of the outstanding accounts receivable balances 1 - 30 days old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 PAST DUE  31-60 DAYS


	The total of the outstanding accounts receivable balances 31 - 60 days old for the report.
	Program Generated
	

	REPORT TOTAL AGING   

     61-120 DAYS


	The total of the outstanding accounts receivable balances 61 - 120 days old for the report.
	Program Generated
	

	REPORT TOTAL AGING 

121-365 DAYS


	The total of the outstanding accounts receivable balances 121 - 365 days old the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 1 TO 2 YEARS  
                       
	The total of the outstanding accounts receivable balances over 1 to 2 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 2 TO 3 YEARS 
                        
	The total of the outstanding accounts receivable balances over 2 to 3 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 3 TO 4 YEARS  
                       
	The total of the outstanding accounts receivable balances over 3 to 4 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 4 TO 5 YEARS   
                      
	The total of the outstanding accounts receivable balances over 4 to 5 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 5 YEARS      
                  
	The total of the outstanding accounts receivable balances over 5 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

TOTAL PAST DUE
	The total of the outstanding accounts receivable balances past due for the report.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

ARCHIVE RETRIEVAL REQUEST REPORT

	Report ID: NMMC3200-RC060

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	On Request


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report is developed as part of the claim selection process for provider Archive profiles.  It shows the transactions entered online and the result of the claims selection process for the profiles.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Routing Name    

Routing Unit 
	Total 

N

N
	Page Break

N

N


	

	Notes:    

NMMC3200 and NMMC3300 produce an identical report with the different RC number

                        


NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC3200-RC060                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

                                                   ARCHIVE RETRIEVAL REQUEST REPORT

                                                               AS OF 99/99/9999

    ROUTING NAME           REQUEST   * PRIMARY SELECTION CRITERIA *                                                                  NBR CLAIMS

    ROUTING UNIT           NUMBER       SELECTION TYPE    NUMBER               CLAIM STATUSES            SORT SEQUENCE               SELECTED

    ‑‑‑‑‑‑‑------           -‑‑‑‑‑‑‑   ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑------- ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑-  ‑‑‑‑‑‑‑‑‑‑‑

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXXX0XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX                               ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                              SELECTION TYPE              LOWER LIMIT             UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX                               ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                              SELECTION TYPE              LOWER LIMIT             UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑       ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX

                                        ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                             SELECTION TYPE              LOWER LIMIT              UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑       ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX

                                        ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                             SELECTION TYPE              LOWER LIMIT              UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑       ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX

                                        ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                             SELECTION TYPE              LOWER LIMIT              UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑       ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                                     ***  END OF REPORT  ***
	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	ARCHIVE RETRIEVAL REQUEST REPORT

	NMMC3200-RC060


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes
	Program Generated
	

	ROUTING NAME 
	Last Name of MMIS user requesting the report

The last, the first 20 characters, of users last name.
	C_HIS_REQ_TB: C_HIST_ROUT_NAM 
	6483

	ROUTING UNIT
	Five characters work location address of MMIS user requesting the report.
	C_HIS_REQ_TB: C_HIST_ROUT_UNIT_ID 
	4277

	REQUEST NUMBER
	Requestor Number

A number assigned by the State that associates a particular provider profile request to a requestor.  This number is used to distribute requests.
	C_HIS_REQ_TB: C_HIS_REQ_NUM 
	1044

	SELECTION TYPE
	Primary Selection Criteria Type
The main search criteria that were selected for this profile request.
	C_HIS_REQ_TB: C_HIST_SRCH_BY_CD 
	1049

	NUMBER
	Primary Selection Criteria ID
The value of the primary selection criteria for which the request was created.
	C_HIS_REQ_TB: C_HIST_REQ_TYPE_CD 
	1052

	CLAIM STATUSES
	Claim Status

The current adjudication status of a submitted claim.
	C_HIS_REQ_TB: C_HIST_REQ_STAT_CD
	1051

	SORT SEQUENCE
	The description of the sort sequence corresponding to the sort sequence code entered in the request.
	C_HIS_REQ_TB: C_HIST_SORT_SEQ_CD 
	1048

	NBR CLAIMS SELECTED
	The number of claims that met all the selection criteria.
	Program Generated
	

	ADDITIONAL SELECTION CRITERIA SELECTION TYPE
	Additional Selection Criteria Type
The criteria that were selected to further define this profile request.
	C_HIS_REQ_TB: C_HIST_REQ_TYPE_CD
	1052

	LOWER LIMIT
	Request Begin Date

This field indicates the beginning date for a claims history profile request
	C_HIS_REQ_SEL_TB: C_HIST_SEL_LO_LMT
	1046

	UPPER LIMIT
	Request End Date

This field indicates the ending date for a claims history profile request.
	C_HIST_SEL_HI_LMT
	1045


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

CLAIMS HISTORY PROFILE REQUEST EDIT REPORT

	Report ID: NMMC3300-RC041

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	On Request


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report is developed as part of the claim selection process for provider history profiles.  It shows the transactions entered online and the result of the claims selection process for the profiles.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Routing Name    

Routing Unit 


	Total 

N

N


	Page Break

N

N


	

	Notes:    

NMMC3300 and NMMC3200 produce an identical report with the different RC number. 




                                                    NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC3300-RC041                                  HUMAN SERVICES DEPARTMENT                               PROCESSING TIME: 99:99:99

   











    
 PAGE: 999999

                                                   CLAIMS HISTORY PROFILE REQUEST EDIT REPORT

                                                               AS OF 99/99/9999

    ROUTING NAME           REQUEST   * PRIMARY SELECTION CRITERIA *                                                                 NBR CLAIMS

    ROUTING UNIT           NUMBER       SELECTION TYPE    NUMBER             CLAIM STATUSES             SORT SEQUENCE               SELECTED

    ‑‑‑‑‑‑‑------           -‑‑‑‑‑‑‑   ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑------- ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑-  ‑‑‑‑‑‑‑‑‑‑‑

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXXX0XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX                               ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                              SELECTION TYPE              LOWER LIMIT             UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX                               ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                              SELECTION TYPE              LOWER LIMIT             UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑       ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX

                                        ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                             SELECTION TYPE              LOWER LIMIT              UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑       ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX

                                        ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                             SELECTION TYPE              LOWER LIMIT              UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑       ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

    XXXXXXXXXXXXXXXXXXXX    9999999   CLIENT ID          XXXXXXX   XXXXXXXXXXXXXXXXXXXX            XXXXXXXXXXXX                999,999

    XXXXX

                                        ********************* ADDITIONAL SELECTION CRITERIA ***********************

                                             SELECTION TYPE              LOWER LIMIT              UPPER LIMIT

                                        ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑  ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑       ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                        XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX     9999-99-99              9999-99-99

                                                     ***  END OF REPORT  ***
	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	CLAIMS HISTORY PROFILE REQUEST EDIT REPORT

	NMMC3300-RC041


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes
	Program Generated
	

	ROUTING NAME 
	Last Name of MMIS user requesting the report

The last, the first 20 characters, of users last name.
	C_HIS_REQ_TB: C_HIST_ROUT_NAM 
	6483

	ROUTING UNIT
	Five characters work location address of MMIS user requesting the report.
	C_HIS_REQ_TB: C_HIST_ROUT_UNIT_ID 
	4277

	REQUEST NUMBER
	Requestor Number

A number assigned by the State that associates a particular provider profile request to a requestor.  This number is used to distribute requests.
	C_HIS_REQ_TB: C_HIS_REQ_NUM 
	1044

	SELECTION TYPE
	Primary Selection Criteria Type
The main search criteria that were selected for this profile request.
	C_HIS_REQ_TB: C_HIST_SRCH_BY_CD 
	1049

	NUMBER
	Primary Selection Criteria ID
The value of the primary selection criteria for which the request was created.
	C_HIS_REQ_TB: C_HIST_REQ_TYPE_CD 
	1052

	CLAIM STATUSES
	Claim Status

The current adjudication status of a submitted claim.
	C_HIS_REQ_TB: C_HIST_REQ_STAT_CD 
	1051

	SORT SEQUENCE
	The description of the sort sequence corresponding to the sort sequence code entered in the request.
	C_HIS_REQ_TB: C_HIST_SORT_SEQ_CD 
	1048

	NBR CLAIMS SELECTED
	The number of claims, which met all the selection criteria.
	Program Generated
	

	ADDITIONAL SELECTION CRITERIA SELECTION TYPE
	Additional Selection Criteria Type
The criteria that were selected to further define this profile request.
	C_HIS_REQ_TB: C_HIST_REQ_TYPE_CD
	1052

	LOWER LIMIT
	Request Begin Date

This field indicates the beginning date for a claims history profile request
	C_HIS_REQ_SEL_TB: C_HIST_SEL_LO_LMT
	1046

	UPPER LIMIT
	Request End Date

This field indicates the ending date for a claims history profile request.
	C_HIS_REQ_SEL_TB: C_HIST_SEL_HI_LMT
	1045


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

CLAIMS HISTORY PROFILE

	Report ID: NMMC3400-RC042

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	On Request


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report provides a listing of claims that meet the selection criteria specified on a history profile request transaction.  The report consists of two parts.  The first part (always the first page) displays information from the history profile request transaction used to select claims for the report.  The second part of the history profile displays information from the selected claims. 



	Sort Sequence(s) and Control Breaks 

	Sort Sequence:
Routing Name

Routing Area

(Specified Sort Sequence)
	Total 


	Page Break


	

	Notes:    

The following is a list of which claim types are printed using which history profile format.

CMS-1500 /
Practitioner/Physician (P), Independent Laboratory and X-ray (L), Medical Supply (S), Transportation (T), Medicare Part B 

837P                 Crossover (B), HCBS Waiver (W) 

UB-04 / 837I    Inpatient (I), Outpatient (O), Long Term Care (N), Home Health (V), Medicare Part A Crossover (A), Medicare UB-04 Part B 

Crossover (C), Hospice (H)

Pharmacy
Pharmacy (R)

Dental /837D
Dental (D)

Capitation
Capitation (M)

Financial Transaction: Financial Transaction (F)

The following rules are used in creating the profiles:

1. The first page of each requested profile displays the history profile request transaction data.

2. Each claim selected for the requested profile starts on a new page.

3. The Requester ID, Request Number, TCN, and claim type’s long description are printed on every claim page.

4. The Medicare print lines are printed only if the claim type is a Medicare crossover claim.

5. The Replaced, Replacement, and Reason code print line prints only if the claim is an adjustment (claim transaction type is equal to Void (1), Credit of Adjustment (2), or Debit of Adjustment (3)).  Note:  Only the last claim(s) in a chain of adjustments is selected for printing.  This means if the claim credit indicator is equal to complete (C) or in process (I), then the claim is not selected for the history profile.

1.  If no exceptions are posted to a claim, then the exception column headers (EXC, LI, Status, User) are not printed.

2.  The * * *  END OF REPORT * * * flag is printed at the end of each requested profile.




                                                 NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC3400-RC042                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

                                                         CLAIMS HISTORY PROFILE
                                                         AS OF - 99/99/9999

   ROUTER’S NAME           REQUEST   **************** PRIMARY SELECTION CRITERIA ***************** 

   ROUTER’S UNIT            NUMBER      SELECTION TYPE      NUMBER         CLAIM STATUES                    SORT SEQUENCE            

   --------------------    -------   --------------------  -----------------  -----------------------------  ------------------------------ 

   XXXXXXXXXXXXXXXXXXXX    9999999   XXXXXXXXX1XXXXXXXXX2  XXXXXXXXX0XXXXXXX  XXXXXXXX1XXXXXXXXX2XXXXXXXXX3  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  

   XXXXX

                   **********************ADDITIONAL SELECTION CRITERIA ***********************

                            SELECTION TYPE              LOWER LIMIT            UPPER LIMIT

                   ------------------------------  ---------------------  --------------------

                   XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  XXXXXXXXXX1XXXXXXXXX2  XXXXXXXXX1XXXXXXXXX2

                   XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  XXXXXXXXXX1XXXXXXXXX2  XXXXXXXXX1XXXXXXXXX2

                   XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  XXXXXXXXXX1XXXXXXXXX2  XXXXXXXXX1XXXXXXXXX2

                   XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  XXXXXXXXXX1XXXXXXXXX2  XXXXXXXXX1XXXXXXXXX2

                   XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  XXXXXXXXXX1XXXXXXXXX2  XXXXXXXXX1XXXXXXXXX2

                   XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  XXXXXXXXXX1XXXXXXXXX2  XXXXXXXXX1XXXXXXXXX2

                   XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  XXXXXXXXXX1XXXXXXXXX2  XXXXXXXXX1XXXXXXXXX2

 ***  END OF REPORT  ***
                                   NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC3400-RC042                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

    











 PAGE: 999999

                                                         CLAIMS HISTORY PROFILE
                                                         AS OF - 99/99/9999

THIS LINE DOES NOT PRINT !!!!!!!!!!!!!            *** CMS-1500 FORMAT ***

  ROUTER’S NAME:  XXXXXXXXXXXXXXXXXXXX    REQUEST NUMBER: 99999    TCN: 9-99999-99-999-999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

  ROUTER’S UNIT:  XXXXX 

  CLM STAT: X - XXXXXXXXX1   MED TY: X - XXXXXXXXX1    TXN TY: X - XXXXXXXXX1    PA: XXXXXXX

    CLM TY: X - XXXXXXXXX1   DOC TY: X - XXXXXXXXX1   PYMT TY: X - XXXXXXXXX1    MCO TCN: XXXXXXXXX1XXXXXXX

  CLIENT ID: XXXXXXXXX1XXXX   NAME: XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X   DOB: 99/99/9999   AGE: 999   SEX: X  

    MAJ PROG: X - XXXXXXXXX1   COE: XX - XXXXXXXXX1 

    MCO CONTRACT: XXXX         PAT ACCT NUM: XXXXXXXXX1XXXXXXXXX2   

         PAID DT: 99/99/9999       ADJUD DT: 99/99/9999         SVC DTS: FIRST: 99/99/9999  LAST: 99/99/9999  DT RECVD: 99/99/9999

ICD VER CD: XX
    TOTAL CHARGE: ZZZ,ZZZ,ZZZ.99-  TPL PAID: ZZZ,ZZZ,ZZZ.99- NET CHARGE: ZZZ,ZZZ,ZZZ.99-               INTRIM ADJUD DT: 99/99/9999 

     WARRANT/EFT NUM: 999999999999999  REIMB AMOUNT: ZZZ,ZZZ,ZZZ.99-  RA NUMBER: 999999999                          

   MCARE: DEDUCT: Z,ZZZ,ZZZ.99-       COINS: Z,ZZZ,ZZZ.99-         PAID: Z,ZZZ,ZZZ.99-        ALLOWED AMT: Z,ZZZ,ZZZ.99-

         HIC NUM: XXXXXXXXX1XXXXXXXXX      EOMB DT: 99/99/9999  CARRIER: XXXXXX

    REPLACED TCN: 9-99999-99-999-999999                 REPLACEMENT TCN: 9-99999-99-999-999999              RSN CD: XXX - XXXXXXXXX1

  BILLING PROV: 99999999 NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX        TYPE: XX - XXXXXXXXX1  SIGNATURE: X

         BILLING PROV ADDRESS: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   XXXXXXXXX1XXXXXXXXX2 XX  XXXXX-XXXX

  ** ATTACHMENT **  OTH INSURANCE     MEDICARE      ******** ACCIDENT *********   

         CD            INDICATOR       INFO         AUTO:IND:  X    OTH IND:  X   

    XXXXXXXXX1     X - XXXXXXXXX1  X - XXXXXXXXX1 

    XXXXXXXXX1     ILLNESS DT: 99/99/9999   HOSP DTS: FROM: 99/99/9999   TO: 99/99/9999                    

  DIAG CD01: XXXXXXXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4    DIAG CD02: XXXXXXXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4

  DIAG CD03: XXXXXXXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4    DIAG CD04: XXXXXXXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4

  LI    * DATES OF SERVICE *      PLACE         PROC        MODS    RNDRING   REFERRING  DIAG   SUBMITTED  SUBMITTED  FAM    

          FIRST       LAST        SERVICE        CD     1  2  3  4   PROV      PROV      REL     CHARGES     UNITS    PLAN

  ---   ---------  ----------  ---------------  -----  -- -- -- --  --------  ---------  ---  -------------  -----    ----   

  001   99/99/9999 99/99/9999  XX - XXXXXXXXX1  XXXXX  XX XX XX XX  99999999  99999999   XXX  ZZ,ZZZ,ZZZ.99- ZZZZ9      X        

       PROC/MOD1/MOD2 NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1 XXXXXXXXX1   BASE RATE AMT/SRC: ZZ,ZZZ,ZZZ.99-  XX - XXXXXXXXX1

       **************** RENDERING PROV NM /TYPE / SPECIALTY *****************    ALLOWED AMT/UNITS: ZZ,ZZZ,ZZZ.99-  ZZZZ9    

       XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX  XX - XXXXXXXXX1   XX - XXXXXXXXX1       REIMB AMT/STAT: ZZ,ZZZ,ZZZ.99-   X - XXXXXXXXX1  

       REF PROV NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX     ANES HR/MIN: 99 99   REIMB UNITS: ZZZZ9  CALC ALLW AMT: ZZ,ZZZ,ZZZ.99-

       CLIA NBR: XXXXXXXXX1  PA LI: XX  COS: XX - XXXXXXXXX1  COST CENTER CD: XXXXXX      

       BASE RATE CHG AMT/RSN: Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

       BASE RATE CHG AMT/RSN: Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1

       BASE RATE CHG AMT/RSN: Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

       ATTACHMENT CODES: XX XXXXXXXXXX  XX XXXXXXXXXX  XX XXXXXXXXXX
       MCARE:  DEDUCTIBLE: Z,ZZZ,ZZZ.99-  COINSURANCE: Z,ZZZ,ZZZ.99-  ALLOWED AMT: Z,ZZZ,ZZZ.99- PAID: Z,ZZZ,ZZZ.99- 

  002   99/99/9999 99/99/9999  XX - XXXXXXXXX1  XXXXX  XX XX  99999999  99999999   XXX  Z,ZZZ,ZZZ.99-  ZZZZ9      X      X     X  

       PROC/MOD1/MOD2 NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1 XXXXXXXXX1   BASE RATE AMT/SRC: Z,ZZZ,ZZZ.99-  XX - XXXXXXXXX1

       **************** RENDERING PROV NM /TYPE / SPECIALTY *****************    ALLOWED AMT/UNITS: Z,ZZZ,ZZZ.99-  ZZZZ9    

       XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX  XX - XXXXXXXXX1   XX - XXXXXXXXX1        REIM AMT/STAT: Z,ZZZ,ZZZ.99-  XX - XXXXXXXXX1  

       REF PROV NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX       REIM UNITS: ZZZZ9    CALC ALLW AMT: Z,ZZZ,ZZZ.99-

       CLIA NBR: XXXXXXXXX1  PA LI: XX  COS: XX - XXXXXXXXX1 COST CENTER CD: XXXXXX 

       BASE RATE CHG AMT/RSN: Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

       BASE RATE CHG AMT/RSN: Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1

       BASE RATE CHG AMT/RSN: Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1

       ATTACHMENT CODES: XX XXXXXXXXXX  XX XXXXXXXXXX  XX XXXXXXXXXX
       MCARE:  DEDUCTIBLE: Z,ZZZ,ZZZ.99-  COINSURANCE: Z,ZZZ,ZZZ.99-    ALLOWED AMT: Z,ZZZ,ZZZ.99- PAID: Z,ZZZ,ZZZ.99- 

       EXC   LI      STATUS       USER             EXC  LI      STATUS       USER             EXC  LI      STATUS      USER 

       ----  ---  --------------  -------          ---- ---  --------------  -------          ---- ---  -------------- ------- 

       9999  999  X - XXXXXXXXX1  XXXXXXX          9999 999  X - XXXXXXXXX1  XXXXXXX          9999 999  X - XXXXXXXXX1 XXXXXXX 

       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3      DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

                                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC3400-RC042                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99
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                                                         CLAIMS HISTORY PROFILE
                                                         AS OF - 99/99/9999

THIS LINE DOES NOT PRINT !!!!!!!!!!!!!            *** CAPITATION FORMAT ***

  ROUTER’S NAME: XXXXXXXXXXXXXXXXXXXX    REQUEST NUMBER: 99999    TCN: 9-99999-99-999-999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

  ROUTER’S UNIT: XXXXXXX

  CLM STAT: X - XXXXXXXXX1   MED TY: X - XXXXXXXXX1    TXN TY: X - XXXXXXXXX1

    CLM TY: X - XXXXXXXXX1   DOC TY: X - XXXXXXXXX1   PYMT TY: X - XXXXXXXXX1

  CLIENT ID: XXXXXXXXX1XXXX  NAME: XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X   DOB: 99/99/9999   AGE: 999   SEX: X  

   MAJ PROG: X - XXXXXXXXX1   COE: XX - XXXXXXXXX1 

   MCO CONTRACT: XXXX         PAT ACCT NUM: XXXXXXXXX1XXXXXXXXX2   

        PAID DT: 99/99/9999       ADJUD DT: 99/99/9999         SVC DTS: FIRST: 99/99/9999  LAST: 99/99/9999  DT RECVD: 99/99/9999

   TOTAL CHARGE: ZZZ,ZZZ,ZZZ.99-  TPL PAID: ZZZ,ZZZ,ZZZ.99- NET CHARGE: ZZZ,ZZZ,ZZZ.99-               INTRIM ADJUD DT: 99/99/9999

    WARRANT/EFT NUM: 999999999999999  REIMB AMOUNT: ZZZ,ZZZ,ZZZ.99-  RA NUMBER: 999999999

  MCARE: DEDUCT: Z,ZZZ,ZZZ.99-       COINS: Z,ZZZ,ZZZ.99-         PAID: Z,ZZZ,ZZZ.99-        ALLOWED AMT: Z,ZZZ,ZZZ.99-

        HIC NUM: XXXXXXXXX1XXXXXXXXX      EOMB DT: 99/99/9999  CARRIER: XXXXXX

   REPLACED TCN: 9-99999-99-999-999999                  REPLACEMENT TCN: 9-99999-99-999-999999            RSN CD: XXX - XXXXXXXXX1

  BILLING PROV: 99999999 NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX        TYPE: XX - XXXXXXXXX1  

         BILLING PROV ADDRESS: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   XXXXXXXXX1XXXXXXXXX2 XX  XXXXX-XXXX

  COS: XX - XXXXXXXXX1   Cost Center: XXXXXX

      ****************************************************** COHORT ****************************************************

                             NUMBER                        SERVICE AREA               AGE  AGE 

                                                                                      LOW  HIGH

                              XXX                          X - XXXXXXXXX1             ZZZ  ZZZ

      BASE RATE AMT/SRC: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   CALC ALLOWED AMT: ZZ,ZZZ,ZZZ.99-

         REIMB AMT/STAT: ZZ,ZZZ,ZZZ.99-  X - XXXXXXXXX1

  BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

  BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1

  BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1     

       EXC   LI      STATUS       USER             EXC  LI      STATUS       USER              EXC  LI      STATUS      USER 

       ----  ---  --------------  -------          ---- ---  --------------  -------           ---- ---  -------------- ------- 

       9999  999  X - XXXXXXXXX1  XXXXXXX          9999 999  X - XXXXXXXXX1  XXXXXXX           9999 999  X - XXXXXXXXX1 XXXXXXX 

       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3      DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

                                    NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC3400-RC042                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

    










         PAGE: 999999

                                                         CLAIMS HISTORY PROFILE
                                                         AS OF - 99/99/9999

   THIS LINE DOES NOT PRINT !!!!!!!!!!!!!            *** DENTAL FORMAT ***

  ROUTER’S NAME: XXXXXXXXXXXXXXXXXXXX    REQUEST NUMBER: 99999    TCN: 9-99999-99-999-999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

  ROUTER’S UNIT: XXXXX

  CLM STAT: X - XXXXXXXXX1   MED TY: X - XXXXXXXXX1    TXN TY: X - XXXXXXXXX1              PA: XXXXXXX

    CLM TY: X - XXXXXXXXX1   DOC TY: X - XXXXXXXXX1   PYMT TY: X - XXXXXXXXX1         MCO TCN: XXXXXXXXX1XXXXXXX

  CLIENT ID: XXXXXXXXX1XXXX   NAME: XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X   DOB: 99/99/9999   AGE: 999   SEX: X  

      MAJ PROG: X - XXXXXXXXX1        COE: XX - XXXXXXXXX1 

      MCO CONTRACT: XXXX         PAT ACCT NUM: XXXXXXXXX1XXXXXXXXX2

        PAID DT: 99/99/9999       ADJUD DT: 99/99/9999         SVC DTS: FIRST: 99/99/9999  LAST: 99/99/9999  DT RECVD: 99/99/9999

   TOTAL CHARGE: ZZZ,ZZZ,ZZZ.99-  TPL PAID: ZZZ,ZZZ,ZZZ.99- NET CHARGE: ZZZ,ZZZ,ZZZ.99-               INTRIM ADJUD DT: 99/99/9999 

    WARRANT/EFT NUM: 999999999999999  REIMB AMOUNT: ZZZ,ZZZ,ZZZ.99-  RA NUMBER: 999999999                          

   REPLACED TCN: 9-99999-99-999-999999                 REPLACEMENT TCN: 9-99999-99-999-999999              RSN CD: XXX - XXXXXXXXX1

     BILLING PROV: 99999999 NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   TYPE: XX - XXXXXXXXX1  SIGNATURE: X

            BILLING PROV ADDRESS: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  XXXXXXXXX1XXXXXXXXX2 XX XXXXX-XXXX

   RENDERING PROV: 99999999 NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   TYPE: XX - XXXXXXXXX1  SPECIALTY: XX - XXXXXXXXX1   

   ATTACHMENT CD     OTH INSR CD    ********************************* CONDITION RELATED TO  **************************************   

    XXXXXXXXX1     X - XXXXXXXXX1   ** OCC ILLNESS/INJURY  DATE **     ** AUTO ACCIDENT  DATE **      ** OTHER ACCIDENT  DATE ** 

    XXXXXXXXX1                          X       99/99/9999              X       99/99/9999               X      99/99/9999     

   LI      PLACE         TOOTH  TOOTH SURFS  DATE OF     PROC       MODS    SUBMITTED   SUBMITTED       REIMB      REIMB      REIMB

          SERVICE         NBR   1 2 3 4 5 6  SERVICE            1  2  3  4     CHARGES      UNITS       AMOUNT     UNITS      STATUS   

        ---------------   --    -----------  ----------  -----  -- -- -- --  ------------   -----   -------------- -----   --------------

   001   XX - XXXXXXXXX1   XX   X X X X X X  99/99/9999  XXXXX  XX XX XX XX ZZ,ZZZ,ZZZ.99-  ZZZZ9   ZZ,ZZZ,ZZZ.99- ZZZZ9   X - XXXXXXXXX1

        PROC/MOD1/MOD2 NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1 XXXXXXXXX1   BASE RATE AMT/SRC: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1

        TOOTH NAME     SURFACE NM: 1 XXXXXXXXX1 2 XXXXXXXXX1 3 XXXXXXXXX1         ALLOWED AMT/UNITS: ZZ,ZZZ,ZZZ.99- ZZZZ9

        XXXXXXXXX1     SURFACE NM: 4 XXXXXXXXX1 5 XXXXXXXXX1 6 XXXXXXXXX1          CALC ALLOWED AMT: ZZ,ZZZ,ZZZ.99- 

                              PA LI: XX     COS: XX - XXXXXXXXX1      COST CENTER: XXXXXX

        BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

        BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1

        BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

   002   XX - XXXXXXXXX1   XX   X X X X X X  99/99/9999  XXXXX  XX XX XX XX ZZ,ZZZ,ZZZ.99-  ZZZZ9   ZZ,ZZZ,ZZZ.99- ZZZZ9  X - XXXXXXXXX1

        PROC/MOD1/MOD2 NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1 XXXXXXXXX1   BASE RATE AMT/SRC: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1

        TOOTH NAME     SURFACE NM: 1 XXXXXXXXX1 2 XXXXXXXXX1 3 XXXXXXXXX1         ALLOWED AMT/UNITS: ZZ,ZZZ,ZZZ.99- ZZZZ9

        XXXXXXXXX1     SURFACE NM: 4 XXXXXXXXX1 5 XXXXXXXXX1 6 XXXXXXXXX1          CALC ALLOWED AMT: ZZ,ZZZ,ZZZ.99- 

                              PA LI: XX     COS: XX - XXXXXXXXX1      COST CENTER: XXXXXX

        BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

        BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1

        BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

       EXC   LI      STATUS       USER            EXC  LI      STATUS       USER            EXC  LI      STATUS      USER 

       ----  ---  --------------  -------         ---- ---  --------------  -------         ---- ---  -------------- ------- 

       9999  999  X - XXXXXXXXX1  XXXXXXX         9999 999  X - XXXXXXXXX1  XXXXXXX         9999 999  X - XXXXXXXXX1 XXXXXXX 

       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3      DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                  PROCESSING DATE: 99/99/9999

REPT:  NMMC3400-RC042                           HUMAN SERVICES DEPARTMENT                                
     PROCESSING TIME:  99:99:99

   











        PAGE: 999999

                                                         CLAIMS HISTORY PROFILE
                                                         AS OF - 99/99/9999

   THIS LINE DOES NOT PRINT !!!!!!!!!!!!!            *** Financial Transaction FORMAT ***

  ROUTER’S NAME: XXXXXXXXXXXXXXXXXXXX    REQUEST NUMBER: 99999    TCN: 9-99999-99-999-999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

  ROUTER’S UNIT: XXXXX

  CLM STAT: X - XXXXXXXXX1   MED TY: X - XXXXXXXXX1    TXN TY: X - XXXXXXXXX1   

    CLM TY: X - XXXXXXXXX1   DOC TY: X - XXXXXXXXX1   PYMT TY: X - XXXXXXXXX1         

  CLIENT ID: XXXXXXXXX1XXXX   NAME: XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X   DOB: 99/99/9999  AGE: 999  SEX: X    

       MAJ PROG: X - XXXXXXXXX1             COE: XX - XXXXXXXXX1 

   MCO CONTRACT: XXXX                 

        PAID DT: 99/99/9999       ADJUD DT: 99/99/9999         SVC DTS: FIRST: 99/99/9999  LAST: 99/99/9999  DT RECVD: 99/99/9999

   TOTAL CHARGE: ZZZ,ZZZ,ZZZ.99-  TPL PAID: ZZZ,ZZZ,ZZZ.99- NET CHARGE: ZZZ,ZZZ,ZZZ.99-               INTRIM ADJUD DT: 99/99/9999

    WARRANT/EFT NUM: 999999999999999  REIMB AMOUNT: ZZZ,ZZZ,ZZZ.99-  RA NUMBER: 999999999

  BILLING PROV: 99999999 NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX        TYPE: XX - XXXXXXXXX1  

         BILLING PROV ADDRESS: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   XXXXXXXXX1XXXXXXXXX2 XX  XXXXX-XXXX

  REASON CODE: XXX - XXXXXXXXX1      COS: XX - XXXXXXXXX1      COST CENTER: XXXXXX 

       EXC   LI      STATUS       USER             EXC  LI      STATUS       USER              EXC  LI      STATUS      USER 

       ----  ---  --------------  -------          ---- ---  --------------  -------           ---- ---  -------------- ------- 

       9999  999  X - XXXXXXXXX1  XXXXXXX          9999 999  X - XXXXXXXXX1  XXXXXXX           9999 999  X - XXXXXXXXX1 XXXXXXX 

       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

                                    NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC3400-RC042                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99
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                                                         CLAIMS HISTORY PROFILE
                                                         AS OF - 99/99/9999

 THIS LINE DOES NOT PRINT !!!!!!!!!!!!!            *** UB-04 FORMAT ***

  ROUTER’S NAME: XXXXXXXXXXXXXXXXXXXX    REQUEST NUMBER: 99999    TCN: 9-99999-99-999-999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

  ROUTER’S UNIT: XXXXX

  CLM STAT: X - XXXXXXXXX1  MED TY: X - XXXXXXXXX1   TXN TY: X - XXXXXXXXX1    MED REC: XXXXXXXXXX1XXXXXXXXX2XXXX     PA: XXXXXXX

    CLM TY: X - XXXXXXXXX1  DOC TY: X - XXXXXXXXX1  PYMT TY: X - XXXXXXXXX1 TY OF BILL: XXX- XXXXXXXXX1  MCO TCN: XXXXXXXXX1XXXXXXX

 CLIENT ID: XXXXXXXXX1XXXX   NAME: XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X   DOB: 99/99/9999   AGE: 999   SEX: X

  MAJ PROG: X - XXXXXXXXX1    COE: XX - XXXXXXXXX1  MCO CONTRACT: XXXX  PAT ACCT NUM: XXXXXXXXX1XXXXXXXXX2  

         PAID DT: 99/99/9999        ADJUD DT: 99/99/9999         SVC DTS: FIRST: 99/99/9999  LAST: 99/99/9999  DT RECVD: 99/99/9999

    TOTAL CHARGE: ZZZ,ZZZ,ZZZ.99-   TPL PAID: ZZZ,ZZZ,ZZZ.99- NET CHARGE: ZZZ,ZZZ,ZZZ.99-               INTRIM ADJUD DT: 99/99/9999 

     WARRANT/EFT NUM: 999999999999999   REIMB AMOUNT: ZZZ,ZZZ,ZZZ.99-  RA NUMBER: 999999999                          

   MCARE: DEDUCT: Z,ZZZ,ZZZ.99-        COINS: Z,ZZZ,ZZZ.99-         PAID: Z,ZZZ,ZZZ.99-         ALLOWED AMT: Z,ZZZ,ZZZ.99-

         HIC NUM: XXXXXXXXX1XXXXXXXXX      EOMB DT: 99/99/9999

    REPLACED TCN: 9-99999-99-999-999999                  REPLACEMENT TCN: 9-99999-99-999-999999            RSN CD: XXX - XXXXXXXXX1

  BILLING PROV: 99999999   NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX        TYPE: XX - XXXXXXXXX1  SIGNATURE: X

           BILLING PROV ADDRESS: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   XXXXXXXXX1XXXXXXXXX2 XX XXXXX-XXXX

   ATTNDG PROV: 99999999   NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX  SPECIALTY: XX -XXXXXXXXX1 

     OTHER PROV: 99999999  NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX OTHER PROV: 99999999 NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   

  ATTACHMENT       ATTACHMENT        OTH INSURANCE        MEDICARE

    CODE             CODE              INDICATOR            INFO 

  XXXXXXXXX1      XXXXXXXXX1         X - XXXXXXXXX1    X - XXXXXXXXX1                  

  COVERAGE FROM/TO DATES: 99/99/9999  99/99/9999   COVERED DAYS: ZZZ9   NON-COVERED DAYS: ZZZ9   PATIENT STATUS: XX - XXXXXXXXX1

  ADM DATE: 99/99/9999      ADM HOUR: XX           ADM TYPE: X - XXXXXXXXX1   ADM SOURCE: X - XXXXXXXXX1         DISCHARGE HOUR: XX 

   ****************************************************** DIAGNOSIS CODES *********************************************************

   PRINCIPAL: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4  ADMITTING: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4 

       OTHER: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4      OTHER: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4

       OTHER: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4      OTHER: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4

       OTHER: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4      OTHER: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4

       OTHER: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4

       OTHER: XXXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4

  **************************************************** SURGICAL PROCEDURE CODES **************************************************

  PRINCIPAL/DATE: XXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  99/99/9999    OTHER/DATE: XXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  99/99/9999     

      OTHER/DATE: XXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  99/99/9999    OTHER/DATE: XXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  99/99/9999

      OTHER/DATE: XXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  99/99/9999    OTHER/DATE: XXXXX XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3  99/99/9999

  CONDITION CODES       OCCURRENCE CODES/DATES       ***** VALUE CODES/AMOUNTS ******       ******* OCCURRENCE SPANS/DATES ********     

  XX - XXXXXXXXX1     XX - XXXXXXXX1  99/99/9999     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99       XX - XXXXXXXXX1  99/99/9999  99/99/9999

  XX - XXXXXXXXX1     XX - XXXXXXXX1  99/99/9999     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99       XX - XXXXXXXXX1  99/99/9999  99/99/9999

  XX - XXXXXXXXX1     XX - XXXXXXXX1  99/99/9999     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99

  XX - XXXXXXXXX1     XX - XXXXXXXX1  99/99/9999     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99 

  XX - XXXXXXXXX1     XX - XXXXXXXX1  99/99/9999     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99

  XX - XXXXXXXXX1     XX - XXXXXXXX1  99/99/9999     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99 

  XX - XXXXXXXXX1     XX - XXXXXXXX1  99/99/9999     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99  

                      XX - XXXXXXXX1  99/99/9999     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99

                                                     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99

                                                     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99

                                                     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99

                                                     XX - XXXXXXXXX1   ZZZ,ZZZ,ZZZ.99

  ****************************** PAYER INFORMATION *********************************

       FLN        PAYER     PROV NBR         PRIOR          ESTIMATE        ID NUMBER           TREATMENT AUTH CODE

       CODE       CODE                      PAYMENT         AMT DUE 

  --------------  -----  -------------  --------------  --------------  -------------------      ------------------

 XXX - XXXXXXXXX1   X        XXXXXXXX1  ZZZ,ZZZ,ZZZ.99- ZZZ,ZZZ,ZZZ.99- XXXXXXXXX1XXXXXXXXX      XXXXXXXXX1XXXXXXXX

 XXX - XXXXXXXXX1   X        XXXXXXXX1  ZZZ,ZZZ,ZZZ.99- ZZZ,ZZZ,ZZZ.99- XXXXXXXXX1XXXXXXXXX      XXXXXXXXX1XXXXXXXX

 XXX - XXXXXXXXX1   X        XXXXXXXX1  ZZZ,ZZZ,ZZZ.99- ZZZ,ZZZ,ZZZ.99- XXXXXXXXX1XXXXXXXXX      XXXXXXXXX1XXXXXXXX

**************************************************** INPATIENT/NF PRICING *******************************************************

  LTC PROVIDER ID: 999999999

     OUTLIER DAYS: ZZZ9                        COS: XX - XXXXXXXXX1    BASE RATE AMT/SRC: ZZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

    CALC COV DAYS: ZZZ9                                                 CALC ALLOWED AMT: ZZZ,ZZZ.ZZZ.99-      

              DRG: XXX                 COST CENTER: XXXXXX                   ALLOWED AMT: ZZZ,ZZZ.ZZZ.99-

                                                PA: XXXXXXX             REIMB AMT/STATUS: ZZZ,ZZZ,ZZZ.99-  X - XXXXXXXXX1

    TOTAL CHARGES: ZZZ,ZZZ,ZZZ.99-     TOT NON-COV: ZZZ,ZZZ,ZZZ.99-  PATIENT PAYMENT AMT: ZZZ,ZZZ,ZZZ.99- 

  BASE RATE CHG AMT/RSN: ZZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1  ZZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 ZZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

  BASE RATE CHG AMT/RSN: ZZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1  ZZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 ZZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1

  BASE RATE CHG AMT/RSN: ZZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1  ZZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1

  LI  REVENUE   PROC       MODS    RATE        DATES OF   UNITS   COVERED      NON-COVERED   ALLOWED    ALLOWED        REIMBURSEMENT

       CODE     CD     1  2  3  4              SERVICE            CHARGES        CHARGES      UNITS     AMOUNT          AMOUNT/UNITS

  ---   ----    -----  -- -- -- -- ----------  ---------- ----- -------------  -------------  -----  -------------   --------------------

  001   XXXX    XXXXX  XX XX XX XX ZZZ,ZZZ.99- 99/99/9999 ZZZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99- ZZZZ9  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99- ZZZZ9

      REVENUE NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   REIMB STAT: X - XXXXXXXXX1  BASE RATE AMT/SRC: ZZ,ZZZ,ZZZ.99-  XX - XXXXXXXXX1

      PROC/MOD1/MOD2 NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1 XXXXXXXXX1      CALC ALLW AMT: ZZ,ZZZ,ZZZ.99-   

      CLIA NBR: XXXXXXXXX1                           PA LI: XX     COS: XX - XXXXXXXXX1    COST CENTER CD: XXXXXX

      BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

      BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1

      BASE RATE CHG AMT/RSN: ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1   ZZ,ZZZ,ZZZ.99- XX - XXXXXXXXX1

      MCARE: DEDUCTIBLE: ZZ,ZZZ,ZZZ.99- COINSURANCE: ZZ,ZZZ,ZZZ.99- BENEFIT AMT: ZZ,ZZZ,ZZZ.99- PAID: ZZ,ZZZ,ZZZ.99- DENY ACT:XXXXX

  002   XXXX    XXXXX  XX XX XX XX ZZZ,ZZZ.99- 99/99/9999 ZZZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99- ZZZZ9  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99- ZZZZ9

      REVENUE NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   REIMB STAT: X - XXXXXXXXX1  BASE RATE AMT/SRC: ZZ,ZZZ,ZZZ.99-  XX - XXXXXXXXX1

      PROC/MOD1/MOD2 NM: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 XXXXXXXXX1 XXXXXXXXX1      CALC ALLW AMT: ZZ,ZZZ,ZZZ.99-   

      CLIA NBR: XXXXXXXXX1                           PA LI: XX     COS: XX - XXXXXXXXX1    COST CENTER CD: XXXXXX

      BASE RATE CHG AMT/RSN: Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1 

      BASE RATE CHG AMT/RSN: Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1

      BASE RATE CHG AMT/RSN: Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1   Z,ZZZ,ZZZ.99- XX - XXXXXXXXX1

      MCARE: DEDUCTIBLE: ZZ,ZZZ,ZZZ.99- COINSURANCE: ZZ,ZZZ,ZZZ.99- BENEFIT AMT: ZZ,ZZZ,ZZZ.99- PAID: ZZ,ZZZ,ZZZ.99- DENY ACT:XXXXX

       EXC   LI      STATUS       USER             EXC  LI      STATUS       USER              EXC  LI      STATUS      USER 

       ----  ---  --------------  -------          ---- ---  --------------  -------           ---- ---  -------------- ------- 

       9999  999  X - XXXXXXXXX1  XXXXXXX          9999 999  X - XXXXXXXXX1  XXXXXXX           9999 999  X - XXXXXXXXX1 XXXXXXX 

       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3      DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

                                    NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC3400-RC042                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     











PAGE: 999999

                                                         CLAIMS HISTORY PROFILE
                                                         AS OF - 99/99/9999

  THIS LINE DOES NOT PRINT !!!!!!!!!!!!!            *** PHARMACY FORMAT ***

 ROUTER’S NAME: XXXXXXXXXXXXXXXXXXXX    REQUEST NUMBER: 99999    TCN: 9-99999-99-999-999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

 ROUTER’S UNIT: XXXXX

  CLM STAT: X - XXXXXXXXX1   MED TY: X - XXXXXXXXX1    TXN TY: X - XXXXXXXXX1   

    CLM TY: X - XXXXXXXXX1   DOC TY: X - XXXXXXXXX1   PYMT TY: X - XXXXXXXXX1         MCO TCN: XXXXXXXXX1XXXXXXX

  CLIENT ID: XXXXXXXXX1XXXX   NAME: XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X   DOB: 99/99/9999   AGE: 999   SEX: X

         MAJ PROG: X - XXXXXXXXX1             COE: XX - XXXXXXXXX1     COST CENTER CD: XXXXXX

     MCO CONTRACT: XXXX                  DRUG GRP: XXXXXXXX

        PAID DT: 99/99/9999       ADJUD DT: 99/99/9999       DT FILLED:  99/99/9999   DT WRITN: 99/99/9999   DT RECVD: 99/99/9999

   TOTAL CHARGE: ZZZ,ZZZ,ZZZ.99-  TPL PAID: ZZZ,ZZZ,ZZZ.99- NET CHARGE: ZZZ,ZZZ,ZZZ.99-                  TPL EOB DATE: 99/99/9999 

    WARRANT/EFT NUM: 999999999999999  REIMB AMOUNT: ZZZ,ZZZ,ZZZ.99-  RA NUMBER: 999999999

   REPLACED TCN: 9-99999-99-999-999999                 REPLACEMENT TCN: 9-99999-99-999-999999             RSN CD: XXX - XXXXXXXXX1

     BILLING PROV NBR: 99999999     NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   TYPE: XX - XXXXXXXXX1  SIGNATURE: X

        NABP/STATE ID: XXXXXXXXXX 

  PRESCRIBER PROV NBR: XXXXXXXX     NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   

  OTHER INSURANCE IND: X - XXXXXXXXX1   TEST/PROD: X                CROSS REF ID: XXXXXXXXX1XXXXX   UNIT DOSE: X - XXXXXXXX1

    DRUG NDC     RX NUMBER   NEW/         DAW        COMPOUND   CERT  REFILLS         RX             ELIG           MGMT        PA

                             REFILL                    CODE     CODE                OVERRIDE       OVERRIDE        OVERRIDE     IND

-------------  ----------  ------  --------------  --------   ----  -------        ---------       --------        ---------    ---

  XXXXX XXXX XX  XXXXXXXXX1    X     X - XXXXXXXXX1      X        X     99             XX             X               X          X

  DRUG NAME: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

  SUBMITTED QTY: ZZ,ZZZ,ZZZ.999     PAID QTY: ZZ,ZZZ,ZZZ.999      SUBMITTED DAYS: ZZ9      PAID DAYS: ZZ9

  SUBMITTED INGRED COST: ZZ,ZZZ,ZZZ.99 ALLOWED INGRED COST: ZZ,ZZZ,ZZZ.99  OTHER AMT: ZZ,ZZZ,ZZZ.99 PATIENT DAW DIFF: ZZ,ZZZ,ZZZ.99   

   INGRED DISCOUNT PRCT: Z.999               SUBMITTED TAX: ZZ,ZZZ,ZZZ.99   TAX PAID: ZZ,ZZZ,ZZZ.99   DISPENSING FEE: ZZ,ZZZ,ZZZ.99 

             DEDUCTIBLE: ZZ,ZZZ,ZZZ.99        TOTAL CHARGE: ZZ,ZZZ,ZZZ.99  ALLOWED CHRG/SRC: ZZ,ZZZ,ZZZ.99  XX - XXXXXXXXX1

          COPAY PERCENT: Z.999               CUTBACK CODES: X - XXXXXXXXX1    X - XXXXXXXXX1    X - XXXXXXXXX1           

                    COS: XX - XXXXXXXXX1    COST CENTER CD: XXXXXX

       EXC   LI      STATUS       USER             EXC  LI      STATUS       USER              EXC  LI      STATUS      USER 

       ----  ---  --------------  -------          ---- ---  --------------  -------           ---- ---  -------------- ------- 

       9999  999  X - XXXXXXXXX1  XXXXXXX          9999 999  X - XXXXXXXXX1  XXXXXXX           9999 999  X - XXXXXXXXX1 XXXXXXX 

       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3       DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3      DESC: XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	CLAIMS HISTORY PROFILE

	NMMC3400-RC042


	Column Name
	Description
	Source
	DED Number

	
	COVER PAGE
	
	

	AS OF
	This is the process date used for reporting purposes.
	System Parameter
	

	ROUTING NAME 
	Last Name of MMIS user requesting the report

The last, the first 20 characters, of users last name.
	C_HIST_REQ_TB: C_HIST_ROUT_NAM 
	6483

	ROUTING UNIT
	Five characters work location address of MMIS user requesting the report.
	C_HIST_REQ_TB: C_HIST_ROUT_UNT_ID 
	4277

	REQUEST NUMBER
	This field identifies individual requests maintaining continuity of various elements chosen as selection criteria.
	C_HIST_REQ_TB: C_HIST_REQ_NUM 
	1044

	SELECTION TYPE
	The name of the primary selection criteria for the history profile.
	C_HIST_REQ_TB: C_HIST_REQ_TYPE_CD 
	1052

	NUMBER
	The number or Id that is associated with the selection type.
	C_HIST_REQ_TB: C_HIST_SRCH_FOR_ID 
	1050

	CLAIM STATUSES
	The name of the claim statuses selected for the history profile.
	C_HIST_REQ_TB: C_HST_REQ_STAT_CD
	1051

	SORT SEQUENCE
	The name of the sort sequence that the system prints the history profile in.
	C_HIST_REQ_TB: C_HIST_SORT_SEQ_CD 
	1048

	SELECTION TYPE
	The name of the field on the claim that the system uses to select claims for the history profile. 
	C_HIST_REQ_SEL_TB: C_HIST_REQ_SEL_CD 
	1047

	LOWER LIMIT
	The value that the system compares to the contents of the claim field selected in the corresponding Selection Type.
	C_HIST_REQ_SEL_TB: C_HIST_SEL_LO_LMT 
	1046

	UPPER LIMIT
	The value that the system compares to the contents of the claim field selected in the corresponding Selection Type.
	C_HIST_REQ_SEL_TB: C_HIST_SEL_HI_LMT 
	1045

	
	CMS-1500 FORMAT
	
	

	ROUTING NAME


	Requestor Name

The last, the first 20 characters, of users last name.
	C_HIST_REQ_TB: C_HIST_ROUT_NAM 
	6483

	ROUTING UNIT
	Requestor Unit

Five characters work location address of MMIS user requesting the report.
	C_HIST_REQ_TB: C_HIST_ROUT_UNIT_ID 
	4277

	REQUEST NUMBER
	Request Number

This field identifies individual requests maintaining continuity of various elements chosen as selection criteria.
	C_HIST_REQ_TB: C_HIST_REQ_NUM 
	1044

	TCN
	Transaction Control Number

This number uniquely identifies the claim.
	X_HDR_TB:

C-TCN-NUM
	1024

	XXXXXXXXX1 
	Long description of the type of claim. 
	System Generated
	

	CLM STAT
	Claim Status Code

Indicates the current status of the claim.
	C_HDR_TB:

C_HDR_STAT_CD 
	1020

	CLM STAT (DESCRIPTION)
	Claim Status Code

A description of the claim status code.
	Valid Value
	1020-V

	MED TY
	Medium Source Code

This is the first character of the Transaction Code Number that identifies the input source of the claim. 
	X_HDR_TB: C_BAT_MED_SRC_CD 


	0142

	MED TY (DESCRIPTION)
	Medium Source Code

A description of the claim medium source code.
	Valid Value
	0142-V

	TXN TY
	Transaction Type

Indicates the type of transaction.
	X_HDR_TB: C_HDR_TXN_TY_CD 
	1030

	TXN TY (DESCRIPTION)
	Transaction Type

A description of the transaction type code.
	Valid Value
	1030-V

	PA 
	Prior Authorization Request Number

The unique number assigned to each prior authorization document.
	X_HDR_TB:

A_ID 
	0426

	CLM TY
	Claim Type Code

Indicates the type of claim.
	X_HDR_TB:

C_HDR_TY_CD 
	1031

	CLM TY (DESCRIPTION)
	Claim Type Code

A description of the claim. Type code.
	Valid Value
	1031-V

	DOC TY
	Document Type

Indicates the type of document submitted by the provider. 
	X_HDR_TB: C_BAT_DOC_TY_CD 
	0161

	DOC TY (DESCRIPTION)
	Document Type

A description of the claim document type code.
	Valid Value
	0161-V

	PYMT TY
	Payment Type

Indicates the effect this claim has on a provider’s payment. 
	X_HDR_TB: C_BAT_PYMT_TY_CD 
	0070

	PYMT TY (DESCRIPTION)
	Payment Type

A description of the claim payment type code.
	Valid Value
	0070-V

	MCO TCN
	The internal control number that is assigned by the Managed Care Organization. 
	X_HDR_ENCTR_TB:

C_MCO_TCN_DAT 
	1018

	CLIENT ID
	Client ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	X_HDR_TB:

B_ALT_ID 
	0535

	NAME
	Client Name

The system uses this attribute for the client’s name.
	X_HDR_TB:

B_FST_NAM

B_LAST_NAM

B_MI_NAM 
	637

0639

0640

	DOB
	Client Date of Birth

This is the client’s (CLNT) date of birth.
	X_HDR_TB:

B_DOB_DT
	0601

	AGE
	Client Age

The client’s age based on the oldest first date of service on the claim.
	X_HDR_TB:

C_HDR_CLNT_AGE 
	0971

	SEX
	Sex Code

This is the client’s (CLNT) sex code.
	X_HDR_TB:

B_GENDER_CD
	0229

	MAJ PROG
	Client Major Program

The client’s major program code.
	X_HDR_TB:

B_MAJ_PROG_CD 
	4429

	MAJ PROG (DESCRIPTION)
	Client Major Program

A description of the client’s major program code.
	Valid Value
	44219-V

	COE
	Client Aid Category

This indicates the client’s (CLNT) aid category.
	X_HDR_TB:

B_COE_CD 
	2678

	COE  (DESCRIPTION)
	Client Aid Category

A description of the client aid category.
	Valid Value
	2678-V

	COST CENTER CD
	Cost Center

This is the code used to identify a unique funding source.
	X_HDR_DRUG_TB: C_COST_CENTER_CD
	7827

	MCO CONTRACT
	HMO Contract Number

The number that identifies the HMO contract of the client.
	X_HDR_CAP_TB:

H_PLN_NUM 
	1402

	PAT ACCT NUM
	Provider Own Reference Number

This field contains a provider’s client reference number.
	X_HDR_TB: C_HDR_PAT_ACCT_DAT 
	1016

	PAID DT
	Date Paid

The date that the MMIS processes the claim through the payment cycle.
	X_HDR_TB:

C_HDR_PD_DT


	1017

	ADJUD DT
	Date of Adjudication

The date on which a claim transaction is approved or disallowed.  The date a claim was adjudicated.
	X_HDR_TB:

C_HDR_ADJUD_DT


	0963

	FIRST
	First Date of Service

This date is the oldest first date of service from all of the line items.
	X_HDR_TB: C_HDR_SVC_FST_DT 
	1022

	LAST
	Last Date of Service

This date is the most recent last date of service from all the line items.
	X_HDR_TB: C_HDR_SVC_LST_DT 
	1023

	DT RECVD 
	Batch Date

The date that the claim was received.
	X_HDR_TB:

C_HDR_BATCH_DT 
	0965

	ICD VER CD
	ICD Version Code
	X_HDR_TB:

R_ICD_VER_CD
	

	TOTAL CHARGE
	Total Charge

The sum of the billed charges.
	X_HDR_TB:

C_TOT_CHRG_AMT 
	1025

	TPL PAID
	Total Third Party Payment Amount

The total third party amount received for the claim.
	X_HDR_TB:

C_TOT_TPL_AMT 
	1029

	NET CHARGE
	Net Claim Charge

The total charged less the total TPL charge bill by the provider.
	X_HDR_TB: C_TOT_NET_CHRG_AMT 
	1027

	INTRIM ADJUD DT
	Interim Adjudication Date

The date that the claim was last processed through the phase 1 of the adjudication cycle.
	X_HDR_TB: C_HDR_ITERM_ADJ_DT 
	1008

	WARRANT/EFT NUM
	Warrant/EFT Number

The warrant/EFT number uniquely identifies a payment to a provider for a given payment cycle.
	X_HDR_WARRANT_TB: C_HDR_WARR_NUM 

X_HDR_WARRANT_TB: C_EFT_TRC_ID
	

	REIMB AMOUNT
	Total Reimbursement Amount

The final payment amount for the claim. For claiims priced at the line item, it is the total of all the line item reimbursement amounts.
	X_HDR_TB: C_TOT_REIMB_AMT 


	1028

	RA NUMBER
	Remittance Advice Number

The remittance advice number uniquely identifies a provider’s remittance advice for a given payment cycle.
	X_HDR_TB: C_HDR_WARR_RA_NUM 


	1042

	DEDUCT
	Medicare Deductible

The amount Medicaid will pay for the Medicare deductible for an eligible client when billed on a Medicare crossover claim.
	X_HDR_MCARE_TB: C_MCARE_DED_AMT 


	1012

	COINS
	Medicare Coinsurance

The amount of money Medicaid will pay for services only partially covered by Medicare.
	X_HDR_MCARE_TB: C_MCARE_COINS_AMT 


	1013

	PAID 
	Medicare Paid Amount

The amount paid by Medicare on a Medicare crossover claim.
	X_HDR_MCARE_TB: C_MCARE_PD_AMT 
	1110

	ALLOWED AMT
	Medicare Benefit Amount

The additional amount that Medicare does not pay for psychological services.
	X_HDR_MCARE_TB: C_MCARE_PSY_AMT 
	2418

	HIC NUM
	Medicare HIC Number

The number (at SSA) of the individual on whose earnings benefits are paid or eligibility is established for Medicare coverage.
	X_HDR_MCARE_TB: C_MCARE_HIC_ID 
	0959

	EOMB DT
	Medicare EOMB Date

In a Medicare crossover claim, the date that Medicare reimbursed the provider for Medicare services.
	X_HDR_MCARE_TB: C_HD_MCARE_EOMB_DT 


	0958

	CARRIER
	Medicare Carrier ID

A code identifying the insurance carrier that processed the Medicare payment.
	X_HDR_MCARE_TB: C_HD_MCARE_CARR_ID 


	0957

	REPLACED TCN
	Replaced TCN 

The transaction control number of the claim being credited or replaced.
	X_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM 


	0701

	REPLACEMENT TCN
	Replacement TCN

The transaction control number of the claim credit or replacement that has credited or replaced this claim.
	X_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM 


	0702

	RSN CD
	Adjustment Reason Code

Indicates the reason for voiding or adjusting the claim.
	X_HDR_ADJ_VD_TB: C_HDR_ADJ_RSN_CD 
	0961

	RSN CD (DESCRIPTION)
	Adjustment Reason Code

A description of the Adjustment Reason Code.
	Valid Values
	0961-V

	BILLING PROV
	Billing Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	X_HDR_TB:

C_BLNG_PROV_ID 


	0403

	NAME
	Provider Name

The name of the provider of Medicaid services as used on official state records.
	P_PROV_TB:

P_NAM 


	1589

	TYPE
	Billing Provider Type

A code that designates the State’s classification of providers. 
	X_HDR_TB: C_BLNG_PROV_TY_CD 
	0733

0204-V

	TYPE (DESCRIPTION)
	Billing Provider Type

A description of the billing provider type code.
	Valid Values
	0204-V

	SIGNATURE 
	Signature Indicator

A yes/no indicator that indicates whether a provider signed the claim. 
	X_HDR_TB:

C_PROV_SIGN_IND 


	1143

	BILLING PROV ADDRESS
	Provider Billing Address: Address Line 1, Address Line 2, City, State, and Zip code

This is the billing provider’s billing address.
	P_ADDR_TB:

P_CITY_NAM

P_ZIP4_CD

P_ZIP5_CD

P_LINE1_AD

P_LINE2_AD

P_ST_CD
	1506

1510

1511

1507

1508

2638

	ATTACHMENT CD
	Attachment Code

Indicates the type of attachment received with a paper claim.
	X_HDR_TB:

C_ATTACH_1ST_CDC_ATTACH_2ND_CD
	6701
3737

	OTH INSURANCE INDICATOR
	Other Insurance Indicator

This field indicates whether or not “Other Insurance” is indicated by the contents of various fields on the claim form.
	X_HDR_TB:

C_OTHR_INSR_IND 
	3078

	OTH INSURANCE (DESCRIPTION)
	Other Insurance Indicator

A description of the other insurance indicator.
	Program Generated

This field should be blank since this is a ‘Y’ or ‘N’ value now
	

	MEDICARE INFO
	Medicare Code

This field indicates whether or not Medicare covered the service. 
	X_HDR_TB:

C_CLNT_MCARE_CD 
	0109

	MEDICARE INFO (DESCRIPTION)
	Medicare Code 

A description of the Medicare code.
	Program Generated
	0109-V

	ACCIDENT AUTO - IND
	Auto Indicator 

This field indicates whether or not the treatment is the results of an auto accident.
	X_HDR_ TB: C_AUTO_RLTD_IND 
	0762

	ACCIDENT – OTH - IND
	Other Indicator

This field indicates whether or not the treatment is the results of an accident other than an auto accident.
	X_HDR_ TB: C_OTHR_RLTD_IND 
	0772

	ATTACHMENT CD
	Attachment Code

Indicates the type of attachment received with a paper claim.
	X_HDR_TB:

C_ATTACH_CD
	3455

	ILLNESS DT
	Illness Date

This is the date the client has had the same or similar illness.
	X_HDR_ TB: C_ILLNESS_DT 
	0767

	HOSP DTS - FROM
	Admit Date

This field from the CO-1500 form contains the date on which the client was admitted to a hospital.
	X_HDR_ TB: C_ADMIT_DT 
	0758

	HOSP DTS - TO
	Discharge Date

This field from the CO-1500 form contains the date on which the client was discharged from a hospital.
	X_HDR_ TB: C_DISCH_DT 
	0765

	DIAG CD (01, 02, 03, 04)
	Diagnosis Code

The diagnosis code identifies a specific medical condition.
	X_HDR_DIAG_TB:

R_DIAG_CD 
	1756

	DIAG CD01 (DESCRIPTION)
	Diagnosis Code

A description of a diagnosis code 
	Valid Values
	1756-V

	LI
	Line Item Code

The unique number that identifies the line item within the claim.
	X_LI_TB:

C_LI_NUM 
	1073

	DATES OF SERVICE - FIRST
	Dates of Service: First

This is the first (from) date of service for the line item.
	X_LI_TB:

C_LI_FST_DOS_DT 
	1080

	DATES OF SERVICE - LAST 
	Dates of Service: Last

 This is the last (to) date of service for the line item.
	X_LI_TB:

C_LI_LAST_DOS_DT 
	1083

	PLACE SERVICE
	Place of Service

A code indicating where a provider rendered the service.
	X_LI_TB:

R_PL_OF_SVC_CD 
	2017

	PLACE SERVICE (DESCRIPTION)
	Place of Service

A description of the place of service code.
	Valid Value
	2017-V

	PROC CD
	Procedure Code

Uniquely identifies a service rendered by the provider.
	X_LI_TB:

R_PROC_CD 
	2042

	MOD - 1
	Procedure Code Modifier

The procedure code modifier is used to further define the service on the claim line item.
	X_LI_TB:

C_PROC_MOD_1ST_CD 


	0489

0139-V

	MOD - 2
	Procedure Code Modifier 2

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_2ND_CD 


	0490

0139-V

	MOD - 3
	Procedure Code Modifier 3

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_3RD_CD 


	5103

0139-V

	MOD - 4
	Procedure Code Modifier 4

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_4TH_CD 


	5286

0139-V

	RNDRING PROV
	Line Item Rendering Provider Number

A unique number the system assigns to the provider for MMIS processing. The provider that actually performed the service.
	X_LI_ TB: C_RNDR_PROV_ID 
	1089

	REFERRING PROV
	Line Item Referring Provider Number

A unique number the system assigns to the provider for MMIS processing. The provider that referred the service.
	X_HDR_ TB: C_REF_PROV_ID 
	9253

	DIAG REL
	1st Related Diagnosis Related, 2nd Related Diagnosis, 3rd Related Diagnosis.  An indicator showing which diagnosis code the claim line is related to.
	X_LI_ TB: C_DIAG_1ST_RLTD_CD

C_DIAG_2ND_RLTD_CD

C_DIAG_3RD_RLTD_CD

C_DIAG_4TH_RLTD_CD 


	0739

0739-V

0740

0739-V

0741

0739-V

0742

0739-V

	SUBMITTED CHARGES
	Line Item Submitted Charge

The billed amount for the service for the line item.
	X_LI_TB: C_LI_SUBM_CHRG_AMT 
	1091

	SUBMITTED UNITS
	Submitted Units

The units submitted by the provider for the line item.
	X_LI_TB: C_LI_SUBM_UNT_NUM 
	1092

	FAM PLAN
	Family Planning

Indicates whether or not the service is related to family planning.
	X_LI_TB: C_LI_FAM_PLNG_IND 
	1078

	PROC
	Procedure Name

The generally accepted nomenclature for a medical, surgical, dental, etc. procedure or for a supply product.
	X_LI_TB:

R_PROC_CD 


	2042

	MOD1
	Modifier 1 Name 

The short description of the procedure code modifier.
	X_LI_TB:

C_PROC_MOD_1ST_CD 
	0489

0139-V

	MOD2
	Modifier 2 Name

The short description of the procedure code modifier.
	X_LI_TB: C_PROC_MOD_2ND_CD 
	0490

0139-V

	MOD - 3
	Procedure Code Modifier 3

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_3RD_CD 


	5103

0139-V

	MOD - 4
	Procedure Code Modifier 4

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_4TH_CD 


	5286

0139-V

	BASE RATE - AMT
	Line Item Base Rate

The amount that the MMIS pricing routine allows for the service.
	X_LI_TB:

C_LI_BSE_AMT 
	1072

	BASE RATE - SRC
	Line Item Base Rate Source

The source for the base rate amount.
	X_LI_TB:

C_BSE_AMT_SRC_CD 
	0167

	BASE RATE– SRC (DESCRIPTION)
	Line Item Base Rate Source

A description of the base rate source code.
	Valid Values


	0167-V

	ALLOWED - AMT
	Line Item Allowed Charge

The amount the MMIS allowed for the line item service.
	X_LI_TB: C_LI_ALLW_CHRG_AMT 
	1071

	ALLOWED - UNITS
	Units of Service

The units the MMIS allowed for the line item service.
	X_LI_TB: C_LI_ALLOW_UNT_NUM 
	1070

	RENDERING PROV NM
	Provider Name

The name of the provider of Medicaid services as used on official state records.
	X_LI_ TB: C_RNDR_PROV_ID 
	1089

	RENDERING PROV TYPE
	Provider Type Code 

A code that designates the State’s classification of providers.
	X_LI_ TB:

P_TY_CD 
	0204

	RENDERING PROV TYPE (DESCRIPTION)
	Provider Type Code 

A description of the provider type code.
	Valid Values
	0204-V

	RENDERING PROV SPECIALTY
	Provider Specialty 

A code which designates the State’'s classification of providers specialties
	X_LI_ TB: P_SPECL_CD 
	2653

	RENDERING PROV SPECIALTY (DESCRIPTION)
	Provider Specialty 

A description of the provider’s specialty.
	Valid Value
	2653-V

	REIMB - AMT
	Line Item Reimbursement Amount

The final payment amount for the line item.
	X_LI_TB:

C_LI_REIMB_AMT 
	1087

	REIMB - STAT
	Line Item Reimbursement Status

Indicates how the line item reimbursement amount was determined.
	X_LI_TB:

C_REIMB_STAT_CD 
	0162



	REIMB– STAT (DESCRIPTION)
	Line Item Reimbursement Status

A description of the line item reimbursement status.
	Valid Value
	0162-V

	REF PROV NM
	Provider Name

The name of the provider of Medicaid services as used on official state records.
	X_HDR_ TB:

C_REF_PROV_ID 
	9253

	REIMB UNITS
	Reimbursement Units

The units the MMIS reimbursed for the line item service.
	X_LI_TB: C_LI_REIMB_UNT_NUM 
	1088

	CALC ALLW AMT
	Line Item Calculated Allowed Amount

The allowed charge calculated by the system.  This amount is calculated by determining a claim’s base rate and applying the base rate change amounts.
	X_LI_TB:

C_LI_CLC_ALLW_AMT 
	1074

	CLIA NBR
	CLIA Number

The lab certification number of the provider.
	X_LI_TB:

C_LI_CLIA_NUM 
	1075

	PA - LI
	Prior Authorization Line Number

The number assigned to each prior authorization line item.
	X_LI_TB:

A_LI_NUM
	0429

	COS
	Provider Category of Service Code

A code that categorizes the provider’s service.
	X_LI_TB:

C_COS_CD 
	0175

	COS (DESCRIPTION)
	Category of Service Code

A description of the category of service.
	Valid Values
	1534-V

	COST CENTER
	Cost Center

This is the code used to identify a unique funding source.
	X_LI_TB:

C_COST_CENTER_CD 
	7827

	BASE RATE - AMT
	Line Item Base Rate Change Amount

The line item base rate change amount field contains an amount by which the line item base rate is increased or cutback.  
	X_LI_BSE_CHG_TB: C_BSE_AMT_CHG_AMT 
	0736

	BASE RATE - RSN
	Line Item Base Rate Change Reason Code

The line item base rate change reason code identifies the function of the amount contained in the line item base rate change amount.  
	X_LI_BSE_CHG_TB:

C _BSE_CHNG_RSN_CD 
	0737

	BASE RATE  – RSN (DESCRIPTION)
	Line Item Base Rate Change Reason Code

The description of the base rate change reason code.
	Valid Values
	0737-V

	ATTACHMENT CODES(1ST LI ATTACHMENT CODE)
	1ST Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_1ST_CD
	6701

	ATTACHMENT CODES(1ST LI  CODE DESCRIPTION)
	1st Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(2ND LI ATTACHMENT CODE)
	2nd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_2ND_CD
	6701

	ATTACHMENT CODES(2ND LI  CODE DESCRIPTION)
	2nd Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(3RD LI ATTACHMENT CODE)
	3rd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_3RD_CD
	6701

	ATTACHMENT CODES(3RD LI  CODE DESCRIPTION)
	3rd Line Item Attachment Code Description
	Valid Values
	6701-V

	DEDUCTIBLE
	Medicare Deductible

The amount Medicaid will pay for the Medicare deductible for an eligible client when billed on a Medicare crossover claim.
	X_HDR_MCARE_TB: C_MCARE_DED_AMT 
	1108

	COINSURANCE
	Medicare Coinsurance

The amount of money Medicaid will pay for services only partially covered by Medicare.
	X_HDR_MCARE_TB: C_MCARE_COINS_AMT 
	1013

	ALLOWED AMT
	Medicare Benefit Amount

The additional amount that Medicare does not pay for psychological services.
	X_HDR_MCARE_TB: C_MCARE_PSY_AMT 


	2418

	PAID
	Medicare Paid Amount

The amount paid by Medicare on a Medicare crossover claim.
	X_HDR_MCARE_TB: C_MCARE_PD_AMT 
	1110

	EXC
	Exception Code

The code uniquely identifies an error condition.
	X_LI_EXC_TB: R_CLM_EXC_DISP_CD 
	0156

	LI
	Line Item Code
The unique number that identifies the line item within the claim.
	X_LI_EXC_TB:

C_LI_NUM 
	1073

	STATUS
	Exception Status

The current status of the exception.
	X_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	STATUS (DESCRIPTION)
	Exception Status

The description of the exception status.
	Valid Values
	1737-V

	USER
	Clerk ID

A seven-character ID number that uniquely identifies any MMIS user.
	X_LI_EXC_TB: C_LI_EXC_CLRK_ID 
	1077

	DESC
	Exception Short Description

A short description of the exception code.
	R_CLM_EXC_TB: R_EXC_SHORT_DESC 
	1907

	
	Capitation Format
	
	

	ROUTING NAME
	Routing Name
	C_HIS_REQ_TB: C_HIST_ROUT_NAM 
	6483

	ROUTING UNIT
	Requestor Unit


	C_HIS_REQ_TB: C_HIST_ROUT_UNIT_ID 
	4277

	REQUEST NUMBER
	Request Number

This field identifies individual requests maintaining continuity of various elements chosen as selection criteria.
	C_HIS_REQ_TB: C_HIST_REQ_NUM 


	1044

	TCN
	Transaction Control Number

This number uniquely identifies the claim.
	X_HDR_TB:

C_TCN_NUM
	1024

	XXXXXXXXX1  
	Long description of the type of claim. 
	Valid Values
	1024-V

	CLM STAT
	Claim Status Code

Indicates the current status of the claim.
	X_HDR_TB:

C_HDR_STAT_CD 
	1020

	CLM STAT (DESCRIPTION)
	Claim Status Code

A description of the claim status code.
	Valid Values
	1020-V

	MED TY
	Medium Source Code

This is the first character of the Transaction Code Number that identifies the input source of the claim. 
	X_HDR_TB:

C_BAT_MED_SRC_CD 
	0142

	MED TY (DESCRIPTION)
	Medium Source Code

A description of the claim medium source code.
	Valid Values
	0209-V

	TXN TY
	Transaction Type

Indicates the type of transaction.
	X_HDR_TB: C_HDR_TXN_TY_CD 
	1030

	TXN TY (DESCRIPTION)
	Transaction Type

A description of the transaction type code
	Valid Values
	1030-V

	CLM TY
	Claim Type Code

Indicates the type of claim.
	X_HDR_TB:

C_HDR_TY_CD

 
	1031

	CLM TY (DESCRIPTION)
	Claim Type Code

A description of the claim type code.
	Valid Values
	1031-V

	DOC TY
	Document Type

Indicates the type of document submitted by the provider. 
	X_HDR_TB: C_BAT_DOC_TY_CD 
	0161

	DOC TY (DESCRIPTION)
	Document Type

A description of the claim document type code
	Valid Values
	0161-V

	PYMT TY
	Payment Type

Indicates the effect this claim has on a provider’s payment. 
	X_HDR_TB: C_BAT_PYMT_TY_CD 
	0070

	PYMT TY (DESCRIPTION)
	Payment Type

A description of the claim payment type code.
	Valid Values
	0070-V

	CLIENT ID
	Client ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	X_HDR_TB:

B_ALT_ID 


	0535

	NAME
	Client Name

The system uses this attribute for the client’s name.
	X_HDR_TB:

B_FST_NAM

B_LAST_NAM

B_MI_NAM
	0637

0639

0640

	DOB
	Client Date of Birth

This is the client’s (CLNT) date of birth.
	X_HDR_TB:

C_CLNT_DOB_DT 
	0972

	AGE
	Client Age   The client’s age based on the oldest first date of service on the claim.
	X_HDR_TB:

C_HDR_CLNT_AGE
	0971

	SEX
	Sex Code

This is the client's (CLNT) sex code.
	X_HDR_TB:

B_GENDER_CD
	0229

	MAJ PGM
	Client Major Program

The client’s major program code.
	X_HDR_TB: 

B_MAJ_PROG_CD 
	4429

	MAJ PGM (DESCRIPTION)
	Client Major Program

A description of the clients major program code
	Valid Values
	4429-V

	COE
	Client Aid Category

This indicates the client’'s (CLNT) aid category.
	X_HDR_TB:

B_COE_CD 
	2678

	COE (DESCRIPTION)
	Client Aid Category

A description of the client aid category
	Valid Values
	2678-V

	MCO CONTRACT
	MCO Contract Number

The number that identifies the HMO contract of the client.
	X_HDR_CAP_TB: 

H_PLN_NUM 
	1402

	PAT ACCT NUM
	Provider Own Reference Number

This field contains a provider’s client reference number.
	X_HDR_TB: C_HDR_PAT_ACCT_NUM 
	1016

	PAID DT
	Date Paid

The date that the MMIS processes the claim through the payment cycle.
	X_HDR_TB:

C_HDR_PD_DT 
	1017

	ADJUD DT
	Date of Adjudication

The date on which a claim transaction is approved or disallowed.  The date a claim was adjudicated.
	X_HDR_TB:

C_HDR_ADJUD_DT 
	0963

	FIRST
	First Date of Service

This date is the oldest first date of service from all of the line items.
	X_HDR_TB: C_HDR_SVC_FST_DT 
	1022

	LAST
	Last Date of Service

This date is the most recent last date of service from all the line items.
	X_HDR_TB: C_HDR_SVC_LST_DT 
	1023

	DT RECVD 
	Batch Date

The date that the claim was received.
	X_HDR_TB: C_HDR_BATCH_DT 
	965

	ICD VER CD
	ICD Version Code
	X_HDR_TB:

R_ICD_VER_CD
	

	TOTAL CHARGE
	Total Charge

The sum of the billed charges.
	X_HDR_TB: C_TOT_CHRG_AMT 
	1025

	TPL PAID
	Total Third Party Payment Amount

The total third party amount received for the claim.
	X_HDR_TB: 

C_TOT_TPL_AMT 
	1029

	NET CHARGE
	Net Claim Charge

The total charged less the total TPL charge bill by the provider.
	X_HDR_TB: C_TOT_NET_CHRG_AMT 
	1027

	INTRIM ADJUD DT
	Interim Adjudication Date

The date that the claim was last processed through the phase 1 of the adjudication cycle.
	X_HDR_TB: C_HDR_ITERM_ADJ_DT 
	1008

	WARRANT/EFT NUM
	Warrant/EFT Number

The warrant/EFT number uniquely identifies a payment to a provider for a given payment cycle.
	X_HDR_WARRANT_TB: C_HDR_WARR_NUM 

X_HDR_WARRANT_TB:

C_EFT_TRC_ID
	

	REIMB AMOUNT
	Total Reimbursement Amount

The final payment amount for the claim. For claims priced at the line item, it is the total of all the line item reimbursement amounts.
	X_HDR_TB: C_TOT_REIMB_AMT 


	1028

	RA NUMBER
	Remittance Advice Number

The remittance advice number uniquely identifies a provider’s remittance advice for a given payment cycle.
	X_HDR_TB: C_HDR_WARR_RA_NUM 


	1042

	DEDUCT
	Medicare Deductible

The amount Medicaid will pay for the Medicare deductible for an eligible client when billed on a Medicare crossover claim.
	X_HDR_MCARE_TB: C_MCARE_DED_AMT 


	1108

	COINS
	Medicare Coinsurance

The amount of money Medicaid will pay for services only partially covered by Medicare.
	X_HDR_MCARE_TB: C_MCARE_COINS_AMT 


	1013

	PAID 
	Medicare Paid Amount

The amount paid by Medicare on a Medicare crossover claim.
	X_HDR_MCARE_TB: C_MCARE_PD_AMT 
	1110

	ALLOWED AMT
	Medicare Benefit Amount

The additional amount that Medicare does not pay for psychological services.
	X_HDR_MCARE_TB: C_OTHR_PSY_AMT 


	2418

	HIC NUM
	Medicare HIC Number

The number (at SSA) of the individual on whose earnings benefits are paid or eligibility is established for Medicare coverage.
	X_HDR_MCARE_TB: C_MCARE_HIC_ID 


	0959

	EOMB DT
	Medicare EOMB Date

In a Medicare crossover claim, the date that Medicare reimbursed the provider for Medicare services.
	X_HDR_MCARE_TB: C_HD_MCARE_EOMB_DT 


	0958

	CARRIER
	Medicare Carrier ID

A code identifying the insurance carrier that processed the Medicare payment.
	X_HDR_MCARE_TB: C_HD_MCARE_CARR_ID 
	0957

	REPLACED TCN
	Replaced TCN 

The transaction control number of the claim being credited or replaced.
	X_HDR_ADD_VD_TB: C_REPLCD_TCN_NUM 


	0701

	REPLACEMENT TCN
	Replacement TCN

The transaction control number of the claim credit or replacement that has credited or replaced this claim.
	X_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM 


	0702

	RSN CD
	Adjustment Reason Code

Indicates the reason for voiding or adjusting the claim.
	X_HDR_ADJ_VD_TB: C_HDR_ADJ_RSN_CD 
	0961

	RSN CD (DESCRIPTION)
	Adjustment Reason Code

A description of the adjustment reason code.
	Valid Values
	0961-V

	BILLING PROV 
	Billing Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	X_HDR_TB: 

C_BLNG_PROV_ID 


	0403

	NAME
	Provider Name

The name of the provider of Medicaid services as used on official State records.
	P_PROV_TB:

P_NAM 
	1589

	TYPE
	Billing Provider Type

A code that designates the State’s classification of providers. 
	X_HDR_TB: C_BLNG_PROV_TY_CD 
	0733

0204-V

	TYPE (DESCRIPTION)
	Billing Provider Type
	Valid Values
	0204-V

	BILLING PROV ADDRESS
	Provider Billing Address:  Address Line 1, Address Line 2, City, State, and Zip Code

This is the billing provider’s billing address
	P_ADDR_TB: 

P_CITY_NAM

P_LINE1_AD

P_LINE2_AD

P_ZIP5

P_ST_CD

P_ZIP4
	1506

1507

1508

1511

2638

1510

	COS
	Category of Service Code

A code that categorizes the provider’s service.
	X_LI_TB:

C_COS_CD 


	0175

	COS (DESCRIPTION)
	Category of Service Code

A description of the category of service.
	Valid Values
	0175-V

	COST CENTER
	Cost Center

This is the code used to identify a unique funding source.
	X_LI_TB: 

C_COST_CENTER_CD 
	7827

	COHORT NUMBER
	Cohort Number

A user-assigned number that uniquely defines a client population with similar medical needs.
	X_HDR_CAP_TB: H_COHRT_NUM 
	5185

	RATE CELL – SERVICE AREA
	Rate Cell Service Area 

Indicates whether the location of the MCO is part of the PHP contract rate. 
	X_HDR_CAP_TB: H_SVC_AREA_CD 
	1393

	RATE CELL – SERVICE AREA (DESCRIPTION)
	Rate Cell Service Area

A description of the rate cell service area.
	Valid Values
	1393-V

	AGE LOW
	Rate Cell Age Range Low

This field contains the low value for the rate cell age range.
	H_COHRT_AGE_TB: H_COHRT_LO_AGE 
	3720

	AGE HIGH
	Rate Cell Age Range High

This field contains the high value for the rate cell age range.
	H_COHRT_AGE_TB: H_COHRT_HI_AGE 
	3040

	BASE RATE – AMT
	Base Rate Amount

The amount that the MMIS pricing routine allows for the service.
	X_LI_TB:

C_LI_BSE_AMT 
	1072

	BASE RATE – SRC
	Base Rate Source

The source for the base rate amount.
	X_LI_TB: 

C_BSE_AMT_SRC_CD 
	0167

	BASE RATE – SRC (DESCRIPTION)
	Line Item Base Rate Source

A description of the base rate source code
	Valid Values
	0167-V

	CALC ALLOWED AMT
	Calculated Allowed Amount

The allowed charge calculated by the system.  This amount is calculated by determining a claim’s base rate and applying the base rate change amounts.
	X_LI_TB: C_LI_CLC_ALLW_AMT 
	1074

	REIMB – AMT
	Line Item Reimbursement Amount

The final payment amount for the line item.
	X_LI_TB:

C_LI_REIMB_AMT
	1087

	REIMB  – STAT
	Line Item Reimbursement Status

Indicates how the line item reimbursement amount was determined.
	X_LI_TB:

C_REIMB_STAT_CD 
	0162

	REIMB   – STAT (DESCRIPTION)
	Line Item Reimbursement Status

A description of the line item reimbursement status.
	System

Generated
	0162-V

	BASE RATE CHNG   – AMT
	Line Item Base Rate Change Amount

The line item base rate change amount field contains an amount by which the line item base rate is increased or cutback.  
	X_LI_BSE_CHG_TB: C_BSE_AMT_CHG_AMT 


	0736

	BASE RATE CHNG   – RSN
	Line Item Base Rate Change Reason Code

The line item base rate change reason code identifies the function of the amount contained in the line item base rate change amount.
	X_LI_BSE_CHG_TB: C_BSE_CHNG_RSN_CD 


	0737

	BASE RATE CHNG   – RSN (DESCRIPTION)
	Line Item Base Rate Change Reason Code

The description of the base rate change reason code.
	System

Generated
	0737-V

	ATTACHMENT CODES(1ST LI ATTACHMENT CODE)
	1ST Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_1ST_CD
	6701

	ATTACHMENT CODES(1ST LI  CODE DESCRIPTION)
	1st Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(2ND LI ATTACHMENT CODE)
	2nd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_2ND_CD
	6701

	ATTACHMENT CODES(2ND LI  CODE DESCRIPTION)
	2nd Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(3RD LI ATTACHMENT CODE)
	3rd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_3RD_CD
	6701

	ATTACHMENT CODES(3RD LI  CODE DESCRIPTION)
	3rd Line Item Attachment Code Description
	Valid Values
	6701-V

	EXC
	Exception Code

The code uniquely identifies an error condition.
	X_LI_EXC_TB: R_CLM_EXC_CD 
	1737

	LI
	Line Item Code

The unique number that identifies the line item within the claim.
	X_LI_EXC_TB:

C_LI_NUM 


	1073

	STATUS
	Exception Status

The current status of the exception.
	X_LI_EXC_TB: R_CLM_EXC_DISP_CD 
	0156

	STATUS (DESCRIPTION)
	Exception Status

The description of the exception status.
	Valid Values
	0156-V

	USER
	Clerk ID

A seven-character ID number that uniquely identifies any MMIS user.
	X_LI_EXC_TB: C_LI_EXC_CLRK_ID 
	1077

	DESC
	Exception Short Description

A short description of the exception code.
	R_CLM_EXC_TB: R_EXC_SHORT_DESC 
	1907

	
	DENTAL FORMAT
	
	

	REQUESTOR NAME
	Requestor Name

This field identifies the individual making the request.
	C_HIS_REQ_TB: C_HIST_ROUT_NAM 
	6483

	REQUESTOR UNIT
	Requestor Unit

This field identifies the unit of the individual making the request.
	C_HIS_REQ_TB: C_HIST_ROUT_UNIT_ID 
	4277

	REQUEST NUMBER
	Request Number

This field identifies individual requests maintaining continuity of various elements chosen as selection criteria.
	C_HIS_REQ_TB: C_HIST_REQ_NUM 
	1044

	TCN
	Transaction Control Number

This number uniquely identifies the claim.
	X_HDR_TB:

C_HDR_TCN
	1024

	XXXXXXXXX1  
	Long description of the type of claim. 
	Valid Values
	1024-V

	CLM STAT
	Claim Status Code

Indicates the current status of the claim.
	X_HDR_TB:

C_HDR_STAT_CD 
	1020

	CLM STAT (DESCRIPTION)
	Claim Status Code

A description of the status code.
	Valid Values
	1020-V

	MED TY
	Medium Source Code

This is the first character of the Transaction Code Number that identifies the input source of the claim. 
	X_HDR_TB:

C_BAT_MED_SRC_CD 
	0142

	MED TY (DESCRIPTION)
	Medium Source Code Description

A description of the claim medium source code.
	Valid Value
	0209-V

	TXN TY
	Transaction Type

Indicates the type of transaction.
	X_HDR_TB:

C_HDR_TXN_TY_CD 
	1030

	TXN TY (DESCRIPTION)
	Transaction Type

A description of the transaction type code.
	Valid Value
	1030-V

	PA 
	Prior Authorization Number

The unique number assigned to each prior authorization document.
	X_HDR_TB:

A_ID
	0426

	CLM TY
	Claim Type Code

Indicates the type of claim.
	X_HDR_TB:

C_HDR_TY_CD 
	1031

	CLM TY (DESCRIPTION)
	Claim Type Code    

A description of the claim type code.
	Valid Values
	1031-V

	DOC TY
	Document Type

Indicates the type of document submitted by the provider. 
	X_HDR_TB:

C_BAT_DOC_TY_CD 
	0161

	DOC TY (DESCRIPTION)
	Document Type

A description of the document type code.
	Valid Values
	0161-V

	PYMT TY
	Payment Type

Indicates the effect this claim has on a provider’s payment. 
	X_HDR_TB: C_BAT_PYMT_TY_CD 
	0070

	PYMT TY (DESCRIPTION)
	Payment Type

A description of the claim payment type code.
	Valid Values
	0070-V

	MCO TCN
	MCO TCN

The internal control number that is assign by the Manage Care organization to encounter. 
	X_HDR_ENCTR_TB:

C_MCO_TCN_DAT 


	1018

	CLIENT ID
	Client ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	X_HDR_TB:

B_ALT_ID 


	0535

	NAME
	Client Name

The system uses this attribute for the client’'s name.
	X_HDR_TB:

B_FST_NAM

B_LAST_NAM

B_MI_NAM
	0637

0639

0640

	DOB
	Client Date of Birth

This is the client’s (CLNT) date of birth.
	X_HDR_TB:

C_CLNT_DOB_DT 
	0972

	AGE
	Client Age

The client’s age based on the oldest first date of service on the claim.
	X_HDR_TB:

C_HDR_CLNT_AGE 
	0971

	SEX
	Sex Code

This is the client’s (CLNT) sex code.
	X_HDR_TB:

B_GENDER_CD 
	0229

	MAJ PGM
	Client Major Program

The client’s major program code.
	X_HDR_TB:

B_MAJ_PROG_CD 
	4429

	MAJ PGM (DESCRIPTION)
	Client Major Program

A description of the client’s major program code
	Valid Values
	4429-V

	COE
	Client Aid Category

This indicates the client’s (CLNT) aid category.
	X_HDR_TB:

B_COE_CD
	2678

	COE (DESCRIPTION)
	Client Aid Category

A description of the client’s aid category.
	Valid Values
	2678-V

	MCO CONTRACT
	HMO Contract Number

The number that identifies the HMO contract of the client.
	X_HDR_CAP_TB:

H_PLN_NUM 
	1402

	PAT ACCT NUM
	Provider Own Reference Number

This field contains a provider’s client reference number.
	X_HDR_TB:

C_HDR_PAT_ACCT_DAT 
	1016

	PAID DT
	Date Paid

The date that the MMIS processes the claim through the payment cycle.
	X_HDR_TB:

C_HDR_PD_DT
	1017

	ADJUD DT
	Date of Adjudication

The date on which a claim transaction is approved or disallowed.  The date a claim was adjudicated.
	X_HDR_TB:

C_HDR_ADJUD_DT
	0963

	SVC DTS - FIRST
	First Date of Service

This date is the oldest first date of service from all of the line items.
	X_HDR_TB:

C_HDR_SVC_FST_DT 
	1022

	SVC DTS - LAST
	Last Date of Service

This date is the most recent last date of service from all the line items.
	X_HDR_TB:

C_HDR_SVS_LST_DT 
	1023

	DT RECVD 
	Batch Date

The date that the claim was received.
	X_HDR_TB:

C_HDR_BATCH_DT 
	0965

	ICD VER CD
	ICD Version Code
	X_HDR_TB:

R_ICD_VER_CD
	

	TOTAL CHARGE
	Total Charge

The sum of the billed charges.
	X_HDR_TB:

C_TOT_CHRG_AMT 
	1025

	TPL PAID
	Total Third Party Payment Amount

The total third party amount received for the claim.
	X_HDR_TB:

C_TOT_TPL_AMT 
	1029

	NET CHARGE
	Net Claim Charge

The total charged less the total TPL charge bill by the provider.
	X_HDR_TB:

C_TOT_NET_CHRG_AMT 
	1027

	INTERIM ADJUD DT
	Interim Adjudication Date

The date that the claim was last processed through the phase 1 of the adjudication cycle.
	X_HDR_TB:

C_HDR_ITERM_ADJ_DT 


	1008

	WARRANT/EFT NUM
	Warrant/EFT Number

The warrant/EFT number uniquely identifies a payment to a provider for a given payment cycle.
	X_HDR_WARRANT_TB:

C_HDR_WARR_NUM 

X_HDR_WARRANT_TB:

C_EFT_TRC_ID
	

	REIMB AMOUNT
	Total Reimbursement Amount

The final payment amount for the claim. For claims priced at the line item, it is the total of all the line item reimbursement amounts.
	X_HDR_TB:

C_TOT_REIMB_AMT


	1028

	RA NUMBER
	Remittance Advice Number

The remittance advice number uniquely identifies a provider’s remittance advice for a given payment cycle.
	X_HDR_TB:

C_HDR_WARR_RA_NUM
	1042

	REPLACED TCN
	Replaced TCN 

The transaction control number of the claim being credited or replaced.
	X_HDR_ADJ_VD_TB:

C_REPLCD_TCN_NUM
	0701

	REPLACEMENT TCN
	Replacement TCN

The transaction control number of the claim credit or replacement that has credited or replaced this claim.
	X_HDR_ADJ_VD_TB:

C_REPLCMT_TCN_NUM
	0702

	RSN CD
	Adjustment Reason Code

Indicates the reason for voiding or adjusting the claim.
	X_HDR_ADJ_VD_TB:

C_HDR_ADJ_RSN_CD
	0961

	RSN CD (DESCRIPTION)
	Adjustment Reason Code

A description of the adjustment reason code.
	Valid Value
	0961-V

	BILLING PROV
	Billing Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	X_HDR_TB:

C_BLNG_PROV_ID
	0403

	NAME
	Provider Name

The name of the provider of Medicaid services as used on official State records.
	P_PROV_TB:

P_NAM
	1589

	TYPE
	Provider Type

A code that designates the State’s classification of providers. 
	X_HDR_TB:

C_BLNG_PROV_TY_CD
	0733

	TYPE (DESCRIPTION)
	Billing Provider Type

A description of the billing provider type code.
	Valid Values
	0204-V

	SIGNATURE 
	Signature Indicator

A yes/no indicator that indicates whether a provider signed the claim. 
	X_HDR_TB:

C_PROV_SIGN_IND 
	1143

	BILLING PROV ADDRESS
	Provider Billing Address: Address Line 1, Address Line 2, City, State, and Zip code

This is the billing provider’s billing address.
	P_ADDR_TB:

P_LINE1_AD

P_LINE2_AD

P_ST_CD

P_CITY_NAM

P_ZIP4

P_ZIP5 
	1507

1508

2638

1506

1510

1511

	RENDERING PROV
	Rendering Provider Number

A unique number the system assigns to the provider for MMIS processing. The provider that actually performed the service.
	X_LI_ TB:

C_RNDR_PROV_ID
	1089

	NAME
	Provider Name Rendering

The name of the provider of Medicaid services as used on official State records.
	P_PROV_TB:

P_NAM
	1589

	TYPE
	Provider Type Rendering

A code that designates the State’s classification of providers. 
	X_LI_ TB:

C_ _P_TY_CD
	0816

	TYPE (DESCRIPTION)
	Provider Type Code

A description of the provider type code.
	Valid Values
	0204-V

	SPECIALTY
	Provider Specialty 

A code that designates the State’s classification of provider’s specialties.
	X_LI_ TB:

P_SPECL_CD
	2653

	SPECIALTY (DESCRIPTION)
	Provider Specialty

A description of the provider’s specialty.
	Valid Values
	2653-V

	ATTACHMENT CD
	Attachment Code

Indicates the type of attachment received with a paper claim.
	X_HDR_TB:

C_ATTACH_1ST_CD

C_ATTACH_2ND_CD
	6701
3737

	OTH INSR CD
	Other Insurance Indicator

This field indicates whether or not “Other Insurance” is indicated by the contents of various fields on the claim form.
	X_HDR_TB:

C_OTHR_INSR_IND
	3078

	OTH INSR CD (DESCRIPTION)
	Other Insurance Indicator

A description of the other insurance indicator.
	Program

Generated This should not be here since it is “Y” or “N”
	

	OCC ILLNESS/INJURY 
	Occupation Indicator

This field indicates whether or not the treatment is the results of an employment injury.
	X_HDR_ TB:

C_ OCCP_RLTD_IND
	0814

	OCC ILLNESS/INJURY DATE
	Occupation Date

This date indicates the date of the injury as related to employment.
	X_HDR_ TB:

C_HDR_DENT_OCCP_DT
	0981

	AUTO ACCIDENT
	Auto Indicator 

This field indicates whether or not the treatment is the results of an auto accident.
	X_HDR_ TB:

C_ AUTO_RLTD_IND
	0813

	AUTO ACCIDENT DATE
	Auto Date 

This date indicates the date of the auto accident.
	X_HDR_ TB:

C_HDR_DENT_AUTO_DT
	0979

	OTHER ACCIDENT
	Other Indicator

This field indicates whether or not the treatment is the results of an accident other than an auto accident.
	X_HDR_ TB:

C_ OTHR_RLTD_IND
	0815

	OTHER ACCIDENT DATE
	Other Date

This date indicates the date of the injury.
	X_HDR_ TB:

C_HDR_DENT_OTHR_DT
	0982

	LI
	Line Item Code

The unique number that identifies the line item within the claim.
	X_LI_ TB:

C_LI_NUM
	1073

	PLACE SERVICE
	Place of Service

A code indicating where a provider rendered the service.
	X_LI_TB:

R_PL_OF_SVC_CD
	2017

	PLACE SERVICE (DESCRIPTION)
	Place of Service

A description of the place of service code.
	Valid Values
	2017-V

	TOOTH NBR
	Tooth Number

The code used to identify the tooth on which a service was provided.
	X_LI_ TB:

R_PROC_TOOTH_CD
	2100

	TOOTH SURFS
	Tooth Surface

A single character field used to identify the surface of the tooth on which a service was provided.
	X_LI_ TB:

C_DENT_1ST_SURF_CD
	0807

	DATES OF SERVICE
	Dates of Service: First

This is the first (from) date of service for the line item.
	X_LI_TB:

C_LI_FST_DOS_DT
	1080

	PROC CD
	Procedure Code

Uniquely identifies a service rendered by the provider.
	X_LI_ TB:

R_PROC_TOOTH_CD
	2100

	MOD 1
	Procedure Code Modifier

The procedure code modifier is used to further define the service on the claim line item.
	X_LI_TB:

C_PROC_MOD_1ST_CD
	0489

0139-V

	MOD 2
	Procedure Code Modifier 2

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB:

C_PROC_MOD_2ND_CD
	0490

0139-V

	MOD - 3
	Procedure Code Modifier 3

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_3RD_CD 


	5103

0139-V

	MOD - 4
	Procedure Code Modifier 4

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_4TH_CD 


	5286

0139-V

	SUBMITTED CHARGES
	Line Item Submitted Charge

The billed amount for the service for the line item.
	X_LI_TB:

C_LI_SUBM_CHRG_AMT
	1091

	SUBMITTED UNITS
	Submitted Units

The units submitted by the provider for the line item.
	X_LI_TB:

C_LI_SUBM_UNT_NUM
	1092

	REIMB AMOUNT
	Line Item Reimbursement Amount

The final payment amount for the line item.
	X_LI_TB:

C_LI_REIMB_AMT
	1087

	REIMB UNITS
	Reimbursement Units

The units the MMIS reimbursed for the line item service.
	X_LI_TB:

C_LI_REIMB_UNT_NUM
	1088

	REIMB STAT
	Line Item Reimbursement Status

Indicates how the line item reimbursement amount was determined.
	X_LI_TB:

C_REIMB_STAT_CD
	0162

	REIMB STAT (DESCRIPTION)
	Line Item Reimbursement Status

A description of the line item reimbursement status.
	Valid Values
	0162-V

	NM
	Procedure Name

The generally accepted nomenclature for a medical, surgical, dental, etc. procedure or for a supply product.
	X_LI_TB:

R_PROC_CD
	2042

	MOD1
	Modifier 1 Name

The short description of the procedure code modifier.
	X_LI_TB:

R_PROC_MOD_1_CD
	1700

	MOD2
	Modifier 2 Name

The short description of the procedure code modifier.
	X_LI_TB:

R_PROC_MOD_2_CD
	2073

0139-V

	MOD - 3
	Procedure Code Modifier 3

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_3RD_CD 


	5103

0139-V

	MOD - 4
	Procedure Code Modifier 4

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_4TH_CD 


	5286

0139-V

	BASE RATE – AMT
	Line Item Base Rate 
The amount that the MMIS pricing routine allows for the service.
	X_LI_BSE_CHG_TB:

C_BSE_AMT_CHG_AMT
	0736

	BASE RATE – SRC
	Line Item Base Rate Source

The source for the base rate amount.
	X_LI_BSE_CHG_TB:

C_BSE_CHNG_RSN_CD
	0737

	BASE RATE – SRC (DESCRIPTION)
	Line Item Base Rate Source

A description of the base rate source code
	Valid Values
	0737-V

	SURFACE NM
	Tooth Surface Name

The short description of the tooth surface code.
	X_LI_ TB: R_PROC_TOOTH_CD 
	2100

	ALLOWED - AMT
	Line Item Allowed Charge

The amount the MMIS allowed for the line item service.
	X_LI_TB:

C_LI_ALLW_CHRG_AMT
	1071

	ALLOWED - UNITS
	Units of Service

The units the MMIS allowed for the line item service.
	X_LI_TB:

C_LI_ALLOW_UNT_NUM
	1070

	TOOTH NAME
	Tooth Name

The short description of the tooth number.
	Valid Values
	1070-V

	CALC ALLOWED AMT
	Line Item Calculated Allowed Charge

The allowed charge calculated by the system.  This amount is calculated by determining a claim’s base rate and applying the base rate change amounts. 
	X_LI_TB:

C_LI_CLC_ALLW_AMT 
	1074

	PA - LI
	Prior Authorization Line Number

The number assigned to each prior authorization line item.
	X_LI_TB:

A_LI_NUM 
	0429

	COS
	Category of Service Code

A code that categorizes the provider’s service.
	X_LI_TB:

C_COS_CD
	0175

	COS (DESCRIPTION)
	Category of Service Code

A description of the category of service.
	Valid Values
	0175-V

	COST CENTER
	Cost Center

This is the code used to identify a unique funding source.
	X_LI_TB:

C_COST_CENTER_CD 
	7827

	BASE RATE CHNG AMT/RSN - AMT
	Line Item Base Rate Change Amount

The line item base rate change amount field contains an amount by which the line item base rate is increased or cutback.  
	X_LI_BSE_CHG_TB: C_BSE_AMT_CHG_AMT 
	0736

	BASE RATE CHNG AMT/RSN - RSN
	Line Item Base Rate Change Reason Code

The line item base rate change reason code identifies the function of the amount contained in the line item base rate change amount.  
	X_LI_BSE_CHG_TB: C_BSE_CHNG_RSN_CD 
	0737

	BASE RATE CHNG AMT/RSN – RSN (DESCRIPTION)
	Line Item Base Rate Change Reason Code

The description of the base rate change reason code.
	Valid Values
	0737-V

	ATTACHMENT CODES(1ST LI ATTACHMENT CODE)
	1ST Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_1ST_CD
	6701

	ATTACHMENT CODES(1ST LI  CODE DESCRIPTION)
	1st Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(2ND LI ATTACHMENT CODE)
	2nd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_2ND_CD
	6701

	ATTACHMENT CODES(2ND LI  CODE DESCRIPTION)
	2nd Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(3RD LI ATTACHMENT CODE)
	3rd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_3RD_CD
	6701

	ATTACHMENT CODES(3RD LI  CODE DESCRIPTION)
	3rd Line Item Attachment Code Description
	Valid Values
	6701-V

	EXC
	Exception Code

The code uniquely identifies an error condition.
	X_LI_EXC_TB:

R_CLM_EXC_CD 
	0999

1737

	LI
	Line Item Code

The unique number that identifies the line item within the claim.
	X_LI_EXC_TB:

C_LI_NUM 
	1073

	STATUS
	Exception Status

The current status of the exception.
	X_LI_EXC_TB: R_CLM_EXC_DISP_CD 
	0156

	STATUS (DESCRIPTION)
	Exception Status

The description of the exception status.
	Valid Values
	1737-V

	USER
	Clerk ID

A seven-character ID number that uniquely identifies any MMIS user.
	X_LI_EXC_TB: C_LI_EXC_CLRK_ID 
	1077

	DESC
	Exception Short Description

A short description of the exception code. 
	R_CLM_EXC_TB: R_EXC_SHORT_DESC 
	1907

	
	FINANCIAL TRANSACTION FORMAT
	
	

	ROUTING NAME 
	Routing Name


	C_HIS_REQ_TB: C_HIST_ROUT_NAM 
	6483

	ROUTING UNIT 
	Routing Unit


	C_HIS_REQ_TB: C_HIST_ROUT_UNT_ID 
	4277

	REQUEST NUMBER
	Request Number

This field identifies individual requests maintaining continuity of various elements chosen as selection criteria.
	C_HIS_REQ_TB: C_HIST_ROUT_NAM 
	6483

	TCN
	Transaction Control Number

This number uniquely identifies the claim.
	X_HDR_TB:

C_TCN_NUM 
	1024

	XXXXXXXXX1   
	Long description of the type of claim. 
	System Generated
	

	CLM STAT
	Claim Status Code

Indicates the current status of the claim.
	X_HDR_TB: 

C_HDR_STAT_CD 
	1020

	CLM STAT (DESCRIPTION)
	 Status Code

A description of the status code.
	Valid Values
	1020-V

	MED TY
	Medium Source Code

This is the first character of the Transaction Code Number that identifies the input source of the claim. 
	X_HDR_TB:

C_BAT_MED_SRC_CD
	0142

	MED TY (DESCRIPTION)
	Medium Source Code

A description of the claim medium source code.
	Valid Values
	0142-V

	TXN TY
	Transaction Type

Indicates the type of transaction.
	X_HDR_TB: C_HDR_TXN_TY_CD 
	1030

	TXN TY (DESCRIPTION)
	Transaction Type

A description of the transaction type.
	Valid Values
	1030-V

	CLM TY
	Claim Type Code

Indicates the type of claim.
	X_HDR_TB: 

C_HDR_TY_CD 
	1031

	CLM TY (DESCRIPTION)
	Claim Type Code

A description of the claim type code.
	Valid Values
	1031-V

	DOC TY
	Document Type

Indicates the type of document submitted by the provider. 
	X_HDR_TB: C_BAT_DOC_TY_CD 
	0161

	DOC TY (DESCRIPTION)
	Document type

A description of the claim document type code.
	Valid Values
	0161-V

	PYMT TY
	Payment Type

Indicates the effect this claim has on a provider’s payment. 
	X_HDR_TB: C_BAT_PYMT_TY_CD 
	0070

	PYMT TY (DESCRIPTION)
	Payment Type

A description of the claim payment type code.
	Valid Values
	0070-V

	CLIENT ID
	Client ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	X_HDR_TB:

B_ALT_ID 
	0535

	NAME
	Client Name

The system uses this attribute for the client’s name.
	X_HDR_TB:

B_FST_NAM

B_LAST_NAM

B_MI_NAM 
	0637

0639

0640

	DOB
	Client Date of Birth

This is the client’s (CLNT) date of birth.
	X_HDR_TB: 

C_CLNT_DOB_DT 
	0972

	AGE
	Client Age

The client’s age based on the oldest first date of service on the claim.
	X_HDR_TB: 

C_HDR_CLNT_AGE 
	0971

	SEX
	Sex Code

This is the client’s (CLNT) sex code.
	X_HDR_TB: 

B_GENDER_CD 
	0229

	MAJ PGM
	Client Major Program

The client’s major program code.
	X_HDR_TB: 

B_MAJ_PROG_CD 
	4429

	MAJ PGM (DESCRIPTION)
	Client Major Program

A description of the client’s major program code.
	Valid Values
	4429-V

	COE
	Client Aid Category

This indicates the client’s (CLNT) aid category.
	X_HDR_TB:

B_COE_CD 
	2678

	COE (DESCRIPTION)
	Client Aid Category

A description of the client’s aid category
	Valid Values
	2678-V

	MCO CONTRACT
	MCO Contract Number

The number that identifies the MCO contract of the client.
	X_HDR_ENCTR_TB: 

H_PLN_NUM 
	1402

	PAID DT
	Date Paid

The date that MMIS processes the claim through the payment cycle.
	X_HDR_TB:

C_HDR_PD_DT
	1017

	ADJUD DT
	Date of Adjudication

The date on which a claim transaction is approved or disallowed.  The date a claim was adjudicated.
	X_HDR_TB:

C_HDR_ADJUD_DT 
	0963

	SVC DTS - FIRST
	First Date of Service

This date is the oldest first date of service from all of the line items.
	X_HDR_TB:

C_HDR_SVC_FST_DT 
	1022

	SVC DTS - LAST
	Last Date of Service

This date is the most recent last date of service from all the line items.
	X_HDR_TB:

C_HDR_SVC_LST_DT 
	1023

	DT RECVD
	Batch Date

The date that the claim was received.
	X_HDR_TB:

C_HDR_BATCH_DT 
	0965

	ICD VER CD
	ICD Version Code
	X_HDR_TB:

R_ICD_VER_CD
	

	TOTAL CHARGE
	Total Charge

The sum of the billed charges.
	X_HDR_TB:

C_TOT_CHRG_AMT 
	1025

	TPL PAID
	Total Third Party Payment Amount

The total third party amount received for the claim.
	X_HDR_TB:

C_TOT_TPL_AMT 
	1029

	NET CHARGE
	Net Claim Charge

The total charged less the total TPL charge bill by the provider.
	X_HDR_TB:

C_TOT_NET_CHRG_AMT 
	1027

	INTERIM ADJUD DT
	Interim Adjudication Date

The date that the claim was last processed through the phase 1 of the adjudication cycle.
	X_HDR_TB:

C_HDR_ITERM_ADJ_DT 
	1008

	WARRANT/EFT NUM
	Warrant/EFT Number

The warrant/EFT number uniquely identifies a payment to a provider for a given payment cycle.
	X_HDR_WARRANT_TB: C_HDR_WARR_NUM 
X_HDR_WARRANT_TB:

C_EFT_TRC_ID
	

	REIMB AMOUNT
	Total Reimbursement Amount

The final payment amount for the claim. For claims priced at the line item, it is the total of all the line item reimbursement amounts.
	X_HDR_TB:

C_TOT_REIMB_AMT 
	1028

	RA NUMBER
	Remittance Advice Number

The remittance advice number uniquely identifies a provider’s remittance advice for a given payment cycle.
	X_HDR_TB: C_HDR_WARR_RA_NUM 
	1042

	BILLING PROV 
	Billing Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	X_HDR_TB:

C_BLNG_PROV_ID 
	0403

	NAME
	Provider Name

The name of the provider of Medicaid services as used on official State records.
	P_PROV_TB:

P_NAM 
	1589

	TYPE
	Billing Provider Type

A code that designates the State’s classification of providers. 
	X_HDR_TB:

C_BLNG_PROV_TY_CD 
	0733

	TYPE (DESCRIPTION)
	Billing Provider Type

A description of the billing provider type code.
	System Generated
	0204-V

	BILLING PROV ADDRESS
	Provider Billing Address: Address Line 1, Address Line 2, City, State, and Zip code

This is the billing provider’s billing address.
	P_PROV_TB:

P_LINE1_AD

P_LINE2_AD

P_CITY_NAM

P_ST_CD

P_ZIP5

P_ZIP4
	1507

1508

1506

2638

1511

1510

	RSN CD
	Adjustment Reason Code

Indicates the reason for voiding or adjusting the claim.
	X_HDR_ADJ_VD_TB: C_HDR_ADJ_RSN_CD 
	0961

	RSN CD  (DESCRIPTION)
	Adjustment Reason Code

A description of the adjustment reason code.
	Valid Value
	0961-V

	COS
	Provider Category of Service Code

A code that categorizes the provider’s service.
	X_LI_TB:

C_COS_CD 
	0175

	COS (DESCRIPTION)
	Provider Category of Service Code

A description of the category of service code.
	Valid Value
	0175-V

	COST CENTER
	Cost Center

This is the code used to identify a unique funding source.
	X_HDR_ TB: C_COST_CENTER_CD 
	7827

	EXC
	Exception Code

The code uniquely identifies an error condition.
	X_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	LI
	Line Item Code

The unique number that identifies the line item within the claim.
	X_LI_EXC_TB:

C_LI_NUM 
	1073

	STATUS
	Exception Status

The current status of the exception.
	X_LI_EXC_TB:

R_CLM_EXC_DISP_CD 
	0156

	STATUS (DESCRIPTION)
	Exception Status

A description of the exception status code.
	Valid Value
	0156-V

	USER
	Clerk ID

A seven-character ID number that uniquely identifies any MMIS user.
	X_LI_EXC_TB:

C_LI_EXC_CLRK_ID 
	1077

	DESC
	Exception Short Description

A short description of the exception code.
	R_CLM_EXC_TB: R_EXC_SHORT_DESC 
	1907

	
	UB-04 FORMAT
	
	

	ROUTING NAME 
	Routing Name
	C_HIS_REQ_TB:

C_HIST_ROUT_NAM 
	6483

	ROUTING UNIT 
	Routing Unit
	C_HIS_REQ_TB: C_HIST_ROUT_UNT_ID 
	4277

	REQUEST NUMBER
	Request Number

This field identifies individual requests maintaining continuity of various elements chosen as selection criteria.
	C_HIS_REQ_TB:

C_HIST_REQ_NUM 
	1044

	TCN
	Transaction Control Number

This number uniquely identifies the claim.
	X_HDR_TB:

C_TCN_NUM 
	1024

	TCN DESCRIPTION
	Transaction Control Number Description

Long description of the TCN. 
	Valid Values
	1024-V

	CLM STAT
	Claim Status Code

Indicates the current status of the claim.
	X_HDR_TB:

C_HDR_STAT_CD 
	1020

	CLM STAT (DESCRIPTION)
	Claim Status Code

A description of the claim status code.
	Valid Values
	1020-V

	MED TY
	Medium Source Code

This is the first character of the Transaction Code Number that identifies the input source of the claim. 
	X_HDR_TB:

C_BAT_MED_SRC_CD 
	0142

	MED TY (DESCRIPTION)
	Medium Source Code

A description of the claim medium source code.
	Valid Values
	0209-V

	TXN TY
	Transaction Type

Indicates the type of transaction.
	X_HDR_TB:

C_HDR_TXN_TY_CD 
	1030

	TXN TY (DESCRIPTION)
	Transaction Type

A description of the transaction type code.
	Valid Values
	1030-V

	MED REC
	Medical Record Number

This number from the UB-04 claim form allows a provider to identify a claim with his own number.
	X_HDR_ TB:

C_ MED_REC_NUM 
	1193

	PA 
	Prior Authorization Request Number

The unique number assigned to each prior authorization document.
	X_HDR_TB:

A_ID 


	0426

	CLM TY
	Claim Type Code

Indicates the type of claim.
	X_HDR_TB:

C_HDR_TY_CD 
	1031

	CLM TY (DESCRIPTION)
	Claim Type Code

A description of the claim type code.
	Valid Values


	1031-V

	DOC TY
	Document Type

Indicates the type of document submitted by the provider. 
	X_HDR_TB: C_BAT_DOC_TY_CD 
	0161

	DOC TY (DESCRIPTION)
	Document Type

A description of the claim document type code.
	Valid Values
	0161-V

	PYMT TY
	Payment Type

Indicates the effect this claim has on a provider’s payment. 
	X_HDR_TB: C_BAT_PYMT_TY_CD 
	0070

	PYMT TY (DESCRIPTION)
	Payment Type

A description of the claim payment type code.
	Valid Values
	0070-V

	TY OF BILL
	Bill Type

This field contains the type of bill field from the UB-04 claim form.  It is comprised of type-of-facility, class, and frequency.  This field and its subfields are used to determine the claim input form indicator for services billed on the UB-04 claim form.
	X_HDR_ TB:

C_TY_OF_BLL_1_2_CD

C_TY_OF_BLL_3_CD


	1180

1180-V

1179

1179-V

	TY OF BILL (DESCRIPTION)
	Bill Type

A description of the type of bill code.
	Valid Values 
	1180-V

1179-V

	MCO TCN
	The internal control number that is assigned by the Managed Care Organization to encounter. 
	X_HDR_ENCTR_TB: 

C_MCO_TCN_DAT
	1018

	CLIENT ID
	Client ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	X_HDR_TB:

B_ALT_ID 
	0535

	NAME
	Client Name

The system uses this attribute for the client’s name.
	X_HDR_TB:

B_FST_NAM

B_LAST_NAM

B_MI_NAM
	0637

0639

0640

	DOB
	Client Date of Birth

This is the client’s (CLNT) date of birth.
	X_HDR_TB:

B_DOB_DT
	0601

	AGE
	Client Age

The client’s age based on the oldest first date of service on the claim.
	X_HDR_TB:

C_HDR_CLNT_AGE 
	0971

	SEX
	Sex Code

This is the client’s (CLNT) sex code.
	X_HDR_TB:

B_GENDER_CD 
	0229

	MAJ PGM
	Client Major Program

The client’s major program code.
	X_HDR_TB:

B_MAJ_PROG_CD 
	4429

	MAJ PGM (DESCRIPTION)
	Client Major Program

A description of the client’s major program code.
	Valid Values 


	4429-V

	COE
	Client Aid Category

This indicates the client’s (CLNT) aid category.
	X_HDR_TB:

B_COE_CD 
	2678

	COE (DESCRIPTION)
	Client Aid Category

A description of the client’s aid category.
	Valid Values
	2678-V

	MCO CONTRACT
	MCO Contract Number

The number that identifies the MCO contract of the client.
	X_HDR_CAP_TB:

H_PLN_NUM
	1402

	PAT ACCT NUM
	Provider Own Reference Number

This field contains a provider’s client reference number.
	X_HDR_TB: C_HDR_PAT_ACCT_NUM 
	1016

	PAID DT
	Date Paid

The date that the MMIS processes the claim through the payment cycle.
	X_HDR_TB:

C_HDR_PD_DT 
	1017

	ADJUD DT
	Date of Adjudication

The date on which a claim transaction is approved or disallowed.  The date a claim was adjudicated.
	X_HDR_TB:

C_HDR_ADJUD_DT 
	0963



	FIRST
	First Date of Service

This date is the oldest first date of service from all of the line items.
	X_HDR_TB:

C_HDR_SVC_FST_DT 
	1022

	LAST
	Last Date of Service

This date is the most recent last date of service from all the line items.
	X_HDR_TB:

C_HDR_SVC_LST_DT 
	1023

	DT RECVD 
	Batch Date

The date that the claim was received.
	X_HDR_TB:

C_HDR_BATCH_DT 
	0965

	ICD VER CD
	ICD Version Code
	X_HDR_TB:

R_ICD_VER_CD
	

	TOTAL CHARGE
	Total Charge

The sum of the billed charges.
	X_HDR_TB:

C_TOT_CHRG_AMT 
	1025

	TPL PAID
	Total Third Party Payment Amount

The total third party amount received for the claim.
	X_HDR_TB:

C_TOT_TPL_AMT 
	1029

	NET CHARGE
	Net Claim Charge

The total charged less the total TPL charge bill by the provider.
	X_HDR_TB: C_TOT_NET_CHRG_AMT 
	1027

	INTERIM ADJUD DT
	Interim Adjudication Date

The date that the claim was last processed through the phase 1 of the adjudication cycle.
	X_HDR_TB:

C_HDR_ITERM_ADJ_DT 
	1008

	WARRANT/EFT NUM
	Warrant/EFT Number

The warrant number uniquely identifies a payment to a provider for a given payment cycle.
	X_HDR_WARRANT_TB: C_HDR_WARR_NUM 

X_HDR_WARRANT_TB:

C_EFT_TRC_ID
	

	REIMB AMOUNT
	Total Reimbursement Amount

The final payment amount for the claim. For claims priced at the line item, it is the total of all the line item reimbursement amounts.
	X_HDR_TB:

C_TOT_REIMB_AMT
	1028

	RA NUMBER
	Remittance Advice Number

The remittance advice number uniquely identifies a provider’s remittance advice for a given payment cycle.
	X_HDR_TB: C_HDR_WARR_RA_NUM 
	1042

	DEDUCT
	Medicare Deductible

The amount Medicaid will pay for the Medicare deductible for an eligible client when billed on a Medicare crossover claim.
	X_HDR_MCARE_TB: C_MCARE_DED_AMT 
	1108

	COINS
	Medicare Coinsurance

The amount of money Medicaid will pay for services only partially covered by Medicare.
	X_HDR_MCARE_TB: C_MCARE_COINS_AMT 
	1013

	PAID 
	Medicare Paid Amount

The amount paid by Medicare on a Medicare crossover claim.
	X_HDR_MCARE_TB: C_MCARE_PD_AMT 
	1110

	ALLOWED AMT
	Medicare Benefit Amount

The additional amount that Medicare does not pay for psychological services.
	X_HDR_MCARE_TB: C_OTHR_PSY_AMT 
	2418

	HIC NUM
	Medicare HIC Number

The number (at SSA) of the individual on whose earnings benefits are paid or eligibility is established for Medicare coverage.
	X_HDR_MCARE_TB: C_MCARE_HIC_ID 
	0959

	EOMB DT
	Medicare EOMB Date

In a Medicare crossover claim, the date that Medicare reimbursed the provider for Medicare services.
	X_HDR_MCARE_TB: C_HD_MCARE_EOMB_DT 


	0958

	REPLACED TCN
	Replaced TCN 

The transaction control number of the claim being credited or replaced.
	X_HDR_ADJ_VD_TB: C_REPLD_TCN_NUM 


	0702

	REPLACEMENT TCN
	Replacement TCN

The transaction control number of the claim credit or replacement that has credited or replaced this claim.
	X_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM 
	0702

	RSN CD
	Adjustment Reason Code

Indicates the reason for voiding or adjusting the claim.
	X_HDR_ADJ_VD_TB: C_HDR_ADJ_RSN_CD 
	0961

	RSN CD (DESCRIPTION)
	Adjustment Reason Code

A description of the adjustment reason code.
	Valid Values
	0961-V

	BILLING PROV 
	Billing Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	X_HDR_TB:

C_BLNG_PROV_ID 
	0403

	NAME
	Provider Name

The name of the provider of Medicaid services as used on official State records.
	P_PROV_TB:

P_NAM 
	1589

	TYPE
	Billing Provider Type

A code that designates the State’s classification of providers. 
	X_HDR_TB: C_BLNG_PROV_TY_CD 
	0733

	TYPE (DESCRIPTION)
	Billing Provider Type

A description of the billing provider type code.
	Valid Values
	0204-V

	SIGNATURE 
	Signature Indicator

A yes/no indicator that indicates whether a provider signed the claim. 
	X_HDR_TB:

C_PROV_SIGN_IND 
	1143

	BILLING PROV ADDRESS
	Provider Billing Address: Address Line 1, Address Line 2, City, State, and Zip code

This is the billing provider’s billing address.
	P_ADDR_TB:

P_LINE1_AD

P_LINE2_AD

P_CITY_NAM

P_ST_CD

P_ZIP4

P_ZIP5 
	1507

1508

1506

2638

1510

1511

	ATTNDG PROV 
	Attending Provider Number

The number of the provider who admits the client to the hospital. 
	X_HDR_ TB: C_ATNDG_PROV_ID 
	0711

	NAME
	Provider Name

The name of the provider of Medicaid services as used on official State records.
	P_PROV_TB:

P_NAM 
	1589

	SPECIALTY
	Provider Specialty

A code that designates the State’s classification of providers’ specialties.
	X_HDR_ TB: 

P_SPECL_CD 


	2653

	SPECIALTY (DESCRIPTION)
	Provider Specialty

A description of the provider specialty code.
	Valid Values
	2653-V

	OTHER PROV 
	Performing Provider Number

This field from the other provider field on the UB-04 claim form contains the performing provider number.
	C_HDR_ TB: C_OTHR_PROV_ ID 
	8329

	NAME
	Provider Name

The name of the provider of Medicaid services as used on official State records.
	P_PROV_TB:

P_NAM 
	1589

	ATTACHMENT CD
	Attachment Code

Five of the attachment indicators that contain a “Y” (Yes).
	Program Generated
	

	OTH INSURANCE INDICATOR
	Other Insurance Indicator

This field indicates whether or not “Other Insurance” is indicated by the contents of various fields on the claim form.
	X_HDR_TB:

C_OTHR_INSR_IND 
	3078

	OTH INSURANCE INDICATOR (DESCRIPTION)
	Other Insurance Indicator

A description of the other insurance indicator.
	 This should not be here since it is “Y” or “N”
	

	MEDICARE INFO
	Medicare Code

This field indicates whether or not Medicare covered the service. 
	X_HDR_TB: C_CLNT_MCARE_CD 
	0109

	MEDICARE INFO (DESCRIPTION)
	Medicare Code 

A description of the Medicare code.
	Valid Values
	0109-V

	COVERAGE FROM DATE
	First Date of Service

This date is the first date of service.
	X_HDR_TB: C_HDR_SVC_FST_DT 
	1022

	COVERAGE TO DATE
	Last Date of Service

This date is the last date of service.
	X_HDR_TB: C_HDR_SVC_LST_DT 
	1023

	COVERED DAYS
	Covered Days

The number of days the client was covered by Medicaid as calculated by the institution.
	X_HDR_ TB: C_CVRD_DAYS_NUM 
	1184

	NON-COVERED DAYS
	Non-Covered Days

The number of days the client was not covered by Medicaid as calculated by the institution.
	X_HDR_ TB: C_NCVRD_DAYS_NUM 
	1116

	PATIENT STATUS
	Patient Status

Indicates where or under what conditions a client was discharged from an institution. 
	X_HDR_ TB:

C_PAT_STAT_CD 
	0168

	PATIENT STATUS (DESCRIPTION)
	Patient Status

A description of the patient status code.
	Valid Values
	0168-V

	ADM DATE
	Admission Date

The date the client was admitted to the institution.
	X_HDR_ TB: 

C_ ADMIT_DT 
	0758

	ADM HOUR
	Admission Hour

The hour the client was admitted to the institution.
	X_HDR_ TB: C_UB-04_ADM_HR_CD 
	1182

	ADM TYPE
	Admit Type

A code describing the admission of the client to an institution.
	X_HDR_ TB: C_TY_OF_ADM_CD 
	0137

	ADM TYPE – (DESCRIPTION)
	Admit Type

A description of the admit type code.
	Valid Values
	0137-V

	ADM SOURCE
	Admit Source

A code indicating the source of the admission.
	X_HDR_ TB: 

C_ADM_SRC_CD
	0138

	ADM SOURCE – (DESCRIPTION)
	Admit Source

A description of the admit type code.
	Valid Values
	0138-V

	DISCHARGE HOUR
	Discharge Hour

The hour the client was discharged from the institution.
	X_HDR_ TB: C_UB-04_DISCH_HR_CD
	1186

1182-V

	DIAGNOSIS CODES - PRINCIPAL
	Diagnosis Code 

A table of codes identifying medical conditions.  The principal diagnosis code is the first occurrence of a diagnosis code on a claim. 
	X_HDR_DIAG_TB: 

R_DIAG_CD
	1931

	PRINCIPAL (DESCRIPTION)
	Diagnosis Name

The generally accepted nomenclature for a diagnosis code.
	Valid Values
	1931-V

	POA INDICATOR
	Present On Admission Indicator
	X_HDR_DIAG_TB
C_POA_IND
	

	ADMITTING
	Admit Diagnosis Code

The primary reason why a client was admitted to a facility.
	X_HDR_ TB: C_UB-04_A_DIAG_CD
	1032

	ADMITTING (DESCRIPTION)
	Diagnosis Name

The generally accepted nomenclature for a diagnosis code.
	Valid Values
	1032-V

	OTHER
	Diagnosis Code 
A table of codes identifying medical conditions.
	X_HDR_DIAG_TB: 

R_DIAG_CD
	1756

	POA INDICATOR
	Present On Admission Indicator
	X_HDR_DIAG_TB
C_POA_IND
	

	OTHER (DESCRIPTION)
	Diagnosis Name

The generally accepted nomenclature for a diagnosis code.
	Valid Values
	1756-V

	PRINCIPAL
	Procedure Code

Uniquely identifies a service rendered by the provider. The principal surgical procedure code is the first occurrence of a surgical procedure code on a claim.
	X_HDR_ICD_TB: 

R_ICD9_CD


	1931

	PRINCIPAL DESCRIPTION
	Procedure Name

The generally accepted nomenclature for a medical, surgical, dental, etc. procedure or for a supply product.
	Valid Values
	1931-V

	PRINCIPAL DATE
	Date of Surgery

The day surgery was performed. 
	X_HDR_ICD_TB: C_HDR_UB-04_ICD9_DT
	1035

	OTHER
	Procedure Code

Uniquely identifies a service rendered by the provider.
	X_HDR_ICD_TB:

R_ICD9_CD
	1931

	OTHER (DESCRIPTION)
	Procedure Name

The generally accepted nomenclature for a medical, surgical, dental, etc. procedure or for a supply product.
	Valid Values
	1931-V

	OTHER DATE
	Date of Surgery

The day surgery was performed.
	X_HDR_ICD_TB: C_HDR_UB-04_ICD9_DT 
	1035

	CONDITION CODES
	Condition Code

This field is used to indicate the condition code.
	X_HDR_COND_CD_TB: C_COND_CD
	0158

	CONDITION CODES (DESCRIPTION)
	Condition Code

A description of the condition code.
	Valid Values
	0158-V

	OCCURRENCE CODES
	Occurrence Code
A code defining a significant event related to this bill that may affect
payer processing. (Box 32 through 35 on the UB-04 claim form, up to eight occurrence codes can be entered.)
	X_HDR_OCC_CD_TB: C_OCC_CD
	0159

	OCCURRENCE CODES (DESCRIPTION)
	Occurrence Code

A description of the occurrence code.
	Valid Values
	0159-V

	OCCURRENCE DATES
	Occurrence Code Date
The corresponding date for the occurrence code.

BUSINESS RULES:
For UB-04 claim, it is “Occurrence Date” (boxes 32A, 32B, 33A, 33B, 34A, 34B, 35A, and 35B).
	X_HDR_OCC_CD_TB: C_UB-04_OCC_CD_DT


	1194

	VALUE CODES
	Value Code
A code structure to relate amounts or values to identified data elements necessary to process the claim as qualified by the payer organization.  (Box 39 through 41 on the UB-04 claim form, up to 12 value codes can be entered.)
	X_HDR_VALU_CD_TB: C_VALU_CD


	0157

	VALUE CODES (DESCRIPTION)
	Value Code

A description of the value code.
	Valid Values
	0157-V

	VALUE AMOUNTS
	Value Amount

This field contains a dollar amount that is associated with the related value code.
	X_HDR_VALU_CD_TB: C_UB-04_VALU_CD_AMT
	1199

	OCCURRENCE SPANS
	Occurrence Span Code

This field represents a code that identifies an event that relates to the payment of a claim.  It is found on a UB-04 invoice.
	X_HDR_OCC_SPN_TB: C_OCC_SPN_CD
	0172

	OCCURRENCE SPANS (DESCRIPTION)
	Occurrence Span Code

A description of the occurrence span code.
	Valid Values
	0172

	OCCURRENCE SPAN (FROM) DATES
	Occurrence Span From Date

This is the from date entered from form locator 33 on an inpatient claim or inpatient crossover claim.
	X_HDR_OCC_SPN_TB: C_OCC_SPN_FR_DT
	1118

	OCCURRENCE SPAN (TO) DATES
	Occurrence Span From Date

This is the from date entered from form locator 33 on an inpatient claim or inpatient crossover claim.
	X_HDR_OCC_SPN_TB: C_OCC_SPN_THRU_DT
	1119

	PAYER CODE
	Payer Code

This field indicates the relationship of the payer to the client.
	This field has nothing moved to it but was left in the program
	

	COB Filing Indicator Code
	COB Filing Indicator Code

28 different Organizations for Coordination of Benefits
	X_HDR_COB_TB:

C_COB_FLN_IND_CD
	1384

	COB Fililng Indicator Code (DESCRIPTION)
	COB Filing Indicator Code

A description of the COB Filing Indicator  code.
	Valid Values Description
	1384-V

	PROV NBR
	COB Provider Number

This is the COB provider number entered on a UB-04 claim form.  Up to three numbers can be entered on a claim form.  The system inspects the payer type field to determine the type of provider number entered and places the number in the proper field for processing.
	X_HDR_COB_TB: C_COB_PYR_ID


	0462

	PRIOR PAYMENT
	Prior Payments

The amount the provider has received from the associated payer.
	X_HDR_COB_TB: 

C_COB_PYR_ PYMT_AMT
	3777

	ESTIMATE AMT DUE
	Payer Estimated Amount Due

The amount that the associated payer expects to receive in payment for services.
	X_HDR_COB_TB: C_UB-04_EST_DUE_AMT
	1189

	ID NUMBER
	Client Certification Number

This field contains the various client identification numbers entered on a UB-04 claim form.  Up to three numbers may be entered on a claim.  The client ID code indicates the type of number contained in each occurrence of this field.
	X_HDR_COB_TB: C_CERT_SSN_HIC_ID
	1155

	TREATMENT AUTH CODE
	Treatment Authorization Code

This is the treatment authorization code entered on a UB-04 claim form.  Up to three codes can be entered on a claim.  The system inspects the payer type field to determine the type of provider number entered and places the number in the proper fields for processing.
	X_HDR_COBTB: C_UB-04_PYR_AUTH_CD
	1195

	LTC PROVIDER ID
	Long Term Care Provider Identification Number

The provider’s long term care number from the Provider Master database.
	X_HDR_ TB:

C_LTC_PROV_ID


	9983

	OUTLIER DAYS
	Outlier Days

Outlier days are calculated by the system if the claim calculated covered days is greater than the trim point on the DRG record.  This is then used to calculate the base rate change if necessary.  Refer to the pricing exhibit for the exact pricing algorithm.
	X_HDR_ TB: 

C_OUTLIER_DAYS_NUM
	1125

	COS
	Provider Category of Service Code

A code that categorizes the provider’s service.
	X_HDR_ TB:

C_COS_CD
	0175

	COS (DESCRIPTION)
	Provider Category of Service Code

A description of the category of service code.
	Valid Value
	0175-V

	BASE RATE AMT
	Base Rate

The base rate is the basic payment rate used to calculate the reimbursement amount for a claim.  For example, the base rate would contain a DRG amount for inpatient hospital priced using a DRG.  This rate is used for priced at the header level.
	X_HDR_TB:

C_HDR_BSE_AMT
	0968

	BASE RATE SRC
	Base Amount Source Code
Identifies the source for the base amount.
	X_HDR_ TB: C_BSE_AMT_SRC_CD
	0167

	BASE RATE SRC (DESCRIPTION)
	Base Amount Source Code
A description of the base rate source code.
	Valid Value
	0167-V

	CALC COV DAYS
	Days Covered
The days of care covered by the primary payer, as qualified by the payer organization.

BUSINESS RULES:
For UB-04, it is “COV D” (box 7).
	X_HDR_ TB: C_CALC_DAYS_NUM
	1183

	CALC ALLOWED AMT
	Calculated Allowed Amount

The allowed charge calculated by the system.  This amount is determined by determining a claim’s base rate and applying the base rate change amounts.
	X_HDR_ TB: C_CALC_ALLOW_AMT


	0743

	DRG
	DRG Code
A code that uniquely identifies a DRG (DRG/e) within a different version.  An outside party, 3M, assigns the DRG code (DRG_CD).
	X_HDR_ TB:

R_DRG_CD


	1813

	COST CENTER
	Cost Center

This is the code used to identify a unique funding source.
	X_HDR_ TB: C_COST_CENTER_CD
	7827

	ALLOWED AMT
	Allowed Charge

The payment recognized as the reasonable charge for the specific service usually the lesser of the billed amount or the allowed amount in the fee schedule.
	X_HDR_ TB: C_HDR_ALLOW_AMT


	0964

	PA 
	Prior Authorization Number

The unique number assigned to each prior authorization document.
	X_HDR_TB:

A_ID
	0426

	REIMB AMT
	Total Reimbursement
The final payment amount for the claim line.
	X_LI_TB:

C_LI_REIMB_AMT
	1087

	REIMB STATUS
	Line item Reimbursement Status

Indicates how the line item reimbursement status was determined.  For paid line items, the line item reimbursement status indicates the source of the line item reimbursement amount (either the system calculated allowed charge or the billed amount).  For denied line items this field indicates that the line item is denied.
	X_LI_TB:

C_REIMB_STAT_CD
	0162

	REIMB STATUS (DESCRIPTION)
	Line Item Reimbursement Status

A description of the Reimbursement Status code.
	Valid Values
	0162-V

	TOTAL CHARGES
	Total Charge

The sum of the billed charges.
	X_HDR_TB:

C_TOT_CHRG_AMT
	1025

	TOT NON-COV
	Total Non-Covered Charge

The sum of the non-covered charges.
	X_HDR_ TB: C_NCVRD_CHRG_AMT
	1177

	PATIENT PAYMENT AMT
	Patient Payment Amount

The amount of the claim the patient is responsible for.
	X_HDR_TB:

C_PAT_ LIAB_AMT
	1137

	BASE RATE CHG AMT
	Base Amount Change Total
The total of the base amount change for the corresponding base amount change reason.
	X_HDR_ TB: C_HDR_BSE_AMT
	0968

	BASE RATE CHG RSN
	Base Rate Change Reason Code

The base rate change reason code identifies the purpose of the amount located in the base rate change amount field.
	X_HDR_ TB: C_BSE_AMT_SRC_CD


	0167

	BASE RATE CHG RSN (DESCRIPTION)
	Base Rate Change Reason Code

A description of the base rate reason code.
	Program Generated
	0167-V

	ATTACHMENT CODES(1ST LI ATTACHMENT CODE)
	1ST Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_1ST_CD
	6701

	ATTACHMENT CODES(1ST LI  CODE DESCRIPTION)
	1st Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(2ND LI ATTACHMENT CODE)
	2nd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_2ND_CD
	6701

	ATTACHMENT CODES(2ND LI  CODE DESCRIPTION)
	2nd Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(3RD LI ATTACHMENT CODE)
	3rd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_3RD_CD
	6701

	ATTACHMENT CODES(3RD LI  CODE DESCRIPTION)
	3rd Line Item Attachment Code Description
	Valid Values
	6701-V

	LI
	Line Item Code

The unique number that identifies the line item within the claim.
	X_LI_TB:

C_LI_NUM
	1073

	REVENUE CODE
	Revenue Code

A code that identifies a specific accommodation, ancillary service or billing calculation.
	X_LI_ TB:

R_REV_CD
	2112

	PROC CD
	Procedure Code

Uniquely identifies a service rendered by the provider.
	X_LI_TB:

R_PROC_CD
	2042

	MODS1
	Procedure Code Modifier

The procedure code modifier is used to further define the service on the claim line item.
	X_LI_TB:

C_PROC_MOD_1ST_CD
	0489

	MODS2
	Procedure Code Modifier 2

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_2ND_CD
	0490

	MOD - 3
	Procedure Code Modifier 3

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_3RD_CD 


	5103

0139-V

	MOD - 4
	Procedure Code Modifier 4

The procedure code modifier two is used to further define the service on the claim line item.  
	X_LI_TB: C_PROC_MOD_4TH_CD 


	5286

0139-V

	RATE
	Rate Amount

The charge per unit for service performed by the provider.
	X_LI_ TB: C_LI_UB-04_RATE_AMT
	1093

	DATES OF SERVICE
	Dates of Service: First

This is the first (from) date of service for the line item.
	X_LI_TB:

 C_LI_FST_DOS_DT
	1080

	UNITS
	Submitted Units

The units submitted by the provider for the line item.
	X_LI_TB: C_LI_SUBM_UNT_NUM
	1092

	COVERED CHARGES
	Line Item Submitted Charge

The billed amount for the service for the line item.
	X_LI_TB: C_LI_SUBM_CHRG_AMT
	1091

	NON-COVERED CHARGES
	Non-Covered Charge

Charges for services not covered by Medicaid.
	X_LI_ TB:

C_NCVRD_CHRG_AMT
	1177

	ALLOWED UNITS
	Units of Service

The units the MMIS allowed for the line item service.
	X_LI_TB: C_LI_ALLOW_UNT_NUM
	1070

	ALLOWED AMOUNT
	Line Item Allowed Charge

The amount the MMIS allowed for the line item service.
	C X_LI_TB: _LI_ALLW_CHRG_AMT
	1071

	REIMBURSEMENT AMOUNT
	Line Item Reimbursement Amount

The final payment amount for the line item.
	X_LI_TB:

C_LI_REIMB_AMT
	1087

	REIMBURSEMENT UNITS
	Reimbursement Units

The units the MMIS reimbursed for the line item service.
	X_LI_TB: C_LI_REIMB_UNT_NUM
	1088

	REVENUE NM
	Revenue Name

The generally accepted nomenclature for a medical, surgical, dental, etc. procedure or for a supply product.
	R_REV_TB: R_PROC_SHORT_DESC
	2092

	REIMB STAT
	Line Item Reimbursement Status

Indicates how the line item reimbursement amount was determined.
	X_LI_TB:

C_REIMB_STAT_CD
	0162

	REIMB STAT (DESCRIPTION)
	Line Item Reimbursement Status

A description of the line item reimbursement status.
	Valid Values
	0162-V

	BASE RATE - AMT
	Base Rate

The base rate is the basic payment rate used to calculate the reimbursement amount for a claim.  For example, the base rate would contain a DRG amount for inpatient hospital priced using a DRG.  This rate is used for priced at the header level.
	X_LI_TB:

C_LI_BSE_AMT
	1072

	BASE RATE - SRC
	Base Amount Source Code
Identifies the source for the base amount.
	X_LI_TB:

C_BSE_AMT_SRC_CD
	0167

	BASE RATE– SRC (DESCRIPTION)
	Line Item Base Rate Source

A description of the base rate source code.
	Valid Values
	0167-V

	NM
	Procedure Name

The generally accepted nomenclature for a medical, surgical, dental, etc. procedure or for a supply product.
	R_PROC_TB: R_PROC_SHORT_DESC
	2092

	MOD1
	Modifier 1 Name 

The short description of the procedure code modifier.
	X_LI_TB:

R_PROC_MOD_1_CD
	1700

	MOD2
	Modifier 2 Name

The short description of the procedure code modifier.
	X_LI_TB:

R_PROC_MOD_2_CD
	2073

0139-V

	CALC ALLW AMT
	Line Item Calculated Allowed Amount

The allowed charge calculated by the system.  This amount is determined by determining a claim’s base rate and applying the base rate change amounts.
	X_HDR_ TB: C_CALC_ALLOW_AMT
	0743

	CLIA NBR
	CLIA Number

The lab certification number of the provider.
	X_LI_TB:

C_LI_CLIA_NUM
	1075

	NUM
	Prior Authorization Number

The unique number assigned to each prior authorization document.
	X_HDR_TB:

A_ID
	0426

	LI
	Prior Authorization Line Number

The number assigned to each prior authorization line item.
	X_LI_TB:

A_LI_NUM
	0429

	COS
	Provider Category of Service Code

A code that categorizes the provider’s service.
	X_LI_TB:

C_COS_CD
	0175

	COS (DESCRIPTION)
	Category of Service Code

A description of the category of service.
	Valid Values
	0175-V

	COST CENTER
	Cost Center

This is the code used to identify a unique funding source.
	X_LI_TB:

C_COST_CENTER_CD
	7827

	BASE RATE CHNG - AMT
	Line Item Base Rate Change Amount

The line item base rate change amount field contains an amount by which the line item base rate is increased or cutback.  
	X_LI_BSE_CHG_TB:

C_BSE_AMT_CHG_AMT
	0736

	BASE RATE CHNG - RSN
	Line Item Base Rate Change Reason Code

The line item base rate change reason code identifies the function of the amount contained in the line item base rate change amount.  
	X_LI_BSE_CHG_TB: C_BSE_CHNG_RSN_CD
	0737

	BASE RATE CHNG – RSN (DESCRIPTION)
	Line Item Base Rate Change Reason Code

The description of the base rate change reason code.
	Valid Values
	0737-V

	ATTACHMENT CODES(1ST LI ATTACHMENT CODE)
	1ST Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_1ST_CD
	6701

	ATTACHMENT CODES(1ST LI  CODE DESCRIPTION)
	1st Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(2ND LI ATTACHMENT CODE)
	2nd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_2ND_CD
	6701

	ATTACHMENT CODES(2ND LI  CODE DESCRIPTION)
	2nd Line Item Attachment Code Description
	Valid Values
	6701-V

	ATTACHMENT CODES(3RD LI ATTACHMENT CODE)
	3rd Line Item Attachment Code
	X_LIT_TB

C_LI_ATT_3RD_CD
	6701

	ATTACHMENT CODES(3RD LI  CODE DESCRIPTION)
	3rd Line Item Attachment Code Description
	Valid Values
	6701-V

	DEDUCTIBLE
	Medicare Deductible

The amount Medicaid will pay for the Medicare deductible for an eligible client when billed on a Medicare crossover claim. 
	X_HDR_MCARE_TB: C_MCARE_DED_AMT
	1108

	COINSURANCE
	 Medicare Coinsurance

The amount of money Medicaid will pay for services only partially covered by Medicare.
	X_HDR_MCARE_TB: C_MCARE_COINS_AMT
	1013

	BENEFIT AMT
	Medicare Paid Amount

The amount paid by Medicare on a Medicare crossover claim.
	X_HDR_MCARE_TB: C_MCARE_PSY_AMT
	2418

	PAID
	Paid Amount
	X_HDR_MCARE_TB: C_MCARE_PD_AMT
	1110

	EXC
	Exception Code

The code uniquely identifies an error condition.
	X_LI_EXC_TB: R_CLM_EXC_CD
	1737

	LI
	Line Item Code
The unique number that identifies the line item within the claim.
	X_LI_EXC_TB:

C_LI_NUM
	1073

	STATUS
	Exception Status

The current status of the exception.
	X_LI_EXC_TB: R_CLM_EXC_DISP_CD
	0156

	STATUS (DESCRIPTION)
	Exception Status

The description of the exception status.
	Valid Values
	0156-V

	USER
	Clerk ID

A seven-character ID number that uniquely identifies any MMIS user.
	X_LI_EXC_TB: C_LI_EXC_CLRK_ID
	1077

	DESC
	Exception Short Description

A short description of the exception code.
	R_CLM_EXC_TB: R_EXC_SHORT_DESC
	1907

	
	PHARMACY FORMAT
	
	

	ROUTING NAME 
	Routing Name
	C_HIST_REQ_TB: C_HIST_ROUT_NAM
	6483

	ROUTING UNIT
	Routing Unit
	C_HIST_REQ_TB: C_HIST_ROUT_UNT_ID
	4277

	REQUEST NUMBER
	Request Number

This field identifies individual requests maintaining continuity of various elements chosen as selection criteria.
	C_HIST_REQ_TB: C_HIST_REQ_NUM
	1044

	TCN
	Transaction Control Number

This number uniquely identifies the claim.
	X_HDR_TB:

C_TCN_NUM
	1024

	XXXXXXXXX1  
	Long description of the type of claim. 
	Valid Values
	1024-V

	CLM STAT
	Claim Status Code

Indicates the current status of the claim.
	X_HDR_TB: 

C_HDR_STAT_CD
	1020

	CLM STAT (DESCRIPTION)
	Claim Status Code

A description of the claim status code.
	Valid Value
	1020-V

	MED TY
	Medium Source Code

This is the first character of the transaction control number that identifies the input source of the claim. 
	X_HDR_TB: C_BAT_MED_SRC_CD
	0142

	MED TY (DESCRIPTION)
	Medium Source Code

A description of the claim medium source code.
	Valid Values
	0209-V

	TXN TY
	Transaction Type

Indicates the type of transaction.
	X_HDR_TB: C_HDR_TXN_TY_CD
	1030

	TXN TY (DESCRIPTION)
	Transaction Type

A description of the transaction type code.
	Valid Values
	1030-V

	CLM TY
	Claim Type Code

Indicates the type of claim.
	X_HDR_TB: 

C_HDR_TY_CD
	1031

	CLM TY (DESCRIPTION)
	Claim Type Code

A description of the claim type code.
	Valid Values
	1031-V

	DOC TY
	Document Type

Indicates the type of document submitted by the provider. 
	X_HDR_TB: C_BAT_DOC_TY_CD
	0161

	DOC TY (DESCRIPTION)
	Document Type

A description of the claim document type code.
	Valid Values
	0161-V

	PYMT TY
	Payment Type

Indicates the effect this claim has on a provider’s payment. 
	X_HDR_TB: C_BAT_PYMT_TY_CD
	0070

	PYMT TY (DESCRIPTION)
	Payment Type

A description of the claim payment type code.
	Valid Values
	0070-V

	MCO TCN
	Managed Care Organization Transaction Control Number

The internal control number that is assigned by the Managed Care Organization to encounter. 
	X_HDR_ENCTR_TB: 

C_MCO_TCN_DAT
	1018

	CLIENT ID
	Client ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	X_HDR_TB:

B_ALT_ID


	0535

	NAME
	Client Name

The system uses this attribute for the client’s name.
	X_HDR_TB:

B_FST_NAM

B_LAST_NAM

B_MI_NAM
	0637

0639

0640

	DOB
	Client Date of Birth

This is the client’'s (CLNT) date of birth.
	X_HDR_TB: 

C_CLNT_DOB_DT
	0972

	AGE
	Client Age

The client’s age based on the oldest first date of service on the claim.
	X_HDR_TB: 

C_HDR_CLNT_AGE
	0971

	SEX
	Sex Code

This is the client’s (CLNT) sex code.
	X_HDR_TB: 

B_GENDER_CD
	0229

	MAJ PGM
	Client Major Program

The client’s major program code.
	X_HDR_TB: 

B_MAJ_PROG_CD
	4429

	MAJ PGM (DESCRIPTION)
	Client Major Program

A description of the client’s major program code.
	Valid Values
	4429-V

	COE
	Client Aid Category

This indicates the client’s (CLNT) aid category.
	X_HDR_TB:

B_COE_CD
	2678

	COE  (DESCRIPTION)
	Client Aid Category

A description of the client’s aid category.
	Valid Values
	2678-V

	MCO CONTRACT
	MCO Contract Number

The number that identifies the MCO contract of the client.
	X_HDR_CAD_TB: 

H_PLN_NUM
	1402

	DRUG GRP
	Drug Group

The generic code assigned to this drug.
	X_HDR_DRUG_TB: C_DRUG_GROUP_ID
	0844

	PAID DT
	Date Paid

The date that the MMIS processes the claim through the payment cycle.
	X_HDR_TB: 

C_HDR_PD_DT
	1017

	ADJUD DT
	Date of Adjudication

The date on which a claim transaction is approved or disallowed.  The date a claim was adjudicated.
	X_HDR_TB: 

C_HDR_ADJUD_DT
	0963

	DT FILLED
	First Date of Service

This date is the first date of service on the claim.
	X_HDR_DRUG_TB: C_DRUG_FILLED_DT
	0839

	DT WRITN
	Date Written

This is the date the prescription was written.
	X_HDR_DRUG_TB: C_DRUG_PRESCR_DT
	0860

	DT RECVD
	Batch Date

The date that the claim was received.
	X_HDR_TB: C_HDR_BATCH_DT
	0965

	ICD VER CD
	ICD Version Code
	X_HDR_TB:

R_ICD_VER_CD
	

	TOTAL CHARGE
	Total Charge

The sum of the billed charges.
	X_HDR_TB: C_TOT_CHRG_AMT
	1025

	TPL PAID
	Total Third Party Payment Amount

The total third party amount received for the claim.
	X_HDR_TB: 

C_TOT_TPL_AMT
	1029

	NET CHARGE
	Net Claim Charge

The total charged less the total TPL charge bill by the provider.
	X_HDR_TB: C_TOT_NET_CHRG_AMT
	1027

	WARRANT/EFT NUM
	Warrant/EFT Number

The warrant/EFT number uniquely identifies a payment to a provider for a given payment cycle.
	X_HDR_WARRANT_TB: C_HDR_WARR_NUM

X_HDR_WARRANT_TB:

C_EFT_TRC_ID
	

	REIMB AMOUNT
	Total Reimbursement Amount

The final payment amount for the claim. For claims priced at the line item, it is the total of all the line item reimbursement amounts.
	X_HDR_TB: C_TOT_REIMB_AMT
	1028

	RA NUMBER
	Remittance advice Number

The remittance advice number uniquely identifies a provider’s remittance advice for a given payment cycle.
	X_HDR_TB: C_HDR_WARR_RA_NUM
	1042

	REPLACED TCN
	Replaced TCN 

The transaction control number of the claim being credited or replaced.
	X_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM
	0701

	REPLACEMENT TCN
	Replacement TCN

The transaction control number of the claim credit or replacement that has credited or replaced this claim.
	X_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM
	0702

	RSN CD
	Adjustment Reason Code

Indicates the reason for voiding or adjusting the claim.
	X_HDR_ADJ_VD_TB: C_HDR_ADJ_RSN_CD
	0961

	RSN CD (DESCRIPTION)
	Adjustment Reason Code

A description of the adjustment reason code.
	Valid Values
	0961-V

	BILLING PROV NUM
	Billing Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	X_HDR_TB:

C_BLNG_PROV_ID
	0403

	NAME
	Provider Name

The name of the provider of Medicaid services as used on official State records.
	P_PROV_TB:

P_NAM
	1589

	TYPE
	Billing Provider Type

A code, which designates the State’s classification of providers. 
	X_HDR_TB: C_BLNG_PROV_TY_CD


	0733

	TYPE (DESCRIPTION)
	Billing Provider Type

A description of the billing provider type code.
	Valid Values
	0204-V

	SIGNATURE
	Signature Indicator

A yes/no indicator that indicates whether a provider signed the claim.
	X_HDR_TB:

C_PROV_SIGN_IND


	1143

	NABP/STATE ID
	The NABP provider number assigned to this provider.
	X_HDR_DRUG_TB: C_NABP_PROV_ID
	1114

	PRESCRIBER PROV NBR
	Prescribing physician's provider number.
	X_HDR_DRUG_TB: C_PRESCR_PROV_ID
	1140

	PRESCRIBER PROV NAME
	Provider Name

The name of the provider of Medicaid services as used on official State records.
	P_PROV_TB:

P_NAM
	1589

	OTHER INSURANCE IND
	Other Insurance Indicator

This field indicates whether or not “Other Insurance” is indicated by the contents of various fields on the claim form.
	X_HDR_TB:

C_OTHR_INSR_IND
	3078

	OTHER INSURANCE IND (DESCRIPTION)
	Other Insurance Indicator

A description of the other insurance indicator. 
	Program Generated This should not be here since it is “Y” or “N”
	

	TEST/PROD
	Test/Prod Indicator

A code indicating that the claim is a result of an actual service, or to be used for testing purposes.
	Spaces as this field no longer exists in the table
	

	TEST/PROD (DESCRIPTION)
	Test/Prod indicator

A description of the test/prod indicator
	Spaces
	

	CROSS REF ID
	Cross Reference ID

If a client has multiple client ID’s, the client ID that the claim was filed under.
	X_HDR_TB:

B_ALT_ID
	0535

	UNIT DOSE
	Unit Dose

A code indicating how the drug should be dispensed.
	X_HDR_DRUG_TB: C_UNIT_DOSE_CD
	1200

	UNIT DOSE (DESCRIPTION)
	Unit dose

A description of the unit dose code.
	Spaces
	

	DRUG NDC
	Drug Name

The accepted nomenclature accepted by the State to uniquely identify a particular drug.
	X_LI_TB: R_DRUG_CD
	1813

	RX NUMBER
	Prescription Number
The prescription number assigned by the pharmacy for the dispensed drug. Expanded from 10 to 12 bytes as part of 5010.

BUSINESS RULES:
For drug, it is the “RX No.”
	X_HDR_DRUG_TB: C_HDR_DRUG_RX_NUM


	0990

	NEW/REFILL
	New/Refill indicator

Y/N indicator determined by the value in the WG-C-RX-REFLL-NUM field.  A value of 0 = “Y”, otherwise “N”.
	
	

	DAW
	Dispensed As Written Code

A code indicating why a generic equivalent was not dispensed.
	X_HDR_DRUG_TB:

C_DAW_CD
	0246

	DAW (DESCRIPTION)
	Dispensed As Written Code

A description of the dispensed as written code.
	Valid Values
	0246-V

	COMPOUND CODE
	Compound Code

A field indicating if the drug is a compound prescription
	X_HDR_DRUG_TB: C_DRUG_CMPND_CD
	0824

	CERT CODE
	Certification Code

A field detailing any special processing that was used in the adjudication of this claim.
	X_HDR_DRUG_TB: C_HDR_DRUG_CERT_CD


	0985

	REFILLS
	Number of Refills

The number of authorized refills for this prescription.
	X_HDR_DRUG_TB:

C _RX_REFLL_NUM
	1159

	RX OVERRIDE
	Prescription Override

A code indicating special circumstances, such as a lost prescription, as indicated by the pharmacy on this claim.
	X_HDR_DRUG_TB:

C_DRUG_RX_OVRRD_CD
	0874

	RX OVERRIDE (DESCRIPTION)
	Prescription Override

A description of the prescription override code.
	Valid Values
	0874-V

	ELIG OVERRIDE
	Eligibility Override
	X_HDR_DRUG_TB:

C_ELIG_OVRRD_IND
	0882

	ELIG OVERRIDE (DESCRIPTION)
	Eligibility Override

A description of the eligibility override code.
	Valid Values
	0882-V

	MGMT OVERRIDE
	Management Override

A code indicating which processing edits were overridden by the Pharmacy Service Manager.
	X_HDR_DRUG_TB:

C_MGMT_OVRRD_IND
	1112

	MGMT OVERRIDE (DESCRIPTION)
	Management Override

A description of the management override code.
	Valid Values
	1112-V

	PA IND
	Prior Authorization Indicator

A code indicating that the drug was prior authorized
	X_HDR_ TB:

C_PRIOR_AUTH_IND
	1148

	DRUG NAME
	Drug Name

The accepted nomenclature accepted by the State to uniquely identify a particular drug.
	R_ DRUG_TB:

R_DRUG_NAM
	1855

	SUBMITTED QTY
	Submitted Quantity

The number of metric units as submitted on the claim form.
	X_HDR_DRUG_TB:

C_DRUG_SUB_QTY_AMT
	0991

	PAID QTY
	Paid Quantity

The number of metric units that were considered as paid for in the claim.
	X_HDR_DRUG_TB:

C_DRUG_PD_QTY_AMT
	0989

	SUBMITTED DAYS
	Submitted Days

The estimated number of days that the prescription will last.
	X_HDR_DRUG_TB:

C_SUB_DAY_SPLY_AMT
	1170

	PAID DAYS
	Paid Days

The number of days supply for which the claim was paid.
	X_HDR_DRUG_TB:

C_PD_DAYS_SPLY_AMT
	1138

	SUBMITTED INGRED COST
	Submitted Ingredient Cost

The amount of the claim charges submitted that is directly related to the cost of the drug ingredients.
	Zeros are moved to this field as it is no longer available
	

	ALLOWED INGRED COST
	Allowed Ingredient Cost

The calculated allowed amount based on price per unit, the number of units, and discount percent.
	X_HDR_DRUG_TB:

C_ALLW_INGRED_AMT
	0710

	OTHER AMT
	Other Insurance Amount

The amount another carrier paid for this claim.
	 Zeros are moved to this field as it is no longer available
	

	PATIENT DAW DIFF
	Patient DAW Difference

The costs the client paid in order to receive the prescribed drug versus its generic equivalent.
	 Zeros are moved to this field as it is no longer available
	

	INGRED DISCOUNT PRCT
	Ingredient Discount Percent

The percentage discount applied to this claim.
	Zeros are moved to this field as it is no longer available
	

	SUBMITTED TAX
	Submitted Tax

The amount of sales tax applicable to this claim as submitted by the provider.
	Zeros are moved to this field as it is no longer available
	

	TAX PAID
	Tax Paid

The amount of sales tax paid on this claim.
	Zeros are moved to this field as it is no longer available
	

	DISPENSING FEE
	Dispensing Fee

The paid amount of this claim directly related to the dispensing fee of the provider.
	X_HDR_DRUG_TB:

C_DISP_FEE_AMT
	0817

	DEDUCTIBLE
	Deductible Amount

The amount of the claim that was applied to the individual or family deductible.
	Zeros are moved to this field as it is no longer available
	

	TOTAL CHARGE
	Total Charge

The sum of the billed charges.
	X_HDR_TB:

C_TOT_CHRG_AMT
	1025

	ALLOWED CHRG
	Allowed Charge

The amount the MMIS allowed for the claim.
	X_HDR_ TB:

C_HDR_ALLOW_AMT
	0964

	ALLOWED SRC
	Allowed source

Source code for the allowed charged amount.
	X_HDR_ TB:

C_BSE_AMT_SRC_CD
	0167

	COPAY PERCENT
	Copay Percentage

The cost of the prescription the client bears as a result of a co-payment.
	 Zeros are moved to this field as it is no longer available
	

	CUTBACK CODES
	Cutback Code
	This field is no longer available and spaces are move to these fields


	

	CUTBACK CODES (DESCRIPTION)
	Cutback Code

A description of the cutback code.
	 This field is no longer available and spaces are move to these fields
	

	COS
	Provider Category of Service Code

A code that categorizes the provider’s service.
	X_HDR_
	0175

	COS (DESCRIPTION)
	Category of Service Code

A description of the category of service.
	Valid Values
	0175V

	COST CENTER
	Cost Center

This is the code used to identify a unique funding source.
	X_HDR_ TB:

C_COST_CENTER_CD
	7827

	EXC
	Exception Code

The code uniquely identifies an error condition.
	X_LI_EXC_TB:

R_CLM_EXC_CD
	1737

	LI
	Line Item Code
The unique number that identifies the line item within the claim.
	X_LI_EXC_TB:

C_LI_NUM
	1073

	STATUS
	Exception Status

The current status of the exception.
	X_LI_EXC_TB:

R_CLM_EXC_DISP_CD
	0156

	STATUS (DESCRIPTION)
	Exception Status

The description of the exception status.
	Valid Values
	0156-V

	USER
	Clerk ID

A seven-character ID number that uniquely identifies any MMIS user.
	X_LI_EXC_TB:

C_LI_EXC_CLRK_ID
	1077

	DESC
	Exception Short Description

A short description of the exception code.
	R_CLM_EXC_TB:

R_EXC_SHORT_DESC
	1907
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   --------      --------  ----------------  ---------    -----------------        -----------------        ----------------

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   99/99/99      ZZZ,ZZ9    ZZZ,ZZZ,ZZZ.99-    ZZZ,ZZ9     ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-          ZZZ,ZZZ,ZZZ.99-

   YTD TOTAL   Z,ZZZ,ZZ9 $Z,ZZZ,ZZZ,ZZZ.99-  Z,ZZZ,ZZ9 $ZZ,ZZZ,ZZZ,ZZZ.99-      $ZZ,ZZZ,ZZZ,ZZZ.99-      $ZZ,ZZZ,ZZZ,ZZZ.99-

***  END OF REPORT  ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	MAD YTD SUMMARY OF WARRANT RUNS

	NMMC4580-RC043

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes
	System Parameter
	

	MMIS PAYMENT DATE
	Date Paid
The date that the MMIS processes the claim through the payment cycle. The MMIS assigns the date using the “Payment Cycle Date”, which is also the date of the warrant.
	X_HDR_WARRANT_TB:

C_HDR_WARR_DT


	1039

	PAPER WARRANT COUNT
	Paper Warrant Count

The number of paper warrants issued during the warrant run.
	Program Generated
	

	PAPER WARRANT AMOUNT
	Paper Warrant Amount
The total final payment amount for the paper warrants. 
	Program Generated

X-HDR-WARRANT-TB:

C-HDR-WARR-AMT 
	1038

	EFT COUNT
	EFT Count

The number of EFT warrants issued during the warrant run.
	Program Generated
	

	EFT PAYMENT AMOUNT
	EFT Payment Amount
The final payment amount for the claim for EFT payments.
	Program Generated
	

	HIST-ONLY AMOUNT
	History Only Amount

The sum of history only reimbursement amounts on the payment date.
	Program Generated
	

	TOTAL AMOUNT
	Total Amount

The total of warrant and history only amounts in the warrant run.
	Program Generated
	

	YTD TOTAL PAPER WARRANT COUNT
	Year to Date Total of Paper Warrents Count

The year to date total number of paper warrants issued.
	Program Generated
	

	YTD TOTAL PAPER WARRANT AMOUNT
	Year to Date Total of Paper Warrents Amount

The year to date total of paper warrant reimbursement amounts issued.
	Program Generated
	

	YTD TOTAL EFT COUNT
	Year to Date Total of Electronic Funds Transfer Count

The year to date total number of EFT warrants issued.
	Program Generated
	

	YTD TOTAL EFT AMOUNT
	Year to Date Total of Electronic Funds Transfer Amount

The year to date total of EFT reimbursement amounts issued.
	Program Generated
	

	YTD TOTAL HIST-ONLY AMOUNT
	Year to Date History Only Amount

The year to date total of history only reimbursement amounts issued.
	Program Generated
	

	YTD TOTAL TOTAL AMOUNT
	Year to Date Total Amount

The year to date total of warrant and history only reimbursement amounts issued.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

MMIS EXPLANATION OF MEDICAL BENEFITS

	Report ID: NMMC2700-RC044

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of the Explanation Of Medical Benefits form is to assist in quality assurance to ensure that the services providers have submitted for have actually been rendered to the client.  



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
N/A
	Total 


N
N
	Page Break


	

	Notes:   

The system randomly selects clients with claims paid in the previous month to receive letters asking them to confirm the receipt of the services.  

To determine the selection interval, the program uses the following code:

COMPUTE WH-030-CL-SEL-INTERVAL = 1 / WH-030-EOMB-SEL-PCT

MOVE WH-030-CL-SEL-INTERVAL TO WR-000-SELECT-INTERVAL.  

And it gets WH-030-EOMB-SEL-PCT from parm 4574 which is currently set to .40% (1/.0040 equals 250).

Only first time paid FFS claims are included in the sample, i.e., no adjustment claims, no denied claims, no encounter claims.

Zero paid claims are not in the sample.

Claims with a Billing Provider Type of 321 (School Based Health Centers) are not in the sample.

Capitation and crossover claims are not included in the sample.

Individual line items are not shown for Inpatient Hospital Claims (Claim type I). Only the header is shown. 

Claims are excluded from the sample if they contain procedure codes that are considered to be family planning related (R_FAM_PLN_CD = 1), abortion related (R_PROC_ABORT_IND = Y), or sterilization related (R_PROC_STERIL_CD = ‘H’, ‘O’, or ‘V’) 

The program will also exclude claims from the sample if the claims contain any of the therapeutic class codes, diagnosis codes, procedure codes, ICD surgical procedure codes and provider id in system lists 4598, 4741, 4742, 4743, 4744, 4746. 
Once a client is selected at random, all of the client’s claims that were paid in the previous month, subject to the above criteria, are listed on the letter.

RAT1401 – An address hierarchical search was implemented so that the system will first look for the authorized rep address. If an authorized ep address is not found then it will look for a payee address. If a payee address is not found it will then look for a mailing address. If there is no mailing address the residential address will be used.  If the client is not the head of household, the system will look for the head of household address (in hierarchical order as well). 

RAT1140 – If the residence address found contains one of the default address values in LINE1 then treat it as ‘not found’, .  In this case, the  default address will not be used to send out the letter”

Default addresses:  

           'DOH 1190 ST FRANCIS DRIVE'

           'ISD 2009 SOUTH PACHECO ST'

           'CYFD 205 MONTEZUMA       '

           'UNKNOWN                  '




          ************************************   NEW MEXICO MEDICAID                      *****************************

                                                                 XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                                                                 XXXXXXXXXXXXXXXXXXXXX

                                                                 XXXXXXXXXXXXXXXXXXXXX

                                                                 XXXXXXXXXXXXXXX XX  XXXXX-XXXX

                                         STATE OF NEW MEXICO DEPARTMENT OF HUMAN SERVICES

                                                   MEDICAL ASSISTANCE DIVISION

       XX/XX/XXXX

       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXX  XX     XXXXX-XXXX

 ****** THIS IS NOT A BILL *** THIS IS A QUESTIONNAIRE ******      *** ESTE AVISO NO ES COBRO!! *** ESTO ES UN CUESTIONARIO ***

 TO: DEBORA L NUNEZ

 IT IS IMPORTANT TO VERIFY THAT CHARGES BILLED TO MEDICAID         ES MUY IMPORTANTE COMBROBAR QUE LAS CARGAS MANDADAS LA

 WERE PROCESSED AND PAID CORRECTLY. PLEASE REVIEW THE              CUENTA A MEDICAID FUERON PROCESADOS Y PAGADAS CORRECTAMENTE

 INFORMATION ON THE NEXT PAGE AND INDICATE IF YOU OR A             REPASE POR FAVOR LA INFORMACION EN LA PAGINA SIGUIENTE Y INDIQUE

 FAMILY MEMBER RECEIVED SERVICES ON THE DATES SHOWN BY             SI USTED O UN MIEMBRO DE SU FAMILIA RECIBIO SERVICIOS EN LAS

 CHECKING YES OR NO. ALSO, IF YOU PAID FOR SERVICES WITH CASH      FECHAS INDICADAS, MARQUE "SI" O "NO".  TAMBIEN, SI USTED PAGO POR

 OR CHECK, MARK THE CORRECT FORM OF PAYMENT AND WRITE THE          ALGUN SERVICIO CON CHEQUE O DINERO MARQUE LA FORMA DE PAGO Y

 AMOUNT PAID TO THE MEDICAL PROVIDER. PLEASE COMPLETE THE          ESCRIBA LA CANTIDAD PAGADA AL ABASTECEDOR MEDICO.  LLENE LA

 ATTACHED FORM AND RETURN IT TO:                                   FORMA POR FAVOR UNIDA Y EVIELO A:

       XEROX STATE HEALTHCARE                                              XEROX STATE HEALTHCARE

       NEW MEXICO MEDICAID PROJECT                                       NEW MEXICO MEDICAID PROJECT

       P.O. BOX 27460                                                    P.O. BOX 27460

       ALBUQUERQUE, NM 87125-9876                                        ALBUQUERQUE, NM 87125-9876

 IF YOU HAVE QUESTIONS, CALL:                                      SI USTED TIENE PREGUNTAS, LLAME:

 505-246-0710 EXT.190 (ALBUQUERQUE)                                505-246-0710 EXT. 190 (EN ALBUQUERQUE) O 1-800-299-7304

 OR 1-800-299-7304 EXT. 190(TOLL FREE)                             EXT.190 (LLAME GRATIS)

 DO NOT MAIL MONEY, MEDICAL BILLS OR PAYMENT RECEIPTS TO           NO ENVIE DINERO, LAS CUENTAS MEDICAS O LOS RECIBOS DEL PAGO A

 THE ABOVE ADDRESS                                                 LA DIRECCION ANTES MENCIONADA

 ***YOUR ELIGIBILITY WILL NOT BE AFFECTED BY YOUR RESPONSE***      ***SU ELEGIBILIDAD NO SERA  AFECTADA POR SUS RESPUESTAS**

                                         NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              PROCESSING DATE:  99/99/9999

 REPT:  NMMC2700-RC044                                HUMAN SERVICES DEPARTMENT                         PROCESSING TIME:  99:99:99

                                                                                                                   PAGE:   99999

                                                MMIS EXPLANATION OF MEDICAID BENEFITS

                                                          AS OF: 99/99/9999

  PATIENT NAME:  XXXXXXXXX1XXXXX X XXXXXXXXX1XXXXXXXXX2
   PATIENT ID:  XXXXXXXXX1XXXX 

 ************************************************************************************************************************************

                                                             AMOUNT                                        WAS        HOW DID YOU

                                             DATES           PAID TO      PRESCRIPTION                   SERVICE      PAY FOR

 PROVIDER NAME                             OF SERVICE        PROVIDER       NUMBER       CLAIM NUMBER    RECEIVED?    THIS SERVICE?

 ------------------------------------------------------------------------------------------------------------------------------------

                                                             CANTIDAD       NUMERO                       EL SERVICIO  COMO PAGO

                                           FECHA DEL         PAGADA AL    DE RECETA      NUMERO DE LA      FUE         USTED POR

 NOMBRE DEL PROVEEDOR                       SERVICIO         PROVEEDOR      MEDICA        RECLAMACION    RECIBIDO?    ESTE SERVICIO

 ************************************************************************************************************************************

 XXXXXXXXXXXXXXXXXXXXXXXXXXXX          99/99/99 - 99/99/99    $$$,$$9.99                99999999999999991 YES__ NO__  MEDICAID:( )

 SERVICE:  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                          

 SERVICING PROVIDER/SERVICIO PROVEEDOR   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                          CASH/DINERO:( ) 

                                                                                                                      AMOUNT:_________

     CHECK/CHEQUE:( )

                                                                                                                      AMOUNT:_________

XXXXXXXXXXXXXXXXXXXXXXXXXXXX          99/99/99 - 99/99/99    $$$,$$9.99                99999999999999991 YES__ NO__  MEDICAID:( )

 SERVICE:  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                          

 SERVICING PROVIDER/SERVICIO PROVEEDOR   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                          CASH/DINERO:( ) 

                                                                                                                      AMOUNT:_________

     CHECK/CHEQUE:( )

                                                                                                                      AMOUNT:_________

XXXXXXXXXXXXXXXXXXXXXXXXXXXX          99/99/99 - 99/99/99    $$$,$$9.99                99999999999999991 YES__ NO__  MEDICAID:( )

 SERVICE:  XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                          

 SERVICING PROVIDER/SERVICIO PROVEEDOR   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX                                          CASH/DINERO:( ) 

                                                                                                                      AMOUNT:_________

     CHECK/CHEQUE:( )

                                                                                                                      AMOUNT:_________

                                                                    SIGNATURE/FIRMA:__________________________________

                                                                      DATE/FECHA:   _____________________

      YOUR TELEPHONE NUMBER

                                                         (SU NUMERO DE TELEFONO):   ________________

                                       THIS INFORMATION IS VERY IMPORTANT TO THE MEDICAID PROGRAM.

                                   (ESTA INFORMACION  ES MUY IMPORTANTE PARA EL PROGRAMA DE MEDICAID).
	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

 REPORT EXHIBIT

	MMIS EXPLANATION OF MEDICAL BENEFITS

	NMMC2700-RC044

	


	Column Name
	Description
	Source
	DED Number

	DATE
	The date used for reporting purposes.
	Program Generated
	

	NAME
	Client Name
The client name. 

	B_DETAIL_TB: B_REP_LAST_NAM

B_REP_FST_NAM

B_REP_MI_NAM 
	9311

8349

7356

	ADDRESS LINE 1
	Client  address Client Address Line 1
This is the first line of the address.
	B_ADR_TB:

B_LINE1_AD


	2664

	ADDRESS LINE 2
	Client  address Client Address Line 2
This is the second line of the address.
	B_ADR_TB:

B_LINE2_AD


	2665

	CITY
	Client  address Client Address Line 2
This is the case address city name.
	B_ADR_TB:

B_CITY_NAM 
	2666

	STATE
	Client  address Client Address State
This is the address state code.
	B_ADR_TB:

B_ST_CD 
	5301

2638-V

	ZIP
	Client  address Client Address Zip Code
This is the case address zip code.
	B_ADR_TB:

B_ZIP5_CD

B_ZIP4_CD 
	2667

2668

	TO:
	Client Head of Household Name
This is the name of the person who is considered responsible (head of the household). 
	B_DETAIL_TB: B_REP_LAST_NAM

B_REP_FST_NAM

B_REP_MI_NAM 
	9311

8349

7356

	AS OF
	The date used for reporting purposes.
	Program Generated
	

	PATIENT NAME
	Client name.

The name of the patient/client, first, MI and last. 
	C_HDR_TB:

B_LAST_NAM

B_FST_NAM

B_MI_NAM
	0639

0637

0640

	PATIENT ID 
	Client swipe card  ID
The system uses this attribute to identify the client.
	C_HDR_TB:

B_SYS_ID
	0535

	PROVIDER NAME
	Provider Name
The name of the provider entity that performed the service or received payment.
	P_PROV_TB:

P_NAM 
	1589

	FIRST DATE OF SERVICE
	The dates of service for the claim.
	C_HDR_TB: C_HDR_SVC_FST_DT 
	1022

	AMOUNT PAID TO PROVIDER
	Total Reimbursement
The final payment amount for the claim line.
	C_HDR_TB: C_TOT_REIMB_AMT 
	1028

	PRESCRIPTION NUMBER
	Prescription Number
The prescription number assigned by the pharmacy for the dispensed drug.
	C_HDR_DRUG_TB: C_HDR_DRUG_RX_NUM 
	0990

	CLAIM CONTROL NUMBER
	Transaction Control Number
This number uniquely identifies the claim.
	C_HDR_TB:

C_TCN_NUM
	1024

	WAS SERVICE RECEIVED
	YES ___  NO ___

This is a check box area provide for the client to respond if they received the identified service.
	
	

	OTHER PAYMENTS”
	The amount of the client liability for this service
	C_HDR_TB: C_PAT_PD_AMT 
	1137

	SERVICE
	Description of Service Rendered
	Valid Value
	1137-V

	YES ___  NO ___


	YES ___  NO ___

This is a check box area provide for the client to respond if the Other Payments information is correct.
	
	

	SERVICING PROVIDER
	Servicing provider name (Prescribing provider for pharmacy claims)
	WR-REND-PROV-NAME

WR-PRES-PROV-NAME for pharmacy claims
	


                                         NEW MEXICO MEDICAID MANAGEMENT INFORMATION

SYSTEM              PROCESSING DATE:  99/99/9999

 REPT:  NMMC2700-RC044                                HUMAN SERVICES DEPARTMENT                         PROCESSING TIME:  99:99:99

                                                                                                                   PAGE:   99999

                                                    REOMB AUDIT AND ERROR REPORT  

                                                          AS OF: 99/99/9999

                     XXXXXXXXX
   
XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8




XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8

                     XXXXXXXXX
   
XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8




XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8

                     XXXXXXXXX
   
XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8




XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8

                     XXXXXXXXX
   
XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8




XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8

                     XXXXXXXXX
   
XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8




XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8

                     XXXXXXXXX
   
XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8




XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8

                     XXXXXXXXX
   
XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8




XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8

                     XXXXXXXXX
   
XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8




XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXXXXXX5XXXXXXXXX6XXXXXXXXX7XXXXXXXXX8

                                         NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              PROCESSING DATE:  99/99/9999

 REPT:  NMMC2700-RC044                                HUMAN SERVICES DEPARTMENT                         PROCESSING TIME:  99:99:99

                                                                                                                   PAGE:   99999

                                                    REOMB AUDIT AND ERROR REPORT  

                                                          AS OF: 99/99/9999




   
THE SELECT INTERVAL = 99999          

                                    THE DATE PARM = XXXX-XX-XX     

                            THE NUMBER OF CLIENTS = 9999     

                             THE NUMBER OF CLAIMS = 99999 

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

 REPORT EXHIBIT

	REOMB AUDIT AND ERROR REPORT  

	NMMC2700-RC044

	


	Column Name
	Description
	Source
	DED Number

	CLIENT SYSTEM ID
	Client ID
The system uses this attribute to identify the client.
	C_HDR_TB:

B_SYS_ID
	

	AUDIT/ERROR MESSAGE
	The reason the record was skipped
	Program Generated
	

	THE SELECT INTERVAL
	The number of clients with paid claims that will receive an EOMB for the month.  Calculated from system parm 4574.
	Program Generated
	

	THE DATE PARM
	Period End Date
	Program Generated
	

	THE NUMBER OF CLIENTS
	Number of Clients receiving an EOMB
	Program Generated
	

	THE NUMBER OF CLAIMS
	Number of Claims
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

FINAL PAYMENT SUMMARY

	Report ID: NMMC4560-RC045

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report provides a summary of claims paid and associated payment amount after each payment processing cycle.  This report also reflects the total of history only adjustments processed and a grand total.  The final payment summary is also important in payment balancing procedures.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
N/A
	Total 

    
N
N
	Page Break


	

	Notes:    

N/A




                                                 NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4560-RC045                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

                                                                                                                    PAGE: 999999

                                           F I N A L   P A Y M E N T   S U M M A R Y

                                                      AS OF: 99/99/9999 

                                                        CLAIM DOCUMENT      REIMBURSEMENT             AVERAGE

                                                            COUNT              AMOUNT              REIMBURSEMENT

                                                        --------------     ---------------        ---------------

    TOTAL ORIGINAL CLAIMS - PAID       ZZZ,ZZZ,ZZ9       ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

         TOTAL CLAIMS REVERSED AND REPLACED - PAID       ZZZ,ZZZ,ZZ9       ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

        TOTAL CLAIMS REVERSED ONLY - PAID       ZZZ,ZZZ,ZZ9       ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

               TOTAL FINANCIAL TRANSACTIONS - PAID       ZZZ,ZZZ,ZZ9       ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

                              WARRANT/EFT SUBTOTAL       ZZZ,ZZZ,ZZ9       ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

 TOTAL NEW A/R       ZZZ,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

                                 TOTAL APPLIED A/R       ZZZ,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

                                 WARRANT/EFT TOTAL       ZZZ,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

          TOTAL HISTORY-ONLY ORIGINAL CLAIMS- PAID       ZZZ,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

     TOTAL HISTORY-ONLY CLAIMS REV AND REPL - PAID       ZZZ,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

         TOTAL HISTORY-ONLY CLAIMS REVERSED - PAID       ZZZ,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

   TOT HISTORY-ONLY FINANCIAL TRANSACTIONS - PAID        ZZZ,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

                             HISTORY-ONLY SUBTOTAL       ZZZ,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

                                       GRAND TOTAL       ZZZ,ZZZ,ZZ9      Z,ZZZ,ZZZ,ZZZ.99-      Z,ZZZ,ZZZ,ZZZ.99-

                                     DENIED CLAIMS       ZZZ,ZZZ,ZZ9      

                                         NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              PROCESSING DATE:   99/99/9999

 REPT:   NMMC4560-RC045                              HUMAN SERVICES DEPARTMENT                          PROCESSING TIME:   99:99:99

                                           F I N A L   P A Y M E N T   S U M M A R Y



     PAGE:   999999

                                                      AS OF: 99/99/9999 

    FINANCIAL  DESCRIPTION                                 CLAIM DOCUMENT      REIMBURSEMENT             AVERAGE

      CODE                                                     COUNT              AMOUNT              REIMBURSEMENT

                                                           --------------     ---------------        ----------------

                                  WARRANT/EFT TOTAL          Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    015     ADVANCED PAYMENT MANUAL                          Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    018     WARRANT REPLACE MANUAL                           Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    043     RECEIPT DISPOSITION                              Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    044     RECEIPT DISPOSITION CLAIM TPL                    Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    046     RECEIPT DISPOSITION TPL CLT                      Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    047     RECEIPT DISPOSITION TPL INS                      Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    053     STOP PAYMENT MUTILATE                            Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    055     STOP PAYMENT OTHER                               Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    056     STOP PAYMENT EFT
                           Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    087     VOID CLAIM WARRANT
                           Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

    088     RECEIPT OFFSET CLAIM
                           Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

          TOTAL HISTORY ONLY CLAIMS                          Z,ZZZ,ZZ9         ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

TOTAL CASH REQUIRED                 Z,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-        ZZZ,ZZZ,ZZZ.99-

  *** END OF REPORT ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	FINAL PAYMENT SUMMARY

	NMMC4560-RC045

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes
	Program Generated
	

	CLAIM DOCUMENT COUNT
	The count of the number of claim documents for the report line.
	Program Generated
	

	REIMBURSEMENT AMOUNT
	The reimbursement amount of the documents for the report line.
	Program Generated
	

	AVERAGE REIMBURSEMENT
	The reimbursement amount divided by the number of claim documents for the report line.
	Program Generated
	

	TOTAL ORIGINAL CLAIMS - PAID 
	Claims that were paid and had a claim accounting code of “Normal Pay Provider” are tallied in terms of and reimbursement amounts.
	Program Generated
	

	TOTAL CLAIMS REVERSED AND REPLACED - PAID 
	 The total of adjusted paid claims are tallied in terms of claim counts and reimbursement amounts.
	Program Generated
	

	TOTAL REVERSED ONLY - PAID CLAIMS
	 The total of voided paid claims that were paid are tallied in terms of claim counts and reimbursement amounts.
	Program Generated
	

	TOTAL FINANCIAL TRANSACTIONS - PAID
	Positive and negative financial transactions are tallied in terms of counts and reimbursement amounts.
	Program Generated
	

	WARRANT/EFT SUBTOTAL
	The totals of rows entitled, “Total Original  - Paid”, “Total Reversed and Replaced - Paid”, “Total Reversed Only - Paid”, and “Total Financial Transactions.”  Claim counts and reimbursement amounts appear on the report.
	Program Generated
	

	TOTAL NEW A/R 
	This is the total of Account Receivable balance amounts at the beginning of the payment cycle.  Only the Account Receivables that either increased or decreased as a result of the payment are counted. (Financial reason codes 080 & 081)
	Program Generated
	

	TOTAL APPLIED A/R 
	This is the total of Account Receivable balance amounts after all have been paid.  Only the Account Receivables that either increased or decreased as a result of the payment are counted.  (Financial reason code 086)
	Program Generated
	

	WARRANT/EFT TOTAL
	This is the sum of claim counts and reimbursement amounts for all rows above.  This represents the total of all the warrants and EFTs written and all financial transactions for the payment cycle  (excluding any “History Only” items).
	Program Generated
	

	TOTAL HISTORY-ONLY ORIGINAL CLAIMS - PAID 
	This is the sum of original history only claims paid this cycle.
	Program Generated
	

	TOTAL HISTORY-ONLY CLAIMS REV AND REPL - PAID 
	This is the sum of adjustment claims’ counts and amounts for history only.
	Program Generated
	

	TOTAL HISTORY-ONLY CLAIMS REVERSED - PAID 
	This is the sum of voided claims’ counts and amounts for history only.
	Program Generated
	

	TOTAL HISTORY-ONLY FINANCIAL TRANSACTIONS - PAID
	This is the tally of counts and reimbursement amounts for history only financial transactions.
	Program Generated
	

	HISTORY-ONLY SUBTOTAL
	This is the total of counts and reimbursement amounts for the “Total Hist-Only Rev and Repl - Paid”, “Total Hist-Only Reversed - Paid”, and “Total Hist-Only Financial Transactions - Paid” rows.
	Program Generated
	

	GRAND TOTAL
	This is a tally of all rows above for claim counts and reimbursement amounts.  This represents the total of all the warrants written for all and financial transactions for the payment cycle, plus all “History only” counts and amounts in the history only portion of the report.
	Program Generated
	

	 WARRANT/EFT TOTAL


	This is the sum of claim counts and reimbursement amounts for all rows above.  This represents the total of all the warrants and EFTs written and all financial transactions for the payment cycle  (excluding any “History Only” items). Repeated from above.
	Program Generated
	

	FINANCIAL CODE / Description

015 ADVANCE PAYMENT MANUAL

018 WARRANT REPLACE MANUAL

043 RECEIPT DISPOSITION

044 RECEIPT DISPOSITION CLAIM TPL  

046 RECEIPT DISPOSITION TPL CLT

047 RECEIPT DISPOSITION TPL INS

053 STOP PAYMENT MUTILATE

055 STOP PAYMENT OTHER 

056 STOP PAYMENT EFT

087 VOID CLAIM WARRANT

088 RECEIPT OFFSET CLAIM
	Description:

Count and C-TOT-REIMB-AMT of all Financial transaction with this Reason code
	Program

Generated 
	

	TOTAL HISTORY ONLY CLAIMS
	Total of counts and amount of original claims plus Rev Repl plus Claims Rev from above. 
	Program Generated
	

	TOTAL CASH REQUIRED
	Total of PAYMENT-TOTAL-AMT plus ADV-PYMT-MAN-AMT plus WARR-REPL-MAN-AMT plus RECPT-DISP-CLAIM-AMT plus RECPT-DISP-CLM-TPL-AMT plus RECPT-DISP-TPL-CLT-AMT plus RECPT-DISP-TPL-INS-AMT less STOP-PYMT-MUTILATE-AMT and STOP-PYMT-OTHER- AMT and STOP-PYMT-EFT from above. 

Counts are all totaled and average calculated. 
	Program Generated
	


 NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

FINAL MMIS WARRANT PAYMENT REGISTER

	Report ID: NMMC4575-RC046

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The MMIS payment is produced from the updated payment transaction file after the warrant numbers are applied to the claims.  



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Check Status

Warrant Number


	Total 

N

    N
N
N
	Page Break

N

N
	 Check Status are S=Spoiled, V=Void, M=Manual, I= Inserted



	Notes:    

N/A




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4575-RC046                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

                                   F I N A L  M M I S  W A R R A N T   P A Y M E N T  R E G I S T E R

                                                       AS OF: 99/99/9999                                                       

    PAY TO











  

    PROVIDER   WARRANT   R A                                            PROV     MMIS      NUMBER OF        PAYMENT        CHECK

    NUMBER     NUMBER    NUMBER    PAY TO PROVIDER NAME                 TYPE   PAY DATE    CLAIMS           AMOUNT         STATUS

  ----------  ---------  ------    -----------------------------------  ----   --------    ---------    ---------------    ------

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X

   99999999   999999999  999999    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX   99    99/99/99      ZZZ,ZZ9     ZZ,ZZZ,ZZZ.99-       X










 PAGE TOTALS        ZZZ,ZZZ,ZZZ.99-

                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4575-RC046                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

                                         F I N A L  M M I S W A R R A N T  P A Y M E N T  R E G I S T E R











TOTAL ISSUED =       ZZZ,ZZZ,ZZ9.99   Z,ZZZ,ZZ9

TOTAL MANUAL =       ZZZ,ZZZ,ZZ9.99   Z,ZZZ,ZZ9

CHECK TOTALS =       ZZZ,ZZZ,ZZ9.99   Z,ZZZ,ZZ9

TOTAL VOIDED =       ZZZ,ZZZ,ZZ9.99   Z,ZZZ,ZZ9

TOTAL SPOILED =      ZZZ,ZZZ,ZZ9.99   Z,ZZZ,ZZ9

***  END OF REPORT  ***        

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	FINAL MMIS WARRANT PAYMENT REGISTER

	NMMC4575-RC046

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes.
	Program Generated
	

	PAY TO PROVIDER NUMBER
	Pay To Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	C_HDR_TB: C_BLNG_PROV_ID 


	0403

	WARRANT NUMBER
	The warrant number uniquely identifies a payment to a provider for a given payment cycle.
	C_HDR_WARRANT_TB: C_HDR_WARR_NUM 
	1041

	R A NUMBER
	The remittance advice number uniquely identifies a remittance advice for a given payment cycle.
	C_HDR_WARRANT_TB: C_HDR_WARR_RA_NUM 
	1042

	PAY TO PROVIDER NAME
	Provider Names
All of the different names the system associates with a provider.
	C_HDR_TB: C_BLNG_PROV_ID 
	0403

	PROV TYPE
	Pay To Provider Type

The pay to provider type.
	C_HDR_TB: C_BLNG_PROV_TY_CD 
	0733

0204-V

	MMIS PAY DATE
	Date Paid
The date that the MMIS processes the claim through the payment cycle.  The MMIS assigns the date using the "Payment Cycle Date," which is also the date of the warrant.
	C_HDR_TB: C_HDR_PD_DT 
	1017

	NUMBER OF CLAIMS
	The number of claims paid during the payment cycle for the provider (does not include denied).
	Program Generated


	

	PAYMENT AMOUNT
	The sum of reimbursement amounts for a provider’s claims paid in the current payment cycle.
	Program Generated
	

	CHECK STATUS
	S=Spoiled from NMMC4560 (Lineup checks)

V=Void from NMMC4570
M=Manual from NMMC4570 

I= Inserted from NMMC4560 
	
	

	TOTAL ISSUED
	The sum of reimbursement amounts for all of the providers who were issued a warrant for the payment cycle and a count of the warrants issued
	Program Generated from NMMC4560
	

	TOTAL MANUAL
	The sum of reimbursement amounts for all of the providers who were issued a warrant via the manual online and a count of the warrants issued
	Program Generated from NMMC4570
	

	CHECK TOTALS
	The sum of issued warrants and the manual warrants. 
	Program Generated from NMMC4575
	

	TOTAL VOIDED
	The sum of voids for all of the providers who had a warrant voided by the manual system warrants voided
	Program Generated from NMMC4570
	

	TOTAL SPOILED
	The sum of the amounts for all spoiled warrants and a count of the warrants spoiled. The amount should be zero.
	Program Generated from NMMC4560
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

FINANCIAL TRANSACTION SUMMARY

	Report ID: NMMC6000-RC047

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The report lists all Financial Transactions processed in the current payment cycle.  The report will create a subtotal whenever the reason code changes.  The subtotal will provide a count of the financial transaction with the reason code and the total payment amount of the transactions.  The report will create a final total for all reason codes on the report, which will report the total count and total payment amount of all of the financial transactions.



	Sort Sequence(s) and Control Breaks

 Reason Code and Provider ID

	Sort Sequence:
Adjustment Reason Code

Provider ID
	Total 

N


N
N
	Page Break

N
	

	Notes:    

N/A




                                                 NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC6000-RC047                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

 
                                                  FINANCIAL TRANSACTION SUMMARY 

                                                                AS OF: 99/99/9999

             REASON   PROVIDER               FINANCIAL REASON CODE          COST CENTER/      TRANSACTION        REIMBURSEMENT 

             CODE     NUMBER                     DESCRIPTION              ACCOUNTING CODE         COUNT               AMOUNT

             ------   --------           ------------------------------   ---------------     ------------       ---------------

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-

                                         TOTAL FINANCIAL REASON 999                             Z,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-  

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-

             999      99999999           XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3        XXXXX              ZZZ,ZZ9         ZZ,ZZZ,ZZZ.99-             

                                        TOTAL FINANCIAL REASON 999                              Z,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-

                                        GRAND TOTALS                                            Z,ZZZ,ZZ9        ZZZ,ZZZ,ZZZ.99-

***  END OF REPORT  ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	FINANCIAL TRANSACTION SUMMARY

	 NMMC6000-RC047

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes.
	Program Generated
	

	REASON CODE
	Financial Reason Code
Indicates the reason for the financial transaction.
	C_HDR_FIN_TXN_TB: F_RSN_CD 
	9984

	FINANCIAL REASON CODE DESCRIPTION
	A description of the financial reason.
	Valid Value
	9984

	COST CENTER/ ACCOUNTING CODE
	The cost center or accounting code corresponding to the financial transaction.
	C_HDR_FIN_TXN_TB: C_COST_CENTER _CD 
	7827

	TRANSACTION COUNT
	The number of financial transactions with the same provider number and financial reason code.
	Program Generated
	

	Reimbursement amount
	The total reimbursement amount of the financial transactions with the same provider number and financial reason code.
	C_HDR_TB: C_TOT_REIMB_AMT 
	1028

	Total Financial reason XXX TRANSACTION COUNT 
	The tally of the number of financial transactions that have the same financial reason code.
	Program Generated
	

	Total Financial reason XXX REIMBURSEMENT AMOUNT 
	The total of the reimbursement amounts for all financial transactions with the specified financial reason code.
	Program Generated
	

	Grand Total transaction count
	The total number of financial transactions on the report. 
	Program Generated
	

	Grand Total REIMBURSEMENT AMOUNT
	The total of the reimbursement amounts for all financial transactions on the report. 
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

MEDICAID REGISTER BY PROVIDER TYPE

	Report ID: NMMC6000-RC048

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report indicates which providers were issued warrants/EFTs for each payment run.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Type  

Provider Number
	Total 

Y

N

    
N
N
	Page Break

Y

N
	

	Notes:    

N/A




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC6000-RC048                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   










         PAGE: 999999

                                                 MEDICAID REGISTER BY PROVIDER TYPE 

 
  


                                                         AS OF: 99/99/9999                                                       

   PROVIDER TYPE:  XX  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3

$ ZZZ,ZZZ,ZZZ.99-      $ ZZZ,ZZZ,ZZZ.99-      $ ZZZ,ZZZ,ZZZ.99-

    WARRANT/EFT     PROVIDER                        **** PAID CLAIMS ****  *** DENIED CLAIMS **   * SUSPENDED CLAIMS  *    AVG  PAID

    NUMBER           NUMBER   PROVIDER NAME         NUMBER        AMOUNT   NUMBER        AMOUNT   NUMBER         AMOUNT    PER CLAIM

   --------------- ---------- --------------------  ------- -------------  ------- -------------  ------- -------------  -------------

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

   999999999999999  99999999  XXXXXXXXX1XXXXXXXXX2  ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZZ,ZZ9 ZZ,ZZZ,ZZZ.99- ZZ,ZZZ,ZZZ.99-

                              PAGE TOTAL:         Z,ZZZ,ZZ9              Z,ZZZ,ZZ9              Z,ZZZ,ZZ9             $ ZZZ,ZZZ,ZZZ.99-

                                                         $ ZZZ,ZZZ,ZZZ.99-      $ ZZZ,ZZZ,ZZZ.99-      $ ZZZ,ZZZ,ZZZ.99-

                     PROVIDER TYPE TOTAL:         Z,ZZZ,ZZ9              Z,ZZZ,ZZ9              Z,ZZZ,ZZ9             $ ZZZ,ZZZ,ZZZ.99-

                                                         $ ZZZ,ZZZ,ZZZ.99-      $ ZZZ,ZZZ,ZZZ.99-      $ ZZZ,ZZZ,ZZZ.99-

                 ALL PROVIDER TYPE TOTAL:         Z,ZZZ,ZZ9              Z,ZZZ,ZZ9              Z,ZZZ,ZZ9             $ ZZZ,ZZZ,ZZZ.99-

                                                         $ ZZZ,ZZZ,ZZZ.99-      $ ZZZ,ZZZ,ZZZ.99-      $ ZZZ,ZZZ,ZZZ.99-

***  END OF REPORT  ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	MEDICAID REGISTER BY PROVIDER TYPE

	NMMC6000-RC048

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes
	Program Generated
	

	PROVIDER TYPE
	Pay To Provider Type

The pay to provider type.
	C_HDR_TB: C_BLNG_PROV_TY_CD 
	0733

	PROVIDER TYPE DESCRIPTION
	Pay To Provider Type Description

The pay to provider type description.
	Valid Value
	0204-V

	WARRANT/EFT NUMBER
	The warrant or EFT number uniquely identifies a payment to a provider for a given payment cycle.
	C_HDR_WARRANT_TB: C_HDR_WARR_NUM

Or

C_HDR_WARRANT_TB:

C_EFT_TRC_ID 
	

	PROVIDER NUMBER
	Pay To Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	C_HDR_TB: C_BLNG_PROV_ID 


	0403

	PROVIDER NAME
	Provider Names
All of the different names the system associates with a provider.
	P_PROV_TB:

P_NAM 


	1589

	PAID CLAIMS NUMBER
	The number of paid claims tallied in this cycle for this provider.
	Program Generated
	

	PAID CLAIMS AMOUNT
	The sum of reimbursement amounts for a provider’s paid. 
	Program Generated
	

	DENIED CLAIMS NUMBER
	The number of denied claims tallied in this cycle for this provider.
	Program Generated
	

	DENIED CLAIMS AMOUNT
	The sum of reimbursement amounts for a provider’s denied. 
	Program Generated
	

	SUSPENDED CLAIMS NUMBER
	The number of suspended claims tallied in this cycle for this provider.
	Program Generated
	

	SUSPENDED CLAIMS AMOUNT
	The sum of reimbursement amounts for a provider’s suspended. 
	Program Generated
	

	AVG PAID PER CLAIM
	The total of reimbursement amounts of paid claims divided by the number of paid claims for a provider.
	Program Generated
	

	TOTAL PAID CLAIMS NUMBER
	The number of paid claims tallied in this cycle that is reported on the page.
	Program Generated
	

	TOTAL PAID CLAIMS AMOUNT
	The sum of reimbursement amounts for paid claims that are reported on the page.
	Program Generated
	

	TOTAL DENIED CLAIMS NUMBER
	The number of denied claims tallied in this cycle that is reported on the page.
	Program Generated
	

	TOTAL DENIED CLAIMS AMOUNT
	The sum of reimbursement amounts for denied claims that are reported on the page.
	Program Generated
	

	TOTAL SUSPENDED CLAIMS NUMBER
	The number of suspended claims tallied in this cycle that is reported on the page.
	Program Generated
	

	TOTAL SUSPENDED CLAIMS AMOUNT
	The sum of reimbursement amounts for suspended claims that are reported on the page.
	Program Generated
	

	TOTAL AVG PAID PER CLAIM
	The total of reimbursement amounts of paid claims that are reported on the page divided by the number of paid that are reported on the page.
	Program Generated
	

	PROV TYPE TOTAL PAID CLAIMS NUMBER
	The number of paid claims tallied in this cycle for this provider type.
	Program Generated
	

	PROV TYPE TOTAL PAID CLAIMS AMOUNT
	The sum of reimbursement amounts for this provider type’s paid claims.
	Program Generated
	

	PROV TYPE TOTAL DENIED CLM NUMBER
	The number of denied claims tallied in this cycle for this provider type.
	Program Generated
	

	PROV TYPE TOTAL DENIED CLM AMOUNT
	The sum of reimbursement amounts for this provider type’s denied claims.
	Program Generated
	

	PROV TYPE TOTAL SUSP CLM NUMBER
	The number of suspended claims tallied in this cycle for this provider type.
	Program Generated
	

	PROV TYPE TOTAL SUSP CLM AMOUNT
	The sum of reimbursement amounts for this provider type’s suspended claims.
	Program Generated
	

	PROV TYPE TOTAL AVG PAID PER CLAIM
	The total of reimbursement amounts of paid claims divided by the number of paid for this provider type.
	Program Generated
	

	ALL PROV TYPE TOT PD CLM NUMBER
	The number of paid claims tallied in this cycle for all provider types.
	Program Generated
	

	ALL PROV TYPE TOT PD CLM AMOUNT
	The sum of reimbursement amounts for all paid claims.
	Program Generated
	

	ALL PROV TYPE TOT DEN CLM NUMBER
	The number of denied claims tallied in this cycle for all provider types.
	Program Generated
	

	ALL PROV TYPE TOT DEN CLM AMOUNT
	The sum of reimbursement amounts for all denied claims.
	Program Generated
	

	ALL PROV TYPE TOT SUSP CLM NUMBER
	The number of suspended claims tallied in this cycle for all provider types.
	Program Generated
	

	ALL PROV TYPE TOT SUSP CLM AMOUNT
	The sum of reimbursement amounts for all suspended claims.
	Program Generated
	

	ALL PROV TYPE TOT AVG PAID PER CLAIM
	The total of reimbursement amounts of paid claims divided by the number of paid for all provider types.
	Program Generated
	


NEW MEXICO OMMICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

NEGATIVE BALANCE DETAIL REPORT

	Report ID: NMMC4530-RC049

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report will list all outstanding account receivables (A/R) by provider number.  If the balance amount is not equal to zeros, then the system defines the account receivable as outstanding.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number

Start Date


	Total 

N

N

    
N
N
	Page Break

N

N
	

	Notes:    

N/A




                                                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4530-RC049                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

                                   N E G A T I V E    B A L A N C E    D E T A I L    R E P O R T      

                                                         AS OF: 99/99/9999 

PROVIDER                               A/R         START     BEGINNING       INCREASES       DECREASES        ENDING          RECOUP

 NUMBER     PROVIDER NAME         RSN CD  DESC     DATE      BALANCE         THIS RUN        THIS RUN         BALANCE          PC/AMT

---------   --------------------  -------------    --------  --------      --------------  --------------   --------------  --------------  

99999999    XXXXXXXXX1XXXXXXXXX2   

            FCN: XXXXXXXXXXXXXXX  XXX  XXXXXXXXXX 99/99/99  ZZ,ZZZ,ZZZ.99-  XZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-    ZZ9.99-

99999999    XXXXXXXXX1XXXXXXXXX2   

            FCN: XXXXXXXXXXXXXXX  XXX  XXXXXXXXXX 99/99/99  ZZ,ZZZ,ZZZ.99-  XZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-    ZZ9.99-

            FCN: XXXXXXXXXXXXXXX  XXX  XXXXXXXXXX 99/99/99  ZZ,ZZZ,ZZZ.99-  XZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-    ZZ9.99-

99999999    XXXXXXXXX1XXXXXXXXX2   

            FCN: XXXXXXXXXXXXXXX  XXX  XXXXXXXXXX 99/99/99  ZZ,ZZZ,ZZZ.99-  XZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-    ZZ9.99-

99999999    XXXXXXXXX1XXXXXXXXX2   

            FCN: XXXXXXXXXXXXXXX  XXX  XXXXXXXXXX 99/99/99  ZZ,ZZZ,ZZZ.99-  XZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-    ZZ9.99-

            FCN: XXXXXXXXXXXXXXX  XXX  XXXXXXXXXX 99/99/99  ZZ,ZZZ,ZZZ.99-  XZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-    ZZ9.99-

            FCN: XXXXXXXXXXXXXXX  XXX  XXXXXXXXXX 99/99/99  ZZ,ZZZ,ZZZ.99-  XZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-    ZZ9.99-

            FCN: XXXXXXXXXXXXXXX  XXX  XXXXXXXXXX 99/99/99  ZZ,ZZZ,ZZZ.99-  XZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-  ZZ,ZZZ,ZZZ.99-    ZZ9.99-

TOTAL FOR ALL PROVIDERS                                        $  ZZZ,ZZZ,ZZZ.99-              $  ZZZ,ZZZ,ZZZ.99-                      

                                                                               $  ZZZ,ZZZ,ZZZ.99-              $  ZZZ,ZZZ,ZZZ.99-      

                                                      ***  END OF REPORT *** 

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	NEGATIVE BALANCE DETAIL REPORT

	NMMC4530-RC049

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes.
	Program Generated
	

	PROVIDER NUMBER
	Pay To Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	F_HDR_TB: F_PYE_PYR_ID
	4412

	PROVIDER NAME
	Provider Names
All of the different names the system associates with a provider.
	P_PROV_TB:

P_NAM
	1589

	 FCN
	 Financial Transaction Control Number. 

This number uniquely identifies the financial receipt of a check or warrant.
	F_HDR_TB:

F_FCN_DT

F_FCN_MED_CD

F_FCN_NUM
	5689

7607

6616

	A/R RSN CD
	The financial reason code of the account receivable.
	F_HDR_TB:

F_RSN_CD
	9884

	START DATE
	Recoupment Start Date
The date that the MMIS starts paying down the receivable.
	F_RECV_TB: F_RECOUP_STRT_DT
	8997

	BEGINNING BALANCE
	The balance amount at the beginning of the payment cycle.
	Program Generated
	

	INCREASES THIS RUN
	The sum of additions to the receivable for the payment cycle.
	F_HDR_TB:

F_ORIG AMT 
	3748

	DECREASES THIS RUN
	The sum of decreases to the receivable for the payment cycle.  
	F_CLM_HD_TB:

F_APPLD_AMT
	3315

	ENDING BALANCE
	The credit balance for the provider at the end of the payment cycle.
	F_HDR_TB:

F_BAL_AMT
	3069

	RECOUP PC/AMT
	The percentage of a payment that can be used to recoup the accounts receivable
	F_RECU_TB:

F_RECOUP_PCT_AMT 
	5227

	TOTAL FOR ALL PROV BEGINNING BALANCE
	The total of all balance amounts at the beginning of the payment cycle.
	Program Generated
	

	TOTAL FOR ALL PROV INCREASES THIS RUN
	The sum of all additions to the receivables amounts for the payment cycle
	Program Generated
	

	TOTAL FOR ALL PROV DECREASES THIS RUN
	The sum of all decreases to the receivables amounts for the payment cycle
	Program Generated
	

	TOTAL FOR ALL PROV ENDING BALANCE
	The total of all balance amounts at the end of the payment cycle.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS PAYMENT AND REPORTING SUBSYSTEM

REPORT SPECIFICATION

PAYMENT CYCLE FINANCIAL SUMMARY

	Report ID: NMMC4569-RC050

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	
	

	Description:

The purpose of this report is to summarize by cost center code the total payments, accounts receivable, total expenditures and history-only transactions for each payment cycle.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Cost Center 
	Total 

N

    
N
N
	Page Break

N

 
	

	Notes:    

N/A




                                          NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              PROCESSING DATE:  11/25/2014

 REPT:  NMMC4569-RC050                                HUMAN SERVICES DEPARTMENT                          PROCESSING TIME:  15.42.40

                                                                                                                    PAGE:      1

                                                   PAYMENT CYCLE FINANCIAL SUMMARY

      COST CENTER CD     COST CENTER/           TOTAL              NEW               TOTAL             HISTORY         ENDING PERIOD

  ACCOUNT DESCRIPTION   ACCOUNTING CODE       PAYMENTS            A/R'S            EXPENDITURE          ONLY             BALANCE

  -------------------   ---------------    ---------------    ---------------    ---------------   ---------------    ---------------

      COST CENTER           XXXXX          ZZZ,ZZZ,ZZ9.99-    ZZZ,ZZZ,ZZ9.99-    ZZZ,ZZZ,ZZ9.99-   ZZZ,ZZZ,ZZ9.99-    ZZZ,ZZZ,ZZ9.99-
      COST CENTER           XXXXX          ZZZ,ZZZ,ZZ9.99-    ZZZ,ZZZ,ZZ9.99-    ZZZ,ZZZ,ZZ9.99-   ZZZ,ZZZ,ZZ9.99-    ZZZ,ZZZ,ZZ9.99-

  TOTAL OF ALL MEDICAL           Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZ9.99- ZZZ,ZZZ,ZZ9.99-    ZZZ,ZZZ,ZZ9.99-
  TOTAL PAID THIS CYCLE                     ZZZ,ZZZ,ZZZ.Z9-
                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS PAYMENT AND REPORTING SUBSYSTEM

REPORT EXHIBIT

	PAYMENT CYCLE FINANCIAL SUMMARY 

	NMMC4569-RC050


	Column Name
	Description
	Source
	DED Number

	COST CENTER CODE DESCRIPTION
	A description of the funding category.
	Program Generated
	

	COST CENTER/

ACCOUNTING CODE
	Cost Center / Accounting Code

This is the cost center or accounting code assigned to a claim.  
	C_COST_CENTER_CD


	7827

	TOTAL PAYMENTS
	Total payments made from this cost center or accounting code for the payment period.
	Program Generated
	

	NEW A/R'S
	Total new A/R activity amounts for this cost center for the payment period.
	Program Generated
	

	TOTAL EXPENDITURE
	Total cost center or accounting code expenditures made for this account during the payment period.
	Program Generated
	

	HISTORY ONLY
	Total history only transactions made for the cost center or accounting code during the payment period.
	Program Generated
	

	ENDING PERIOD BALANCE
	Balance for the cost center or accounting code after activity for the payment period has been applied.
	Program Generated
	

	TOTAL OF ALL MEDICAL COST CENTER
	The tally of all the medical costs that was reported in the financial summary.
	Program Generated
	

	TOTAL OF ALL MEDICAL TOTAL PAYMENTS
	The total of medical payments made for all cost centers or accounting codes during the payment period.
	Program Generated
	

	TOTAL OF ALL MEDICAL NEW A/R'S
	The total of new A/R activity amounts for all cost centers or accounting codes for the payment period.
	Program Generated
	

	TOTAL OF ALL MEDICAL TOTAL EXPENDITURE
	The total of cost center or accounting code expenditures made for all cost center during the payment period.
	Program Generated
	

	TOTAL PAID THIS CYCLE
	The total amount paid during the payment cycle.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

PRELIMINARY PAYMENT SUMMARY

	Report ID: NMMC4510-RC051

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to summarize the reimbursement amount of claims processed during the current payment cycle.  The total reimbursement amount from this report should always equal the payment amount subtotal plus the history-only subtotal from the final payment summary report (RC045). 



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Adjudication Date
	Total 

Y

    
N
N
	Page Break

N


	

	Notes:    

N/A


                                               NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4510-RC051                          HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

                                       P R E L I M I N A R Y   P A Y M E N T   S U M M A R Y                                             

                                                         AS OF: 99/99/9999                                                       

   ADJUDICATION                                                                                  PAID        DENIED       TOTAL

       DATE                  TYPE OF CLAIM                         REIMBURSEMENT AMOUNT         CLAIMS       CLAIMS       CLAIMS                      

   ------------        --------------------------                  --------------------         -------      -------      -------

     99/99/99          XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                       XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                       XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                                                      SUBTOTAL   $  Z,ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

     99/99/99          XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                       XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                       XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                                                      SUBTOTAL   $  Z,ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

     99/99/99          XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                       XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                       XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                                                      SUBTOTAL   $  Z,ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

     99/99/99          XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                       XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                       XXXXXXXXX1XXXXXXXXX2XXXXXX                     ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                                                      SUBTOTAL   $  Z,ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                                  TOTAL FINANCIAL TRANSACTIONS $  ZZZ,ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                                                         TOTAL $  ZZZ,ZZZ,ZZZ,ZZZ.99-           ZZZ,ZZ9      ZZZ,ZZ9      ZZZ,ZZ9

                                                  ***  END OF REPORT  ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	PRELIMINARY PAYMENT SUMMARY

	NMMC4510-RC051

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	The date of the current batch payment cycle.
	Program Generated
	

	ADJUDICATION DATE
	Date of adjudication.  This is the date (parameter 8) used for the input adjudicated claims that reached final disposition during the week in preparation for being paid.
	C_HDR_TB: C_HDR_ADJUD_DT 
	0963

	TYPE OF CLAIM
	Claim Type Code
Indicates what type of claim.
	C_HDR_TB: C_HDR_TY_CD 
	1031

	REIMBURSEMENT AMOUNT
	Total Reimbursement
The final payment amount for the claim. For claims priced at the line item, it is the total of all the line item reimbursement amounts.
	C_HDR_TB: C_TOT_REIMB_AMT 
	1028

	PAID CLAIMS
	The tally of the number of documents with claim status indicating “Paid” is reported.
	Program Generated
	

	DENIED CLAIMS
	The tally of the number of documents with claim status indicating “Denied” is reported.
	Program Generated
	

	TOTAL CLAIMS
	The tally of the number of documents with claim status indicating “Paid” plus those with claim status of “Denied”.  (Sum of Paid and Denied)
	Program Generated
	

	SUBTOTAL REIMBURSEMENT AMOUNT
	This is the total reimbursement amount for the adjudication date.
	Program Generated
	

	SUBTOTAL PAID 
	This is the total tally of paid claims for the adjudication date.
	Program Generated
	

	SUBTOTAL DENIED 
	This is the total tally of denied claims for the adjudication date.
	Program Generated
	

	SUBTOTAL TOTAL 
	This is the total tally of paid and denied claims for the adjudication date.
	Program Generated
	

	TOTAL FINANCIAL TRANSACTION REIMBURSEMENT ACCOUNT
	This is the total of all the financial transactions.
	Program Generated
	

	TOTAL FINANCIAL TRANSACTION PAID
	The number of financial transactions.  The status of finacial transactions is always “paid.”
	Program Generated
	

	TOTAL FINANCIAL TRANSACTION DENIED
	The number is always zeros.
	Program Generated
	

	TOTAL FINANCIAL TRANSACTIONS
	The number of finacial transactions.  This field is always equal to Total Financial Transaction Paid.
	Program Generated
	

	TOTAL REIMBURSEMENT AMOUNT
	This is the total reimbursement amount for the adjudication dates that occurred during the week.  Only one grand total line prints on the report.
	Program Generated
	

	TOTAL PAID 
	This is the total tally of paid claims for the adjudication dates that occurred during the week.  Only one grand total line prints on the report.
	Program Generated
	

	TOTAL DENIED 
	This is the total tally of denied claims for the adjudication dates that occurred during the week.  Only one grand total line prints on the report.
	Program Generated
	

	TOTAL TOTAL 
	This is the total tally of paid and denied claims for the adjudication dates that occurred during the week.  Only one grand total line prints on the report.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS PAYMENT AND REPORTING SUBSYSTEM

REPORT SPECIFICATION

X835 ELECTRONIC REMITTANCE ADVICE PROCESSING REPORT

	Report ID: NMMC835A-RC052

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	
	

	Description:

The purpose of this report is to list the providers and their remittance advice information for remittance advices processed as X835 Electronic transactions. 



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
C-BLNG-PROV-ID
C-HDR-RA-NUM
C-HDR-ID-CD
C-HDR-TY-CD
C-TCN-NUM
C-LI-REC-STRT-NUM
	Total 

N

 N

 N

 N

    N

    N 
N
N
	Page Break

N

         N 

         N

         N

         N

         N
	

	Notes:    

Only providers whose P-RA-MEDM-CD = “E” will receive an electronic remittance advice. Capitation claims (C-HDR-TY-CD = 'M') and history-only claims (C-BAT-PYMT-TY-CD = '1') are omitted. 


1                                        NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM               PROCESSING DATE:  01/03/2012

 REPT:  NMMC835A-RC052                                HUMAN SERVICES DEPARTMENT                          PROCESSING TIME:  11:36:08  

                                                                                                                    PAGE:        1   

0                                        X835 ELECTRONIC REMITTANCE ADVICE PROCESSING REPORT                                         

                                                           AS OF MM/DD/CCYY 

0  PROVIDER ID  NPI/TAX/SSN  RA NUMBER   WARRANT NBR    EFT NUMBER         RA AMOUNT        ADJ AMOUNT      #REG CLMS  #FINA CLMS

   -----------  -----------  ----------  -----------  ---------------  -----------------  ----------------  ---------  ----------    

    XXXXXXXX    XXXXXXXXXX   999999999   XXXXXXXXXXX  XXXXXXXXXXXXXXX   $999,999,999.99-  $999,999,999.99-   999,999     999,999   

0                                            TOTAL WARRANT COUNT  :       Z,ZZZ,ZZZ,ZZ9                                              

                                             TOTAL WARRANT AMOUNT : $ZZZ,ZZZ,ZZZ,ZZ9.99-                                              

                                             TOTAL EFT COUNT      :       Z,ZZZ,ZZZ,ZZ9                                              

                                             TOTAL EFT AMOUNT     : $ZZZ,ZZZ,ZZZ,ZZ9.99-                                              

                                             TOTAL RA ONLY COUNT  :       Z,ZZZ,ZZZ,ZZ9                                              

                                             TOTAL RA ONLY AMOUNT : $ZZZ,ZZZ,ZZZ,ZZ9.99-                                              

                                             GRAND TOTAL RA COUNT :       Z,ZZZ,ZZZ,ZZ9                                              

                                             GRAND TOTAL RA AMOUNT: $ZZZ,ZZZ,ZZZ,ZZ9.99-                                              

0                                                       *** END OF REPORT ***                                                        

                                                        *** END OF REPORT ***                                                        

                                                        *** END OF REPORT ***
	NEW MEXICO OMNICAID MMIS CLAIMS PAYMENT AND REPORTING SUBSYSTEM

REPORT EXHIBIT

	X835 ELECTRONIC REMITTANCE ADVICE PROCESSING REPORT

	NMMC835A-RC052



	Column Name
	Description
	Source
	DED Number

	PROVIDER ID
	Billing Provider ID
	W1C41521-C-BLNG-PROV-ID
	F0403

	NPI/TAX/SSN
	Billing Provider NPI ID, Federal Tax ID or SSN Number
	W1C41521-C-BLNG-NPI-ID or W1C41521-C-BLNG-TAX-ID or  W1C41521-C-BLNG-SSN-NUM
	F6209

F1381
F0255

	RA NUMBER
	Remittance Advice Number
	W1C41521-C-HDR-RA-NUM
	F1042



	WARRANT NUMBER
	Warrant number
	C-HDR-WARR-NUM
	F1041

	EFT NUMBER
	EFT number
	C-EFT-TRC-ID
	F5690

	RA AMOUNT
	Remittance advice total dollar amount
	C-HDR-WARR-AMT
	F1038

	ADJ AMOUNT
	Remittance advice total adjustment amount from all type “F” financial claims for this RA
	Calculated
	

	#REG CLMS
	Total number of regular claims (all but type “F”)
	Calculated
	

	#FIN CLMS
	Total number of Financial claims (type “F”)
	Calculated
	

	TOTAL WARRANT COUNT
	Total number of warrants
	Calculated
	

	TOTAL WARRANT AMOUNT
	Total warrant dollar amount
	Calculated
	

	TOTAL EFT COUNT
	Total number of EFT transactions processed
	Calculated
	

	TOTAL EFT AMOUNT
	Total EFT dollar amount
	Calculated
	

	TOTAL RA ONLY COUNT
	Number of RAs generated
	Calculated
	

	TOTAL RA ONLY AMOUNT
	Remittance advice dollar amount
	Calculated
	

	GRAND TOTAL RA COUNT
	Grand total RA, warrant and EFT transaction count
	Calculated
	

	GRAND TOTAL RA AMOUNT
	Grand total dollar amount for all transactions
	Calculated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

REMITTANCE ACTIVITY CONTROL TOTALS

	Report ID: NMMC6000-RC053

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report presents control totals, by claim type, for the remittance advices written for approved claims and adjustment claims.  This report includes net totals of the paid and adjustment amounts, the number of denied claims and the number of suspended claims.  This report is used to balance against the MMIS payment, final payment summary report and payment reports.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Claim Type 
	Total 

    N
N
N
	Page Break

N


	

	Notes:

N/A




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                  PROCESSING DATE: 99/99/9999

 REPT:  NMSC6000-RC053                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











       PAGE: 999999

                                               REMITTANCE ACTIVITY CONTROL TOTALS 

                                                        AS OF: 99/99/9999                                                       

                  *** APPROVAL CLAIMS   ***  ** ADJUSTMENT CLAIMS   **  *** NET TOTAL CLAIMS ***    DENIED     SUSPENDED

  CLAIM TYPE      NUMBER            AMOUNTS  NUMBER            AMOUNTS  NUMBER           AMOUNTS    CLAIMS      CLAIMS

  --------------- ---------  --------------  ---------  --------------  --------- --------------   ---------   ---------

  XXXXXXXXX1XXXXX Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9 ZZZ,ZZZ,ZZZ.99-  Z,ZZZ,ZZ9   Z,ZZZ,ZZ9

  XXXXXXXXX1XXXXX Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9 ZZZ,ZZZ,ZZZ.99-  Z,ZZZ,ZZ9   Z,ZZZ,ZZ9

  XXXXXXXXX1XXXXX Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9 ZZZ,ZZZ,ZZZ.99-  Z,ZZZ,ZZ9   Z,ZZZ,ZZ9

  XXXXXXXXX1XXXXX Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9 ZZZ,ZZZ,ZZZ.99-  Z,ZZZ,ZZ9   Z,ZZZ,ZZ9

  XXXXXXXXX1XXXXX Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9 ZZZ,ZZZ,ZZZ.99-  Z,ZZZ,ZZ9   Z,ZZZ,ZZ9

  XXXXXXXXX1XXXXX Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9 ZZZ,ZZZ,ZZZ.99-  Z,ZZZ,ZZ9   Z,ZZZ,ZZ9

  XXXXXXXXX1XXXXX Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9 ZZZ,ZZZ,ZZZ.99-  Z,ZZZ,ZZ9   Z,ZZZ,ZZ9

  XXXXXXXXX1XXXXX Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9  ZZZ,ZZZ,ZZZ.99- Z,ZZZ,ZZ9 ZZZ,ZZZ,ZZZ.99-  Z,ZZZ,ZZ9   Z,ZZZ,ZZ9

  TOTAL:         ZZ,ZZZ,ZZ9                 ZZ,ZZZ,ZZ9                 ZZ,ZZZ,ZZ9                 ZZ,ZZZ,ZZ9            

                        $  Z,ZZZ,ZZZ,ZZZ.99-       $  Z,ZZZ,ZZZ,ZZZ.99-      $  Z,ZZZ,ZZZ,ZZZ.99-             ZZ,ZZZ,ZZ9 

                                                TOTAL NEW ACCOUNTS RECEIVABLE:  Z,ZZZ,ZZZ,ZZZ.99-

                                            TOTAL APPLIED ACCOUNTS RECEIVABLE:  Z,ZZZ,ZZZ,ZZZ.99-

                                            NET CHANGE IN ACCOUNTS RECEIVABLE:  Z,ZZZ,ZZZ,ZZZ.99-

                                                          CONTROL TOTALS:                            

                                                        NUMBER OF REMITTANCES:     ZZ,ZZZ,ZZ9    

                                                  NUMBER WITHOUT WARRANTS/EFT:     ZZ,ZZZ,ZZ9    

                                                    NUMBER WITH WARRANTS/EFTS:     ZZ,ZZZ,ZZ9    

***  END OF REPORT  ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	REMITTANCE ACTIVITY CONTROL TOTALS

	NMSC6000-RC053

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes
	System Generated
	

	CLAIM TYPE
	Claim Type Code
Indicates what type of claim the batch is for.
	C_HDR_TB: C_HDR_TY_CD 
	1031

	APPROVAL NUMBER
	The tally of claims, which have an accounting code equal to “Normal Pay Provider” and have a claim status of “Paid.”
	Program Generated
	

	APPROVAL AMOUNT
	The total reimbursement sum of claims, which have an accounting code equal to “Normal Pay Provider” and have a claim status of “Paid.”
	Program Generated
	

	ADJUSTMENT NUMBER
	The tally of claims which have an accounting code not equal to “Normal Pay Provider”, not equal to “History Only”, but indicates that the claim is a credit or adjustment and has a claim status of “Paid.”
	Program Generated
	

	ADJUSTMENT AMOUNT
	The total reimbursement sum of claims which have an accounting code not equal to “Normal Pay Provider”, not equal to “History Only”, but indicates that the claim is a credit or adjustment and has a claim status of “Paid.”
	Program Generated
	

	NET TOTAL NUMBER
	The sum of approval and adjustment claims counts.
	Program Generated
	

	NET TOTAL AMOUNT
	The sum of approval and adjustment claims amounts.
	Program Generated
	

	DENIED 
	The tally of the number of claims that have a claim status for “Denied” for each claim type.
	Program Generated
	

	SUSPENDED 
	The tally of the number of claims that have a claim status for “Suspended” for each claim type.
	Program Generated
	

	TOTAL APPROVAL NUMBER
	The tally of claims, which have an accounting code equal to “Normal Pay Provider” and have a claim status of “Paid” for all claim types.
	Program Generated
	

	TOTAL APPROVAL AMOUNT
	The total reimbursement sum of claims which have an accounting code equal to “Normal Pay Provider” and have a claim status of “Paid” for all claim types.
	Program Generated
	

	TOTAL ADJUSTMENT NUMBER
	The tally of claims which have an accounting code not equal to “Normal Pay Provider”, not equal to “History Only”, but indicates that the claim is a credit or adjustment and has a claim status of “Paid” for all claim types.
	Program Generated
	

	TOTAL ADJUSTMENT AMOUNT
	The total reimbursement sum of claims, which have an accounting code not equal to “Normal Pay Provider” not equal to “History Only”, but indicates that the claim is a credit or adjustment and has a claim status of “Paid” for all claim types.
	Program Generated
	

	TOTAL NET TOTAL NUMBER
	The sum of approval and adjustment claims counts for all claim types.
	Program Generated
	

	TOTAL NET TOTAL AMOUNT
	The sum of approval and adjustment claims amounts for all claim types.
	Program Generated
	

	TOTAL DENIED 
	The tally of the number of claims that have a status of “Denied” for all claim types.
	Program Generated
	

	TOTAL SUSPENDED 
	The tally of the number of claims that have a claim status of “Suspended” for all claim types.
	Program Generated
	

	TOTAL NEW ACCOUNTS RECEIVABLE
	The sum of outstanding credit balance amounts and recoupment balances for all providers at the end of the previous payment cycle.
	Program Generated
	

	TOTAL APPLIED ACCOUNTS RECEIVABLE
	The sum of all ending credit balance and recoupment balance amounts for all providers at the end of the current payment cycle.
	Program Generated
	

	TOTAL NET CHANGE IN ACCOUNTS RECEIVABLE
	The difference between the beginning and ending total provider negative balances.
	Program Generated
	

	NUMBER OF REMITTANCES
	The count of remittance advices produced for the payment cycle.
	Program Generated
	

	NUMBER WITHOUT WARRANTS/EFTS
	The count of remittance advices produced that do not have corresponding warrants or EFTs for the payment cycle.
	Program Generated
	

	NUMBER WITH WARRANTS/EFTS
	The count of remittance advices produced that have corresponding warrants or EFTs for the payment cycle.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

REMITTANCE ADVICE

	Report Object Name: NMMC6000-RC054

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly
	90 days
	Refer to the FAO Report Distribution Master
	

	Description:

The remittance advice provides information to assist the provider and billing staff in maintaining accurate records of claims submitted, suspended, paid, and denied.  


	Sort Sequence(s) and Control Breaks

	 Sort Sequence:

 Billing Provider ID

 RA Number

 Claim Type

 Payment Grouping

       Adjudicated

       Adjustments

            Debits

            Credits

       Voids

 Recipient ID

 Medical Record Number

 Recipient Name

 Provider Selected Sort Field


	Total 

Y

Y

N

Y

Y

Y

N

N

Y

N

N

N

N
	Page Break

Y

Y

Y

Y

Y

Y

N

N

Y

N

N

N

N


	

	Notes:

A RA is produced for each provider regardless of the value of P-RA-MEDM-CD.  These will appear in COLD.  However, the system will only print RAs for providers who have a medium code of “P” in the system.  Providers with a medium code of “W” in the system will have their RAs posted to the Web.  Providers with a medium code of “M” will not receive a RA.  They will only receive the flat file via the Web.  If the MCO would like to receive both the MCO flat file and the RA, the MCO will need to select a RA medium code of “W”.  Providers with a medium code of “E” will receive an X835 Electronic RA and have their RA posted to the Web.  



XXXXXXXXX***XXXXXXXXXX**********************   NEW MEXICO MEDICAID  REMITTANCE  ADVICE  *****************************PAGE:  999,999

                                                                XXXXXXXXX  /  XXXXXXXXXX
    XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXXXXXX4XXXXX
                                                                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX3XXXXXXX4XXXXXX

                                                                XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX3XXXXXXX4XXXXXX

                                                                XXXXXXXXXXXXXXXX XX  99999
                                                              PLEASE SEND INQUIRES TO: XEROX, INC

                                                                                       P.O. BOX 27478

                                                                                       ALBUQUERQUE, NM 87125-7478

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXX XX  99999                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

                                                                                                                    PAGE:   99999999

 PROVIDER NO: XXXXXXXX     NPI: XXXXXXXXXX                                                                     RPT PAGE:  999999999

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                          XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

  XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE I - INPATIENT HOSPITAL           PAYMODE: XXXXXXXX (FORMAT FOR PAYMODE: DRG OR PER DIEM)

     ADJUDICATED 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          PAT CNTRL NUM            TCN                                 

 SERVICE DATES        REV CD                   BILLED AMOUNT   NONCOVERED AMOUNT  COPAY PAID     ALLOWED+ TAX AMOUNT   EOB    STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999 99999999999999999                       9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99     999                       9,999,999.99    9,999,999.99-    9,999,999.99     9,999,999.99-              XXXXXX

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/99                                         TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 DRG: 999  DX/POA: XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X  PX: 99999 99999 99999

 ************** TPL INFO ***************************************************************************

 CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME

 -------------------------   -------------------------   ---------------   -------------------------

 XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXX  XX  99999

 ***************************************************************************************************

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 99999999999999999999   99999999999999999                       9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99     999                       9,999,999.99    9,999,999.99-    9,999,999.99     9,999,999.99-              XXXXXX

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/99                                         TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 DRG: 999  DX/POA: XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X  PX: 99999 99999 99999

 ************** HMO INFO ***************************************************************************

 CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME

 -------------------------   -------------------------   ---------------   -------------------------

 XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXX  XX  99999

 ***************************************************************************************************

 ADJUDICATED  TOTALS:  999,999 CLAIM LINES                   TOTAL ALWD+TAX AMT: 999,999,999.99-

                                                                                       TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE I - INPATIENT HOSPITAL           PAYMODE: XXXXXXXX (FORMAT FOR PAYMODE: DRG OR PER DIEM)

     ADJUSTMENT 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          PAT CNTRL NUM              TCN                                 

 SERVICE DATES        REV CD                   BILLED AMOUNT   NONCOVERED AMOUNT  COPAY PAID     ALLOWED+TAX AMOUNT    EOB    STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                       9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-            XXXXXX

 FORMER TCN: 99999999999999999 DATED: 9999/99/99                                                   TPL/COPAY:  999999.99-  PAY:  999999.99

 DRG: 999  DX/POA: XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X PX: 99999 99999 99999

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                       9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-            XXXXXX

 ADJUST TCN: 99999999999999999 DATED: 9999/99/99                                                   TPL/COPAY:  999999.99-  PAY:  999999.99

 DRG: 999  DX/POA: XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X PX: 99999 99999 99999

************************************************************************************************************************************

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                       9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-            XXXXXX

 FORMER TCN: 99999999999999999 DATED: 9999/99/99                                                   TPL/COPAY:  999999.99-  PAY:  999999.99

 DRG: 999  DX/POA: XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X  PX: 99999 99999 99999

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                       9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-            XXXXXX

 ADJUST TCN: 99999999999999999 DATED: 9999/99/99                                                   TPL/COPAY:  999999.99-  PAY:  999999.99

 DRG: 999  DX/POA: XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X PX: 99999 99999 99999

************************************************************************************************************************************

ADJUSTMENT  TOTALS:  999,999 CLAIM LINES                   TOTAL ALWD+TAX AMT: 999,999,999.99-

                                                                                         TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE I - INPATIENT HOSPITAL           PAYMODE: XXXXXXXX (FORMAT FOR PAYMODE: DRG OR PER DIEM)

     VOIDED 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          PAT CNTRL NUM              TCN                                 

 SERVICE DATES        REV CD                   BILLED AMOUNT   NONCOVERED AMOUNT  COPAY PAID     ALLOWED+TAX AMOUNT    EOB     STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999    

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                      9,999,999.99    9,999,999.99-      9,999,999.99      9,999,999.99-      9999    XXXXXX

 VOID   TCN: 99999999999999999 DATED: 9999/99/99                                          TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 DRG: 99999  DX/POA: XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X XXXXXXXXXX/X PX: 9999999 9999999 9999999

 VOIDED TOTALS:  999,999 CLAIM LINES                   TOTAL ALWD+TAX AMT: 999,999,999.99-

                                                                                          TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE I - INPATIENT HOSPITAL           PAYMODE: XXXXXXXX (FORMAT FOR PAYMODE: PERCENT OR BLANK)

     ADJUDICATED 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          PAT CNTRL NUM              TCN                                 

 SERVICE DATES   REV/HCPC      UNITS      BILLED AMOUNT   NONCOVERED AMOUNT  COPAY PAID     ALLOWED+TAX AMOUNT         EOB     STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999    

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/99

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 ************** TPL INFO ***************************************************************************

 CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME

 -------------------------   -------------------------   ---------------   -------------------------

 XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXX  XX  99999

 ***************************************************************************************************

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/99

 ************** HMO INFO ***************************************************************************

 CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME

 -------------------------   -------------------------   ---------------   -------------------------

 XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXX  XX  99999

 ***************************************************************************************************

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX

                                                                                      TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 ADJUDICATED  TOTALS:  999,999 CLAIM LINES                   TOTAL ALWD+TAX AMT: 999,999,999.99-

                                                                                         TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE I - INPATIENT HOSPITAL           PAYMODE: XXXXXXXX (FORMAT FOR PAYMODE: PERCENT OR BLANK)

     ADJUSTMENT 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          PAT CNTRL NUM              TCN                                 

 SERVICE DATES        REV CD                   BILLED AMOUNT   NONCOVERED AMOUNT  COPAY PAID     ALLOWED+TAX AMOUNT    EOB    STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                       9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-            XXXXXX

 FORMER TCN: 99999999999999999 DATED: 9999/99/99                                                   TPL/COPAY:  999999.99-  PAY:  999999.99

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                       9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-            XXXXXX

 ADJUST TCN: 99999999999999999 DATED: 9999/99/99                                                   TPL/COPAY:  999999.99-  PAY:  999999.99

 ************************************************************************************************************************************

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                       9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-            XXXXXX

 FORMER TCN: 99999999999999999 DATED: 9999/99/99                                                   TPL/COPAY:  999999.99-  PAY:  999999.99

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                       9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-            XXXXXX

 ADJUST TCN: 99999999999999999 DATED: 9999/99/99                                                   TPL/COPAY:  999999.99-  PAY:  999999.99

 ************************************************************************************************************************************

 ADJUSTMENT  TOTALS:  999,999 CLAIM LINES                   TOTAL ALWD+TAX AMT: 999,999,999.99-

                                                                                         TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE I - INPATIENT HOSPITAL           PAYMODE: XXXXXXXX (FORMAT FOR PAYMODE: PERCENT OR BLANK)

     VOIDED 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          PAT CNTRL NUM              TCN                                 

 SERVICE DATES        REV CD                   BILLED AMOUNT   NONCOVERED AMOUNT  COPAY PAID     ALLOWED+TAX AMOUNT    EOB     STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999    

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999                      9,999,999.99    9,999,999.99-      9,999,999.99      9,999,999.99-      9999    XXXXXX

 VOID   TCN: 99999999999999999 DATED: 9999/99/99                                          TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 VOIDED TOTALS:  999,999 CLAIM LINES                   TOTAL ALWD+TAX AMT: 999,999,999.99-

                                                                                          TPL/COPAY:  999,999,999.99- PAY:  999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE I - INPATIENT HOSPITAL           PAYMODE: XXXXXXXX (FORMAT FOR PAYMODE: DRG,PER DIEM,PERCENT OR BLANK)

                                                          IN-PROCESS 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID    RECIPIENT NAME                      PAT CNTRL NUM          TCN      SERVICE DATES       BILLED          EOB  STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXX,XXXXXXXXXXXX X 99999999999999999999 99999999999999999 99/99/99 99/99/99 9,999,999.99- 9999 XXXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99999999999999 XXXXXXXXXXXXXXXXXX,XXXXXXXXXXXX X 99999999999999999999 99999999999999999 99/99/99 99/99/99 9,999,999.99- 9999 XXXXXX

                                                            PENDED :    99999 CLAIM LINES               999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: O,V,H)

     ADJUDICATED 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          PAT CNTRL NUM              TCN                                 

 SERVICE DATES        REV/HCPC       UNITS      BILLED AMOUNT   NONCOVERED AMOUNT  COPAY PAID     ALLOWED+ TAX AMOUNT   EOB     STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999    

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/99

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX 

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX

                                                                                       TPL:  999,999,999.99- PAY:  999,999,999.99-

 ADJUDICATED  TOTALS:  9999 CLAIM LINES                   TOTAL ALWD+TAX AMT: 999,999,999.99-

                                                                                       TPL:  999,999,999.99- PAY:  999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: O,V,H)

     ADJUSTMENT 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          PAT CNTRL NUM              TCN                                 

 SERVICE DATES        REV/HCPC       UNITS      BILLED AMOUNT   NONCOVERED AMOUNT  COPAY PAID    ALLOWED+TAX AMOUNT    EOB    STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    9999999    9,999,999-      9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-           XXXXXX

 FORMER TCN: 99999999999999999 DATED: 9999/99/99                                         TPL:  999,999,999.99- PAY:  999,999,999.99-

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    9999999    9,999,999-      9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-           XXXXXX

 ADJUST TCN: 99999999999999999 DATED: 9999/99/99                                         TPL:  999,999,999.99- PAY:  999,999,999.99-

 ************************************************************************************************************************************

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    9999999    9,999,999-      9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-           XXXXXX

 FORMER TCN: 99999999999999999 DATED: 9999/99/99                                         TPL:  999,999,999.99- PAY:  999,999,999.99-

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999   

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99/99/99 99/99/99    9999999    9,999,999-      9,999,999.99     9,999,999.99-    9,999,999.99       9,999,999.99-           XXXXXX

 ADJUST TCN: 99999999999999999 DATED: 9999/99/99                                         TPL:  999,999,999.99- PAY:  999,999,999.99-

 ************************************************************************************************************************************

 ADJUSTMENT  TOTALS:  999,999 CLAIM LINES                   TOTAL ALWD+TAX AMT: 999,999,999.99-

                                                                                         TPL:  999,999,999.99- PAY:  999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: O,V,H)

     VOIDED 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          PAT CNTRL NUM              TCN                                 

 SERVICE DATES       REV/HCPC       UNITS      BILLED AMOUNT   NONCOVERED AMOUNT  COPAY PAID     ALLOWED+ TAX AMOUNT   EOB     STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999999999999   99999999999999999                            9999    

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX

 99/99/99 99/99/99    999  9,999,999.99999    9,999,999.99     9,999,999.99-    9,999,999.99    9,999,999.99-                  XXXXXX

 VOID   TCN: 99999999999999999 DATED: 9999/99/99                                       TPL:  999,999,999.99-   PAY: 999,999,999.99-

 VOIDED CLAIM TOTALS: 9999                                             TOTAL ALWD+TAX AMT: 999,999,999.99-

                                                                                       TPL:  999,999,999.99-   PAY:  999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: A,B,C)

     ADJUDICATED 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID      RECIPIENT NAME     
MCARE 
  MCARE      TCN       MEDICAID   MEDICAID  PAT CNTRL NUM             EOB   

    SERVICE DATE      SVC PROV  REV CD   
-BILD     -ALLW   COINSURANCE  DEDUCTIBLE  BILLED     ALLOWED    TPL    PAYMENT    STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX, XXXXXXXXXXXXXXX X 99999999999999999                                                9999

 000 99/99/99 99/99/99 XXXXXXXX                                                                                                XXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 

 999 99/99/99 99/99/99 XXXXXXXX 9999 999,999,999.99            999,999,999.99-        999,999,999.99         999,999,999.99-   XXXXX

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 DUPLIC TCN: 99999999999999999 DATED: 99/99/99

                 CLAIM TOTAL:        999,999,999.99          999,999,999.99-       999,999,999.99       999,999,999.99-   

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 99999999999999 XXXXXXXXXXXXXXXXXXXXX, XXXXXXXXXXXXXXX X 99999999999999999                                                 9999

 000 99/99/99 99/99/99 XXXXXXXX                                                                                                XXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 999 99/99/99 99/99/99 XXXXXXXX 9999 999,999,999.99      999,999,999.99-        999,999,999.99         999,999,999.99-    9999 XXXXX

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

                 CLAIM TOTAL:        999,999,999.99          999,999,999.99-       999,999,999.99       999,999,999.99-   

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 99999999999999 XXXXXXXXXXXXXXXXXXXXX, XXXXXXXXXXXXXXX X 99999999999999999                                                 9999

 000 99/99/99 99/99/99 XXXXXXXX                                                                                                XXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 999 99/99/99 99/99/99 XXXXXXXX 9999 999,999,999.99            999,999,999.99-        999,999,999.99         999,999,999.99-   XXXXX

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 FORMER TCN: 99999999999999999 DATED: 99/99/9999

                 CLAIM TOTAL:        999,999,999.99          999,999,999.99-       999,999,999.99       999,999,999.99-   

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 ADJUDICATED  TOTALS:  999,999 CLAIM LINES  9,999,999,999.99-      9,999,99 9,999.99  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-  9,999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: A,B,C)

     ADJUSTMENT 

-----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID      RECIPIENT NAME     
MCARE 
  MCARE      TCN       MEDICAID   MEDICAID  PAT CNTRL NUM          EOB   

   SERVICE DATE      SVC PROV REV CD   
-BILD     -ALLW   COINSURANCE  DEDUCTIBLE  BILLED     ALLOWED    TPL   PAYMENT  STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX, XXXXXXXXXXXXXXX X 99999999999999999                                                9999

 000 99/99/99 99/99/99 XXXXXXXX                                                                                                XXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 

 999 99/99/99 99/99/99 XXXXXXXX 9999 999,999,999.99            999,999,999.99-        999,999,999.99         999,999,999.99-   XXXXX

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 DUPLIC TCN: 99999999999999999 DATED: 99/99/99

                 CLAIM TOTAL:        999,999,999.99          999,999,999.99-       999,999,999.99       999,999,999.99-   

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 ************************************************************************************************************************************

 99999999999999 XXXXXXXXXXXXXXXXXXXXX, XXXXXXXXXXXXXXX X 99999999999999999                                                 9999

 000 99/99/99 99/99/99 XXXXXXXX                                                                                                XXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 999 99/99/99 99/99/99 XXXXXXXX 9999 999,999,999.99            999,999,999.99-        999,999,999.99         999,999,999.99-   XXXXX

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 FORMER TCN: 99999999999999999 DATED: 99/99/9999

                 CLAIM TOTAL:        999,999,999.99          999,999,999.99-       999,999,999.99       999,999,999.99-   

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 ************************************************************************************************************************************

 ADJUSTED  TOTALS:  999,999 CLAIM LINES  9,999,999,999.99-      9,999,99 9,999.99  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-  9,999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: A,B,C)

     VOIDED 

-----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID      RECIPIENT NAME     
MCARE 
  MCARE      TCN       MEDICAID   MEDICAID  PAT CNTRL NUM          EOB   

 SERVICE DATE      SVC PROV REV CD   
-BILD     -ALLW   COINSURANCE  DEDUCTIBLE  BILLED     ALLOWED    TPL   PAYMENT    STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX, XXXXXXXXXXXXXXX X 99999999999999999                                               9999

 000 99/99/99 99/99/99 XXXXXXXX                                                                                               XXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 

 999 99/99/99 99/99/99 XXXXXXXX 9999 999,999,999.99            999,999,999.99-        999,999,999.99         999,999,999.99-  XXXXX

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

                 CLAIM TOTAL:        999,999,999.99          999,999,999.99-       999,999,999.99       999,999,999.99-   

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 99999999999999 XXXXXXXXXXXXXXXXXXXXX, XXXXXXXXXXXXXXX X 99999999999999999                                               9999

 000 99/99/99 99/99/99 XXXXXXXX                                                                                               XXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 999 99/99/99 99/99/99 XXXXXXXX 9999 999,999,999.99            999,999,999.99-        999,999,999.99         999,999,999.99-  XXXXX

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

                 CLAIM TOTAL:        999,999,999.99          999,999,999.99-       999,999,999.99       999,999,999.99-   

                                          999,999,999,99-          999,999,999,99-       999,999,999,99-    999,999,999,99-

 VOID   TCN: 99999999999999999 DATED: 9999/99/99

 VOIDED        TOTALS:  999,999  LINES     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-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: O,V,H,A,B,C)

                                                          IN-PROCESS 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID    RECIPIENT NAME                      PAT CNTRL NUM          TCN        SERVICE DATES     BILLED AMOUNT  EOB   STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXX X 999999999999999 99999999999999999 99/99/99 99/99/99 9,999,999.99- 9999   XXXXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 99999999999999 XXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXX X 999999999999999 99999999999999999 99/99/99 99/99/99 9,999,999.99- 9999   XXXXXXX

                                            PENDED :    99999 CLAIM LINES                              999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: P,M,W,L,S,T)

     ADJUDICATED 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          MED REC NUMBER                TCN          SVC PROV/NPI           EOB                            

 LN  SERVICE DATES         PROC    PM PM     ALWD-UNITS  BILLED      COPAY PD    ALWD+TAX          TPL        PAYMENT          STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999        99999999999999999   XXXXXXXXX / XXXXXXXXXX 9999 XXXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 001 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 002 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/99

 ************** TPL INFO ***************************************************************************

 CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME

 -------------------------   -------------------------   ---------------   -------------------------

 XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXX  XX  99999

 ***************************************************************************************************

                                CLAIM TOTAL:        9,999,999.99-  9,999,999.99-  9,999,999.99-  9,999,999.99-  9,999,999.99-

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999        99999999999999999   XXXXXXXXX              9999 XXXXXX

 001 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 002 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/9999

                                CLAIM TOTAL:        9,999,999.99-  9,999,999.99-  9,999,999.99-  9,999,999.99-  9,999,999.99-

 ************** HMO INFO ***************************************************************************

 CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME

 -------------------------   -------------------------   ---------------   -------------------------

 XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXX  XX  99999

 ***************************************************************************************************

 ADJUDICATED  TOTALS:  9999 CLAIM LINES     999,999,999.99-  999,999,999.99- 999,999,999.99- 999,999,999.99- 999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: P,M,W,L,S,T)

     ADJUSTMENT 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          MED REC NUMBER                TCN          SVC PROV/NPI           EOB                            

 LN  SERVICE DATES         PROC    PM PM     ALWD-UNITS  BILLED      COPAY PD    ALWD+TAX          TPL        PAYMENT          STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999        99999999999999999   XXXXXXXXX / XXXXXXXXXX 9999

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 001 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 002 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 DUPLIC TCN: 99999999999999999 DATED: 9999-99-99 

 DUPLIC TCN: 99999999999999999 DATED: 9999-99-99

 ************************************************************************************************************************************

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999        99999999999999999   XXXXXXXXX              9999

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 001 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 002 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 DUPLIC TCN: 99999999999999999 DATED: 9999-99-99 

 DUPLIC TCN: 99999999999999999 DATED: 9999-99-99

 ************************************************************************************************************************************

 ADJUSTMENT  TOTALS:  999,999 CLAIM LINES      99,999,999.99-           999,999,999.99-            999,999,999.99-       

                                                            999,999,999.99-         999,999,999.99-          999,999,999.99-   

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: P,M,W,L,S,T)

     VOIDED 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          MED REC NUMBER                TCN          SVC PROV/NPI           EOB                            

 LN  SERVICE DATES         PROC    PM PM     ALWD-UNITS  BILLED      COPAY PD    ALWD+TAX          TPL        PAYMENT          STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 999999999999999        99999999999999999   XXXXXXXXX / XXXXXXXXXX 9999

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 001 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 002 99/99/9999 99/99/9999 9999999 XX XX  9,999,999.99  9,999,999.99- 9,999.99  9,999,999.99- 9,999,999.99- 9,999,999.99-      XXXXXX

 VOID   TCN: 99999999999999999 DATED: 9999/99/99

 VOIDED        TOTALS:  999,999  LINES     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-

XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE D - DENTAL

     ADJUDICATED 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                              TCN             SVC PROV                          

 LN  SERVICE DATES   TOOTH/OC PROC    ALWD-UNITS     BILLED       COPAY PD     ALWD+TAX        TPL         PAYMENT        EOB STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                      

 01  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 02  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 03  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

                                        CLAIM TOTAL: 9,999,999.99- 9,999,999.99   99- 9,999,999.99- 9,999,999.99- 9,999,999.99-

 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                      9999

 01  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 02  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 DUPLIC TCN: 99999999999999999 DATED: 99/99/99

 03  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

                                        CLAIM TOTAL: 9,999,999.99- 9,999,999.99   99- 9,999,999.99- 9,999,999.99- 9,999,999.99-

 ADJUDICATED  TOTALS:  999,999 CLAIM LINES      999,999,999.99- 9,999,999.99- 999,999,999.99- 999,999,999.99- 999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE D - DENTAL

     ADJUSTMENT 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                              TCN             SVC PROV                          

 LN  SERVICE DATES TOOTH/OC PROC    ALWD-UNITS     BILLED         COPAY PD     ALWD+TAX        TPL         PAYMENT        EOB STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                      

 01  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 02  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 03  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

                                        CLAIM TOTAL: 9,999,999.99- 9,999,999.99   99- 9,999,999.99- 9,999,999.99- 9,999,999.99-

 ***********************************************************************************************************************************
 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                      9999

 01  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 02  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 DUPLIC TCN: 99999999999999999 DATED: 99/99/99

 03  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

                                        CLAIM TOTAL: 9,999,999.99- 9,999,999.99   99- 9,999,999.99- 9,999,999.99- 9,999,999.99-

 ADJUSTMENT  TOTALS:  999,999 CLAIM LINES         999,999,999.99- 9,999,999.99  99- 999,999,999.99- 999,999,999.99- 999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE D - DENTAL

     VOIDED 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                              TCN             SVC PROV                          

 LN  SERVICE DATES   TOOTH/OC PROC    ALWD-UNITS     BILLED         COPAY PD     ALWD+TAX      TPL          PAYMENT       EOB STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                      

 01  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 02  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 03  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

                                        CLAIM TOTAL: 9,999,999.99- 9,999,999.99   99- 9,999,999.99- 9,999,999.99- 9,999,999.99-

 99999999999999 XXXXXXX,XXXXXXXXXXX X 999999999999999   99999999999999999   XXXXXXXXX                                      9999

 01  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 02  99/99/99 99/99/99 XX/XX  99999 9,999,999.99 9,999,999.99- 9,999,999.99  9,999,999.99- 9,999,999.99-  9,999,999.99-   9999 XXXXX

 VOID   TCN: 99999999999999999 DATED: 9999/99/99

 VOIDED        TOTALS:  999,999  LINES     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-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE X – XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 (FORMAT FOR CLAIM TYPES: P,M,W,L,S,T,D)   

                                                          IN-PROCESS 

------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID    RECIPIENT NAME           


MED REC NUM            TCN          BILLED AMOUNT      EOB         STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX, XXXXXXXXXXXXXXX X 99999999999999999999 99999999999999999 9,999,999.99-      9999        XXXXXX

 EOB CODES: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 PENDED  TOTALS:  999,999 CLAIM LINES                                                         999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE R - DRUG

     ADJUDICATED 

 -----------------------------------------------------------------------------------------------------------------------------------

          RX-NUMBER        RECIPIENT ID        RECIPIENT NAME                        TCN

 DATE   REFILL BRAND PRESC-PHYS     NDC        ALLWD-QTY     BILLED     COPAY PAID   ALWD+TAX       TPL        PAYMENT   EOB  STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

        999999999999      99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 99999999999999999

 99/99/99   X    X    99999999  99999999999 99,999,999.99            999,999,999.99             999,999,999.99           9999  XXXXX 

                                                        999,999,999.99           999,999,999.99             999,999,999.99 

          9999999999      99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 99999999999999999

 99/99/99   X    X    99999999  99999999999 99,999,999.99            999,999,999.99             999,999,999.99           9999  XXXXX 

                                                        999,999,999.99           999,999,999.99             999,999,999.99 

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 DUPLIC TCN: 99999999999999999 DATED: 99/99/99

************** TPL INFO ***************************************************************************

 CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME

 -------------------------   -------------------------   ---------------   -------------------------

 XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXX  XX  99999

 ***************************************************************************************************

          9999999999      99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 99999999999999999

 99/99/99   X    X    99999999  99999999999 99,999,999.99            999,999,999.99             999,999,999.99           9999  XXXXX 

                                                        999,999,999.99           999,999,999.99             999,999,999.99 

************** HMO INFO ***************************************************************************

 CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME

 -------------------------   -------------------------   ---------------   -------------------------

 XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXX  XX  99999

 ***************************************************************************************************

          9999999999      99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 99999999999999999

 99/99/99   X    X    99999999  99999999999 99,999,999.99            999,999,999.99             999,999,999.99           9999  XXXXX 

                                                        999,999,999.99           999,999,999.99             999,999,999.99

 ADJUDICATED  TOTALS:  999,999 CLAIM LINES              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- 

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE R - DRUG

     ADJUSTMENT 

 -----------------------------------------------------------------------------------------------------------------------------------

           RX-NUMBER        RECIPIENT ID        RECIPIENT NAME                       TCN                  

 DATE   REFILL BRAND PRESC-PHYS     NDC          ALLWD-QTY     BILLED     COPAY PAID   ALWD+TAX       TPL        PAYMENT EOB  STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

           9999999999       99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X   99999999999999999                   

 99/99/99   X    X    999999999   99999999999 99,999,999.99-           999,999,999.99-            999,999,999.99-       XXXX  XXXXXX

                                                            999,999,999.99-         999,999,999.99-          999,999,999.99-   

DUPLIC TCN: 99999999999999999 DATED: 9999-99-99 

DUPLIC TCN: 99999999999999999 DATED: 9999-99-99 

************************************************************************************************************************************

           9999999999       99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X   99999999999999999                   

 99/99/99   X    X    999999999   99999999999 99,999,999.99-           999,999,999.99-            999,999,999.99-       XXXX  XXXXXX

                                                            999,999,999.99-         999,999,999.99-          999,999,999.99-   

DUPLIC TCN: 99999999999999999 DATED: 9999-99-99 

DUPLIC TCN: 99999999999999999 DATED: 9999-99-99 

************************************************************************************************************************************

ADJUSTMENT  TOTALS:  999,999 CLAIM LINES                    999,999,999.99-           999,999,999.99-          999,999,999.99-       

                                                                          999,999,999.99-         999,999,999.99-    

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE R - DRUG

     VOIDED 

 -----------------------------------------------------------------------------------------------------------------------------------

          RX-NUMBER        RECIPIENT ID        RECIPIENT NAME                        TCN

 DATE   REFILL BRAND PRESC-PHYS     NDC        ALLWD-QTY     BILLED     COPAY PAID   ALWD+TAX       TPL        PAYMENT   EOB  STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

          9999999999      99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 99999999999999999

 99/99/99   X    X    99999999  99999999999 99,999,999.99            999,999,999.99             999,999,999.99           9999  XXXXX 

                                                        999,999,999.99           999,999,999.99             999,999,999.99 

          9999999999      99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X 99999999999999999

 99/99/99   X    X    99999999  99999999999 99,999,999.99            999,999,999.99             999,999,999.99           9999  XXXXX 

                                                        999,999,999.99           999,999,999.99             999,999,999.99 

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 VOID   TCN: 99999999999999999 DATED: 9999/99/99

 VOIDED TOTALS:  999,999 CLAIM LINES                      99,999,999.99-           999,999,999.99-            999,999,999.99-       

                                                                     999,999,999.99-            999,999,999.99-        

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

 CLAIM TYPE N - LONG TERM CARE

     ADJUDICATED 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          DAYS   MED REC NUMBER              TCN                             EOB

 LN SERVICE DATES     REV    BED   LOC      RATE          BILLED     ALWD+TAX  PATIENT LIABILITY  TPL/COPAY    PAYMENT      STATUS     

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X XXX    XXXXXXXXXXXXXXXXXXXXXXXX   99999999999999999                         9999

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X XXX    XXXXXXXXXXXXXXXXXXXXXXXX   99999999999999999                         9999

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/99

 ************** TPL INFO ***************************************************************************

 CARRIER NAME                CARRIER ADDRESS             POLICY NUMBER     POLICY HOLDER NAME

 -------------------------   -------------------------   ---------------   -------------------------

 XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX   XXXXXXXXX1XXXXX   XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXXXXXXX2XXXXX

                             XXXXXXXXX1XXXX  XX  99999

 ***************************************************************************************************

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X XXX    XXXXXXXXXXXXXXXXXXXXXXXX   99999999999999999                         9999

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/99

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X XXX    XXXXXXXXXXXXXXXXXXXXXXXX   99999999999999999                         9999

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 ADJUDICATED   TOTALS:  999,999  LINES     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-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE N - LONG TERM CARE

     ADJUSTMENT 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          DAYS   MED REC NUMBER              TCN                             EOB

 LN SERVICE DATES     REV    BED   LOC      RATE          BILLED     ALWD+TAX  PATIENT LIABILITY  TPL/COPAY    PAYMENT      STATUS     

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X XXX    XXXXXXXXXXXXXXXXXXXXXXXX   99999999999999999                         9999

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X XXX    XXXXXXXXXXXXXXXXXXXXXXXX   99999999999999999                         9999

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 FORMER TCN: 99999999999999999 DATED: 9999/99/99

 ************************************************************************************************************************************

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X XXX    XXXXXXXXXXXXXXXXXXXXXXXX   99999999999999999                         9999

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 DUPLIC TCN: 99999999999999999 DATED: 9999/99/99

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X XXX    XXXXXXXXXXXXXXXXXXXXXXXX   99999999999999999                         9999

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 EOB: 9999 9999 9999 9999 9999 9999 9999 9999 9999 9999

 ************************************************************************************************************************************

 ADJUSTMENT  TOTALS:  999,999 CLAIM LINES    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-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE N - LONG TERM CARE

     VOIDED 

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME                          DAYS   MED REC NUMBER              TCN                             EOB

 LN SERVICE DATES     REV    BED   LOC      RATE          BILLED     ALWD+TAX  PATIENT LIABILITY  TPL/COPAY    PAYMENT      STATUS

 ------------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXXX X XXX    XXXXXXXXXXXXXXXXXXXXXXXX   99999999999999999                         9999

 01 99/99/99 99/99/99 XXX    XXX   XXX 99,999,999.99- 99,999,999.99- 9,999,999.99- 99,999,999.99- 9,999,999.99- 9,999,999.99- XXXXXX

 VOID   TCN: 99999999999999999 DATED: 9999/99/99

 VOIDED        TOTALS:  999,999  LINES     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-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TYPE N - LONG TERM CARE

                                                          IN-PROCESS 

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID    RECIPIENT NAME                        MED REC NUM          TCN        SERVICE DATES     BILLED AMOUNT   EOB  STATUS

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXX X XXXXXXXXXXXXXXX 99999999999999999 99/99/99 99/99/99 999999,999.99-  9999  XXXXXX

 99999999999999 XXXXXXXXXXXXXXXXXX,XXXXXXXXXXXXXX X XXXXXXXXXXXXXXX 99999999999999999 99/99/99 99/99/99 999999,999.99-  9999  XXXXXX

                                            PENDED :   999,999 CLAIM LINES                             9,999,999,999.99-

XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

     PAYOUTS

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME

   REAS  TCN                 FIN CNTL NBR           DATE      DESCRIPTION 
                  CHECK/EFT NBR          AMOUNT                  

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX    9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   999999999999999     999,999,999.99-

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX    9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   999999999999999     999,999,999.99-

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX    9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   999999999999999     999,999,999.99-

 PAYOUT             TOTALS:    999,999  TRANSACTIONS                                                        XXXXXXXXXXXXXXXXXXXXXXXXXX                  

Alternate Layout (for Managed Care provider):

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

     PAYOUTS

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME

   REAS  TCN                 FIN CNTL NBR       PLAN NUM     DATE      DESCRIPTION 
                 CHECK/EFT NBR     AMOUNT                  

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX       XXXX   9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 999999999999999 999,999,999.99-

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX       XXXX   9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 999999999999999 999,999,999.99-

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX       XXXX   9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 999999999999999 999,999,999.99-

 PAYOUT             TOTALS:    999,999  TRANSACTIONS                                                        XXXXXXXXXXXXXXXXXXXXXXXXXX                  

XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

     ACCOUNTS RECEIVABLE

 ------------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME

   REAS  TCN                 FIN CNTL NBR           DATE      DESCRIPTION 
                  CHECK/EFT NBR          AMOUNT                        

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX    9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   999999999999999     999,999,999.99-

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX    9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   999999999999999     999,999,999.99-

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX    9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3   999999999999999     999,999,999.99-

 ACCOUNTS RECEIVABLE TOTALS:   999,999  TRANSACTIONS                                                        999,999,999.99-

Alternate Layout (for Managed Care provider):

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

ACCOUNTS RECEIVABLE

 -----------------------------------------------------------------------------------------------------------------------------------

 RECIPIENT ID   RECIPIENT NAME

   REAS  TCN                 FIN CNTL NBR       PLAN NUM     DATE      DESCRIPTION 
                 CHECK/EFT NBR     AMOUNT                  

 -----------------------------------------------------------------------------------------------------------------------------------

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX       XXXX   9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 999999999999999 999,999,999.99-

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX       XXXX   9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 999999999999999 999,999,999.99-

 99999999999999 XXXXXXXXX1XXXXXXXXX2X XXXXXXXXX1XXXXX X

    999  XXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX       XXXX   9999-99-99  XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3 999999999999999 999,999,999.99-

 ACCOUNTS RECEIVABLE TOTALS:   999,999  TRANSACTIONS                                                        999,999,999.99-

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                                                                                         PAGE:   99999999

 PROVIDER NO: XXXXXXXX   NPI: XXXXXXXXXX                                                                       RPT PAGE:  999999999

                                              EOB CODE     EOB DESCRIPTION

                                                9999       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 

                                                9999       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                                                9999       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                     R E M I T T A N C E   S U M M A R Y                   LAST REMITTANCE NO:   99999999

                                                                                                         LAST REMIT DATE:   99/99/99

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TRANSACTIONS:                              FINANCIAL TRANSACTIONS:

                                                                  PRIOR          CYCLE         CYCLE            NET          FORWARD

                          CLAIMS   AMOUNT                         BALANCE        INCREASE      DECREASE         CYCLE        BALANCE

(ALTERNATE – MCO PROVIDER ONLY)

 PLAN XXXX - XXXXXXXXXX   CLAIMS   AMOUNT                         BALANCE        INCREASE      DECREASE         CYCLE        BALANCE

                                                  ACCOUNT

 ORIGINALS          999,999  $999,999,999.99-  RECEIVABLES  $99999,999.99- $99999,999.99- $9999,999.99- $9999,999.99- $9999,999.99-

 DEBIT ADJUSTMENTS  999,999  $999,999,999.99-     

 CREDIT ADJUSTMENTS 999,999  $999,999,999.99-                                CYCLE INCREASE    NET CYCLE 

 VOIDED             999,999  $999,999,999.99-         PAYOUT  (FINANCIAL TRANSACTION)

 NET APPROVED       999,999  $999,999,999.99-             MANUAL               $9999,999.99-   $9999,999.99- 

 PENDED             999,999                               SYSTEM               $9999,999.99-   $9999,999.99- 

 DENIED             999,999

                                         NET CLAIM TRANSACTIONS:         $999,999,999.99-

                                         PAYOUTS:                        $999,999,999.99-

                                         RECEIVABLE RECOUPMENT:  (-)     $999,999,999.99-

                                                                         ---------------

                                            REMITTANCE CYCLE TOTAL:      $999,999,999.99-

                       *  CHECK NUMBER 99999999 WAS ISSUED FOR $999,999,999.99 WITH THIS REMITTANCE

       (ALTERNATE)     *      (THERE WAS NO PAYMENT DUE THE PROVIDER FOR THIS REMITTANCE CYCLE)

       (ALTERNATE)     *  EFT NUMBER 999999999999999 WAS ISSUED FOR $999,999,999.99 WITH THIS REMITTANCE

                                          YEAR-TO-DATE TOTAL PAID   $99,999,999,999,999.99-

                                          YEAR-TO-DATE  COUNT:            9,999,999,999

  "A provider has a right to request a formal hearing if: a provider application or renewal of an application is denied; the

  provider's participation is suspended or terminated; the provider disagrees with a decision by MAD or its designee with respect to

  the imposition of a sanction or other remedy, with the exception of the withholding of Medicaid payments by MAD when the action is

  directed by the state's Medicaid fraud control unit; or, the provider believes the requirements for timely filing of a claim as

  stated in 8.302.2 NMAC, Billing for Medicaid Services, were met but a decision has been made by MAD that the timely filing require-

  ments were not met. See

  NMAC 8.352.3, Provider Hearings, at: http://www.hsd.state.nm.us/providers/rules-nm-administrative-code-.aspx
Alternate Layout (for Managed Care provider):

 XXXXXXXXXXXXXXXXXXXXXXXXXX                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                      DATE:   99/99/99

 XXXXXXXXXXXXXXXXXXXXXXXXXX                           HUMAN SERVICES DEPARTMENT                               REMITTANCE:   99999999

 XXXXXXXXXXXXXXXXXXXXXXXXXX                               REMITTANCE ADVICE                                    REMIT SEQ:   99999999

 XXXXXXXXXXXXXXX  XX  99999                     R E M I T T A N C E   S U M M A R Y                   LAST REMITTANCE NO:   99999999

                                                                                                         LAST REMIT DATE:   99/99/99

 PROVIDER NO: XXXXXXXX  NPI: XXXXXXXXXX                                                                        RPT PAGE:  999999999

 CLAIM TRANSACTIONS:                              FINANCIAL TRANSACTIONS:

                                                                  PRIOR          CYCLE         CYCLE            NET          FORWARD

 


CLAIMS   AMOUNT                         BALANCE        INCREASE      DECREASE         CYCLE        BALANCE

                                                  ACCOUNT

 ORIGINALS          999,999  $999,999,999.99-  RECEIVABLES  $99999,999.99- $99999,999.99- $9999,999.99- $9999,999.99- $9999,999.99-

 DEBIT ADJUSTMENTS  999,999  $999,999,999.99-     

 CREDIT ADJUSTMENTS 999,999  $999,999,999.99-                                CYCLE INCREASE    NET CYCLE 

 VOIDED             999,999  $999,999,999.99-         PAYOUT  (FINANCIAL TRANSACTION)

 NET APPROVED       999,999  $999,999,999.99-             MANUAL               $9999,999.99-   $9999,999.99- 

 PENDED             999,999                               SYSTEM               $9999,999.99-   $9999,999.99- 

 DENIED             999,999

 -----------------------------------------------------------------------------------------------------------------------------------

 CLAIM TRANSACTIONS:                              FINANCIAL TRANSACTIONS:

                                                                  PRIOR          CYCLE         CYCLE            NET          FORWARD

 PLAN XXXX - XXXXXXXXXX   CLAIMS   AMOUNT                         BALANCE        INCREASE      DECREASE         CYCLE        BALANCE

                                                  ACCOUNT

 ORIGINALS          999,999  $999,999,999.99-  RECEIVABLES  $99999,999.99- $99999,999.99- $9999,999.99- $9999,999.99- $9999,999.99-

 DEBIT ADJUSTMENTS  999,999  $999,999,999.99-     

 CREDIT ADJUSTMENTS 999,999  $999,999,999.99-                                CYCLE INCREASE    NET CYCLE 

 VOIDED             999,999  $999,999,999.99-         PAYOUT  (FINANCIAL TRANSACTION)

 NET APPROVED       999,999  $999,999,999.99-             MANUAL               $9999,999.99-   $9999,999.99- 

 PENDED             999,999                               SYSTEM               $9999,999.99-   $9999,999.99- 

 DENIED             999,999

 -----------------------------------------------------------------------------------------------------------------------------------

 CLAIM TRANSACTIONS:                              FINANCIAL TRANSACTIONS:

                                                                  PRIOR          CYCLE         CYCLE            NET          FORWARD

 PLAN XXXX - XXXXXXXXXX   CLAIMS   AMOUNT                         BALANCE        INCREASE      DECREASE         CYCLE        BALANCE

                                                  ACCOUNT

 ORIGINALS          999,999  $999,999,999.99-  RECEIVABLES  $99999,999.99- $99999,999.99- $9999,999.99- $9999,999.99- $9999,999.99-

 DEBIT ADJUSTMENTS  999,999  $999,999,999.99-     

 CREDIT ADJUSTMENTS 999,999  $999,999,999.99-                                CYCLE INCREASE    NET CYCLE 

 VOIDED             999,999  $999,999,999.99-         PAYOUT  (FINANCIAL TRANSACTION)

 NET APPROVED       999,999  $999,999,999.99-             MANUAL               $9999,999.99-   $9999,999.99- 

 PENDED             999,999                               SYSTEM               $9999,999.99-   $9999,999.99- 

 DENIED             999,999

 ------------------------------------------------------------------------------------------------------------------------------------

 CLAIM TRANSACTIONS:                              FINANCIAL TRANSACTIONS:

                                                                  PRIOR          CYCLE         CYCLE            NET          FORWARD

 PLAN XXXX - XXXXXXXXXX   CLAIMS   AMOUNT                         BALANCE        INCREASE      DECREASE         CYCLE        BALANCE

                                                  ACCOUNT

 ORIGINALS          999,999  $999,999,999.99-  RECEIVABLES  $99999,999.99- $99999,999.99- $9999,999.99- $9999,999.99- $9999,999.99-

 DEBIT ADJUSTMENTS  999,999  $999,999,999.99-     

 CREDIT ADJUSTMENTS 999,999  $999,999,999.99-                                CYCLE INCREASE    NET CYCLE 

 VOIDED             999,999  $999,999,999.99-         PAYOUT  (FINANCIAL TRANSACTION)

 NET APPROVED       999,999  $999,999,999.99-             MANUAL               $9999,999.99-   $9999,999.99- 

 PENDED             999,999                               SYSTEM               $9999,999.99-   $9999,999.99- 

 DENIED             999,999

                                         NET CLAIM TRANSACTIONS:         $999,999,999.99-

                                         PAYOUTS:                        $999,999,999.99-

                                         RECEIVABLE RECOUPMENT:  (-)     $999,999,999.99-

                                                                         ---------------

                                            REMITTANCE CYCLE TOTAL:      $999,999,999.99-

                       *  CHECK NUMBER 99999999 WAS ISSUED FOR $999,999,999.99 WITH THIS REMITTANCE

       (ALTERNATE)     *      (THERE WAS NO PAYMENT DUE THE PROVIDER FOR THIS REMITTANCE CYCLE)

       (ALTERNATE)     *  EFT NUMBER 999999999999999 WAS ISSUED FOR $999,999,999.99 WITH THIS REMITTANCE

                                          YEAR-TO-DATE TOTAL PAID    $99,999,999,999,999.99-

                                          YEAR-TO-DATE  COUNT:             9,999,999,999
  "A provider has a right to request a formal hearing if: a provider application or renewal of an application is denied; the

  provider's participation is suspended or terminated; the provider disagrees with a decision by MAD or its designee with respect to

  the imposition of a sanction or other remedy, with the exception of the withholding of Medicaid payments by MAD when the action is

  directed by the state's Medicaid fraud control unit; or, the provider believes the requirements for timely filing of a claim as

  stated in 8.302.2 NMAC, Billing for Medicaid Services, were met but a decision has been made by MAD that the timely filing require-

  ments were not met. See  
  NMAC 8.352.3, Provider Hearings, at: http://www.hsd.state.nm.us/providers/rules-nm-administrative-code-.aspx 

NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

 REPORT EXHIBIT

REMITTANCE ADVICE

NMMC6000-RC054

	Column Name
	Description
	Source
	DED Number

	
	HEADER PAGE
	
	

	
	-Upper Left Corner
	
	

	PROVIDER NAME
	Pay to provider name 
The name of the provider entity receiving payment.
	P_PROV_TB:

P_NAM 
	1589

	PROVIDER ADDRESS 1
	Provider billing address (P_ADR_TY_CD = “B”)

Provider Address Line 1
The first address line.
	P_ADDR_TB:

P_LINE1_AD 
	1507

	PROVIDER ADDRESS 2
	Provider billing address (P_ADR_TY_CD = “B”)

Provider Address Line 2
The second address line.
	P_ADDR_TB:

P_LINE2_AD 
	1508

	PROVIDER CITY
	Provider billing address (P_ADR_TY_CD = “B”)

Provider Address City
The address city.
	P_ADDR_TB:

P_CITY_NAM 
	1506

	PROVIDER STATE
	Provider billing address (P_ADR_TY_CD = “B”)

Provider State

The address State.
	P_ADDR_TB:

P_ST_CD 
	2638

	PROVIDER ZIP
	Provider billing address (P_ADR_TY_CD = “B”)

Provider Zip Code

The address zip code.
	P_ADDR_TB:

P_ZIP5_CD 
	1511

	PROVIDER NO
	Pay To Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	C_HDR_TB:

C_BLNG_PROV_ID 
	403

	NPI
	National Provider Identifier

Pay To Provider NPI
	C_HDR_TB:

C_BLNG_NPI_ID 
	6209

	
	-Upper Right Corner
	
	

	DATE
	This is the process date used for reporting purposes.
	Program generated
	

	REMITTANCE
	The remittance advice number uniquely identifies the remittance advice prepared for this provider for a given payment cycle.
	G_PARAM_DTL_TB: G_PARAM_VALUE_NUM 

PARM NUM = 4549
	1364

	REMIT SEQ
	Unique Number for each provider.
	Program Generated
	

	PAGE
	Page Number within each provider’s report.
	 
	

	RPT PAGE
	Page Number across all providers’ reports.
	Program Generated
	

	
	-Middle of Page
	
	

	XXXXXXXXX1…(Global Broadcast Message)
	Provider Remittance Advice Global Broadcast Message

A textual message to be included on a remittance advice for all providers.
	R_TXT_TA_LTR_TB: R_TXT_RA_NEWSL_TX 
	2203

	XXXXXXXXX1…(Target Broadcast Message)
	Provider Remittance Advice Targeted Broadcast Message

A textual message to be included on a remittance advice for all providers with a specified provider type. 
	R_TXT_TA_LTR_TB: R_TXT_RA_NEWSL_TX 
	2203

	
	INSTITUTIONAL FORMAT

Claim Types: I, O, V, H (Paymode only occurs on claim type I)
	
	

	CLAIM TYPE
	This is the type that has been assigned to this claim for processing
	C_HDR_TB:

C_HDR_TY_CD
	1031

	XXXXXXXXXXX
	This is the status/state that this section of claims are in:

If the status code is “S” suspended print “IN-PROCESS,”

otherwise need to check the transaction type code:

Transaction Type                     Print
“0”                               “ADJUDICATED”

“1”                               “VOIDED”

“2” or “3”                     “ADJUSTMENT”
	C_HDR_TB:

C_HDR_STAT_CD

C_HDR_TXN_TY_CD


	1020

1030

	PAYMODE: (ROW TAG) 

(INPATIENT HOSPITAL ONLY)
	The method by which the inpatient claim was priced  (DRG, Percent, Per Diem or blank).
	C_HDR_ TB: C_BSE_AMT_SRC_CD
	0167

	
	-Name Line
	
	

	RECIPIENT ID
	Client ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	C_HDR_TB:

B_SYS_ID 
	0694

	RECIPIENT NAME
	Client Name
The system uses this attribute for the client’'s name.


	C_HDR_TB:

B_LAST_NAM

B_FST_NAM

B_MI_NAM 
	639

637

640

	PAT CNTRL NUM


	Patient Control Number

Claim patient account number
	C_HDR_TB: C_MED_REC_NUM 
	1193

	TCN
	Transaction Control Number
This number uniquely identifies the claim.
 
The MMIS assigns this number to the claim when the claim is created for entry to the MMIS.  The TCN is 17 bytes long.  The MMIS assign the first 11 bytes of the TCN based on a batch control record   The MMIS assigns the twelfth byte based on whether the claim is an original, void or adjustment.  The MMIS assigns the last six bytes sequentially as they are created.
These are the components of the TCN:

Position   Component Name
 1             Batch Medium Source Code 
 2 - 6        Batch Date 
 7 - 8        Image Control Number
 9 -11       Batch Number 
12 - 17     Document Number 
	C_HDR_TB:

C_TCN_NUM
	1024

	EOB (COLUMN HEADING)


	Explanation of Benefits – The first two exception codes explaining why the service was not reimbursed as billed at the header level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	
	-Name Line Overflow
	
	

	EOB: (ROW TAG)

(OPTIONAL)
	Overflow from above if necessary.  The next 10 reasons the service was not reimbursed as billed at the header level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	DUPLIC TCN (ROW TAG)

(OPTIONAL)
	Related Transaction Control Number

This number identifies the claim for which this claim is considered a duplicate at the header level.
	C_HDR_RLTD_HIST_TB: C_RLTD_LI_TCN_NUM 
	721

	DATED: (GOES WITH ABOVE)
	Goes with the Duplicate TCN above.  The date of the duplicate TCN.
	C_HDR_RLTD_HIST_TB: C_HDR_PD_DT 
	1017

	
	-TPL Info (when claim denied for third party liability at the header level)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 


	2461

	CARRIER ADDRESS
	TPL Supplier Address and Phone 

Address Line 1 & 2

City, State & Zip Code 

& Phone Number
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	TPL Coverage Policy Number
For private insurance, this attribute usually contains the policy number.  It is usually the policyholder’s Social Security Number, sometimes with a suffix for each dependent. 
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 


	2561

	POLICYHOLDER NAME
	TPL COVERAGE POLICYHOLDER NAME
TPL Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_CVRG_PHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

2551

	
	-HMO Info (when claim denied for HMO coverage at the header level)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 
	2461

	CARRIER ADDRESS
	HMO Supplier Address

Address Line 1 & 2

City, State & Zip Code & phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	HMO Coverage Policy Number
For HMO coverage, this attribute usually contains the plan code. 
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 
	2561

	POLICYHOLDER NAME
	HMO COVERAGE POLICYHOLDER NAME
HMO Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_CVRG_PHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

2551

	
	-Claim Line (Paymode: Percent or Blank)
	
	

	DATES OF SERVICE FROM
	This is the first date of service for the particular line item.
	C_LI_TB:

C_LI_FST_DOS_DT 
	1080

	DATES OF SERVICE TO
	This is the last date of service for the particular line item.
	C_LI_TB:

C_LI_LAST_DOS_DT 
	1083

	REV CD/HCPC
	Revenue Codes A code that identifies a specific accommodation, ancillary service or billing calculation and HCPC Code – Non Inpatient only.
	C_LI_ TB:

R_REV_CD

C_LI_TB:

R_PROC_CD 
	2112

2042

	UNITS
	Units of Service provided at the line item level.
	C_LI_TB: C_LI_SUBM_UNT_NUM 
	1092

	BILLED AMOUNT
	Billed Amount

The billed amount for the service for the line item.
	C_LI_TB: C_LI_SUBM_CHRG_AMT 
	1091

	NONCOVERED AMOUNT
	Non Covered Amount
The amount of the line item not covered by Medicaid.
	C_LI_ TB: C_NN_CVRD_CHRG_AMT 
	1115

	COPAY PAID
	The amount of the client liability for this service.
	C_HDR_TB: C_TOT_COPAY_AMT
	1026

	ALLOWED+TAX AMOUNT
	Line Item Allowed Charge

The amount the MMIS allowed for the line item service + applicable tax.
	C_LI_TB:

C_LI_CLC_ALLW_AMT  (used with claim type I)

C_LI_ALLW_CHRG_AMT 

C_LI_BSE_CHG_TB: C_BSE_AMT_CHG_AMT
	1074

1071

	EOB
	Explanation of Benefits – The first two codes explaining why the service was not reimbursed as billed at the line item level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	STATUS
	The status of the line item (Paid, Deny, Pend, Void, Credit or Debit).
	C_LI_TB:

C_REIMB_STAT_CD
	162

	
	-Claim Line Overflow (Paymode: Percent or Blank)
	
	

	EOB: (ROW TAG) (OPTIONAL)

 
	Overflow from above if necessary.  The next 23 reasons the service was not reimbursed as billed at the line item level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	DUPLIC TCN (ROW TAG)

(OPTIONAL)
	Related Transaction Control Number

This number identifies the claim for which this claim is considered a duplicate.
	C_HDR_RLTD_HIST_TB: C_RLTD_LI_TCN_NUM 
	721

	DATED: (GOES WITH ABOVE)
	Goes with the Duplicate TCN above.  The date of the duplicate TCN.
	C_HDR_RLTD_HIST_TB: C_HDR_PD_DT 
	1017

	
	-TPL Info (when claim denied for third party liability at the line item)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 
	2461

	CARRIER ADDRESS
	TPL Supplier Address, Line 1 & 2

City, State & Zip Code & Phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	TPL Coverage Policy Number
For private insurance, this attribute usually contains the policy number.  It is usually the policyholder's Social Security Number, sometimes with a suffix for each dependent. For HMO coverage, this attribute usually contains the plan code. For Medicare coverage, this attribute contains the social security administration (SSA) claim number for the client.  The SSA claim number is usually the health insurance claim (HIC) number.
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 


	2561

	POLICYHOLDER NAME
	TPL COVERAGE POLICYHOLDER NAME
TPL Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_CVRG_PHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

2551

	
	-HMO Info (when claim denied for HMO coverage at the line item level)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB: 

T_CARR_NAM 
	2461

	CARRIER ADDRESS
	HMO Supplier Address, Line 1 & 2

City, State & Zip Code
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	HMO Coverage Policy Number
 For HMO coverage, this attribute usually contains the plan code. 
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 
	2561

	POLICYHOLDER NAME
	HMO COVERAGE POLICYHOLDER NAME
HMO Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_CVRG_PHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

2551

	PHONE NUMBER
	The phone number of the HMO carrier.
	T_CARRIER_TB: 

T_CARR_NAM 
	2461

	
	-Claim Total Information (Rev Cd = 001)
	
	

	SERVICE DATES: FROM
	Date Service First
The first date of service on the claim.

BUSINESS RULES:
1. For HFCA-1500, it is the oldest first date of service from all the line items (“Date(s) of Service From” date, box 24A).
2. For Dental, it is the"" oldest date of service from all the line items (“Date Service Performed” date, box 37).
3. For UB-04, it is the “Statement Covers Period From” date (box 6).
4. For Pharmacy, it is the “Date Filled” box.
5. For LTC, it is the first date that the provider enters in the “Statement Period” box on the TAD.
6. For Capitation and HIPP, it is the first day of the month of coverage.
7. For Financial transaction, it is the first date the financial transaction is valid.
8. For Void-Adjustment Request, it is zeros.
	C_HDR_TB:

C_HDR_SVC_FST_DT 


	1022

	SERVICE DATES: TO
	Date Service Last.

BUSINESS RULES:
1. For HFCA-1500, it is the most recent last date of service from all the line items (“Date(s) of Service To” date, box 24A).
2. For Dental, it is the most recent date of service from all the line items (“Date Service Performed” date, box 37).
3. For UB-04, it is the “Statement Covers Period Through” date (box 6).
4. For Drug, it is the “Date Filled” box.
5. For LTC, it is the second date that the provider enters in the “Statement Period” box on the TAD.
6. For Capitation and HIPP, it is the last day of the month of coverage.
7. For Financial transaction, it is the last date the financial transaction is valid.
8. For Void-Adjustment Request, it is zeros.
	C_HDR_TB: C_HDR_SVC_LST_DT 


	1023

	BILLED AMOUNT
	Billed Amount

The sum of the billed charges.
	C_HDR_TB:

C_TOT_CHRG_AMT 
	1025

	NONCOVERED AMOUNT
	Non Covered Amount
The sum of the line items not covered by Medicaid.
	C_HDR_ TB: C_NCVRD_CHRG_AMT 
	1177

	COPAY PAID
	The total amount of the client liability included on this claim
	C_HDR_TB:

C_TOT_COPAY_AMT 
	1026

	ALLOWED+TAX AMOUNT
	The sum of the line item allowed amounts plus the applicable taxes for that amount
	C_HDR_TB: C_CALC_ALLOW_AMT 
	743

	TPL/COPAY: (ROW TAG)
	Total Third Party Payment Amount

The total third party amount received for the claim.
	C_HDR_TB:

C_TOT_TPL_AMT C_HD_TPL_COPAY_AMT 
	1029

6179

	PAY: (ROW TAG)
	Total Reimbursement Amount

The final payment amount for the claim. For claims priced at the line item, it is the total of all the line item reimbursement amounts.
	C_HDR_TB: 

C_TOT_REIMB_AMT 


	1028

	
	-DRG Line (only on Inpatient when Paymode = DRG)
	
	

	DRG CODE: (ROW TAG)
	Hospital Diagnosis Related Group Code

An outside party (3M) assigns the DRG code.
	C_HDR_ TB:

R_DRG_CD 
	1783

	DX: (ROW TAG)
	Claim Diagnosis Code (up to 5 occurrences)
	C_HDR_DIAG_TB:

R_DIAG_CD 
	1756

	PX: (ROW TAG)
	Claim Hospital Surgical Procedure (up to 3 occurrences)
	C_HDR_ICD_TB:

R_ICD9_CD 
	1931

	
	-Section Totals (for adjudicated, adjustment or voided)
	
	

	 TOTALS: (ROW TAG)
	Total number of in the current section (adjudicated, adjustment or voided).
	Program Generated
	

	TOTAL ALWD+TAX AMT: (ROW TAG)
	Total allowed amount + applicable taxes for all in the current section.
	Program Generated
	

	TPL/COPAY: (ROW TAG)
	Total TPL received for all in the current section.
	Program Generated
	

	PAY: (ROW TAG)
	Total reimbursement amount for all in the current section.
	Program Generated
	

	
	-Adjustment Section Only
	
	

	FORMER TCN (ROW TAG)
	Prints with the debit side of the adjustment, this is the TCN of the claim it replaces.
	C_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM 
	701

	DATED: (GOES WITH ABOVE)
	Goes with the Former TCN above.  The date of the former TCN.
	C_HDR_TB:

C_HDR_PD_DT 
	1017

	ADJUST TCN (ROW TAG)
	Prints with the Credit side of the adjustment, this is the TCN of the new replacement claim.
	C_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM 
	702

	DATED: (GOES WITH ABOVE)
	Goes with the Adjust TCN above.  The date of the adjust TCN.
	C_HDR_TB:

C_HDR_ORIG_PD_DT
	1017

	
	-Voided Section Only Rows
	
	

	VOID TCN
	The TCN that was voided
	C_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM 
	701

	DATED: (GOES WITH ABOVE)
	Goes with the Void TCN above.  The date of the void TCN.
	C_HDR_TB:

C_HDR_PD_DT
	1017

	
	-In-Process Only Comment
	
	

	ADJ COMMENT
	Added to Pend status if the in-process claim is an adjustment
	C_HDR_TB: C_HDR_TXN_TY_CD 
	1030

	
	-In-Process Section Totals (listed at header level) 
	
	

	99999 CLAIM LINES (ROW TAG)
	Total number of in the in-process section.
	Program Generated
	

	BILLED AMOUNT
	The total billed amount for all In-Process for the provider.
	Program Generated
	

	
	MEDICAL FORMAT

Claim Types:  P, M, W, L, S, T, D
	
	

	CLAIM TYPE
	This is the type that has been assigned to this claim for processing
	C_HDR_TB:

C_HDR_TY_CD
	1031

	XXXXXXXXXXX
	This is the status/state that this section of claims are in:

If the status code is “S” suspended print “IN-PROCESS”

Otherwise need to check the transaction type code:

Transaction Type                     Print
“0”                               “ADJUDICATED”

“1”                               “VOIDED”

“2” or “3”                     “ADJUSTMENT”
	C_HDR_TB:

C_HDR_STAT_CD

C_HDR_TXN_TY_CD
	1020

1030

	
	-Name Line
	
	

	RECIPIENT ID
	Recipient ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	C_HDR_TB:

B_ALT_ID 
	535

	RECIPIENT NAME
	Recipient Name
The system uses this attribute for the client’s name.

	C_HDR_TB:

B_LAST_NAM

B_FST_NAM

B_MI_NAM 
	639

637

640

	MED REC NUMBER
	Medical Record Number

Claim Patient Account Number
	C_HDR_TB: C_HDR_PAT_ACCT_NUM 
	1016

	TCN
	Transaction Control Number
This number uniquely identifies the claim.
	C_HDR_TB:

C_TCN_NUM
	1024

	SVC PROV
	Servicing Provider Number
	C_LI_ TB: C_RNDR_PROV_ID 
	1089

	EOB (COLUMN HEADING)


	Explanation of Benefits – The first two codes explaining why the service was not reimbursed as billed at the header level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	
	-Name Line Overflow
	
	

	EOB: (ROW TAG)

(OPTIONAL)
	Overflow from above if necessary.  The next 10 reasons the service was not reimbursed as billed at the header level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	DUPLIC TCN (ROW TAG)

(OPTIONAL)
	Related Transaction Control Number

This number identifies the claim for which this claim is considered a duplicate.
	C_HDR_RLTD_HIST_TB: C_RLTD_LI_TCN_NUM 
	721

	DATED: (GOES WITH ABOVE)
	Goes with the Duplicate TCN above.  The date of the duplicate TCN.
	C_HDR_TB:

C_HDR_PD_DT
	1017

	
	-TPL Info (when claim denied for third party liability at the header level)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB: 

T_CARR_NAM 


	2461

	CARRIER ADDRESS
	TPL Supplier Address, Line 1 & 2

City, State & Zip Code, & Phone Number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	TPL Coverage Policy Number
For private insurance, this attribute usually contains the policy number.  It is usually the policyholder’s Social Security Number, sometimes with a suffix for each dependent. 
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 


	2561

	POLICYHOLDER NAME
	TPL COVERAGE POLICYHOLDER NAME
TPL Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-HMO Info (when claim denied for HMO coverage at the header level)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 


	2461

	CARRIER ADDRESS
	HMO Supplier Address, Line 1 & 2

City, State & Zip Code and phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	HMO Coverage Policy Number
 For HMO coverage, this attribute usually contains the plan code. 
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 
	2561

	POLICYHOLDER NAME
	HMO COVERAGE POLICYHOLDER NAME
HMO Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-Claim Line
	
	

	LN
	Line Number

Sequential number showing the line item of the claim.
	C_LI_TB:

C_LI_NUM 
	1073

	SERVICE DATES: FROM
	This is the first date of service for the particular line item.
	C_LI_TB:

C_LI_FST_DOS_DT
	1080

	SERVICE DATES: TO
	This is the last date of service for the particular line item.
	C_LI_TB:

C_LI_LAST_DOS_DT 
	1083

	TOOTH/OC

(DENTAL CLAIM ONLY)
	Tooth number worked on and oral cavity worked on.
	C_LI_DENT_TB: R_PROC_TOOTH_CD

R_PROC_ORAL_CAV_CD 
	2100

	PROC
	Procedure Code

Uniquely identifies a service rendered by the provider.
	C_LI_TB:

R_PROC_CD
	2042

	PM PM
	Procedure Code Modifier 1 and 2

The procedure code modifier two is used to further define the service on the claim line item.  Refer to the claim form exhibits to determine which claim forms can have a second procedure code modifier.
	C_LI_TB: 

C_PROC_MOD_1ST_CD

C_PROC_MOD_2ND_CD 
	489

139-V

490

139-V

	ALWD-UNITS
	Units of Service allowed at the line item level.
	C_LI_TB: C_LI_ALLOW_UNT_NUM 
	1070

	BILLED 
	Billed Amount

The billed amount for the service for the line item.
	C_LI_TB: C_LI_SUBM_CHRG_AMT 
	1091

	COPAY PD
	The amount of the client liability for this service.
	C_LI_TB:

C_LI_COPAY_AMT
	

	ALWD+TAX
	Line Item Allowed Charge

The amount the MMIS allowed for the line item service + applicable tax.
	C_LI_TB:

C_LI_REIMB_AMT 
	1074

	TPL
	Total Third Party Payment Amount

The total third party amount received for the line item.
	C_LI_BSE_CHG_TB: C_BSE_AMT_CHG_AMT
	736

	PAYMENT
	Total Reimbursement Amount

The final payment amount for the line item. 
	C_LI_TB:

C_LI_REIMB_AMT 
	1087

	EOB
	Explanation of Benefits – The first two codes explaining why the service was not reimbursed as billed at the line item level.
	C_LI_EXC_TB: 

R_CLM_EXC_CD 
	1737

	STATUS
	The status of the line item (Paid, Deny, Pend, Void, Credit or Debit).
	C_LI_TB:

C_REIMB_STAT_CD 
	162

	
	-Claim Line Overflow
	
	

	EOB: (ROW TAG) (OPTIONAL)

 
	Overflow from above if necessary.  The next 10 reasons the service was not reimbursed as billed at the line item level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 


	1737

	DUPLIC TCN (ROW TAG)

(OPTIONAL)
	Related Transaction Control Number

This number identifies the claim for which this claim is considered a duplicate at the line item level.
	C_HDR_RLTD_HIST_TB: C_RLTD_LI_TCN_NUM 


	721

	DATED: (GOES WITH ABOVE)
	Goes with the Duplicate TCN above.  The date of the duplicate TCN.
	C_HDR_TB:

C_HDR_PD_DT 
	1017

	
	-TPL Info (when claim denied for third party liability at the line item)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 


	2461

	CARRIER ADDRESS
	TPL Supplier Address, Line 1 & 2

City, State & Zip Code and phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	TPL Coverage Policy Number
For private insurance, this attribute usually contains the policy number.  It is usually the policyholder's Social Security Number, sometimes with a suffix for each dependent. For HMO coverage, this attribute usually contains the plan code. For Medicare coverage, this attribute contains the social security administration (SSA) claim number for the client.  The SSA claim number is usually the health insurance claim (HIC) number.
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 


	2561

	POLICYHOLDER NAME
	TPL COVERAGE POLICYHOLDER NAME
TPL Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-HMO Info (when claim denied for HMO coverage at the line item level)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 


	2461

	CARRIER ADDRESS
	HMO Supplier Address, Line 1 & 2

City, State & Zip Code and phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	HMO Coverage Policy Number
 For HMO coverage, this attribute usually contains the plan code. 
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 


	2561

	POLICYHOLDER NAME
	HMO COVERAGE POLICYHOLDER NAME
HMO Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-Claim Total:
	
	

	BILLED
	Billed Amount

The sum of the line item billed charges.
	C_HDR_TB: 

C_TOT_CHRG_AMT 
	1025

	COPAY PD
	The sum of the line item client liability included on this claim.
	C_HDR_TB: C_TOT_COPAY_AMT 
	1026

	ALWD+TAX
	The sum of the line item allowed amounts plus the applicable taxes for that amount
	C_HDR_TB: 

C_CALC_TOT_AMT 
	776

	TPL
	The total TPL amount for this claim.
	C_HDR_TB:

C_TOT_TPL_AMT 
	1029

	PAYMENT
	Total Reimbursement Amount

The final payment amount for the claim. For claims priced at the line item, it is the total of all the line item reimbursement amounts.
	C_HDR_TB: 

C_TOT_REIMB_AMT 


	1028

	
	-Section Totals (for adjudicated, adjustment or voided)
	
	

	 TOTALS: (ROW TAG)
	Total number of in the current section (adjudicated, adjustment or voided).
	Program Generated
	

	BILLED
	Billed Amount

The sum of all billed charges in the current section.
	Program Generated
	

	COPAY PD
	The total amount of client liability for all in the current section.
	Program Generated
	

	ALWD+TAX
	Total allowed amount + applicable taxes for all in the current section.
	Program Generated
	

	TPL
	Total TPL received for all in the current section.
	Program Generated
	

	PAYMENT
	Total reimbursement amount for all in the current section.
	Program Generated
	

	
	-Adjustment Section Only
	
	

	FORMER TCN (ROW TAG)
	Prints with the debit side of the adjustment, this is the TCN of the claim it replaces.
	C_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM 
	701

	DATED: (GOES WITH ABOVE)
	Goes with the Former TCN above.  The date of the former TCN.
	C_HDR_TB:

C_HDR_PD_DT
	1017

	 (ROW TAG)
	Prints with the Credit side of the adjustment, this is the TCN of the new replacement claim.
	C_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM 
	702

	DATED: (GOES WITH ABOVE)
	Goes with the Adjust TCN above.  The date of the adjust TCN.
	C_HDR_TB:

C_HDR_ORIG_PD_DT
	1017

	
	-Voided Section Only Rows
	
	

	VOID TCN
	The TCN that was voided.
	C_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM 
	701

	DATED: (GOES WITH ABOVE)
	Goes with the Void TCN above.  The date of the void TCN.
	C_HDR_TB:

C_HDR_PD_DT 
	1017

	
	-In-Process Only Comment
	
	

	ADJ COMMENT
	Added to Pend status if the in-process claim is an adjustment.
	C_HDR_TB: C_HDR_TXN_TY_CD 
	1030

	
	-In-Process Section Totals (listed at header level)
	
	

	99999 CLAIM LINES (ROW TAG)
	Total number of in the in-process section.
	Program Generated
	

	BILLED AMOUNT
	The total billed amount for all In-Process for the provider.
	Program Generated
	

	
	DRUG FORMAT

Claim Type: D
	
	

	CLAIM TYPE
	This is the type that has been assigned to this claim for processing.
	C_HDR_TB:

C_HDR_TY_CD
	1031

	XXXXXXXXXXX
	This is the status/state that this section of claims are in:

If the status code is “S” suspended print “IN-PROCESS”

Otherwise need to check the transaction type code:

Transaction Type                     Print
“0”                               “ADJUDICATED”

“1”                               “VOIDED”

“2” or “3”                     “ADJUSTMENT”
	C_HDR_TB:

C_HDR_STAT_CD

C_HDR_TXN_TY_CD


	1020

1030

	
	-Name Line
	
	

	RX-NUMBER
	Prescription Number
The prescription number assigned by the pharmacy for the dispensed drug.
	C_HDR_DRUG_TB: C_HDR_DRUG_RX_NUM 


	990

	RECIPIENT ID
	Client ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	C_HDR_TB:

B_ALT_ID 


	535

	RECIPIENT NAME
	Recipient Name
The system uses this attribute for the client’s name.

BUSINESS RULES:
This attribute is received from COIN and is NOT updated by the MMIS.
	C_HDR_TB:

B_LAST_NAM

B_FST_NAM

B_MI_NAM


	639

637

640

	TCN
	Transaction Control Number
This number uniquely identifies the claim.
	C_HDR_TB:

C_TCN_NUM 
	1024

	
	-Claim Line
	
	

	DATE
	This is the date of service for the drug claim.
	C_HDR_DRUG_TB: C_DRUG_PRESCR_DT 
	860

	REFILL
	Is this a refill of an existing prescription?

R-Refill / N-No
	C_HDR_DRUG_TB: C_RX_REFLL_NUM 
	1159

	BRAND
	Is this a brand name drug necessary?

Y-Yes / N-No
	C_LI_DRUG_TB: C_DRUG_GEN_PRD_CD 
	842

	PRESC-PHYS
	Prescribing Physician’s Provider Number
	C_HDR_DRUG_TB: C_PRESCR_PROV_ID 
	1140

	NDC
	National Drug Code of the prescription
	C_LI_TB: 

R_DRUG_CD 
	1813

	ALLWD-QTY
	Quantity of this drug allowed to be dispensed with this prescription.
	C_HDR_DRUG_TB: C_DRUG_PD_QTY_AMT 
	989

	BILLED 
	Billed Amount

The billed amount for this claim.
	C_HDR_TB: 

C_TOT_CHRG_AMT 
	1025

	COPAY PAID
	The amount of the client liability for this claim.
	C_HDR_TB: C_TOT_COPAY_AMT 
	1026

	ALLOWED+TAX AMOUNT
	Line Item Allowed Charge

The amount the MMIS allowed for this claim + applicable tax.
	C_HDR_TB: 

C_CALC_TOT_AMT 
	776

	TPL
	Total Third Party Payment Amount

The total third party amount received for this claim.
	C_HDR_TB:

C_TOT_TPL_AMT 
	1029

	PAYMENT
	Total Reimbursement Amount

The final payment amount of this claim. 
	C_HDR_TB: 

C_TOT_REIMB_AMT 
	1028

	EOB
	Explanation of Benefits – The first two codes explaining why the service was not reimbursed as billed.
	C_LI_EXC_TB: 

R_CLM_EXC_CD 
	1737

	STATUS
	The status of the claim (Paid, Deny, Pend, Void, Credit or Debit).
	C_HDR_TB:

C_HDR_STAT_CD
	1020

	
	-Claim Line Overflow
	
	

	EOB: (ROW TAG) (OPTIONAL)

 
	Overflow from above if necessary.  The next 10 reasons the service was not reimbursed as billed.
	C_LI_EXC_TB: 

R_CLM_EXC_CD 
	1737

	DUPLIC TCN (ROW TAG)

(OPTIONAL)
	Related Transaction Control Number

This number identifies the claim for which this claim is considered a duplicate at the line item level.
	C_HDR_RLTD_HIST_TB: C_RLTD_LI_TCN_NUM 


	721

	DATED: (GOES WITH ABOVE)
	Goes with the Duplicate TCN above.  The date of the duplicate TCN.
	C_HDR_TB:

C_HDR_PD_DT
	1017

	
	-TPL Info (when claim denied for third party liability)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM
	2461

	CARRIER ADDRESS
	TPL Supplier Address, Line 1 & 2

City, State & Zip Code and phone number.
	T_CARRIER_TB:

T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	TPL Coverage Policy Number
For private insurance, this attribute usually contains the policy number.  It is usually the policyholder’s Social Security Number, sometimes with a suffix for each dependent. For HMO coverage, this attribute usually contains the plan code. For Medicare coverage, this attribute contains the social security administration (SSA) claim number for the client.  The SSA claim number is usually the health insurance claim (HIC) number.
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 


	2561

	POLICYHOLDER NAME
	TPL COVERAGE POLICYHOLDER NAME
TPL Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-HMO Info (when claim denied for HMO coverage)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 


	2461

	CARRIER ADDRESS
	HMO Supplier Address, Line 1 & 2

City, State & Zip Code and phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	HMO Coverage Policy Number
 For HMO coverage, this attribute usually contains the plan code. 
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 
	2561

	POLICYHOLDER NAME
	HMO COVERAGE POLICYHOLDER NAME
HMO Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-Section Totals (for adjudicated, adjustment or voided)
	
	

	 TOTALS: (ROW TAG)
	Total number of in the current section (adjudicated, adjustment or voided).
	Program Generated
	

	BILLED
	Billed Amount

The sum of all billed charges in the current section.
	Program Generated
	

	COPAY PAID
	The total amount of client liability for all in the current section.
	Program Generated
	

	ALLOWED+TAX AMOUNT
	Total allowed amount + applicable taxes for all in the current section.
	Program Generated
	

	TPL
	Total TPL received for all in the current section.
	Program Generated
	

	PAYMENT
	Total reimbursement amount for all in the current section.
	Program Generated
	

	
	-Adjustment Section Only
	
	

	FORMER TCN (ROW TAG)
	Prints with the debit side of the adjustment, this is the TCN of the claim it replaces.
	C_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM 
	701

	DATED: (GOES WITH ABOVE)
	Goes with the Former TCN above.  The date of the former TCN.
	C_HDR_TB:

C_HDR_PD_DT
	1017

	ADJUST TCN (ROW TAG)
	Prints with the Credit side of the adjustment, this is the TCN of the new replacement claim.
	C_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM 
	702

	DATED: (GOES WITH ABOVE)
	Goes with the Adjust TCN above.  The date of the adjust TCN.
	C_HDR_TB:

C_HDR_ORIG_PD_DT 
	1017

	
	-Voided Section Only Rows
	
	

	VOID TCN
	The TCN that was voided.
	C_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM 
	701

	DATED: (GOES WITH ABOVE)
	Goes with the Void TCN above.  The date of the void TCN.
	C_HDR_TB:

C_HDR_PD_DT
	1017

	
	-In-Process Only Comment
	
	

	ADJ COMMENT
	Added to Pend status if the in-process claim is an adjustment.
	C_HDR_TB: C_HDR_TXN_TY_CD 
	1030

	
	-In-Process Section Totals (listed at header level)
	
	

	99999 CLAIM LINES (ROW TAG)
	Total number of in the in-process section.
	Program Generated
	

	BILLED AMOUNT
	The total billed amount for all In-Process for the provider.
	Program Generated
	

	
	LONG TERM CARE FORMAT

Claim Type: N
	
	

	CLAIM TYPE
	This is the type that has been assigned to this claim for processing.
	C_HDR_TB:

C_HDR_TY_CD
	1031

	XXXXXXXXXXX
	This is the status/state that this section of claims are in:

If the status code is “S” suspended print “IN-PROCESS”

Otherwise need to check the transaction type code:

Transaction Type                     Print
“0”                               “ADJUDICATED”

“1”                               “VOIDED”

“2” or “3”                     “ADJUSTMENT”
	C_HDR_TB:

C_HDR_STAT_CD

C_HDR_TXN_TY_CD


	1020

1030

	
	-Name Line
	
	

	RECIPIENT ID
	Client ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	C_HDR_TB:

B_CURR_ID


	8688



	RECIPIENT NAME
	Recipient Name
The system uses this attribute for the client’s name.



	C_HDR_TB:

B_LAST_NAM

B_FST_NAM

B_MI_NAM 
	639

637

640

	DAYS
	Number of Days on this LTC claim.
	C_HDR_ TB: C_CVRD_DAYS_NUM 
	1184

	MED REC NUMBER
	Medical Record Number

Claim Patient Account Number.
	C_HDR_ TB: C_ MED_REC_NUM 
	1193

	TCN
	Transaction Control Number
This number uniquely identifies the claim.
	C_HDR_TB:

C_TCN_NUM 
	1024

	
	-Name Line Overflow
	
	

	EOB: (ROW TAG)

(OPTIONAL)
	Overflow from above if necessary.  The next 10 reasons the service was not reimbursed as billed at the header level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	DUPLIC TCN (ROW TAG)

(OPTIONAL)
	Related Transaction Control Number

This number identifies the claim for which this claim is considered a duplicate at the header level.
	C_HDR_RLTD_HIST_TB: C_ORIG_LI_TCN_NUM 
	721

	DATED: (GOES WITH ABOVE)
	Goes with the Duplicate TCN above.  The date of the duplicate TCN.
	C_HDR_TB:

C_HDR_PD_DT
	1017

	
	-TPL Info (when claim denied for third party liability at the header level)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 


	2461

	CARRIER ADDRESS
	TPL Supplier Address, Line 1 & 2

City, State & Zip Code and phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	TPL Coverage Policy Number
For private insurance, this attribute usually contains the policy number.  It is usually the policyholder’s Social Security Number, sometimes with a suffix for each dependent. 
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 


	2561

	POLICYHOLDER NAME
	TPL COVERAGE POLICYHOLDER NAME
TPL Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-Claim Line
	
	

	LN
	Line Number

Sequential number showing the line item of the claim.
	C_LI_TB:

C_LI_NUM 
	1073

	SERVICE DATES - FROM
	This is the first date of service for the particular line item.
	C_LI_TB:

C_LI_FST_DOS_DT
	1080

	SERVICE DATES - TO
	This is the last date of service for the particular line item.
	C_LI_TB:

C_LI_LAST_DOS_DT
	1083

	REV
	Procedure Revenue Code

Uniquely identifies the level of care that the client is receiving in the nursing home a service rendered by the provider.
	C_LI_ TB:

R_PROC_CD

R_REV_CD
	2042

2112

	BED
	Reserved Bed Days

*Only populated if the DOS is prior to HIPAA implementation.
	C_VALU_CD_TB:

C_UB-04_VALU_CD_AMT

Sum for C_VALU_CD = Y1 and Y2
	1199

0157

	LOC
	Level Of Care

The level of care the client is receiving in the LTC facility.
	C_LI_ TB: B_LEVEL_OF_CARE_CD
	5075

	RATE
	Total allowed amount of the LTC service.
	C_HDR_ TB: 

C_HDR_BSE_AMT 
	968

	BILLED 
	Billed Amount

The billed amount for the service for the line item.
	C_HDR_TB:

C_TOT_CHRG_AMT 
	1025

	ALWD+TAX
	Line Item Allowed Charge

The amount the MMIS allowed for the line item service + applicable tax.
	C_LI_TB:

C_LI_CLC_ALLW_AMT 

C_LI_BSE_CHG_TB:

C_BSE_AMT_CHG_AMT where the C_BSE_CHNG_RSN_CD = “07” 
	736

	PATIENT LIABILITY
	The amount of the client liability for this service.
	C_LI_BSE_CHG_TB: C_BSE_AMT_CHG_AMT where the C_BSE_CHNG_RSN_CD = “06”
	736

	TPL/COPAY 
	Total Third Party Payment Amount

The total third party amount received for the line item.
	C_HDR_TB:

C_TOT_TPL_AMT

C_HD_TPL_COPAY_AMT
	1029

6179

	PAYMENT
	Total Reimbursement Amount

The final payment amount for the line item. 
	C_LI_TB:

C_LI_REIMB_AMT
	1087

	EOB
	Explanation of Benefits – The first two codes explaining why the service was not reimbursed as billed at the line item level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	STATUS
	The status of the line item (Paid, Deny, Pend, Void, Credit or Debit).
	C_LI_TB:

C_REIMB_STAT_CD 
	162

	
	-Claim Line Overflow
	
	

	EOB: (ROW TAG) (OPTIONAL)

 
	Overflow from above if necessary.  The next 10 reasons the service was not reimbursed as billed at the line item level.
	C_LI_EXC_TB: 

R_CLM_EXC_CD 
	1737

	DUPLIC TCN (ROW TAG)

(OPTIONAL)
	Related Transaction Control Number

This number identifies the claim for which this claim is considered a duplicate at the line item level.
	C_HDR_RLTD_HIST_TB: C_RLTD_LI_TCN_NUM 
	721

	DATED: (GOES WITH ABOVE)
	Goes with the Duplicate TCN above.  The date of the duplicate TCN.
	C_HDR_TB:

C_HDR_PD_DT
	1017

	
	-TPL Info (when claim denied for third party liability at the line item)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 
	2461

	CARRIER ADDRESS
	TPL Supplier Address, Line 1 & 2

City, State & Zip Code and phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	TPL Coverage Policy Number
For private insurance, this attribute usually contains the policy number.  It is usually the policyholder’s Social Security Number, sometimes with a suffix for each dependent. For HMO coverage, this attribute usually contains the plan code. For Medicare coverage, this attribute contains the social security administration (SSA) claim number for the client.  The SSA claim number is usually the health insurance claim (HIC) number.
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 


	2561

	POLICYHOLDER NAME
	TPL COVERAGE POLICYHOLDER NAME
TPL Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-Section Totals (for adjudicated, adjustment or voided)
	
	

	 TOTALS: (ROW TAG)
	Total number of in the current section (adjudicated, adjustment or voided).
	Program Generated
	

	BILLED
	Billed Amount

The sum of all billed charges in the current section.
	Program Generated
	

	ALWD+TAX 
	Total allowed amount + applicable taxes for all in the current section.
	Program Generated
	

	PATIENT LIABILITY
	The total amount of client liability for all in the current section.
	Program Generated
	

	TPL/COPAY 
	Total TPL received for all in the current section.
	Program Generated
	

	PAYMENT
	Total reimbursement amount for all in the current section.
	Program Generated
	

	
	-Adjustment Section Only
	
	

	FORMER TCN (ROW TAG)
	Comes on Debit side of the paired.
	C_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM 
	701

	DATED: (GOES WITH ABOVE)
	Goes with the Former TCN above.  The date of the former TCN.
	C_HDR_TB:

C_HDR_PD_DT 
	1017

	ADJUST TCN (ROW TAG)
	Comes on Credit side of the paired.
	C_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM 
	702

	DATED: (GOES WITH ABOVE)
	Goes with the Adjust TCN above.  The date of the adjust TCN.
	C_HDR_TB:

C _HDR_ORIG_PD_DT 
	1017

	
	-Voided Section Only Rows
	
	

	VOID TCN
	The TCN that was voided
	C_HDR_ADJ_VD_TB: C_REPLCD_TCN_NUM 
	701

	DATED: (GOES WITH ABOVE)
	Goes with the Void TCN above.  The date of the void TCN.
	C_HDR_TB:

C_HDR_PD_DT 
	1017

	
	-In-Process Only Comment
	
	

	ADJ COMMENT
	Added to Pend status if the in-process claim is an adjustment
	C_HDR_TB: C_HDR_TXN_TY_CD 
	1030

	
	-In-Process Section Totals (listed at header level)
	
	

	99999 CLAIM LINES (ROW TAG)
	Total number of in the in-process section.
	Program Generated
	

	BILLED AMOUNT
	The total billed amount for all In-Process for the provider.
	Program Generated
	

	
	CROSSOVER FORMAT

Claim Type: A, B, C
	
	

	CLAIM TYPE
	This is the type that has been assigned to this claim for processing.
	C_HDR_TB:

C_HDR_TY_CD
	1031

	XXXXXXXXXXX
	This is the status/state that this section of claims are in:

If the status code is “S” suspended print “IN-PROCESS”

Otherwise need to check the transaction type code:

Transaction Type                     Print
“0”                               “ADJUDICATED”

“1”                               “VOIDED”

“2” or “3”                     “ADJUSTMENT”
	C_HDR_TB:

C_HDR_STAT_CD

C_HDR_TXN_TY_CD
	1020

1030

	
	-Name Line
	
	

	RECIPIENT ID
	Recipient ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	C_HDR_TB:

B_ALT_ID 

B_CURR_ID


	0535

8688

	RECIPIENT NAME
	Recipient Name
The system uses this attribute for the client’s name.

BUSINESS RULES:
This attribute is received from COIN and is NOT updated by the MMIS.
	C_HDR_TB:

B_LAST_NAM

B_FST_NAM

B_MI_NAM


	639

637

640

	TCN
	Transaction Control Number
This number uniquely identifies the claim.
	C_HDR_TB:

C_TCN_NUM


	1024

	PAT ACCT CNTRL NUM
	Provider Own Reference Number

This field contains a provider’s client reference number.
	C_HDR_TB: C_HDR_PAT_ACCT_NUM
	1016

	EOB
	The Explanation of Benefits (EOB) code printed on the provider’s remittance advice explaining why the service was not reimbursed as billed or why the claim is still in process.
	C_LI_EXC_TB: 

R_CLM_EXC_CD 


	1737

	
	-Claim Detail
	
	

	
	Sequential number showing the line item of the claim.
	C_LI_TB:

C_LI_NUM 
	1073

	SERVICE DATES - FROM
	This is the first date of service for the particular line item.
	C_HDR_TB: C_HDR_SVC_FST_DT 
	1022

	SERVICE DATES - TO
	This is the last date of service for the particular line item.
	C_HDR_TB: C_HDR_SVC_LST_DT 
	1023

	SVC PROV
	Servicing Provider Number
	C_HDR_ TB: C_ATNDG_PROV_ID 
	711

	REV CD
	A code that identifies a specific accommodation, ancillary service or billing calculation.
	C_LI_ TB:

R_REV_CD
	2112

	MCARE-BILD
	Claim Title XVIII Amount Billed to Medicare
	C_HDR_ VALU_CD_TB:

C_HDR_MCARE_ TB: 

C_UB-04_VALU_CD_AMT

C_MCARE_PD_ AMT 
	1199

1110

	MCARE-ALLW
	Claim Title XVIII Medicare Amount
	C_HDR_MCARE_TB: C_MCARE_ALLOW_AMT 
	1106

	COINSURANCE
	Claim Title XVIII Coinsurance Charge
	C_HDR_MCARE_TB: 

C_HDR_ VALU_CD_TB: C_MCARE_COINS_AMT

C_UB-04_VALU_ CD_AMT 
	1199

1013

	DEDUCTIBLE
	Claim Title XVIII Cash Deductible Amount
	C_HDR_MCARE_TB:

C_HDR_ VALU_CD_TB: C_MCARE_DED_AMT

C_UB-04_VALU_CD_AMT 
	1199

1108

	MEDICAID BILLED
	Coinsurance + Deductible
	Program Generated
	

	MEDICAID ALLOWED
	Claim Allowed Amount
	C_HDR_ TB: C_CALC_ALLOW_AMT 
	0743

	TPL
	Total Third Party Payment Amount

The total third party amount received for the line item.
	C_HDR_TB:

C_TOT_TPL_AMT
	1029

	PAYMENT
	Total Reimbursement Amount

The final payment amount for the line item. 
	C_HDR_TB: C_TOT_REIMB_AMT 
	1028

	STATUS
	The status of the line item (Paid, Deny, Pend, Void, Credit or Debit).
	C_HDR_TB:

C_HDR_STAT_CD
	1020

	
	-Claim Line Overflow
	
	

	EOB: (ROW TAG) (OPTIONAL)

 
	Overflow from above if necessary.  The next 10 reasons the service was not reimbursed as billed at the line item level.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	DUPLIC TCN (ROW TAG)

(OPTIONAL)
	Related Transaction Control Number

This number identifies the claim for which this claim is considered a duplicate.
	C_HDR_RLTD_HIST_TB: C_RLTD_LI_TCN_NUM 
	721

	DATED: (GOES WITH ABOVE)
	Goes with the Duplicate TCN above.  The date of the duplicate TCN.
	C_HDR_TB:

C_HDR_PD_DT 
	1017

	
	-TPL Info (when claim denied for third party liability)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 
	2461

	CARRIER ADDRESS
	TPL Supplier Address, Line 1 & 2

City, State & Zip Code and phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	TPL Coverage Policy Number
For private insurance, this attribute usually contains the policy number.  It is usually the policyholder's Social Security Number, sometimes with a suffix for each dependent. For HMO coverage, this attribute usually contains the plan code. For Medicare coverage, this attribute contains the social security administration (SSA) claim number for the client.  The SSA claim number is usually the health insurance claim (HIC) number.
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 


	2561

	POLICYHOLDER NAME
	TPL COVERAGE POLICYHOLDER NAME
TPL Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-HMO Info (when claim denied for HMO coverage)
	
	

	CARRIER NAME
	Carrier Name

The outside organization responsible for providing health care coverage for the client.
	T_CARRIER_TB:

T_CARR_NAM 
	2461

	CARRIER ADDRESS
	HMO Supplier Address, Line 1 & 2

City, State & Zip Code and phone number.
	T_CARRIER_TB: T_CARR_LINE1_AD

T_CARR_LINE2_AD

T_CARR_CITY_NAM
T_CARR_ST_CD
T_CARR_ZIP5

T_CARR_ZIP4

T_CARR_PHONE_NUM 
	2450

2451

2449

2452

2454

2453

2485

	POLICY NUMBER
	HMO Coverage Policy Number
 For HMO coverage, this attribute usually contains the plan code. 
	T_CVRG_PLCY_TB: T_CVRG_PLCY_NUM 
	2561

	POLICYHOLDER NAME
	HMO COVERAGE POLICYHOLDER NAME
HMO Coverage Policyholder Name
The name of the policyholder.
	T_CVRG_PLCY_TB: T_PLCYHLD_FST_NAM

T_PLCYHLD_MI_NAM
T_PLCYHLD_LST_NAM 
	2549

8944

2551

	
	-Section Totals (for adjudicated, adjustment or voided)
	
	

	 TOTALS: (ROW TAG)
	Total number of in the current section (adjudicated, adjustment or voided).
	Program Generated
	

	MCARE-BILD
	Billed Amount

The sum of all charges billed to Medicare in the current section.
	Program Generated
	

	COINSURANCE
	The total amount of coinsurance paid by recipients for all in the current section.
	Program Generated
	

	DEDUCTIBLE
	The total amount of deductible paid by recipients for all in the current section.
	Program Generated
	

	MEDICAID BILLED
	The total amount Medicaid was billed (coinsurance + deductible) for all in the current section.
	Program Generated
	

	MEDICAID ALLOWED
	The total amount Medicaid allowed (of the Medicaid Billed) for all in the current section.
	Program Generated
	

	TPL
	Total TPL received for all in the current section.
	Program Generated
	

	PAYMENT
	Total reimbursement amount for all in the current section.
	Program Generated
	

	
	-Adjustment Section Only
	
	

	FORMER TCN (ROW TAG)
	Comes on Debit side of the paired.
	C_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM 
	702

	DATED: (GOES WITH ABOVE)
	Goes with the Former TCN above.  The date of the former TCN.
	C_HDR_TB:

C_HDR_PD_DT
	1017

	ADJUST TCN (ROW TAG)
	Comes on Credit side of the paired.
	C_HDR_ADJ_VD_TB:

C _REPLCD_TCN_NUM 
	701

	DATED: (GOES WITH ABOVE)
	Goes with the Adjust TCN above.  The date of the adjust TCN.
	C_HDR_TB:

C_HDR_ORIG_PD_DT 
	1017

	
	-Voided Section Only Rows
	
	

	VOID TCN
	The TCN that was voided
	C_HDR_ADJ_VD_TB: C_REPLCMT_TCN_NUM 
	702

	DATED: (GOES WITH ABOVE)
	Goes with the Void TCN above.  The date of the void TCN.
	C_HDR_TB:

C_HDR_PD_DT 
	1017

	
	-In-Process Only Comment
	
	

	ADJ COMMENT
	Added to Pend status if the in-process claim is an adjustment
	C_HDR_TB:

C_HDR_TXN_TY_CD 
	1030

	
	-In-Process Section Totals (listed at header level)
	
	

	99999 CLAIM LINES (ROW TAG)
	Total number of in the in-process section.
	Program Generated
	

	BILLED AMOUNT
	The total billed amount for all In-Process for the provider.
	Program Generated
	

	
	FINANCIAL FORMAT

Claim Type: F
	
	

	
	-Financial Detail
	
	

	RECIPIENT ID
	Recipient ID

The identification number assigned to a client upon initial certification for participation in any public assistance program including those programs funded and administered by the State of New Mexico.
	C_HDR_TB:

B_CURR_ID or

B_ALT_ID


	8688

535

	RECIPIENT NAME
	Recipient Name
The system uses this attribute for the client’s name.


	C_HDR_TB:

B_LAST_NAM

B_FST_NAM

B_MI_NAM


	639

637

640

	REAS
	This is the reason code for this financial transaction
	C_HDR_TB:

F_RSN_CD
	9884

	TCN
	Transaction Control Number
This number uniquely identifies the claim.
	C_HDR_TB:

C_TCN_NUM
	1024

	FIN CNTL NBR 
	Financial Control Number (FCN)

This number uniquely identifies the financial transaction
	C_HDR_TB:

C_RLTD_FCN_NUM
	6613

	DATE
	This is the date that the warrant/EFT was issued.
	C_HDR_TB:

C_HDR_WARR_DT
	1039

	DESCRIPTION
	This is the long description of the financial reason code
	Program Generated
	9884

	CHECK/EFT NUMBER
	This is the check/warrant or EFT number issued
	C_HDR_TB:

C_HDR_WARR_NUM
	1041

	AMOUNT
	This is the amount of the check/warrantEFT issued
	C_HDR_TB:

C_TOT_REIMB_AMT
	1028

	TOTALS
	This is the total number of warrants/EFTs issued for this provider
	Program Generated
	

	TOTAL AMOUNT
	This is the total amount of all the warrants/EFTs issued for this provider.
	Program Generated
	

	
	EOB SECTION
	
	

	EOB CODE
	The Explanation of Benefits (EOB) code printed on the provider’s remittance advice explaining why the service was not reimbursed as billed or why the claim is still in process.
	C_LI_EXC_TB:

R_CLM_EXC_CD 
	1737

	EOB DESCRIPTION
	EOB text tied to the EXC Code explaining why the service was not reimbursed as billed or why the claim is still in process.
	R_TXT_RA_EOB_DESC R_TXT_RA_EOB_TXT
	2202

	
	REMITTANCE SUMMARY
	
	

	
	- Left Side
	
	

	PLAN
	This is the Managed Care plan number and plan name.  Claims activity is grouped by plan number for each MCO provider.
	C_HDR_TB:

H_PLN_NUM

Valid Values
	1402

3579-V

	ORIGINALS
	The number of original and their total dollar value paid to the provider during this payment cycle.
	Program Generated
	

	DEBIT ADJUSTMENTS
	The number of debit adjustments and their total dollar value processed for the provider during this payment cycle.
	Program Generated
	

	CREDIT ADJUSTMENTS
	The number of credit adjustments and their total dollar value processed for the provider during this payment cycle.  The number should equal the debit adjustments since they come in pairs.  The dollar difference between the two will show the net positive or negative adjustment.
	Program Generated
	

	VOIDED 
	The number of voided and their total dollar value processed for the provider during this payment cycle.
	Program Generated
	

	NET APPROVED 
	Total and dollars for the above four type of.
	Program Generated
	

	PENDED
	The number of pended (in-process) for the provider during this payment cycle.
	Program Generated
	

	DENIED
	The number of denied for the provider during this payment cycle.
	Program Generated
	

	
	Account Receivables
	
	

	PRIOR BALANCE
	The provider’s beginning account receivable balance.  This is the amount of the balance prior to the current payment cycle.
	Program Generated
	

	CYCLE INCREASE
	New account receivables created during the current payment cycle.

Sum of the F_ORIG_AMT from the F_HDR_TB for the following:

1) Financials where the F_RSN_CD = 080, 081, 082, or 083 and the creation date = current payment date

2) Financials where the F_RSN_CD  = 009-016, 043, 044, 098, or 099 and the creation date > previous payment date
	Program Generated
	

	CYCLE DECREASE
	Decreases applied to the account receivable balance during the current payment cycle.  These would have been payments if there had been no account receivable balance.

Sum of the amount applied to financial transactions with a reason code of 009-016, 043, 044, 080-083, 098 or 099 since the previous payment date.
	Program Generated
	

	NET CYCLE
	The sum of Cycle Increase and Cycle Decrease.
	Program Generated
	

	FORWARD BALANCE
	The sum of Prior Balance and Net Cycle.  This will be the provider’s new account receivable balance after the current payment cycle.
	Program Generated
	

	
	Payout (Financial Transaction)
	
	

	MANUAL CYCLE INCREASE
	The sum of all manual payouts for this provider.

The system sums up the value of all financials with reason codes of 015 or 018.
	Program Generated
	

	MANUAL NET CYCLE
	This value is always zero.
	Program Generated
	

	SYSTEM CYCLE INCREASE
	The sum of all system payouts for this provider.

The system sums up the value of all financials with reason codes of 001, 002, 003, 016, 019, 073 or 093.
	Program Generated
	

	SYSTEM NET CYCLE
	The sum of all system payouts for this provider.
	Program Generated
	

	
	Totals (Bottom of Page)
	
	

	NET CLAIM TRANSACTIONS
	Total of all adjudicated, both paid and denied.
	Program Generated
	

	PAYOUTS
	Special payouts to providers such as cash advances.

Sum of Manual Cycle Increase and System Cycle Increase.
	Program Generated
	

	RECEIVABLE RECOUPMENT
	Amount of paid to be applied towards a provider’s account receivable balance.
	Program Generated
	

	REMITTANCE CYCLE TOTAL
	The total of the above four amounts.  The amount of the check (if any) to be issued to the provider.
	Program Generated
	

	CHECK NUMBER
	The number of the check issued the provider.
	Program Generated
	

	EFT NUMBER
	The number of the EFT issued the provider.
	Program Generated
	

	WAS ISSUED FOR
	The amount of the check issued the provider.
	Program Generated
	

	YEAR-TO-DATE TOTAL PAID
	The total dollar value paid the provider for all payment cycles year to date.
	Program Generated
	

	YEAR-TO-DATE COUNT
	Number of adjudicated for provider for all payment cycles YTD.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

SUSPENDED A/R BALANCE REPORT

	Report ID: NMMC4535-RC055

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to report account receivables with both the recoupment percent and installment amount equal to zeros or the recoupment start date is equal to zeroes or the recoupment start date is 30 days greater than the current date. Claims account receivables (claim credit balance) are not reported because these fields do not apply to the receivables.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Total 

    N
N
N
	Page Break

N
	

	Notes:

N/A




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4535-RC055                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   





     


    


 PAGE: 999999

                                                   SUSPENDED A/R BALANCE REPORT

                                                        AS OF: 99/99/9999                                                        

              PROVIDER                                                   FINANCIAL                 OUTSTANDING A/R

               NUMBER         PROVIDER NAME                             REASON CODE                 BALANCE AMOUNT

             ----------       -----------------------------------    ---------------------      -----------------------

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-

              99999999        XXXXXXXXX1XXXXXXXXX2XXXXXXXXX3XXXXX           999                       ZZ,ZZZ,ZZZ.99-   

                           TOTAL                                                                  $  ZZZ,ZZZ,ZZZ.99-

***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	SUSPENDED A/R BALANCE REPORT

	NMMC4535-RC055

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	The date of the current batch payment cycle.
	Program Generated
	

	PROVIDER NUMBER
	Financial Payee Payor ID

The number of the provider that owes the receivable. 
	F_HDR_TB:

F_PYE_PYR_ID
	4421

	PROVIDER NAME
	Provider Names
All of the different names the system associates with a provider.
	P_PROV_TB:

P_NAM 
	1589

	A/R REASON CODE
	The financial reason code of the account receivable.
	F_HDR_TB:

F_RSN_CD
	9984

	OUTSTANDING A/R BALANCE
	The A/R Amount after the increase has been applied.  
	F_HDR_TB: F_BAL_AMT
	3069

	TOTAL OUTSTANDING A/R AMOUNT
	The sum of outstanding A/R balance amounts for this payment cycle.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

DEFAULT COST CENTER CODE REPORT

	Report ID: NMMC4510-RC056

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report lists all claims that were assigned a default cost center.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Total 

    Y
N
N
	Page Break

N
	

	Notes:

N/A




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4510-RC056                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   





     


    


 PAGE: 999999

                                             DEFAULT COST CENTER CODE REPORT                                        

                                                   AS OF: 99/99/9999

              PROVIDER      TRANSACTION CONTROL  LINE     CATEGORY OF ELIGIBILITY   FED    COUNTY   PROCEDURE

               NUMBER             NUMBER         ITEM      1ST      2ND      3RD   MATCH     CD        CODE          

              --------       -----------------   ----      ---      ---      ---   -----   ------   --------- 

              99999999       99999999999999999    99       XXX      XXX      XXX     X       X           

              99999999       99999999999999999    99       XXX      XXX      XXX     X       X             

              99999999       99999999999999999    99       XXX      XXX      XXX     X       X        XXXXX     

                               TOTAL NUMBER OF DEFAULTS                 ZZZ,ZZZ,ZZ9

                                             *** END OF REPORT ***
	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	DEFAULT COST CENTER CODE REPORT

	NMMC4510‑RC056

	


	Column Name
	Description
	Source
	DED Number

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS processing.  
	C_HDR_TB: C_BLNG_PROV_ID 
	403

	TRANSACTION CONTROL NUMBER
	Transaction Control Number
This number uniquely identifies the claim.
	C_HDR_TB:

C_TCN_NUM 
	1024

	LINE CODE
	Line Item Code
The unique number that identifies the line item within the claim.
	C_LI_TB:

C_LI_NUM
	1073

	CATEGORY OF ELIGIBILITY 1ST
	Category of Eligibility 1ST
The primary category of eligibility assigned to the claim.
	C_HDR_TB:

B_COE_CD 
	2678

	CATEGORY OF ELIGIBILITY 2ND 
	Category of Eligibility 2ND
The secondary category of eligibility assigned to the claim.
	C_HDR_OTHR_COE_TB: B_COE_CD 
	2678

	CATEGORY OF ELIGIBILITY 3RD
	Category of Eligibility 3RD

The tertiary category of eligibility assigned to the claim.
	C_HDR_OTHR_COE_TB: B_COE_CD
	2678

	FEDERAL MATCH
	Category of Service Code
A code that categorizes the provider’s service.
	C_HDR_TB: B_FED_MTCH-CD
	2671

	COUNTY CODE
	County Code

The system assigns a county code of “1” if the county code is “1”, otherwise the system assigns a county code of “9”.
	Program Generated
	

	PROCEDURE CODE
	Procedure Code

The procedure code is printed if the claim type is “HCBW”.
	C_LI_TB:

R_PROC_CD 
	2042

	TOTAL NUMBER OF DEFAULTS
	The number of print lines.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

RECOVERY SUSPENSE REPORT

	Report ID: NMMC4600-RC057

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report lists all financial transactions that are for the receipt of checks and warrants from providers and TPL Carriers.  The report shows the current status of the disposition of these checks and warrants.  The report shows a summary page by financial reason code.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number

FCN


	Total 

N

    N
N
	Page Break

N

N
	

	Notes:

Financial reason codes selected = 020, 021, 022, 023, 024, 025, 026, 027, 028, 029, 031, 037, 050




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4600-RC057                              HUMAN SERVICES DEPARTMENT                             PROCESSING TIME: 99:99:99

   





     


    

         PAGE: 999999

                                                 RECOVERY SUSPENSE REPORT                                        

                                                     AS OF: 99/99/9999

   TRANS CONTROL    RSN   PROVIDER         PROVIDER           CHECK     CLM     ORIGINAL      CURRENT      FORDWARD         LAST

      NUMBER        CODE   NUMBER            NAME             NUMBER    LNS      AMOUNT        DISP        BALANCE        TRAN DATE          

------------------- ----  --------   --------------------  -----------  ---   ------------  ------------  ------------   ---------- 

9999-99-99-9-999999 999   99999999   XXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXX  999   Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99   99/99/9999          

9999-99-99-9-999999 999   99999999   XXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXX  999   Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99   99/99/9999          

9999-99-99-9-999999 999   99999999   XXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXX  999   Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99   99/99/9999          

9999-99-99-9-999999 999   99999999   XXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXX  999   Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99   99/99/9999          

                                    TOTAL                             9,999  ZZ,ZZZ,ZZZ.99 ZZ,ZZZ,ZZZ.99 ZZ,ZZZ,ZZZ.99 

                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4600-RC057                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   





     


    


 PAGE: 999999

                                             SUMMARY RECOVERY SUSPENSE REPORT                                        

                                                   AS OF: 99/99/9999

     REASON            REASON CODE             NEW       OLD        ORIGINAL      PRIOR        CURRENT        FORWARD

      CODE             DESCRIPTION           RECORDS   RECORDS       AMOUNT      BALANCE      DISPOSITION     BALANCE          

     ------  ------------------------------  -------   -------   ------------  ------------  ------------   ------------

      999    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999    99,999   Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99   Z,ZZZ,ZZZ.99        

      999    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999    99,999   Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99   Z,ZZZ,ZZZ.99        

      999    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX   99,999    99,999   Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99  Z,ZZZ,ZZZ.99   Z,ZZZ,ZZZ.99        

             GRAND TOTALS                    999,999   999,999  ZZ,ZZZ,ZZZ.99 ZZ,ZZZ,ZZZ.99 ZZ,ZZZ,ZZZ.99  ZZ,ZZZ,ZZZ.99

                                             *** END OF REPORT ***
	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	RECOVERY SUSPENSE REPORT

	NMMC4600‑RC057

	


	Column Name
	Description
	Source
	DED Number

	TRANS CONTROL NUMBER
	Transaction Control Number
This number uniquely identifies the financial receipt of a check or warrant.

Note: Receipts with a Balance Amount of zeros are not reported if there was no activity against the receipt since the last payment cycle.
	F_HDR_TB:

F_FCN_DT

F_FCN_MED_CD

F_FCN_NUM
	5689

7607

6613

	RSN CODE
	Reason Code

The reason code identifies the receipt as a check or warrant.
	F_HDR_TB:

F_RSN_CD
	9884

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS processing.  
	F_HDR_TB: F_PYE_PYR_ID 
	4421

	PROVIDER NAME
	Provider Name

The name of the provider.
	P_PROV_TB:

P_NAM 
	1589

	CLM LNS
	Claim Lines

The number of claims that was applied to the receipt.
	F_PYBL_RECV_TB: F_TOT_CLM_VD_NUM
	5924

	CHECK NUMBER
	Check Number

The number of the check or warrant was received.
	F_PYBL_RECV_TB: F_CHK_ID 
	7193

	ORIGINAL AMOUNT
	Original Amount
The original amount of the receipt.                           
	F_HDR_TB: F_ORIG_AMT
	3748

	PRIOR BALANCE
	Prior Balance Amount         

The outstanding balance amount of the receipt at the end of the last payment cycle.
	Program Generated
	

	CURRENT DISP
	Current Disposition Amount

The amount dispositioned against the receipt since the last payment cycle.
	F_PYBL_RECV_TB: F_APPLD_AMT 
	3315

	ForWard Balance
	Forward Balance Amount

The outstanding balance amount after the payment cycle.
	F_HDR_TB: F_BAL_AMT
	3069

	LAst tran date
	Last Transaction Date

The last date that a transaction was applied to the receipt.
	F_PYBL_ RECV_TB:

F_APPLD_DT
	3315

	SuMMary
Reason Code
	Reason Code

The reason code identifies the receipt as a check or warrant.
	F_HDR_TB:

F_RSN_CD
	9884

	SuMMary
Reason code description
	Reason Code Description

The long description of the reason code.
	Program Generated
	

	SuMMary
New records
	New Records

The number of new receipts added since the last payment cycle for the reason code.
	Program Generated
	

	SuMMary
Old Records
	Old Records

The number of old receipts on file.
	Program Generated
	

	SuMMary
ORIGINAL AMOUNT
	Original Amount
The total of the original amounts for the reason code.                           
	Program Generated
	

	SuMMary
Prior AMOUNT
	Prior Amount
The total of the balance amounts at the end of last payment for the reason code.                          
	Program Generated
	

	SuMMary
CURRENT DISPosition
	Current Disposition Amount

The amount applied to the receipt since the last payment cycle for the reason code.
	Program Generated
	

	summary
Forward balance
	Forward Balance Amount

The total of the outstanding balances of the receipts for the reason code.
	Program Generated
	

	summary
GRAND TOTALS

NEW RECORDS
	New Records

The number of new receipts added since the last payment cycle.
	Program Generated
	

	summary
GRAND TOTALS

OLD RECORDS
	Old Records

The number of old receipts added since the last payment cycle.
	Program Generated
	

	SuMMary
GRAND TOTALS

ORIGINAL AMOUNT
	Original Amount
The total of the original amounts.                           
	Program Generated
	

	SuMMary
GRAND TOTALS

Prior AMOUNT
	Prior Amount
The total of the balance amounts at the end of last payment 
	Program Generated
	

	SuMMary

GRAND TOTALS

CURRENT DISPosition
	Current Disposition Amount

The amount applied to the receipt since the last payment cycle.
	Program Generated
	

	summary 

GRAND TOTALS

Forward balance
	Forward Balance Amount

The total of the outstanding balances of the receipts.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

REFUND DEPOSIT AND VOIDED CHECK SUMMARY REPORT

	Report ID: NMMC4605-RC058

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report lists all deposits and voided warrants since the last payment cycle.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Deposit Number


	Total 

N     
	Page Break

N
	

	Notes:

Deposits equal Financial Reason Codes 020, 021, 022, 023, 024, 025, 026, 027, 028, 029, 031, 037

Voids equal Financial Reason Codes 050, 051, 053, 055, 056




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4605-RC058                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   





     


    


 PAGE: 999999

                                      REFUND DEPOSIT AND VOIDED CHECK SUMMARY REPORT                                        

                                                 AS OF: 99/99/9999

          DEPOSIT NUMBER               ORIGINAL AMOUNT           DISPOSITIONED TO DATE              CURRENT BALANCE                           

         ---------------               ---------------           --------------------               ---------------           

         999999999999999                ZZZ,ZZZ,ZZZ.99             ZZZ,ZZZ,ZZZ.99                    ZZZ,ZZZ,ZZZ.99 

         999999999999999                ZZZ,ZZZ,ZZZ.99             ZZZ,ZZZ,ZZZ.99                    ZZZ,ZZZ,ZZZ.99 

         999999999999999                ZZZ,ZZZ,ZZZ.99             ZZZ,ZZZ,ZZZ.99                    ZZZ,ZZZ,ZZZ.99

         TOTAL DEPOSIT AMOUNTS:       Z,ZZZ,ZZZ,ZZZ.99           Z,ZZZ,ZZZ,ZZZ.99                  Z,ZZZ,ZZZ,ZZZ.99 

         TOTAL VOID CHECK AMOUNTS:    Z,ZZZ,ZZZ,ZZZ.99           Z,ZZZ,ZZZ,ZZZ.99                  Z,ZZZ,ZZZ,ZZZ.99 

         GRAND TOTAL:                 Z,ZZZ,ZZZ,ZZZ.99           Z,ZZZ,ZZZ,ZZZ.99                  Z,ZZZ,ZZZ,ZZZ.99 

                                             *** END OF REPORT ***
	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	REFUND DEPOSIT AND VOIDED CHECK SUMMARY REPORT

	NMMC4605‑RC058

	


	Column Name
	Description
	Source
	DED Number

	DEPOSIT NUMBER
	Deposit Number
The number of the deposit in the State Bank account.
	F_PYBL_TB: F_DEPOSIT_NUM
	5930

	Original Amount
	Original Amount

The total amount of the deposit.
	F_HDR_TB: F_ORIG_AMT 
	3748

	dispositioned to Date
	Dispositioned To Date Amount
The amount that has been dispositioned against the receipts that made up the deposit.  
	Program Generated
	

	Current balance
	Current Balance Amount

The balance amount of the receipts that made up the deposit.
	F_HDR_TB: F_BAL_AMT 
	3069

	total deposit amounts:

Original Amount
	Original Amount

The total amount of all of the deposits that were not warrants.
	Program Generated
	

	total deposit amounts:

dispositioned to Date
	Dispositioned To Date Amount
The amount that has been dispositioned against the receipts that were not warrants. 
	Program Generated
	

	total deposit amounts:

Current balance
	Current Balance Amount

The balance amount of the receipts that were not warrants.
	Program Generated
	

	total VOided Check amounts:

Original Amount
	Original Amount

The total amount of all of the deposits that were warrants.
	Program Generated
	

	total VOided Check amounts:

dispositioned to Date
	Dispositioned To Date Amount
The amount that has been dispositioned against the receipts that were warrants.
	Program Generated
	

	total VOided Check amounts:

Current balance
	Current Balance Amount

The balance amount of the receipts that were warrants.
	Program Generated
	

	GRAND TOTALS:

Original Amount
	Original Amount

The total amount of all of the deposits.
	Program Generated
	

	GRAND TOTALS:

dispositioned to Date
	Dispositioned To Date Amount
The amount that has been dispositioned against the receipts.
	Program Generated
	

	GRAND TOTALS

Current balance
	Current Balance Amount

The balance amount of the receipts.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

CHECK REGISTER SUMMARY REPORT

	Report ID: NMMC4590-RC059

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

This report shows the check (warrant) numbers that have been used this payment cycle.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
N/A


	Total 

    
	Page Break


	

	Notes:

N/A




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4590-RC059                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   





     


    


 PAGE: 999999

                                           CHECK REGISTER SUMMARY REPORT                                        

                                                 AS OF: 99/99/9999

    FIRST CHECK NUMBER     99999999999

                                      FIRST CHECK ISSUED     99999999999

                                      LAST CHECK ISSUED      99999999999

                                      LAST CHECK NUMBER      99999999999

                                      TOTAL CHECKS USED      99999999999

                                      TOTAL CHECKS ISSUED    99999999999   AMOUNT OF CHECKS ISSUED:  ZZZ,ZZZ,ZZ9.99

                                      NUMBER SPOILED         99999999999

                                             *** END OF REPORT ***
	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	CHECK REGISTER SUMMARY REPORT

	NMMC4590‑RC059

	


	Column Name
	Description
	Source
	DED Number

	First check number
	First Check Number

The first check number used in the payment cycle.
	Program Generated from NMMC4560
	

	First check issued
	First Check Issued

The first check number that was not spoiled (voided) in the payment cycle.
	Program Generated from NMMC4560
	

	last check issued
	Last Check Issued

The last check number that was not spoiled (voided) in the payment cycle.
	Program Generated from NMMC4560
	

	last check number
	Last Check Number

The last check number in the payment cycle.
	Program Generated from NMMC4560
	

	TOTAL CHECKS used
	Total Checks Used

The difference between the first check number and the last check number.
	Program Generated from NMMC4560
	

	TOTAL CHECKS issued
	Total Checks Issued

The difference between the first check number and the last check number less the number of checks spoiled.
	Program Generated from NMMC4560
	

	Amount of the checks issued
	Amount of the Checks Issued

The sum of the check amounts that were issued.
	Program Generated from NMMC4560
	

	Number spoiled
	Number Spoiled

The number of checks that were not issued (spoiled).
	Program Generated from NMMC4560
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

FISCAL PAYMENT SUMMARY REPORT

	Report ID: NMMC4610-RC064

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to summarize all outstanding all claims and financial transactions that are “PAY PROVIDER” (No History Onlys).  There will be a fiscal year total for each year of claims on the Adjudicated Claims File.  Claims will have a total for each year that does not include Header Claim Type = “F” (Financials).  The ATR amount will include Claim Type = “F” with the exception of Financial Reason Codes of “080”, “081”, and “086”.  Financial Transactions with a Reason Code of “080” and “081” will be totaled under a category of Payment Generated Accounts Receivable and Reason Code “086” will be totaled under Payment Generated Applied To Accounts Receivable.  There will be total amounts for the Claims Amt plus the ATR Amount for each fiscal year.  A Subtotal amount will be calculated for the Claims, ATRs, and the Total Amts.  A warrant/EFT amount will also be included.  



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
 C_HDR_SVC_LST_DT


	Total 

N


	Page Break
N


	

	Notes:    

N/A

                        


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4610-RC064                              HUMAN SERVICES DEPARTMENT                             PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                FISCAL PAYMENT SUMMARY REPORT

                                                    AS OF: 99/99/9999  

    DESCRIPTION                CLAIMS AMOUNT               ATR AMOUNT               TOTAL AMOUNT           

    FISCAL YEAR XX            $ 9,999,999,999.99        $ 9,999,999,999.99        $ 9,999,999,999.99   

    FISCAL YEAR XX            $ 9,999,999,999.99        $ 9,999,999,999.99        $ 9,999,999,999.99

    FISCAL YEAR XX            $ 9,999,999,999.99        $ 9,999,999,999.99        $ 9,999,999,999.99

    SUBTOTAL                  $ 9,999,999,999.99        $ 9,999,999,999.99        $ 9,999,999,999.99                  

    PAYMENT GENERATED ACCOUNTS RECEIVABLE                                         $ 9,999,999,999.99 

    PAYMENT GENERATED APPLIED ACCOUNTS RECEIVABLE                                 $ 9,999,999,999.99 

    WARRANT/EFT AMOUNT                                                                $ 9,999,999,999.99               

                                                                 ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	FISCAL PAYMENT SUMMARY REPORT

	NMMC4610-RC064

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes.


	System Parameter
	

	FISCAL YEAR
	Fiscal year in which the claim Last Service Date resides.

	Program Generated

C_HDR_SVC_LST_DT
	

	CLAIMS AMOUNT
	Claim totals for a specific fiscal year.  This total includes only “PAID” claims and does not include C_HDR_TY_CD = “F”.  
	Program Generated

C_TOT_REIMB_AMT
	

	ATR AMOUNT
	Financial transactions C_HDR_TY_CD = “F” excluding F_RSN_CDs equal to “080”, “081”, and “086”.  
	Program Generated

C_TOT_REIMB_AMT
	

	TOTAL AMOUNT
	The total of the CLAIMS AMOUNT and the ATR AMOUNT.
	Program Generated
	

	SUBTOTAL
	The totals of the CLAIM AMTS, ATR AMTS, and TOTAL AMOUNTS for all Fiscal Years created on the report. 
	Program Generated


	

	PAYMENT GENERATED ACCOUNTS

RECEIVABLE
	The total of claims that fall under a C_HDR_TY_CD = “F” and a F_RSN_CD = “080” or “081”.
	Program Generated

C_TOT_REIMB_AMT
	

	PAYMENT GENERATED APPLIED

ACCOUNTS RECEIVABLE
	 The total of claims that fall under a C_HDR_TY_CD = “F” and a F_RSN_CD = “086”.
	Program Generated

C_TOT_REIMB_AMT
	

	WARRANT/EFT AMOUNT
	The total amount of the warrants/EFTs paid out to providers. 
	Program Generated

C_TOT_REIMB_AMT
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

1099 REPORT OF PROVIDERS PAID


	Report ID: NMMC4999-RC065

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Yearly


	
	Refer to the FAO Report Distribution Master
	

	Description:  

This process creates a file to send the IRS for 1099, creates forms to be printed for 1099’s, and creates a report. 



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
 None


	Total 

N


	Page Break
N


	

	Notes:    

N/A

                        


REPT:  NMMC1099-RC065                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

                                                   HUMAN SERVICES DEPARTMENT                             PROCESSING TIME: 99:99:99

                                                              1099 REPORT OF PROVIDERS PAID                                       PAGE: 999,999

PROVIDER NAME                                PROV ID           IRS NUMBER          SSN NUMBER          AMOUNT REPORTED
           

-----------------------------------          --------          ----------          ----------          ----------------

XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX          XXXXXXXX          XXXXXXXXXX          XXXXXXXXX          ZZ,ZZZ,ZZZ,ZZZ.99CR

(FINAL PAGE)            

REPT:  NMMC1099-RC065                  NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

                                                   HUMAN SERVICES DEPARTMENT                             PROCESSING TIME: 99:99:99

                                                              1099 REPORT OF PROVIDER PAID                                       PAGE: 999,999

                                                NBR OF NON PROFIT PROVIDERS                   Z,ZZZ,ZZZ,ZZ9

                                                AMT FOR NON PROFIT PROVIDERS                 ZZ,ZZZ,ZZZ,ZZZ.99CR                 

                                                NBR WITH ZERO YTD AMOUNTS                     Z,ZZZ,ZZZ,ZZ9

                                                NBR WITHOUT TAX NUMBER / WITH SSN             Z,ZZZ,ZZZ,ZZ9

                                                NBR WITHOUT TAX NBR AND SSN NO.               Z,ZZZ,ZZZ,ZZ9

                                                AMT. WITHOUT OR INVALID TAX NO.              ZZ,ZZZ,ZZZ,ZZZ.99CR

                                                TOTAL NO. OF 1099’S PRINTED                   Z,ZZZ,ZZZ,ZZ9

                                                TOTAL AMOUNT OF 1099’S                       ZZ,ZZZ,ZZZ,ZZZ.99CR

                                                NO. OF PROVIDERS                              Z,ZZZ,ZZZ,ZZ9

                                                TOTAL AMOUNTS                                ZZ,ZZZ,ZZZ,ZZZ.99CR  

                                                                 ***  END OF REPORT  ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	1099 REPORT OF PROVIDERS PAID

	NMMC4999-RC065

	


	Column Name
	Description
	Source
	DED Number

	PROVIDER NAME 
	Name of the provider.
	P_PROV_TB:

P_DBA_NAM
	

	PROV ID 
	Number of the provider in our system.
	C_PROV_CLM_SUM_TB: P_ID
	

	IRS NUMBER
	The Federal tax ID number for the provider.
	P_PROV_TB:

P_FED_TAX_ID
	

	SSN NUMBER
	Social security number for the provider.
	P_PROV_TB:

P_SSN_NUM
	

	AMOUNT REPORTED
	Total amount from claims with that provider for a year.
	C_PROV_CLM_SUM_TB:

C_CLM_TOTAL_AMT
	

	NBR OF NON PROFIT PROVIDERS
	Total number of providers with an “N” in the P_PROFIT_IND field on table P_PROV_TB.
	Program Generated


	

	AMT OF NON PROFIT PROVIDERS
	Total amount on 1099’s for the non-profit providers.
	Program Generated
	

	NBR WITH ZERO YTD AMOUNTS
	Total number of providers with zero in the YTD amount for 1099’s.
	Program Generated
	

	NBR WITHOUT TAX NUMBER / WITH SSN NO.
	Total number of providers with an SSN and that do not have a Federal tax number.
	Program Generated


	

	NBR WITHOUT TAX NUMBER AND SSN NO.
	Total number of providers with no Federal tax number and no SSN.
	Program Generated


	

	AMOUNT WITHOUT OR INVALID TAX NUMBER
	Total amount of claims, where Federal tax number is not there or it is missing.
	Program Generated
	

	TOTAL NUMBER OF 1099’S PRINTED
	Total number of 1099’s printed.
	Program Generated
	

	TOTAL AMOUNT OF 1099’S PRINTED
	Total amount on the 1099’s that have been printed.
	Program Generated
	

	NO. OF PROVIDERS
	Total number of providers.
	Program Generated
	

	TOTAL AMOUNTS
	Total amount of all providers and all claims.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

IRS 1099 FORM LAYOUT

	Report ID: NMMC1099-1099

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Yearly


	
	Refer to the FAO Report Distribution Master
	

	Description:  

This is the 1099 layout that is printed on a preprinted form and sent to the provider. 



	Sort Sequence(s) and Control Breaks



	Sort Sequence:
 None
	Total 

N
	Page Break
N
	

	Notes:

N/A




       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

       99-9999999       99999999999            ZZ,ZZZ,ZZZ,ZZ9.99

       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                  999999999         X

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	IRS 1099 FORM LAYOUT

	NMMC1099-1099


	Column Name
	Description
	Source
	DED Number

	PAYER NAME 
	Name of the payer. 
(STATE OF NEW MEXICO)
	Input card to program
	

	PAYERS ADDRESS 1 
	Address line 1 of the payer.
(DEPARTMENT OF HUMAN SERVICES)
	Input card to program
	

	PAYERS ADDRESS 2
	Address line 2 of the payer.
(POST OFFICE BOX 2348)
	Input card to program
	

	PAYER CITY STATE ZIP
	City, state, and zip code of the payer’s address.
(SANTA FE, NEW MEXICO 87504 – 2348)
	Input card to program
	

	PAYER PHONE NUMBER
	Phone number of the Payer
(505-246-9988)
	Input card to program
	

	PAYER’S FEDERAL ID NUMBER
	Federal ID number for the payer.
(85-6000565)
	Coded into program, this number is not change, assigned by the government
	

	RECIPIENT’S IDENTIFICATION NUMBER
	Recipients Federal ID number.
(Provider Tax number)
	P_PROV_TB: P_FED_TAX_ID
	

	MEDICAL AND HEALTH CARE PAYMENTS
	Total amount the provider received within the specified year.
	C_PROV_CLM_SUM_TB: C_CLM_TOTAL_AMT
	

	RECIPIENTS NAME
	Name of the recipient.
(Provider)
	P_PROV_TB: P_DBA_NAME
	

	RECIPIENTS ADDRESS
	Address of the recipient.
	P_ADDR_TB:

P_LINE1_AD

P_LINE2_AD 
	

	RECIPIENTS CITY, STATE, ZIP
	The city, state, and zip code of the recipient’s address.
	P_ADDR_TB:

P_CITY_NAM

P_ST_CD

P_ZIP5_CD

P_ZIP4_CD 
	

	ACCOUNT NUMBER
	Number of the provider in our system.
	C_CLM_PROV_SUM_TB: P_ID
	

	2ND TIN
	Indicates that a 2ND B notice was sent due to an incorrect IRS number or SSN.
	Hard coded into the program
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

CASE MANAGEMENT SERVICES REPORT

	Report ID: NMMC0120-RC066

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:  

This program formats the sorted output from NMMC0110 to produce the Case Management Services Report.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
 None


	Total 

N


	Page Break
N


	

	Notes:    

N/A

                        


1                                        NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              PROCESSING DATE:  03/31/2006 

 REPT:  NMMC0120-RC066                                HUMAN SERVICES DEPARTMENT                         PROCESSING TIME:  23:00:46   

                                                   CASE MANAGEMENT SERVICES REPORT                                 PAGE:       1     

                                                              MARCH, 2006                                                            

   PROCEDURE  PROVIDER                             UNDUPLICATED                                                                      

  DESCRIPTION  NUMBER         PROVIDER NAME         RECIPIENTS       BILLED UNITS        CLAIM COUNT          PAYMENT AMOUNT         

                                                    MONTH  F YTD   MONTH      F YTD     MONTH   F YTD      MONTH          F YTD      

  ----------- -------- --------------------------- ------------- --------------------- --------------- ----------------------------  

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

  XX-XX-X     XXXXXXXX XXXXXXXXXXXXXXXXXXXXXXXXXX   9,999    9,999  9,999.99  9,999.99   9,999   9,999    99,999.99     168,950.00   

                                                        *** END OF REPORT ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT EXHIBIT

	CASE MANAGEMENT SERVICES REPORT

	NMMC0120-RC066

	


	Column Name
	Description
	Source
	DED Number

	PROC DESCRIPTION 
	Procedure description, derived from the local procedure code*(see below)
	X_LI_TB:

R_PROC_CD
	

	PROVIDER NUMBER 
	Number of the provider in our system.
	P_PROV_TB:

P_ID
	

	PROVIDER NAME
	Name of the provider.
	P_PROV_TB:

P_NAM
	

	UNDUPLICATED RECIPIENTS
	Number of unduplicated recipients for the month and fiscal YTD.
	Program Generated
	

	BILLED UNITS
	Number of units billed for the month and fiscal YTD.
	Program Generated
	

	CLAIM COUNT
	Number of claims paid for the month and fiscal YTD.
	Program Generated
	

	PAYMENT AMOUNT
	Amount paid to a provider for the month and fiscal YTD.
	Program Generated
	

	PROC CODE TOTALS
	Total of each monthly and fiscal YTD column by procedure code.
	Program Generated
	

	GRAND TOTALS
	Total of each monthly and fiscal YTD column for the entire month.
	Program Generated
	


Crosswalk of local codes and procedure descriptions:

Local  
Nat’l codes/mods
 
  
Description

H20HA
H2000
HA



EI-EE-C

H20TL
H2000
TL



EI-EP-C

TTLTJ
T1027
TL TJ



EI-EP-G

WC101
H0036




PSR-I-IND

WC105
H0036 HQ



PSR-I-GRP

WC106
H2010




PSR-MEDM

WC115
T1017 HK



CM-SED-HIS

WC121
H2012




DAY-TRTMT

WC123
H2014




BHVR-MGT

WC126
H2011 U2



PSR-CI-C

WC127
H2011 U4



PSR-CI-M

WC128
H2011 U1



PSR-CI-BM

WC129
H2011 U3



PSR-CI-S

WC133
T1027 TL TT



EI-TC-I

WC134
T1027 TL HQ



EI-TC-G

WC135
T1027 TL



EI-TC-H

WC142
H2017




PSR-I-TRIST

WC143
H2017




PSR-I-CHOL

WC144
H2017




PSR-I-MS

WC145
H2017 HQ



PSR-G-TRIST

WC146
H2017 HQ



PSR-G-CHOL

WC147
H2017 HQ



PSR-G-MS

WC148
H2010 TG



PSR-PT-PHY

WC149
H2010 TG



PSR-PT-PA

WC200
H2000 UI



PSR-B-A

WC201
H2000 U5



PSR-B-PR

WC202
H2000
U2



PSR-LC-A

WC203
H2000
U6



PSR-LC-PR

WC204
H2000
U3



PSR-MC-A

WC205
H2000
U7



PSR-MC-PR

WC206
H2000
U4



PSR-HC-A

WC207
H2000
U8



CPSR-HC-PR

WC210
T2023 TL



CM-EI

WE087
T1017 HE



CM-CMI-HIS

WE088
T1023 HU



CM-CPS

WE089
T1023 HI



CM-DD-ADLT

WE091
T1017 ST



CM-TBI

WE092
T2023 HI



CM-EPSDT

WE093
T2023 HK



CM-MDFRG

YE023
H0036




PSR-FQHC

YE080
T1017 HE



CM-CMI

YE082
T1017 HD



CM-PREG

YE083
T1017 HR



CM-0-3

YE084
T1017 HK



CM-SED

YE086
T1017 HA



CM-MAR

End of crosswalk.

NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

MONTHLY REPORT OF SERVICES PAID TO SCHOOLS

	Report ID: NMMC0150-RC067

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:  

This program reads a sorted history extract file from NMMC0110 and produces the Monthly Report of Services Paid to Schools

  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:
 Provider Number

 Procedure Code


	Total 

Y

N
	Page Break
N

N
	

	Notes:    

N/A

                        


                                         NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              PROCESSING DATE:  99/99/9999

REPT: NMMC0150‑RC067                                  HUMAN SERVICES DEPARTMENT                         PROCESSING TIME:  99:99:99

                                                                                                                   PAGE:  999999

                                           MONTHLY REPORT OF SERVICES PAID TO SCHOOLS

                                                          JANUARY, 2002

           PROC   UNDUPLICATED

 PROVIDER  CODE   RECIPIENTS        BILLED UNITS         CLAIM COUNT            BILLED AMOUNT               PAYMENT AMOUNT

                  MONTH  F YTD       MONTH      F YTD    MONTH  F YTD           MONTH         F YTD          MONTH         F YTD

 ‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 PROVIDER TOTALS 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 PROVIDER TOTALS 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 PROVIDER TOTALS 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 MONTHLY TOTAL   99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                                        *** END OF REPORT ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT EXHIBIT

	MONTHLY REPORT OF SERVICES PAID TO SCHOOLS

	NMMC0150-RC067

	


	Column Name
	Description
	Source
	DED Number

	PROVIDER NUMBER 
	Number of the provider in our system.
	P_PROV_TB:

P_ID
	1563



	PROVIDER NAME
	Name of the provider.
	P_PROV_TB:

P_NAM
	1589

	PROC CODE 
	Procedure code.
	X_LI_TB:

R_PROC_CD
	2042



	UNDUPLICATED RECIPIENTS
	Number of unduplicated recipients for the month and fiscal YTD.
	Program Generated
	

	BILLED UNITS
	Number of units billed for the month and fiscal YTD.
	Program Generated
	

	CLAIM COUNT
	Number of claims paid for the month and fiscal YTD.
	Program Generated
	

	PAYMENT AMOUNT
	Amount paid to a provider for the month and fiscal YTD.
	Program Generated
	

	PROVIDER TOTALS
	Total of each monthly and fiscal YTD column by provider.
	Program Generated
	

	MONTHLY TOTAL.
	Total of each monthly and fiscal YTD column for all providers combined.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

WEEKLY CLAIM STATISTICS REPORT

	Report ID: NMMC4910-RC068

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:  

This program reads the flat files of claim report data and produces a weekly report from the payment cycle for New Mexico claim statistics.



	Sort Sequence(s) and Control Breaks



	Sort Sequence:
N/A


	Total 

N/A
	Page Break
N


	

	Notes:    

N/A

                        


REPT: NMMC4910-RC068                    NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              

PAGE     1

RUN: 99/99/99 99:99:99
                              HUMAN SERVICES DEPARTMENT                                  REPT: RC068







CORPORATE ACCOUNTING STATISTICS













    WEEKLY CLAIM STATISTICS








CYCL DTE  PAPER CLMS   ELEC CLMS   SYST CLMS   TOTAL CLMS   ORIG CLMS   CAPIT CLMS   ADJ CLMS   MASS ADJ   TOTAL CLMS

99/99/99     999,999      99,999     999,999      999,999     999,999      999,999    999,999    999,999      999,999

 CLMS PAID   1ST PAID   CLMS DEND   1ST DEND   CLMS SUSP    1ST SUSP    SUSP WEEKEND   PROCESSED

   999,999   999,999     999,999   999,999     999,999     999,999         999,999     999,999

    TOT REIMB AMT   PAID PCT   DEND PCT   SUSP PCT    1ST PAID    1ST DEND

   999,999,999.99      99.99      99.99      99.99      99.99       99.99

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT EXHIBIT

	WEEKLY CLAIM STATISTICS

	NMMC4910-RC068

	

	Column Name
	Description
	Source
	DED Number

	CYCL DTE 
	The payment cycle date
	G_PARAM-DTL_TB:

G-PARAM-VALUE-DT
	1361



	PAPER CLMS
	Total paper claims for the week
	Program Generated 
	

	ELEC CLMS
	Total electronic claims for the week
	Program Generated
	

	SYST CLMS
	Total system generated claims for the week
	Program Generated
	

	TOTAL CLMS
	Total of all clams received for the group “Claims Received by Media”
	Program Generated
	

	ORIG CLMS
	Total original claims for the week
	Program Generated
	

	CAPIT CLMS
	Total capitation claims for the week
	Program Generated
	

	ADJ CLMS
	Total adjustment clams for the week
	Program Generated
	

	MASS ADJ
	Total mass adjustment claims for the week
	Program Generated
	

	TOTAL CLMS
	Total of all claims received for the group “Claims Received by Category”
	Program Generated


	

	CLMS PAID
	Total claims paid for the week
	Program Generated
	

	1ST PAID
	Total first pass claims paid for the week
	Program Generated
	

	CLMS DEND
	Total claims denied for the week
	Program Generated
	

	1ST DEND
	Total first pass claims denied for the week
	Program Generated
	

	CLMS SUSP
	Total claims suspended for the week
	Program Generated
	

	1ST SUSP
	Total first pass claims suspended for the week
	Program Generated
	

	SUSP WEEKEND
	Total claims in suspense at weekend
	Program Generated
	

	PROCESSED
	Total claims processed for the group “Claims Processed”
	Program Generated
	

	TOT REIMB AMT
	Total reimbursement amount (payment amount) for the week
	Program Generated
	

	PAID PCT
	Percent of claims paid for the week
	Program Generated
	

	DEND PCT
	Percent of claims denied for the week
	Program Generated
	

	SUSP PCT
	Percent of claims suspended for the week
	Program Generated
	

	1ST PAID
	Percent of first pass claims paid to total received
	Program Generated
	

	1ST DEND
	Percent of first pass claims denied to total received
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

QTD REPORT OF SERVICES PAID TO SCHOOLS

	Report ID: NMMC0111-RC069

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:  

This program reads a sorted history extract file from NMMC0110 and produces the QTD Report of Services Paid to Schools.

  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:
 Provider Number

 Procedure Code


	Total 

Y

N
	Page Break
N

N
	

	Notes:    

N/A

                        


                                         NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              PROCESSING DATE:  99/99/9999

REPT: NMMC0111‑RC069                                  HUMAN SERVICES DEPARTMENT                         PROCESSING TIME:  99:99:99

                                                                                                                   PAGE:  999999

                                              QTD REPORT OF SERVICES PAID TO SCHOOLS

                                                          JANUARY, 2002

           PROC   UNDUPLICATED

 PROVIDER  CODE   RECIPIENTS        BILLED UNITS         CLAIM COUNT            BILLED AMOUNT               PAYMENT AMOUNT

                           QTD                      QTD               QTD                             QTD                                 

 ‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99 

   999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 PROVIDER TOTALS        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 PROVIDER TOTALS        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 PROVIDER TOTALS        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 MONTHLY TOTAL          99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                                        *** END OF REPORT ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT EXHIBIT

	QTD REPORT OF SERVICES PAID TO SCHOOLS

	NMMC0111-RC069

	


	Column Name
	Description
	Source
	DED Number

	PROVIDER NUMBER 
	Number of the provider in our system.
	P_PROV_TB:

P_ID
	1563



	PROVIDER NAME
	Name of the provider.
	P_PROV_TB:

P_NAM
	1589

	PROC CODE 
	Procedure code.
	X_LI_TB:

R_PROC_CD
	2042



	UNDUPLICATED RECIPIENTS
	Number of unduplicated recipients for the quarter to date.
	Program Generated
	

	BILLED UNITS
	Number of units billed for the quarter to date.
	Program Generated
	

	CLAIM COUNT
	Number of claims paid for the quarter to date.
	Program Generated
	

	PAYMENT AMOUNT
	Amount paid to a provider for the quarter to date.
	Program Generated
	

	PROVIDER TOTALS
	Total of each quarter to date column by provider.
	Program Generated
	

	MONTHLY TOTAL.
	Total of each quarter to date column for all providers combined.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

PAPER PHARMACY CLAIMS 
	Report ID: NMMC2387 –RC087

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly
	
	Refer to the FAO Report Distribution Master.
	

	Description:

Report showing the number of times exception posts on paper pharmacy claim.  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:

	Total 


	Page Break

	

	Notes:    

Paper Pharmacy claim designated by batch # 800-899.

                        


                                         NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM               PROCESSING DATE:  99/99/9999

 REPT:  NMMC2387-RC087                                HUMAN SERVICES DEPARTMENT                          PROCESSING TIME:  99:99:99

                                                                                                                    PAGE:  ZZZ,ZZ9

                                              DENY ERROR ANALYSIS PAPER PHARMACY CLAIMS

                                                          AS OF: 99/99/9999

 ERROR CODE                       ERROR DESCRIPTION               # OF OCCCURENCES

TOTAL # OF CLAIMS

 ----------                 ------------------------------        ----------------

-----------------

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

    XXXX                    XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX             99999


99999

                                                       *** END OF REPORT ***
NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEMREPORT EXHIBIT

WORKABLE SUSPENSE ANALYSIS REPORT

NMMC2387-RC087

	Column Name
	Description
	Source
	DED Number

	ERROR CODE
	Claim Exception Code
A code that uniquely identifies a claim exception.
	R_CLM_EXC_CD: R_CLM_EXC_TB
	 

	ERROR DESCRIPTION
	Claim Exception Code Description

The description associated with the Claim Exception Code
	R_EXC_SHORT_DESC: R_CLM_EXC_TB
	

	# OF OCCCURENCES
	The number of times exception was posted.
	Program Generated
	

	TOTAL # OF CLAIMS
	Total number of Calims the Exception was posted to.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

WORKABLE SUSPENSE ANALYSIS REPORT

	Report ID: NMMC0550 –RC100

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly
	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to summarize original FFS claims that were paid or denied during the reporting month that were suspended prior to being finalized.  Only claims that were never in an unworkable suspense location are reported.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:

	Total 


	Page Break

	

	Notes:    

Workable locations are stored in system list 4497.  If any location on the claim is NOT on the list, the claim is not reported.

                                                


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC0550-RC100                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                      WORKABLE SUSPENSE ANALYSIS REPORT
                                                          CLAIMS FINALIZED > 40 DAYS 
                 



                 FOR THE MONTH OF 99/9999



TCN


CLAIM TYPE
DAYS TILL FINALIZED
CLAIM LOCATIONS


-----------------

----------
-------------------
---------------------------------------------------------


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX


99999999919999999

X

999


XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX   XXX

                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC0550-RC100                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                       WORKABLE SUSPENSE ANALYSIS REPORT
                                                           FOR THE MONTH OF 99/9999





NUMBER OF CLAIMS
% OF CLAIMS
     



----------------
-----------


FINALIZED 1 - 12 DAYS
    9,999,999
999.99%


FINALIZED 1 – 40 DAYS
    9,999,999
999.99%


FINALIZED > 40 DAYS

    9,999,999
999.99%



                  -----------
-------


TOTAL CLAIMS
                  99,999,999
  

                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	WORKABLE SUSPENSE ANALYSIS REPORT

	NMMC0500-RC100


	Column Name
	Description
	Source
	DED Number

	TCN
	The Claim’s Transaction number
	C_TCN_NUM: C_HDR_TB
	 

	Claim Type
	The type of claim
	C_HDR_TY_CD: C_HDR_TB
	

	Days till finalized
	The number of days between the day the claim was entered (C_HDR_ENTRD_DT:C_HDR_TB) and the day the claim went to a to-be-paid or to-be-denied status (C_HDR_LST_CYCL_DT:C_HDR_TB).
	Program Generated
	

	Claim Locations
	The locations the claim was in while suspended
	C_EXC_LOCN_CD: C_HDR_PREV_ LOCN_TB
	

	Finalized 1 -12 days
	The number and percentage of claims that were finalized between 1 – 12 days from entering the system
	Program Generated
	

	Finalized 1 -40 days
	The number and percentage of claims that were finalized between 1 – 40 days from entering the system
	Program Generated
	

	Finalized > 40 days
	The number and percentage of claims that were finalized after 40 days from entering the system
	Program Generated
	


 NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

FINAL MMIS EFT PAYMENT REGISTER

	Report ID: NMMC4575-RC104

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The MMIS payment is produced from the updated payment transaction file after the EFT numbers are applied to the claims.  



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
EFT Number


	Total 

N


	Page Break

N


	 

	Notes:    

N/A




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4575-RC104                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

                                         F I N A L  M M I S  E F T  P A Y M E N T  R E G I S T E R

                                                       AS OF: 99/99/9999                                                       

 PAY TO

PROVIDER                       RA                                             PROV    MMIS PAY   NUMBER OF  PAYMENT

 NUMBER     EFT TRACE ID       NUMBER    PAY TO PROVIDER NAME                 TYPE    DATE       CLAIMS     AMOUNT          TYPE

--------   ---------------    ---------  -----------------------------------  ----   ---------- --------- ---------------   ----
XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                

XXXXXXXX   XXXXXXXXX1XXXXX    XXXXXXXXX  XXXXXXXXX1XXXXXXXXX2XXXXXXXX3XXXXXX  XXX    99/99/9999  999,999  999,999,999.99    XXXX                










 PAGE TOTALS        ZZZ,ZZZ,ZZZ.99-

                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4575-RC104                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

                                         F I N A L  M M I S  E F T  P A Y M E N T  R E G I S T E R

                                                       AS OF: 99/99/9999                                                       

 








   EFT TOTAL =           999,999,999.99  9,999,999 

 








STOP EFT TOT =           999,999,999.99  9,999,999                                                                       

***  END OF REPORT  ***        

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	FINAL MMIS EFT PAYMENT REGISTER

	NMMC4575-RC104

	


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes.
	Program Generated
	

	PAY TO PROVIDER NUMBER
	Pay To Provider Number

The number of the provider or group who is to receive payment.  The pay to provider is not necessarily the same as the provider who performed the service.
	C_HDR_TB: C_BLNG_PROV_ID 


	0403

	EFT TRACE ID
	The EFT number uniquely identifies a payment to a provider for a given payment cycle.
	C_HDR_WARRANT_TB: C_EFT_TRC_ID 
	

	R A NUMBER
	The remittance advice number uniquely identifies a remittance advice for a given payment cycle.
	C_HDR_WARRANT_TB: C_HDR_WARR_RA_NUM 
	1042

	PAY TO PROVIDER NAME
	Provider Names
All of the different names the system associates with a provider.
	C_HDR_TB: C_BLNG_PROV_ID 
	0403

	PROV TYPE
	Pay To Provider Type

The pay to provider type.
	C_HDR_TB: C_BLNG_PROV_TY_CD 
	0733

0204-V

	MMIS PAY DATE
	Date Paid
The date that the MMIS processes the claim through the payment cycle.  The MMIS assigns the date using the "Payment Cycle Date," which is also the date of the warrant.
	C_HDR_TB: C_HDR_PD_DT 
	1017

	NUMBER OF CLAIMS
	The number of claims paid during the payment cycle for the provider (does not include denied).
	Program Generated


	

	PAYMENT AMOUNT
	The sum of reimbursement amounts for a provider’s claims paid in the current payment cycle.
	Program Generated
	

	TYPE
	STPY = Stop Payment EFT

NEW = New EFT 
	Program Generated
	

	EFT TOTAL
	The sum of reimbursement amounts for all of the providers who were issued a EFT for the payment cycle and a count of the EFTs issued
	Program Generated from NMMC4560
	

	STOP EFT TOTAL
	The sum of EFTs for all of the providers who had a stop payment EFT issued in the system.     
	Program Generated 
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

BANK OF AMERICA RETURNS REPORT

	Report ID: NMMC4593-RC105

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Daily


	
	Refer to the FAO Report Distribution Master
	

	Description:

Reports any EFT records (prenotes and payments) that are returned by Wells Fargo for errors.

During the verification (10-day) process a Provider’s information can be turned down (and the status set to ‘F’) from two different sources, Wells Fargo’s Rejects file or their Returns and NOC file.  Therefore there are two pages of the RC105 report, one for each input file.

The Rejects file is produced 80-90 minutes after WF receives any file from us (Prenote or Payment) and contains high-level edits of the Routing numbers.  In addition, any WF accounts (which they know based on Routing number) will also be verified since WF obviously has access to that information as well.  These errors will be sent on the Rejects file and will be listed on the first page of the RC105.  We get a Rejects file only when we send them a file (currently Prenote on Friday night and Payment on Monday afternoon), so sometimes the report will display:

“ *** NO REJECTS FILE WAS RECEIVED”

If we did send a file and there were no errors, we display the message:

“ *** NO RECORDS WERE REJECTED BY THE BANK”.

Once the Prenote or Payment file enters WF’s system, they will process/edit the records further and eventually send transactions off to other banking institutions to verify the Routing and Account numbers.  Obviously they have no control over when those banks will process those records, so they cannot tell us when they will send back any errors.  What they do is collect all (if any) errors on a nightly basis and ship them back to us each morning in the Returns and NOC (Notification of Change) file.  Again, these can be in response to either Prenote and Payment records.

WF knows when a Routing number is invalid (because it can’t figure out where to send it), so those come back very quickly.  The Account numbers take longer, so that’s why we allow 10 business days before we approve the Provider.

Oftentimes we have no Returns and NOC records (what WF calls a Null file), and we’ll display the following on the RC105:

“ *** NO RETURNS / NOTIFICATIONS OF CHANGE RECEIVED”

The final condition is that we could have been paying a Provider via EFT for some time (they obviously made it through the Prenote process) and then they close that account for some reason.  In this case we would get a record in the Return and NOC file (with an explanation) and the amount would be greater than zero indicating it was in response to a Payment transaction rather than a Prenote request.  In this case, besides setting the status to “F” and informing the Provider that something has changed about their account information, we would also need to issue a manual check.


	Sort Sequence(s) and Control Breaks

	Sort Sequence:

	Total 


	Page Break


	 

	Notes:    

A provider’s EFT status update to “F” fail is bypassed if the REJECT or NOC file records have a zero amount for the provider and not a HCCLAIMPMT file type.




                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4593-RC105                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

WELLS FARGO RETURNS REPORT

REJECTS FILE

PROVIDER ID   ACCOUNT NUMBER      ROUTING NUMBER   ACCT TYPE         AMOUNT    REJECT MESSAGE

-----------   -----------------   --------------   ---------   -------------   --------------------------------------------------

XXXXXXXX      XXXXXXXXXXXXXXXXX   XXXXXXXXX        XXXXXXXXX   ZZ,ZZZ,ZZ9.99   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXX      XXXXXXXXXXXXXXXXX   XXXXXXXXX        XXXXXXXXX   ZZ,ZZZ,ZZ9.99   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                                                       *** END OF REPORT ***

                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4593-RC105                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

   











    PAGE: 999999

                           


WELLS FARGO RETURNS REPORT

                                                       RETURNS AND NOC FILE                                                      

PROVIDER ID   ACCOUNT NUMBER      ROUTING NUMBER   ACCT TYPE         AMOUNT    REJECT MESSAGE

-----------   -----------------   --------------   ---------   -------------   --------------------------------------------------

XXXXXXXX      XXXXXXXXXXXXXXXXX   XXXXXXXXX        XXXXXXXXX   ZZ,ZZZ,ZZ9.99   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXX      XXXXXXXXXXXXXXXXX   XXXXXXXXX        XXXXXXXXX   ZZ,ZZZ,ZZ9.99   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXX      XXXXXXXXXXXXXXXXX   XXXXXXXXX        XXXXXXXXX   ZZ,ZZZ,ZZ9.99   XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

                                                       *** END OF REPORT ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	WELLS FARGO RETURNS REPORT

	NMMC4593-RC105


	Column Name
	Description
	Source
	DED Number

	PROVIDER ID
	Provider ID that was sent to Wells Fargo.
	WF Rejects file or Returns and NOC file
	

	ACCOUNT NUMBER
	Account number entered by the Provider which was then subsequently sent to Wells Fargo.
	WF Rejects or Returns and NOC file
	

	ROUTING NUMBER
	Routing number (with check digit) entered by the Provider which was then subsequently sent to Wells Fargo.
	WF Rejects or Returns and NOC file
	

	ACCT TYPE
	Account type entered by the Provider which was then subsequently sent to Wells Fargo.
	WF Rejects or Returns and NOC file
	

	AMOUNT
	Amount of the EFT payment request sent to Wells Fargo.  This will be zero for rejected Prenote records.
	WF Rejects or Returns and NOC file
	

	REJECT MESSAGE
	Reason the records was rejected or returned by Wells Fargo.
	WF Rejects or Returns and NOC file
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

ACCOUNTS RECEIVABLE AGING SUMMARY (NOT ACTIVE PROVIDERS)

	Report ID: NMMC4596-RC106

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	COLD
	

	Description:

The purpose of this report is to summarize all outstanding accounts receivables by provider number for not active providers.  The value of the provider’s enrollment status code will be reported.  The accounts receivable balances are aged based on the date the A/R was generated.  The total of the outstanding accounts receivable in the MMIS are reported for each provider.  The report also includes a total accounts receivable balance.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Total 

N


	Page Break
N


	

	Notes:    

N/A

                        


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4596-RC106                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                             ACCOUNTS RECEIVABLE AGING SUMMARY (NOT ACTIVE PROVIDERS)

                                                     AS OF 99/99/9999  

PROVIDER     STATUS    ACCOUNTS RECEIVABLE AGING                    TOTAL ACCOUNTS RECEIVABLE        

---------    ------    ------------------------------               -------------------------   

99999999       99      CURRENT  (1-30  DAYS)                              ZZ,ZZZ,ZZZ.99-                  

                       PAST DUE 31-60  DAYS                               ZZ,ZZZ,ZZZ.99-                  

                                61-120 DAYS                               ZZ,ZZZ.ZZZ.99-                  

                               121-365 DAYS                               ZZ,ZZZ,ZZZ.99-                  

                                OVER 1 TO 2 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 2 TO 3 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 3 TO 4 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 4 TO 5 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 5 YEARS                              ZZ,ZZZ,ZZZ.99-                  

                       TOTAL PAST DUE                                     ZZ,ZZZ,ZZZ.99-                  

99999999       99      CURRENT  (1-30  DAYS)                              ZZ,ZZZ,ZZZ.99-                  

                       PAST DUE 31-60  DAYS                               ZZ,ZZZ,ZZZ.99-                   

                                61-120 DAYS                               ZZ,ZZZ.ZZZ.99-                    

                               121-365 DAYS                               ZZ,ZZZ,ZZZ.99-                  

                                OVER 1 TO 2 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 2 TO 3 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 3 TO 4 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 4 TO 5 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 5 YEARS                              ZZ,ZZZ,ZZZ.99-                  

                       TOTAL PAST DUE                                     ZZ,ZZZ,ZZZ.99-                  

REPORT TOTAL           CURRENT  (1-30  DAYS)                              ZZ,ZZZ,ZZZ.99-                  

                       PAST DUE 31-60  DAYS                               ZZ,ZZZ,ZZZ.99-                  

                                61-120 DAYS                               ZZ,ZZZ.ZZZ.99-                  

                               121-365 DAYS                               ZZ,ZZZ,ZZZ.99-                   

                                OVER 1 TO 2 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 2 TO 3 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 3 TO 4 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 4 TO 5 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 5 YEARS                              ZZ,ZZZ,ZZZ.99-                  

                       TOTAL PAST DUE                                     ZZ,ZZZ,ZZZ.99- 

                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	ACCOUNTS RECEIVABLE AGING SUMMARY (NOT ACTIVE PROVIDERS)

	NMMC4596-RC106


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes


	System Parameter
	

	PROVIDER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	F_HDR_TB: F_PYE_PYR_ID 
	4421

	STATUS
	Provider’s enrollment status code
	P_ENROL_STAT_TB:

P_ENROL_STAT_TY_CD
	

	ACCOUNTS RECEIVABLE AGING CURRENT (1-30 DAYS)
	The total of the outstanding accounts receivable balances 1 - 30 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING PAST DUE 31-60 DAYS
	The total of the outstanding accounts receivable balances 31 - 60 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING        61-120 DAYS
	The total of the outstanding accounts receivable balances 61 - 120 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING 

121-365 DAYS
	The total of the outstanding accounts receivable balances 121 - 365 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 1 TO 2 YEARS                         
	The total of the outstanding accounts receivable balances over 1 to 2 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 2 TO 3 YEARS                         
	The total of the outstanding accounts receivable balances over 2 to 3 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 3 TO 4 YEARS                         
	The total of the outstanding accounts receivable balances over 3 to 4 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 4 TO 5 YEARS                         
	The total of the outstanding accounts receivable balances over 4 to 5 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 5 YEARS                         
	The total of the outstanding accounts receivable balances over 5 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING TOTAL PAST DUE
	The total of the outstanding accounts receivable balances past due for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	TOTAL PAST DUE
	The total of the outstanding accounts receivable balances past due for all providers. The does not contain the amount for Current.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	REPORT TOTAL AGING 

CURRENT (1-30 DAYS)
	The total of the outstanding accounts receivable balances 1 - 30 days old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 PAST DUE  31-60 DAYS
	The total of the outstanding accounts receivable balances 31 - 60 days old for the report.
	Program Generated
	

	REPORT TOTAL AGING   

     61-120 DAYS
	The total of the outstanding accounts receivable balances 61 - 120 days old for the report.
	Program Generated
	

	REPORT TOTAL AGING 

121-365 DAYS
	The total of the outstanding accounts receivable balances 121 - 365 days old the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 1 TO 2 YEARS                         
	The total of the outstanding accounts receivable balances over 1 to 2 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 2 TO 3 YEARS                         
	The total of the outstanding accounts receivable balances over 2 to 3 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 3 TO 4 YEARS                         
	The total of the outstanding accounts receivable balances over 3 to 4 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 4 TO 5 YEARS                         
	The total of the outstanding accounts receivable balances over 4 to 5 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 5 YEARS                         
	The total of the outstanding accounts receivable balances over 5 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

TOTAL PAST DUE
	The total of the outstanding accounts receivable balances past due for the report.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

EMSA UTILIZATION REVIEW REPORT
	Report ID: NMC0552-RC107

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly

	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to show adjudicated claims and their time in the location for claims that have been suspended in location 899 (EMSA Utilization Review).  The report will be used by TPA UR Contract Manager to monitor contract compliance.  



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Days in Location (descending)

Billing Provider (ascending)

TCN (ascending)
	Total 

N


	Page Break
N


	

	Notes:    

N/A

                        


1                                        NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM               PROCESSING DATE:  99/99/9999
 REPT:  NMMC0552-RC107                                HUMAN SERVICES DEPARTMENT                          PROCESSING TIME:  99:99:99
                                                                                                                    PAGE:        1

0                                                EMSA UTILIZATION REVIEW REPORT

                                       FOR LOCATION: 899     FOR THE MONTH OF: 99/9999
0                               SUSPEND      DATE OUT    ADJUDICATION   CLAIM   BILLING    PROVIDER       CLIENT       DAYS IN

           TCN                   DATE        OF 899          DATE       TYPE    PROVIDER     TYPE           ID         LOCATION

           -----------------   ----------   ----------   ------------   -----   --------   --------   --------------   --------

           12345678901234567   MM/DD/CCYY   MM/DD/CCYY    MM/DD/CCYY      O     00000001     201      00000000000001        7

           12345678901234568   MM/DD/CCYY   MM/DD/CCYY    MM/DD/CCYY      P     00000002     303      00000000000002        6

           12345678901234569   MM/DD/CCYY   MM/DD/CCYY    MM/DD/CCYY      P     00000003     301      00000000000003        5

           12345678901234570   MM/DD/CCYY   MM/DD/CCYY    MM/DD/CCYY      P     00000004     303      00000000000004        3

           12345678901234571   MM/DD/CCYY   MM/DD/CCYY    MM/DD/CCYY      P     00000005     301      00000000000005        1

    NUMBER OF CLAIMS FOR LOCATION 899:       5

0                                                       *** END OF REPORT ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	EMSA UTILIZATION REVIEW REPORT

	NMC0552-RC107


	Column Name
	Description
	Source
	DED #

	LOCATION
	Claim Exception Review Unit Code
A code that uniquely identifies a claim exception review unit.
	C_HDR_TB: C_EXC_LOCN_CD
	2822

	AS OF
	Batch adjudication cycle date from the system parameter file.
	Program Generated.
	

	TCN
	Transaction Control Number
This number uniquely identifies the claim.
	C_HDR_TB:

C_TCN_NUM
	1024

	SUSPEND DATE
	Suspended Date
The date recorded on the claim header record as the date the transaction was suspended.  
	C_HDR_TB: C_HDR_SUSP_DT
	

	ADJUDICATION DATE
	Adjudication Date
The date recorded on the claim header record as the date the transaction was adjudicated.  
	C_HDR_TB: C_HDR_ADJUD_DT
	

	DATE OUT OF 899
	Date Out of location

The date that the claim enters the subsequent location (or adjudication if location 899 is the last location).
	C_HDR_PREV_LOCN_TB: C_EXC_LOCN_DT
Or

C_HDR_TB: C_HDR_ADJUD_DT
	

	ADJUDICATE DATE
	Adjudicate Date
The date recorded on the claim header record as the date the transaction was adjudicated.  
	C_HDR_TB: C_HDR_ADJUD_DT
	

	CLAIM TYPE
	Claim Type Code
Indicates what type of claim the batch is for.
	C_HDR_TB:

C_HDR_TY_ CD
	1031

	BILLING PROVIDER
	Billing Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	C_HDR_TB: C_BLNG_PROV_ID
	0403

	PROVIDER TYPE
	Billing Provider Type

The billing provider type.
	C_HDR_TB: C_BLNG_PROV_TY_CD
	0733

0204-V

	CLIENT ID
	Client Identification
The user assigned ID by which the client is known to the State.
	C_HDR_TB:

B_ALT_ID
	0535

	DAYS IN LOCATION
	Number of days the claim is in the location

The number of days will be derived from: “date out of 899” minus “suspend date”
	See info in columns above

	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

QTD REPORT OF SERVICES PAID TO SCHOOL BASED HEALTH CENTER (SBHC)

	Report ID: NMMC0115-RC108

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:  

This program reads a sorted history extract file from NMMC0110 and produces the QTD Report of Services Paid to SBHC.

  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:
 Provider Number

 Procedure Code


	Total 

Y

N
	Page Break
N

N
	

	Notes:    

N/A

                        


                                         NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              PROCESSING DATE:  99/99/9999

REPT: NMMC0115‑RC108                                  HUMAN SERVICES DEPARTMENT                         PROCESSING TIME:  99:99:99

                                                                                                                   PAGE:  999999

                                 QUARTERLY REPORT OF SERVICES PAID TO SCHOOL BASED HEALTH CENTERS    XXXXXXXX, 9999
           PROC   UNDUPLICATED

 PROVIDER  CODE   RECIPIENTS        BILLED UNITS         CLAIM COUNT            BILLED AMOUNT               PAYMENT AMOUNT

                           QTD                     QTD             QTD                           QTD                           QTD      

 ‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99 

   999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 PROVIDER TOTALS        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 PROVIDER TOTALS        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

           XXXXX        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 PROVIDER TOTALS        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 QUARTERLY TOTAL        99,999             9999,999.99         999,999                999,999,999.99               999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                                        *** END OF REPORT ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT EXHIBIT

	QTD REPORT OF SERVICES PAID TO SCHOOL BASED HEALTH CENTERS

	NMMC0115-RC108

	


	Column Name
	Description
	Source
	DED Number

	
	Parameter month, century and year
	Parm 1000
	

	PROVIDER NUMBER 
	Number of the provider in our system.
	P_PROV_TB:

P_ID
	1563



	PROVIDER NAME
	Name of the provider.
	P_PROV_TB:

P_NAM
	1589

	PROC CODE 
	Procedure code.
	X_LI_TB:

R_PROC_CD
	2042



	UNDUPLICATED RECIPIENTS
	Number of unduplicated recipients for the quarter to date.
	Program Generated
	

	BILLED UNITS
	Number of units billed for the quarter to date.
	Program Generated
	

	CLAIM COUNT
	Number of claims paid for the quarter to date.
	Program Generated
	

	PAYMENT AMOUNT
	Amount paid to a provider for the quarter to date.
	Program Generated
	

	PROVIDER TOTALS
	Total of each quarter to date column by provider.
	Program Generated
	

	QUARTERLY TOTAL.
	Total of each quarter to date column for all providers combined.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

MONTHLY REPORT OF SERVICES PAID TO SCHOOL BASED HEALTH CENTERS (SBHC)

	Report ID: NMMC0155-RC109

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:  

This program reads a sorted history extract file from NMMC0110 and produces the Monthly Report of Services Paid to School Based Health Centers.

  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:
 Provider Number

 Procedure Code


	Total 

Y

N
	Page Break
N

N
	

	Notes:    

N/A

                        


                                         NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM              PROCESSING DATE:  99/99/9999

REPT: NMMC0155‑RC109                                  HUMAN SERVICES DEPARTMENT                         PROCESSING TIME:  99:99:99

                                                                                                                   PAGE:  999999

                                 MONTHLY REPORT OF SERVICES PAID TO SCHOOL BASED HEALTH CENTERS      XXXXXXXX, 9999
           PROC   UNDUPLICATED

 PROVIDER  CODE   RECIPIENTS        BILLED UNITS         CLAIM COUNT            BILLED AMOUNT               PAYMENT AMOUNT

                  MONTH  F YTD       MONTH      F YTD    MONTH  F YTD           MONTH         F YTD          MONTH         F YTD

 ‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑ ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 PROVIDER TOTALS 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 PROVIDER TOTALS 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 99999999 ‑ XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

           XXXXX 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 PROVIDER TOTALS 99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

 MONTHLY TOTAL   99,999 99,999 9999,999.99 9999,999.99 999,999 999,999 999,999,999.99 999,999,999.99 99,999,999.99 999,999,999.99

 ‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑‑

                                                        *** END OF REPORT ***

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT EXHIBIT

	MONTHLY REPORT OF SERVICES PAID TO SCHOOL BASED HEALTH CENTERS (SBHC)

	NMMC0155-RC109

	


	Column Name
	Description
	Source
	DED Number

	
	Parameter month, century and year
	Parm 1000
	

	PROVIDER NUMBER 
	Number of the provider in our system.
	P_PROV_TB:

P_ID
	1563



	PROVIDER NAME
	Name of the provider.
	P_PROV_TB:

P_NAM
	1589

	PROC CODE 
	Procedure code.
	X_LI_TB:

R_PROC_CD
	2042



	UNDUPLICATED RECIPIENTS
	Number of unduplicated recipients for the month and fiscal YTD.
	Program Generated
	

	BILLED UNITS
	Number of units billed for the month and fiscal YTD.
	Program Generated
	

	CLAIM COUNT
	Number of claims paid for the month and fiscal YTD.
	Program Generated
	

	PAYMENT AMOUNT
	Amount paid to a provider for the month and fiscal YTD.
	Program Generated
	

	PROVIDER TOTALS
	Total of each monthly and fiscal YTD column by provider.
	Program Generated
	

	MONTHLY TOTAL.
	Total of each monthly and fiscal YTD column for all providers combined.
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

ACCOUNTS RECEIVABLE AGING SUMMARY (F-RSN-CD = 015/016)

	Report ID: NMMC4596-RC110

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	COLD
	

	Description:

The purpose of this report is to summarize all outstanding accounts receivables by provider number whose financial reason code is equal to 15 or 16.  The accounts receivable balances are aged based on the date the A/R was generated.  The total of the outstanding accounts receivable in the MMIS are reported for each provider.  The report also includes a total accounts receivable balance.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Total 

N


	Page Break
N


	

	Notes:    

N/A

                        


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC4596-RC110                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                     ACCOUNTS RECEIVABLE AGING SUMMARY (F-RSN-CD = 015/016)

                                                     AS OF 99/99/9999  

PROVIDER     STATUS    ACCOUNTS RECEIVABLE AGING                    TOTAL ACCOUNTS RECEIVABLE        

---------    ------    ------------------------------               -------------------------   

99999999       99      CURRENT  (1-30  DAYS)                              ZZ,ZZZ,ZZZ.99-                  

                       PAST DUE 31-60  DAYS                               ZZ,ZZZ,ZZZ.99-                  

                                61-120 DAYS                               ZZ,ZZZ.ZZZ.99-                  

                               121-365 DAYS                               ZZ,ZZZ,ZZZ.99-                  

                                OVER 1 TO 2 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 2 TO 3 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 3 TO 4 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 4 TO 5 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 5 YEARS                              ZZ,ZZZ,ZZZ.99-                  

                       TOTAL PAST DUE                                     ZZ,ZZZ,ZZZ.99-                  

99999999       99      CURRENT  (1-30  DAYS)                              ZZ,ZZZ,ZZZ.99-                  

                       PAST DUE 31-60  DAYS                               ZZ,ZZZ,ZZZ.99-                   

                                61-120 DAYS                               ZZ,ZZZ.ZZZ.99-                    

                               121-365 DAYS                               ZZ,ZZZ,ZZZ.99-                  

                                OVER 1 TO 2 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 2 TO 3 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 3 TO 4 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 4 TO 5 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 5 YEARS                              ZZ,ZZZ,ZZZ.99-                  

                       TOTAL PAST DUE                                     ZZ,ZZZ,ZZZ.99-                  

REPORT TOTAL           CURRENT  (1-30  DAYS)                              ZZ,ZZZ,ZZZ.99-                  

                       PAST DUE 31-60  DAYS                               ZZ,ZZZ,ZZZ.99-                  

                                61-120 DAYS                               ZZ,ZZZ.ZZZ.99-                  

                               121-365 DAYS                               ZZ,ZZZ,ZZZ.99-                   

                                OVER 1 TO 2 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 2 TO 3 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 3 TO 4 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 4 TO 5 YEARS                         ZZ,ZZZ,ZZZ.99-                  

                                OVER 5 YEARS                              ZZ,ZZZ,ZZZ.99-                  

                       TOTAL PAST DUE                                     ZZ,ZZZ,ZZZ.99- 

                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	ACCOUNTS RECEIVABLE AGING SUMMARY (F-RSN-CD = 015/016)

	NMMC4596-RC110


	Column Name
	Description
	Source
	DED Number

	AS OF
	This is the process date used for reporting purposes


	System Parameter
	

	PROVIDER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	F_HDR_TB: F_PYE_PYR_ID 
	4421

	STATUS
	Provider’s enrollment status code
	P_ENROL_STAT_TB:

P_ENROL_STAT_TY_CD
	

	ACCOUNTS RECEIVABLE AGING CURRENT (1-30 DAYS)
	The total of the outstanding accounts receivable balances 1 - 30 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING PAST DUE 31-60 DAYS
	The total of the outstanding accounts receivable balances 31 - 60 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING        61-120 DAYS
	The total of the outstanding accounts receivable balances 61 - 120 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING 

121-365 DAYS
	The total of the outstanding accounts receivable balances 121 - 365 days old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 1 TO 2 YEARS                         
	The total of the outstanding accounts receivable balances over 1 to 2 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 2 TO 3 YEARS                         
	The total of the outstanding accounts receivable balances over 2 to 3 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 3 TO 4 YEARS                         
	The total of the outstanding accounts receivable balances over 3 to 4 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 4 TO 5 YEARS                         
	The total of the outstanding accounts receivable balances over 4 to 5 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING OVER 5 YEARS                         
	The total of the outstanding accounts receivable balances over 5 years old for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	ACCOUNTS RECEIVABLE AGING TOTAL PAST DUE
	The total of the outstanding accounts receivable balances past due for this provider.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	TOTAL PAST DUE
	The total of the outstanding accounts receivable balances past due for all providers. The does not contain the amount for Current.
	Program Generated

F_HDR_TB: F_PYE_PYR_ID 
	3069

	REPORT TOTAL AGING 

CURRENT (1-30 DAYS)
	The total of the outstanding accounts receivable balances 1 - 30 days old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 PAST DUE  31-60 DAYS
	The total of the outstanding accounts receivable balances 31 - 60 days old for the report.
	Program Generated
	

	REPORT TOTAL AGING   

     61-120 DAYS
	The total of the outstanding accounts receivable balances 61 - 120 days old for the report.
	Program Generated
	

	REPORT TOTAL AGING 

121-365 DAYS
	The total of the outstanding accounts receivable balances 121 - 365 days old the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 1 TO 2 YEARS                         
	The total of the outstanding accounts receivable balances over 1 to 2 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 2 TO 3 YEARS                         
	The total of the outstanding accounts receivable balances over 2 to 3 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 3 TO 4 YEARS                         
	The total of the outstanding accounts receivable balances over 3 to 4 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 4 TO 5 YEARS                         
	The total of the outstanding accounts receivable balances over 4 to 5 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

 OVER 5 YEARS                         
	The total of the outstanding accounts receivable balances over 5 years old for the report.
	Program Generated
	

	REPORT TOTAL AGING

TOTAL PAST DUE
	The total of the outstanding accounts receivable balances past due for the report.
	Program Generated
	


NEW MEXICO OMNICAID MMIS FINANCIAL SUBSYSTEM

REPORT SPECIFICATION

WEEKLY ADHOC BALANCING FOR CLAIMS
	Report ID:  NMMC5000-RC092

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly
	
	COLD
	

	Description:

The purpose of this report is to verify that the reports and data files generated out of the claims and financial systems balance correctly. 

	Sort Sequence(s) and Control Breaks

N/A

	Sort Sequence:
N/A


	Total 


	Page Break


	

	Notes:    

The following reports and mainframe data files are used as input into NMMC500-RC092:  

NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER)

NMMC4575-RC104 (FINAL MMIS EFT PAYMENT REGISTER)

NMMC6000-RC053 (REMITTANCE ACTIVITY CONTROL TOTALS)

NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)

NMMC4560-RC045 (FINAL PAYMENT SUMMARY)

NMMC4610-RC064 (FISCAL PAYMENT SUMMARY REPORT)

NMMF2000-RF001 (FRONT END CONSOLIDATION REPORT - ACCOUNTING OUTPUT)

NMMF2020-RF002 (NON-STATE INSTITUTION SUMMARY)

NMMF2050-RF004 (NEW MEXICO MEDICAID BENEFITS)

NMMF2060- RF005 (EXPENSE DISTRIBUTION SUMMARY)

NEWM.PROD.C2305SB.DATA.BACKUP(0) - Financial Balance File

NEWM.PROD.C6500SD.DATA.BACKUP(0) - Pharmacy Balance File

NEWM.PROD. C4592SA.DATA.EFT(+0) - EFT File   

NEWM.PROD.F1000SC.DATA(+0) - TPL and Merge/Unmerge Financial Bypass File                    


                                        NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE:  99/99/9999

 REPT:  NMMC5000-RC092                           HUMAN SERVICES DEPARTMENT                               PROCESSING TIME:  99:99:99

                                                                                                                    PAGE:    99999

                                              WEEKLY ADHOC BALANCING FOR CLAIMS

      RECORD FROM RC 046   FINAL PAYMENT REGISTER

                                         SYSTEM WARRANTS ISSUED ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                         SYSTEM EFT ISSUED      ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                         MANUAL WARRANTS ISSUED ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                          TOTAL WARR/EFT ISSUED ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                            VOIDED WARRANT/EFTS ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                               SPOILED WARRANTS ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

      RECORD FROM RC053   REMITTANCE ACTIVITY CONTROL

                                              TOTAL CLAIMS PAID ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                    PLUS MANUAL WARRANTS ISSUED ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                                          TOTAL ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

      RECORD FROM RC 005, RC 063

                     RC 005 TOTAL REIMBURSTMENT AMOUNT (CLAIMS) ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                       RC 063 TOTAL PAID AMOUNT (PHARMACY-PDCS) ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                       MINUS TPL AND MERGE/UNMERGE TRANSACTIONS ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                           TOTAL PAYMENT AMOUNT ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                     RC051                                TOTAL ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                       MINUS RC051 TOTAL FINANCIAL TRANSACTIONS ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                       MINUS TPL AND MERGE/UNMERGE TRANSACTIONS ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                               TOTAL PRELIMINARY PAYMENT AMOUNT ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

      RECORD FROM RC045   FINAL PAYMENT SUMMARY

                                            TOTAL CASH REQUIRED ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                      MINUS TPL AND MERGE/UNMERGE TRANSACTIONS  ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                                          TOTAL ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

      RC064 FISCAL YEAR SUMMARY REPORT

      RECORD FROM RF 001  FRONT END CONSOLIDATION

                                          TOTAL PAYMENT AMOUNT  ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                            TOTAL CASH REQUIRED ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

      RECORD FROM RF 002  NON STATE INSTITUTIONAL SUMMARY

                                  TOTAL NON-STATE INSTITUTIONAL ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

      RECORD FROM RF 004  NEW MEXICO MEDICAID BENEFITS

                                                          TOTAL ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

      RECORD FROM RF 005  EXPENSE DISTRIBUTION SUMMARY

                                            TOTAL CASH REQUIRED ...........................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE:  99/99/9999

 REPT:  NMMC5000-RC092                           HUMAN SERVICES DEPARTMENT                               PROCESSING TIME:  99:99:99

                                                                                                                    PAGE:    99999

                                              WEEKLY ADHOC BALANCING FOR CLAIMS

                                                      BALANCE VERIFICATION

  RC051 TOTAL PRELIMINARY PAYMENT SUMMARY      ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

  RC005 + RC063 + RC051 FINANCIAL TRANSACTIONS ............................................................  $     ZZZ,ZZZ,ZZZ.ZZ-

                                                                                             **********   IN BALANCE   **********

  RC046 + RC104 PAYMENT REGISTER               ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

  RC064 FY PAYMENT SUMMARY REPORT              ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

  RC053 REMITTANCE ACTIVITY CONTROL TOTAL      ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                                                                             **********   IN BALANCE   **********

  RF001 FRONT END CONSOLIDATION REPORT         ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

  RC051 PRELIMINARY PAYMENT TOTAL              ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                                                                             **********   IN BALANCE   **********

  RF004 NEW MEXICO MEDICAID BENEFITS           ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

  RC051 PRELIMINARY PAYMENT TOTAL              ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

  RC005 & 063 CLAIMS AND PDCS                  ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                                                                             **********   IN BALANCE   **********

  RF005 EXPENSE DISTRIBUTION TOTAL CASH REQUIRED ..........................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

  RC045 FINAL PAYMENT SUMMARY                  ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                                                                             **********   IN BALANCE   **********

  RC046 TOTAL WARRANTS ISSUED (MINUS VOIDED)   ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

  RF001 FRONT END CONSOLIDATION:  TOTAL CASH   ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                                                                             **********   IN BALANCE   **********

  RC104 EFT PAYMENT REGISTER                   ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

        EFT DATA FILE (TO  WELLS FARGO)     ............................................................  $      ZZZ,ZZZ,ZZZ.ZZ-

                                                                                             **********   IN BALANCE   ********** 

                                             *** END OF REPORT ***                                  

REPORT EXHIBIT

WEEKLY ADHOC BALANCING FOR CLAIMS

NMMC5000-RC092

	Column Name
	Description
	Source
	DED Number

	RECORD FROM RC 046   FINAL PAYMENT REGISTER  


	
	
	

	SYSTEM WARRANTS ISSUED
	The sum of reimbursement amounts for all of the providers who were issued a warrant for the payment cycle.
	‘TOTAL ISSUED’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER)
	

	SYSTEM EFT ISSUED 


	The sum of reimbursement amounts for all of the providers who were issued an EFT for the payment cycle. 
	‘EFT TOTAL’ amount from report NMMC4575-RC104 (FINAL MMIS EFT PAYMENT REGISTER) 
	

	MANUAL WARRANTS ISSUED


	The sum of reimbursement amounts for all of the providers who were issued a warrant via the manual online.
	‘TOTAL MANUAL’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER) 
	

	TOTAL WARR/EFTS ISSUED


	The sum of reimbursement amounts for all of the providers who were issued a warrant for the payment cycle.
plus

The sum of reimbursement amounts for all of the providers who were issued an EFT for the payment cycle. 
plus

The sum of reimbursement amounts for all of the providers who were issued a warrant via the manual online.
	Program Generated 
‘TOTAL ISSUED’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER)
plus
‘EFT TOTAL’ amount from report NMMC4575-RC104 (FINAL MMIS EFT PAYMENT REGISTER)
plus

‘TOTAL MANUAL’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER)
	

	VOIDED WARRANT/EFT


	The sum of voids for all of the providers who had a warrant voided by the manual system warrants voided. 

plus

The sum of EFTs for all of the providers who had a stop payment EFT issued in the system.     
	Program Generated
‘TOTAL VOIDED amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER) 

          plus

‘STOP EFT TOT’ amount from report NMMC4575-RC104 (FINAL MMIS EFT PAYMENT REGISTER)
	

	SPOILED WARRANTS
	The sum of the amounts for all spoiled warrants. The amount should be zero.
	‘TOTAL SPOILED’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER) 
	

	RECORD FROM RC053   REMITTANCE ACTIVITY
	
	
	

	TOTAL CLAIMS PAID 


	The sum of approval and adjustment claims amounts for all claim types. 
	‘*** NET TOTAL CLAIMS ****’  Total amount from report NMMC6000-RC053 (REMITTANCE ACTIVITY CONTROL TOTALS) 
	

	PLUS MANUAL WARRANTS ISSUED
	The sum of reimbursement amounts for all of the providers who were issued a warrant via the manual online.
	‘TOTAL MANUAL’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER) 
	

	TOTAL
	The sum of approval and adjustment claims amounts for all claim types.

plus

The sum of reimbursement amounts for all of the providers who were issued a warrant via the manual online and a count of the warrants issued.
	Program Generated 
‘*** NET TOTAL CLAIMS ****’  Total amount from report NMMC6000-RC053 (REMITTANCE ACTIVITY CONTROL TOTALS)
plus

‘TOTAL MANUAL’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER)
	

	RECORD FROM RC 005, RC 063 
	
	
	

	RC 005 TOTAL REIMBURSMENT AMOUNT (CLAIMS)


	The reimbursement amount for claims in a To Be Paid status from the Financial Balance file.
	This amount is taken directly from the Financial balancing file NEWM.PROD.C2305SB.DATA.BACKUP(0)
	

	RC 063 TOTAL PAID AMOUNT (PHARMACY-PDCS) 


	The reimbursement amount for pharmacy claims in a To Be Paid status. 
	This amount is taken from the Pharmacy balancing file NEWM.PROD.C6500SD.DATA.BACKUP(0)


	

	MINUS TPL AND MERGE/UNMERGE TRANSACTIONS


	The reimbursement amount for those claims being bypassed in the financial process.
	This amount is taken directly from the Financial TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0).  
	

	TOTAL PAYMENT AMOUNT
	The reimbursement amount for claims in a To Be Paid status from the Financial Balance file.

plus

The reimbursement amount for pharmacy claims in a To Be Paid status.

minus

The reimbursement amount for those claims being bypassed in the financial process.
	Program Generated 
This amount is taken directly from the Financial balancing file NEWM.PROD.C2305SB.DATA.BACKUP(0)
plus

This amount is taken from the Pharmacy balancing file NEWM.PROD.C6500SD.DATA.BACKUP(0)

minus

This amount is taken directly from the Financial TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0).  
	

	RC051

TOTAL


	The total reimbursement amount for the adjudication dates that occurred during the week.
	‘REIMBURSEMENT AMOUNT’ Total from report NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)
	

	MINUS RC051 TOTAL FINANCIAL TRANSACTIONS


	The total reimbursement amount of financial transactions.  The status of financial transactions is always “paid”. 
	‘TOTAL FINANCIAL TRANSACTIONS’ amount from report NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)
	

	MINUS TPL AND MERGE/UNMERGE TRANSACTIONS
	The reimbursement amount for those claims being bypassed in the financial process.
	This amount is taken directly from the Financial TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0).  
	

	TOTAL PRELIMINARY PAYMENT AMOUNT
	The total reimbursement amount for the adjudication dates that occurred during the week.  

minus

The total reimbursement amount of financial transactions.  

minus

The reimbursement amount for those claims being bypassed in the financial process.
	Program Generated 
‘REIMBURSEMENT AMOUNT’ Total from report NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)
minus

This amount is taken directly from the Financial TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0).  

minus

This amount is taken directly from the Financial TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0).  
	

	RECORD FROM RC045   FINAL PAYMENT SUMMARY 


	
	
	

	TOTAL CASH REQUIRED


	Total reimbursement amount.
	‘TOTAL CASH REQUIRED’ amount from report NMMC4560-RC045 (FINAL PAYMENT SUMMARY)
	

	MINUS TPL AND MERGE/UNMERGE TRANSACTIONS
	The reimbursement amount for those claims being bypassed in the financial process.
	This amount is taken from the TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0).  
	

	TOTAL
	Total reimbursement amount.

minus

The reimbursement amount for those claims being bypassed in the financial process.
	Program Generated
‘TOTAL CASH REQUIRED’ amount from report NMMC4560-RC045 (FINAL PAYMENT SUMMARY)
minus

This amount is taken from the TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0).  
	

	RECORD FROM RF 001  FRONT END CONSOLIDATION 


	
	
	

	TOTAL PAYMENT AMOUNT


	The sum of the claim header total reimbursement amount from all the claims with the same claim transaction type.
	‘ PAYMENT AMOUNT’ Total from report NMMF2000-RF001 (FRONT END CONSOLIDATION REPORT - CLAIM INPUT)
	

	TOTAL CASH REQUIRED


	 The sum of total debit accounting transactions minus total credit accounting transactions for all cash account codes impacted by the weekly claims payment cycle.  Cash account codes begin with ‘002-‘.
. 
	‘NET AMOUNT’ Total from report NMMF2000-RF001  (FRONT END CONSOLIDATION REPORT - ACCOUNTING OUTPUT)
	

	RECORD FROM RF 002  NON STATE INSTITUTIONAL SUMMARY   


	
	
	

	TOTAL NON-STATE INSTITUTIONAL
	The sum of the total reimbursement amount for a payment cycle of all financial transactions.
	‘TOTALS’ amount from report NMMF2020-RF002 (NON-STATE INSTITUTION SUMMARY)
	

	RECORD FROM RF 004  NEW MEXICO MEDICAID BENEFITS
	
	
	

	TOTAL


	The total of the reimbursement amount of all the claims paid in the payment cycle.
	‘CLAIMS PAID AMT’ Total amount from report NMMF2050-RF004    (NEW MEXICO MEDICAID BENEFITS)
	

	RECORD FROM RF 005  EXPENSE DISTRIBUTION SUMMARY 


	
	
	

	TOTAL CASH REQUIRED


	The sum of the total reimbursement amount from financial accounting transactions that fall into a summarized cost center or account code.

minus
The sum of all of the amounts identified as State Institutions.
	‘TOTAL CASH REQUIRED’ amount from report NMMF2060 – RF005 (Expense Distribution Summary)
	

	BALANCE VERIFICATION


	
	
	

	RC051 TOTAL PRELIMINARY PAYMENT SUMMARY
	The total reimbursement amount for the adjudication dates that occurred during the week.
	‘REIMBURSEMENT AMOUNT’ Total from report NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)
	

	RC005 + RC003 + RC051 FINANCIAL TRANSACTIONS 


	The reimbursement amount for claims in a To Be Paid status from the Financial Balance file.

plus

The reimbursement amount for pharmacy claims in a To Be Paid status.

plus

The total reimbursement amount of financial transactions.  The status of financial transactions is always “paid”.
	Program Generated
This amount is taken directly from the Financial balancing file NEWM.PROD.C2305SB.DATA.BACKUP(0)
           plus
This amount is taken from the Pharmacy balancing file NEWM.PROD.C6500SD.DATA.BACKUP(0)

           plus
‘TOTAL FINANCIAL TRANSACTIONS’ amount from report NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)

	

	RC046 + RC104 PAYMENT REGISTER


	The sum of reimbursement amounts for all of the providers who were issued a warrant for the payment cycle.

plus

The sum of reimbursement amounts for all of the providers who were issued an EFT for the payment cycle.
	Program Generated
‘TOTAL ISSUED’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER)
            plus
‘EFT TOTAL’ amount from report NMMC4575-RC104 (FINAL MMIS EFT PAYMENT REGISTER)

	

	RC064 FY PAYMENT SUMMARY REPORT


	The total amount of the warrants/EFTs paid out to providers.
	‘WARRANT/EFT AMOUNT ‘ from report NMMC4610-RC064 (FISCAL PAYMENT SUMMARY REPORT)
	

	RC053 REMITTANCE ACTIVITY CONTROL TOTAL


	The sum of approval and adjustment claims amounts for all claim types. 
	‘*** NET TOTAL CLAIMS ****’  Total amount from report NMMC6000-RC053 (REMITTANCE ACTIVITY CONTROL TOTALS) 
	

	RF001 FRONT END CONSOLIDATION REPORT


	The sum of the claim header total reimbursement amount from all the claims with the same claim transaction type.
	’PAYMENT AMOUNT’ Total from report NMMF2000-RF001 (FRONT END CONSOLIDATION REPORT - CLAIM INPUT)
	

	RC051 PRELIMINARY PAYMENT TOTAL


	The total reimbursement amount for the adjudication dates that occurred during the week

minus

The total reimbursement amount for financial transactions.  The status of financial transactions is always “paid”.
minus

The reimbursement amount those claims being bypassed in the financial process.
	Program Generated
‘REIMBURSEMENT AMOUNT’ Total amount from report NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)
            minus
‘TOTAL FINANCIAL TRANSACTIONS’ amount from report NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)

          Minus   
This amount is taken directly from the TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0). 
	

	RF004 NEW MEXICO MEDICAID BENEFITS


	The total of the reimbursement amount of all the claims paid in the payment cycle.
	‘CLAIMS PAID AMT’ Total amount from report NMMF2050-RF004    (NEW MEXICO MEDICAID BENEFITS)
	

	RC051 PRELIMINARY PAYMENT TOTAL 
	The total reimbursement amount for the adjudication dates that occurred during the week. 
minus

The total reimbursement amount for financial transactions.  The status of financial transactions is always “paid”.
minus

The reimbursement amount for those claims being bypassed in the financial process.
	Program Generated
‘REIMBURSEMENT AMOUNT’ Total amount from report NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)
           minus
‘TOTAL FINANCIAL TRANSACTIONS’ amount from report NMMC4510-RC051 (PRELIMINARY PAYMENT SUMMARY)
           minus
This amount is taken from the TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0).  
	

	RC005 & 063 CLAIMS AND PDCS
	The reimbursement amount for claims in a To Be Paid status from the Financial Balance file. 

plus

The reimbursement amount for pharmacy claims in a To Be Paid status. 

minus

The reimbursement amount for those claims being bypassed in the financial process.
	Program Generated
This amount is taken directly from the Financial balancing file NEWM.PROD.C2305SB.DATA.BACKUP(0)
           plus
This amount is taken from the Pharmacy balancing file NEWM.PROD.C6500SD.DATA.BACKUP(0)

          minus
This amount is taken directly from the TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0). 
	

	RF005 EXPENSE DISTRIBUTION TOTAL CASH REQUIRED 


	The sum of the total reimbursement amount from financial accounting transactions that fall into a summarized cost center or account code.

minus
The sum of all of the amounts identified as State Institutions.
	‘TOTAL CASH REQUIRED’ amount from report NMMF2060 – RF005 – Expense Distribution Summary.
	

	RC045 FINAL PAYMENT SUMMARY 


	Total reimbursement amount.

minus

The reimbursement amount for those claims being bypassed in the financial process.
	Program Generated
‘TOTAL CASH REQUIRED’ amount from report NMMC4560-RC045 (FINAL PAYMENT SUMMARY)
           minus
This amount is taken directly from the TPL/Merge/Unmerge Financial bypass file NEWM.PROD.F1000SC.DATA(+0). 
	

	RC046 TOTAL WARRANTS ISSUED (MINUS VOIDED)


	(The sum of reimbursement amounts for all of the providers who were issued a warrant for the payment cycle.
plus

The sum of reimbursement amounts for all of the providers who were issued an EFT for the payment cycle.
plus

The sum of reimbursement amounts for all of the providers who were issued a warrant via the manual online.)

minus
(The sum of voids for all of the providers who had a warrant voided by the manual system warrants voided .

plus

The sum of EFTs for all of the providers who had a stop payment EFT issued in the system).  
	Program Generated
(‘TOTAL ISSUED’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER)
           plus
‘EFT TOTAL’ amount from report NMMC4575-RC104 (FINAL MMIS EFT PAYMENT REGISTER)
          plus
‘TOTAL MANUAL’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER))

        minus

(‘TOTAL VOIDED amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER) 

        plus

‘STOP EFT TOT’ amount from report NMMC4575-RC104 (FINAL MMIS EFT PAYMENT REGISTER))
	

	RF001 FRONT END CONSOLIDATION: TOTAL CASH


	The sum of total debit accounting transactions minus total credit accounting transactions for all cash account codes impacted by the weekly claims payment cycle.  Cash account codes begin with ‘002-‘.. 
	‘NET AMOUNT’ Total from report NMMF2000-RF001  (FRONT END CONSOLIDATION REPORT - ACCOUNTING OUTPUT)
	

	RC104 EFT PAYMENT REGISTER 


	The sum of reimbursement amounts for all of the providers who were issued a warrant for the payment cycle.
	‘TOTAL ISSUED’ amount from report NMMC4575-RC046 (FINAL MMIS WARRANT PAYMENT REGISTER)
	

	EFT DATA FILE (TO WELLS FARGO )


	The EFT amount sent to the bank.
	This amount is taken directly from the EFT file NEWM.PROD.C4560SG.DATA.EFT(+0).
	


End of Document
NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

X835 TRANSACTION  ERROR REPORT

	Report ID: NMMC835B-RC113

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	Refer to the FAO Report Distribution Master
	

	Description:  

This program displays error messages found during the X835 EDI transaction selection process. The only error to be displayed on this report is if the provider has their healthcare indicator set to “Y”, but the NPI ID isn’t found on the P_NPI_XMATCH_TB. 

  

	Sort Sequence(s) and Control Breaks

	Sort Sequence:
 Provider Number

 RA Number


	Total 

N

N
	Page Break
N

N
	

	Notes:    

N/A

                        


1                                        NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM               PROCESSING DATE:  02/17/2012

 REPT:  NMMC835B-RC113                                HUMAN SERVICES DEPARTMENT                          PROCESSING TIME:  23:32:21  

                                                                                                                    PAGE:        1   

                                                    X835 TRANSACTION ERROR REPORT                                                    

0                                                                                                                                    

         BILLING PROVIDER ID     RA NUMBER       ERROR MESSAGE                                                                       

         -------------------     ----------      ----------------------------------------------------------------------------------- 


    XXXXXXXXX            999999999       XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX

0                                                       *** END OF REPORT ***                                                        

                                                        *** END OF REPORT ***                                                        

                                                        *** END OF REPORT ***                                                        

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT EXHIBIT

	X835 TRANSACTION  ERROR REPORT

	NMMC835B-RC113

	


	Column Name
	Description
	Source
	DED Number

	
	Parameter month, century and year
	Parm 1000
	

	PROVIDER NUMBER 
	Number of the provider in our system.
	P_PROV_TB:

P_ID
	1563



	RA NUMBER
	Remittance advice 
	W1C41521-C-HDR-RA-NUM
	

	ERROR MESSAGE 
	Program Generated
	Program Generated
	


NEW MEXICO OMNICAID MMIS CLAIMS PAYMENT AND REPORTING SUBSYSTEM

REPORT SPECIFICATION

X820 ELECTRONIC PREMIUM PAYMENT PROCESSING REPORT

	Report ID: NMMC820A-RC114

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Weekly


	
	
	

	Description:

The purpose of this report is to list the provider and their  premium payment advice information for premium payments processed as X820 Electronic transactions. Only capitation claims and pay-to-provider financial transactions will be included for processing.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider 

RA Number

Header ID Code

MCO Plan Number

TCN

Line record start number
	Total 

    N    N

    N

    N

  N

   N
N
	Page Break

N

N

N

N

N

N
	

	Notes:    

Only Capitation providers (MCOs) will receive an X820 premium payment advice 


1                                        NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM               PROCESSING DATE:  07/02/2012

 REPT:  NMMC820A-RC114                                HUMAN SERVICES DEPARTMENT                          PROCESSING TIME:  08:07:04

                                                                                                                    PAGE:        1

0                                          X820 ELECTRONIC PREMIUM PAYMENT PROCESSING REPORT

                                                           AS OF 06/28/2012

                          PROVIDER ID    PROVIDER NAME                                    RA NUMBER       EFT NUMBER

                          -----------    ---------------------------------------------    ---------     ---------------

                           XXXXXXXX      XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX    009999999     XXXXXXXXXXXXXXX
                                                       GRAND TOTAL SUMMARY

                                              ------------------------------------------

                                             REMIT CYCLE TOTAL    : $         27,849.32

                                             TOTAL FINANCIAL CLMS :                   4

                                             TOTAL CAPITATION CLMS:                  48

                                             TOTAL PAID CLAIMS    :                  52

                                             TOTAL DENIED CLAIMS  :                   0

                                             TOTAL CLAIMS         :                  52

0                                            ORGANIZATION SUMMARY (FINANCIAL):

                                             TOTAL PAYOUTS        : $         31,698.64

                                             TOTAL RECOUPMENTS    : $            228.41-

                                             TOTAL NET APPROVED   : $         31,470.23

                                             INDIVIDUAL SUMMARY (CAPITATION) :

                                             TOTAL ORIGINALS      : $              0.00

                                             TOTAL DEBITS         : $          7,169.52

                                             TOTAL CREDITS        : $         10,790.43-

                                             TOTAL VOIDED         : $              0.00

                                             TOTAL NET APPROVED   : $          3,620.91-

0                                                       *** END OF REPORT ***

                                                        *** END OF REPORT ***

                                                        *** END OF REPORT ***
	NEW MEXICO OMNICAID MMIS CLAIMS PAYMENT AND REPORTING SUBSYSTEM

REPORT EXHIBIT

	X835 ELECTRONIC REMITTANCE ADVICE PROCESSING REPORT

	NMMC820A-RC114


	Column Name
	Description
	Source
	DED Number

	PROVIDER ID
	Billing Provider ID
	W1C41521-C-BLNG-PROV-ID
	F0403

	PROVIDER NAME
	Billing Provider Name
	  P-NAM
	

	RA NUMBER
	Remittance Advice Number
	W1C41521-C-HDR-RA-NUM
	F1042



	EFT NUMBER
	EFT number
	C-EFT-TRC-ID
	F5690

	 REMIT CYCLE TOTAL
	Remittance advice total dollar amount
	Calculated
	

	GRAND TOTAL SUMMARY
	
	
	

	TOTAL FINANCIAL CLMS
	Total number of financial claims
	Calculated
	

	TOTAL CAPITATION CLMS
	Total number of capitation claims
	Calculated
	

	TOTAL PAID CLAIMS
	Total number of  paid claims
	Calculated
	

	TOTAL DENIED CLAIMS
	Total number of denied claims
	Calculated
	

	TOTAL CLAIMS
	Total number of financial claims and capitation claims processed
	Calculated
	

	TOTAL PAYOUTS
	Total dollar amount for payouts
	Calculated
	

	ORGANIZATION SUMARY (FINANCIAL)
	
	
	

	TOTAL RECOUPMENTS
	Total dollar amount for recoupments
	Calculated
	

	TOTAL NET APPROVED
	Grand total dollar amount for all financial transactions
	Calculated
	

	INDIVIDUAL SUMMARY (CAPITATION)
	
	
	

	TOTAL ORIGINALS
	Total number of original claims
	Calculated
	

	TOTAL DEBITS 
	Total number of debit adjustment claims
	Calculated
	

	TOTAL CREDITS
	Total number of credit adjustment claims
	Calculated
	

	TOTAL VOIDED
	Total number of voided claims
	Calculated
	

	TOTAL NET APPROVED
	Grand total dollar amount for all capitation claims
	Calculated
	


End of Document
NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

CLAIM TAB RUN PROVIDER EXTRACT

	Report ID: NMMC0710-RC710

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to show all providers whose fiscal year end month is 1 month prior or 3 months prior to the extraction date.  These providers will be used to produce the monthly Tab Run reports.



	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number


	Total 

N


	Page Break
N


	

	Notes:    

The retrieval of the Fiscal Year End Date is determined by the claims Tab Run PARM 4830.  Job NMCM0705 updates PARM 4830 with the last Friday of the month.  Job NMCM0710 extracts all the Providers with the Fiscal Year End Date equal to PARM month minus 1 month.  Then repeat this logic subtracting 3 months from the PARM.  Only include Providers whose latest enrollment status is not terminated or it was terminated within the past 2 years of current date.


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC0710-RC710                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                             PROVIDER EXTRACTION REPORT
                                             EXTRACT DATE 99/99/9999  

              PROVIDER    PROVIDER  FISCAL YEAR   SERVICE DATES           PAYMENT DATES

              NUMBER      TYPES     END DATE      FROM        TO          FROM        TO

 XXXXXXXXX    XXX       XX            99/99/99     99/99/99    99/99/99    99/99/99  

 XXXXXXXXX    XXX       XX            99/99/99     99/99/99    99/99/99    99/99/99  

 XXXXXXXXX    XXX       XX            99/99/99     99/99/99    99/99/99    99/99/99  

 XXXXXXXXX    XXX       XX            99/99/99     99/99/99    99/99/99    99/99/99  

 XXXXXXXXX    XXX       XX            99/99/99     99/99/99    99/99/99    99/99/99   

 TOTALS           RECS SELECTED:           XX  RECS WRITTEN:         XXX   
                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	CLAIM TAB RUN PROVIDER EXTRACT

	NMMC0710-RC710


	Column Name
	Description
	Source
	DED Number

	EXTRACT DATE
	This was the control date from the control file.  System Parm 4830 will be used like the current system this date parm will be set to the last Friday of the month on the last Friday of the month.

	System Parameter
	

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	P_PROV_TB: P_ID 
	

	PROVIDER TYPE
	A code that designates the State's classification of providers. 
	P_PROV_TB: P_TY_CD
	

	FISCAL YR END DATE
	This indicates the month when the fiscal year ends for the provider.  Default to ' '.
	P_PROV_TB: P_FSCL_END_MO_NUM
	

	SERVICE DATE FROM
	The beginning date of service provided by the provider appearing on the claim.
	 Determined based on P_PROV_TB: P_FSCL_END_MO_NUM.
	

	SERVICE DATE TO
	The end date of the service provided by the provider appearing on the claim.
	Determine based on Service Date From
	

	PAYMENT DATE FROM
	The beginning range date of payment based on the provider appearing on the claim.
	Determined based on P_PROV_TB: P_FSCL_END_MO_NUM.
	

	PAYMENT DATE TO
	The ending range date of payment based on the provider appearing on the claim.
	Default to Extract Date
	

	TOTALS ROWS SELECTED
	The rows selected from the DB2 table.
	System Generated
	

	TOTAL ROWS WRITTEN
	The rows written out to the report from the DB2 table.
	System Generated
	


The header on the report has been modified to fit the current New Mexico standards plus placement of Provider information, Service dates and Payment dates for ease of reference.   All claims data was extracted from the DB2 OmniCaid tables by header last date of service.  When the header last date of service falls between the requested dates of service the claim is considered for reporting but must also meet other criteria.  

Criteria for extracting claim data for reporting:

· Claims Header Type must be inpatient or outpatient with Provider Type of C-HOSP-GEN-ACUTE, C-HOSP-PPS-REH, C-HOSP-REHAB, C-HOSP-PPSPY, C-HOSP-PSYCH or any Claim Header Type with Provider Type of C-RES-TR-JCAHO, C-CL-FD-QLF-HCT. C-CLN-RHLTH-MD, C-CL-RR-HLTH-MD, C-HOME-HLTH-AGCY or C-HOSPICE 

· Location in-state or border for Claim Type inpatient or outpatient; in-state for Provider Type of C-RES-TR-JCAHO, C-CL-FD-QLF-HCT. C-CLN-RHLTH-MD, C-CL-RR-HLTH-MD, C-HOME-HLTH-AGCY or C-HOSPICE
· Header paid date falls in between request paid date span 

· Claims credit is complete (last in service) 

· Claim status of paid 

· Claims transaction type code of original or debit of adjustment 

· Federal match type of C-REG-FFP, C-FFP-100PCT-PRESUMP, C-RSTRCT-INST-TANF or C-RESTRICTED-SSI 

· Claim not denied
· Claim Lines that are not denied.
· Claim Header TPL amount equal zero or Inpatient claim with a type of bill code 121, 122, 123 or 124.
· Claim Batch Document type codes not equal to Encounter
State requested that Provider Type will over-rule the claim header type (example if outpatient claim but provider type is hospice the claim is considered hospice).  Technically we are pulling inpatient, outpatient and provider types (C-RES-TR-JCAHO, C-CL-FD-QLF-HCT. C-CLN-RHLTH-MD, C-CL-RR-HLTH-MD, C-HOME-HLTH-AGCY or C-HOSPICE).  Below claim type table shows if data is reported on at claim header (HDR) or claim line (LI) level based on the claim type.

	Claim Type
	HDR Level
	LI Level

	Inpatient
	X
	

	Outpatient
	
	X

	LTC
	
	X

	Home Health
	
	X

	Hospice
	
	X

	Dental
	
	X

	MCare Part B Crossover
	
	X

	MCare UB Part B Crossover

   Base rate source is XO or XA
	
	X

	MCare Part A Crossover
	X
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

MAR FINACIAL SUMMARY

	Report ID: NMMC0720-RC720 

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to show all Providers total reimbursement amounts on the claims that are paid, first service date is within provider requested range and claims paid date is within provider requested payment date range. 


	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number
Claims Header Paid Date

	Total 

Y

N
	Page Break
Y

N
	

	Notes:    

The Provider file which is created out of the Provider extract report process (Job NMCD0715) will drive the Audit extract programs (NMCD0720-NMCD0770) creating the fields needed for reporting.  The file contains the data from provider extract, claims header and claims line detail table which will be used to drive the reporting process. 


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC0720-RC720                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                 MEDICAID PAID CLAIMS

                                                  FINANCIAL SUMMARY

                                                  XXXXXXXXXXXXXXXXX

                         SERVICE DATES                                      PAID DATES

                      99/99/99 – 99/99/99                               99/99/99 – 99/99/99    

XXXXXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXX,  XX 

PROVIDER NO: XXXXXXXX
    PAYMENT          AMOUNT              

    DATE             PAID                

    99/99/99       999,999,999.99      

    99/99/99       999,999,999.99      

    99/99/99       999,999,999.99      

    99/99/99       999,999,999.99      

    99/99/99       999,999,999.99      

    99/99/99       999,999,999.99      

    99/99/99       999,999,999.99      

    99/99/99       999,999,999.99      

    99/99/99       999,999,999.99      

                   --------------      

GRAND TOTALS:      999,999,999.99      

                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	MAR FINANCIAL SUMMARY

	NMMC0720-RC720


	Column Name
	Description
	Source
	DED Number

	TITLE
	Title below header that will tell what type of claim type (Inpatient, Outpatient, etc). Then if Inpatient the base source code (DRG, Outlier).
	XHMAINTB. C_HDR_TY_CD
XHMAINTB.C_BSE_AMT_SRC_CD
	

	SERVICE DATE FROM
	The beginning date of service provided by the provider appearing on the claim.
	 Provider input file.


	

	SERVICE DATE TO
	The end date of the service provided by the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE FROM
	The beginning range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE TO
	The ending range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PROVIDER NAME
	 The legal name of the Provider.
	PROVDRTB.P_NAM
	

	PROVIDER ADDRESS
	Provider Address.  If data is present on Address line 2 it will be displayed.
	PADDRSTB.P_LINE1_AD

PADDRSTB.P_LINE2_AD
	

	PROVIDER CITY
	Provider City
	PADDRSTB.P_CITY_NAM
	

	PROVIDER  STATE
	Provider State
	PADDRSTB.P_ST_CD
	

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	 PROVDRTB.P_ID
	

	PAYMENT DATE
	Date the Claims was paid.
	XHMAINTB.C_HDR_PD_DT
	

	AMOUNT PAID
	The reimbursement amount paid on the claims
	XHMAINTB.C_TOT_REIMB_AMT or
XLMAINTB.C_LI_REIMB_AMT
	

	GRAND TOTAL
	Totals of the amount fields.
	Derived by summing the amount fields
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT SPECIFICATION

MAR REQUESTED PERIOD SUMMARY

	Report ID: NMMC0730-RC730

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to show all claims paid to a Provider on a per month bases over the Service Date and Payment Date range.  The Providers are supplied in the provider file from the Provider Extract program.


	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number
Claims Last Date of Service Detail

	Total 

Y

N
	Page Break
Y

N


	

	Notes:    

The Provider file which is created out of the Provider extract report process (Job NMCD0715) will drive the Audit extract programs (NMCD0720-NMCD0770) creating the fields needed for reporting.  The file contains the data from provider extract, claims header and claims line detail table which will be used to drive the reporting process. 

The breakout between accommodation and ancillary is based on the revenue code.  Revenue code less than and equal to 0219 are consider accommodation while revenue codes greater than 0219 are ancillary.

Discharges are only produced by inpatients. 


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC0730-RC730                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                 MEDICAID PAID CLAIMS

                                               REQUESTED PERIOD SUMMARY

                                               XXXXXXXXXXXXXXXXXXXXXXXXX       

                         SERVICE DATES                                      PAID DATES

                      99/99/99 – 99/99/99                               99/99/99 – 99/99/99    

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXX,  XX 

PROVIDER NO: XXXXXXXX
MONTH                ACCOM       ANCILLARY    DAYS    SVCS         AMOUNT        NON-COV        COVERED        PATIENT         AMOUNT   

                   CHARGES         CHARGES    PAID    BILL         BILLED        CHARGES        CHARGES           LIAB           PAID

XXXX 9999   999,999,999.99  999,999,999.99 9999.99 9999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99  

XXXX 9999   999,999,999.99  999,999,999.99 9999.99 9999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999.99 999 999,999,999.99  

XXXX 9999   999,999,999.99  999,999,999.99 9999.99 9999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99  

XXXX 9999   999,999,999.99  999,999,999.99 9999.99 9999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99  

XXXX 9999   999,999,999.99  999,999,999.99 9999.99 9999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99  

XXXX 9999   999,999,999.99  999,999,999.99 9999.99 9999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999,99,999.99 999,999,999.99  

GRAND TOTAL 999,999,999.99  999,999,999.99 9999.99 9999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999,99,999.99 999,999,999.99 

                                                   **** D I S C H A R G E S ****

                HOSPITAL            ICF           SNF         DEATH          HOME  NO DISCHARGE          OTHER            TOTAL

XXXX 9999         XXXXXX         XXXXXX        XXXXXX        XXXXXX        XXXXXX        XXXXXX         XXXXXX         XXXXXXXX

XXXX 9999         XXXXXX         XXXXXX        XXXXXX        XXXXXX        XXXXXX        XXXXXX         XXXXXX         XXXXXXXX

XXXX 9999         XXXXXX         XXXXXX        XXXXXX        XXXXXX        XXXXXX        XXXXXX         XXXXXX         XXXXXXXX

XXXX 9999         XXXXXX         XXXXXX        XXXXXX        XXXXXX        XXXXXX        XXXXXX         XXXXXX         XXXXXXXX

XXXX 9999         XXXXXX         XXXXXX        XXXXXX        XXXXXX        XXXXXX        XXXXXX         XXXXXX         XXXXXXXX

XXXX 9999         XXXXXX         XXXXXX        XXXXXX        XXXXXX        XXXXXX        XXXXXX         XXXXXX         XXXXXXXX

XXXX 9999         XXXXXX         XXXXXX        XXXXXX        XXXXXX        XXXXXX        XXXXXX         XXXXXX         XXXXXXXX

GRAND TOTAL       XXXXXX         XXXXXX        XXXXXX        XXXXXX        XXXXXX        XXXXXX         XXXXXX         XXXXXXXX
                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	MAR REQUESTED PERIOD SUMMARY

	NMMC0730-RC730


	Column Name
	Description
	Source
	DED Number

	TITLE
	Title below header that will tell what type of claim type (Inpatient, Outpatient, etc).  Then if Inpatient the base source code (DRG, Outlier).
	XHMAINTB. C_HDR_TY_CD
XHMAINTB.C_BSE_AMT_SRC_CD
	

	SERVICE DATE FROM
	The beginning date of service provided by the provider appearing on the claim.
	 Provider input file.


	

	SERVICE DATE TO
	The end date of the service provided by the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE FROM
	The beginning range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE TO
	The ending range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PROVIDER NAME
	 The legal name of the Provider.
	PROVDRTB.P_NAM
	

	PROVIDER ADDRESS
	Provider Address.  If data is present on Address line 2 it will be displayed.
	PADDRSTB.P_LINE1_AD

PADDRSTB.P_LINE2_AD
	

	PROVIDER CITY
	Provider City
	PADDRSTB.P_CITY_NAM
	

	PROVIDER  STATE
	Provider State
	PADDRSTB.P_ST_CD
	

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	 PROVDRTB.P_ID
	

	MONTH
	Month and year that the summary is reporting on.  The months are based on the Service FROM and TO dates.
	Derived by program based on Service Month and Year.
	

	ACCOM CHARGES
	Total charge amount on a claim whose revenue code is less than equal to 0219.
	Accumulated XLMAINTB. C_LI_SUBM_CHRG_AMT
	

	ANCILLARY CHARGES
	Total charge amount on a claim whose revenue code is greater than 0219.
	Accumulated XLMAINTB. C_LI_SUBM_CHRG_AMT
	

	DAYS PAID
	The number of times (days, visits, injections, etc) the service was rendered. This field does not always equal the submitted units of service.
	Accumulated
XLMAINTB. C_LI_ALLOW_UNT_NUM
	

	SVCS BILLED
	The number of times (days, visits, injections etc) the service was rendered.
	Accumulated
XLMAINTB. C_LI_SUBM_UNT_NUM
	

	AMOUNT BILLED
	Sum of the claims billed charges.
	XHMAINTB.C_TOT_CHRG_AMT or

XLMAINTB.C_LI_SUBM_CHRG_AMT
	

	NON-COV CHARGES
	Sum of the claims non covered charges.
	XHMAINTB.C_NCVRD_CHRG_AMT or

XLMAINTB.C_NN_CVRD_CHRG_AMT
	

	COVERED CHARGES
	The difference between total claim charges and all non-covered charges.
	XHMAINTB.C_TOT_NET_CHRG_AMT or

XLMAINTB.C_LI_ALLW_CHRG_AMT
	

	PATIENT LIAB
	The amount that the patient is liable for on Long Term Care claims. This is derived by accumulating the amounts from the Claims Line Base Rate table based on client ID, TCN, Line number and Base Reason code equal to Pat Liab.
	XHMAINTB.C_PAT_LIAB_AMT or

W1C00541-C-PAT-LIAB-AMT
	

	AMOUNT PAID
	The reimbursement amount paid on the claims
	XHMAINTB.C_TOT_REIMB_AMT or

XLMAINTB.C_LI_REIMB_AMT
	

	GRAND TOTAL
	Total of amount fields.
	Derived.
	

	DISCHARGES
	Shows if the client is still a patient or if discharge indicates the type of discharge.  Based on the codes below that data will be accumulated and display the number accumulated.  Some of these are incorrect; Many will supply the current criteria.

Hospital  -02, 65, 63, 66 

ICF – 04

SNF – 03

Death – 20,40,41,42

Home – 01,06
No Discharge – 30

Other – 05,07,61,62, 50,51,64, 70, 21, 43
	XHMAINTB.C_PAT_STAT_CD
	

	GRAND TOTAL
	Total of discharge fields.
	Derived.
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

MAR REQUESTED PERIOD SERVICES RENDERED SUMMARY

	Report ID: NMMC0740-RC740

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to show all Services Rendered by Provider in a summary format based on service date range and payment period date range. 


	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number
Revenue Code

	Total 

Y

Y
	Page Break
Y

N
	

	Notes:    

The Provider file which is created out of the Provider extract report process (Job NMCD0715) will drive the Audit extract programs (NMCD0720-NMCD0770) creating the fields needed for reporting.  The file contains the data from provider extract, claims header and claims line detail table which will be used to drive the reporting process. 


                                       NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC0740-RC740                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                 MEDICAID PAID CLAIMS

                                          REQUESTED PERIOD SERVICES RENDERED SUMMARY

                                               XXXXXXXXXXXXXXXXXXXXXXXXX       

                         SERVICE DATES                                      PAID DATES

                      99/99/99 – 99/99/99                               99/99/99 – 99/99/99    

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXX,  XX

PROVIDER NO: XXXXXXXX
REV  DESCRIPTION                     COVERED              AMOUNT          COVERED           AMOUNT

CODE                                DAYS/SVCS            BILLED          CHARGES             PAID

XXXX XXXXXXXXXXXXXXXXXXXX            999999       999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX            999999       999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX            999999       999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX            999999       999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX            999999       999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX            999999       999,999,999.99   999,999,999.99   999,999,999.99

 ** TOTAL                            999999       999,999,999.99   999,999,999.99   999,999,999.99

A N C I L L A R Y     S E R V I C E S

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        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

 **INPATIENT TOTALS                  999999       999,999,999.99   999,999,999.99   999,999,999.99

                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	MAR REQUESTED PERIOD SERVICES RENDERED SUMMARY

	NMMC0740-RC740


	Column Name
	Description
	Source
	DED Number

	TITLE
	Title below header that will tell what type of claim type (Inpatient, Outpatient, etc).  Then if Inpatient the base source code (DRG, Outlier).
	XHMAINTB. C_HDR_TY_CD
XHMAINTB.C_BSE_AMT_SRC_CD
	

	SERVICE DATE FROM
	The beginning date of service provided by the provider appearing on the claim.
	 Provider input file.


	

	SERVICE DATE TO
	The end date of the service provided by the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE FROM
	The beginning range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE TO
	The ending range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PROVIDER NAME
	 The legal name of the Provider.
	PROVDRTB.P_NAM
	

	PROVIDER ADDRESS
	Provider Address.  If data is present on Address line 2 it will be displayed.
	PADDRSTB.P_LINE1_AD

PADDRSTB.P_LINE2_AD
	

	PROVIDER CITY
	Provider City
	PADDRSTB.P_CITY_NAM
	

	PROVIDER  STATE
	Provider State
	PADDRSTB.P_ST_CD
	

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	PROVDRTB.P_ID
	

	REV CODE
	This code identifies the level of care that the client is receiving in the nursing home.
	XLMAINTB.R_REV_CD
	

	DESCRIPTION
	Description of the service that was rendered.

Currently:

Non-Ancillary description is coming from copybook HMFY561X.

Ancillary description is coming from copybook HMFY533X.

See notes above regarding this field being populated by revenue procedure short description. 
	REREVMTB.R_PROC_SHORT_DESC
	

	COVERED DAYS / SVCS
	The number of days covered by the primary payer.
	XLMAINTB. C_LI_SUBM_UNT_NUM
	

	AMOUNT BILLED
	Sum of the claims billed charges.
	XLMAINTB.C_LI_SUBM_CHRG_AMT
	

	COVERED CHARGES
	The difference between total claim charges and all non-covered charges.
	XLMAINTB.C_LI_ALLW_CHRG_AMT
	

	AMOUNT PAID
	The reimbursement amount paid on the claims
	XLMAINTB.C_LI_REIMB_AMT
	

	TOTAL
	Total of amount fields.
	Derived.
	

	INPATIENT TOTALS
	Combination of the Total and the Ancillary Totals.
	Derived.
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

MAR REQUESTED PERIOD GRAND TOTAL SUMMARY

	Report ID: NMMC0750-RC750

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to show a grand total based on level of care on the claim per Provider provided in the Provider Extract file.


	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number
Claims Header Type Code

Level of Care

	Total 

Y

Y

Y
	Page Break
Y


	

	Notes:    

The Provider file which is created out of the Provider extract report process (Job NMCD0715) will drive the Audit extract programs (NMCD0720-NMCD0770) creating the fields needed for reporting.  The file contains the data from provider extract, claims header and claims line detail table which will be used to drive the reporting process. 

Other Coverage column will now only include Inpatient claims with type of bill 121-124.  These claims the TPL not only in the TPL amount field but is calculated TPL amount PLUS Medicare amount.  


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC0750-RC750                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                 MEDICAID PAID CLAIMS

                                             REQUESTED PERIOD GRAND TOTAL

                         SERVICE DATES                                      PAID DATES

                      99/99/99 – 99/99/99                               99/99/99 – 99/99/99    

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXX,  XX 

PROVIDER NO: XXXXXXXX
LEVEL OF CARE                     AMOUNT        NON-COV        COVERED        PATIENT          OTHER         AMOUNT         AMOUNT  

                                  BILLED        CHARGES        CHARGES      LIABILITY       COVERAGE        ALLOWED           PAID

XXXXXXXXXXXXXXXXXXXXXXXXX 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

XXXXXXXXXXXXXXXXXXXXXXXXX 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

XXXXXXXXXXXXXXXXXXXXXXXXX 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

             _____ TOTAL: 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99
XXXXXXXXXXXXXXXXXXXXXXXXX 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

XXXXXXXXXXXXXXXXXXXXXXXXX 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

XXXXXXXXXXXXXXXXXXXXXXXXX 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

XXXXXXXXXXXXXXXXXXXXXXXXX 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

             _____ TOTAL: 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99
XXXXXXXXXXXXXXXXXXXXXXXXX 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

XXXXXXXXXXXXXXXXXXXXXXXXX 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

             _____ TOTAL: 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99
GRAND TOTAL               999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99

                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	MAR REQUESTED PERIOD SUMMARY

	NMMC0750-RC750


	Column Name
	Description
	Source
	DED Number

	SERVICE DATE FROM
	The beginning date of service provided by the provider appearing on the claim.
	 Provider input file.


	

	SERVICE DATE TO
	The end date of the service provided by the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE FROM
	The beginning range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE TO
	The ending range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PROVIDER NAME
	 The legal name of the Provider.
	PROVDRTB.P_NAM
	

	PROVIDER ADDRESS
	Provider Address.  If data is present on Address line 2 it will be displayed.
	PADDRSTB.P_LINE1_AD

PADDRSTB.P_LINE2_AD
	

	PROVIDER CITY
	Provider City
	PADDRSTB.P_CITY_NAM
	

	PROVIDER  STATE
	Provider State
	PADDRSTB.P_ST_CD
	

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	PROVDRTB.P_ID
	

	LEVEL OF CARE
	A code indicating the level of care the client is receiving in the LTC facility.
	XLMAINTB.B_LEVEL_OF_CARE_CD
	

	AMOUNT BILLED
	Sum of the claims billed charges.
	XHMAINTB.C_TOT_CHRG_AMT or

XLMAINTB.C_LI_SUBM_CHRG_AMT
	

	NON-COV CHARGES
	Sum of the claims non covered charges.
	XHMAINTB.C_NCVRD_CHRG_AMT or

XLMAINTB.C_NN_CVRD_CHRG_AMT
	

	COVERED CHARGES
	The difference between total claim charges and all non-covered charges.
	XHMAINTB.C_TOT_NET_CHRG_AMT or

XLMAINTB.C_LI_ALLW_CHRG_AMT
	

	PATIENT LIABILITY
	The amount that the patient is liable for on Long Term Care claims.  This is derived by accumulating the amounts from the Claims Line Base Rate table based on client ID, TCN, Line number and Base Reason code equal to Pat Liab.
	XHMAINTB.C_PAT_LIAB_AMT or

W1C00541-C-TABRN-LI-PAT-AMT
	

	OTHER COVERAGE
	Total payment amount received from third party payors.  This is derived by accumulating the amounts from the Claims Line Base Rate table based on client ID, TCN, Line number and Base Reason code equal to TPL.
	XHMAINTB.C_TOT_TPL_AMT or

W1C00541-C-TABRN-LI-TPL-AMT   
	

	AMOUNT ALLOWED
	The calculated allowed charge is the allowed charge calculated by the system.
	XHMAINTB.C_CALC_ALLOW_AMT or

XLMAINTB.C_LI_CLC_ALLW_AMT
	

	AMOUNT PAID
	The reimbursement amount paid on the claims
	XHMAINTB.C_TOT_REIMB_AMT or

XLMAINTB.C_LI_REIMB_AMT
	

	TOTAL
	This will be sub-totals for each Level of Care (ie. Inpatient, Outpatient, Pract/PHY, etc).  Based on header type code and base source code.
	XHMAINTB.C_HDR_TY_CD

XHMAINTB.C_BSE_AMT_SRC_CD
	

	GRAND TOTAL
	Total of amount fields.
	Derived.
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

MAR REQUESTED PERIOD DETAIL

	Report ID: NMMC0760-RC760

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to show all requested period detail by Provider in a monthly detail format based on service date range and payment period date range. 


	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number
Claims Last Date of Service Detail
Client internal ID
	Total 

Y

Y

Y
	Page Break
Y

Y


	

	Notes:    
The Provider file which is created out of the Provider extract report process (Job NMCD0715) will drive the Audit extract programs (NMCD0720-NMCD0770) creating the fields needed for reporting.  The file contains the data from provider extract, claims header and claims line detail table which will be used to drive the reporting process. 


                                                          NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                   PROCESSING DATE: 99/99/9999

REPT:  NMMC0760-RC760                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                 MEDICAID PAID CLAIMS

                                                REQUESTED PERIOD DETAIL

                                               XXXXXXXXXXXXXXXXXXXXXXXXX       

                                               XXXXXXXXXXXXXXXXXXXXXXXXX       
                         SERVICE DATES                                      PAID DATES

                      99/99/99 – 99/99/99                               99/99/99 – 99/99/99    

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXX,  XX 

PROVIDER NO: XXXXXXXX 

CLIENT ID      LAST NAME              FIRST NAME       M  CLAIM NUMBER       MED REC NUMBER            PAID DT

       REIMB AMT(HDR)  PAT LIAB(HDR)

 REV CD  PROC CD DOS FROM DOS TO        AMT BILLED   NON-COV CHRG      AMT ALLOW      AMT REIMB SUBMIT UNT   PAT LIAB(LI)
9999999999999  XXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX  X  99999999999999999  XXXXXXXXXXXXXXXXXXXXXXXX  99/99/99

999,999,999.99   999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
  ** CLAIM TOTALS ***               999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999999999  XXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX  X  99999999999999999  XXXXXXXXXXXXXXXXXXXXXXXX  99/99/99

999,999,999.99   999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
  ** CLAIM TOTALS ***               999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999999999  XXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX  X  99999999999999999  XXXXXXXXXXXXXXXXXXXXXXXX  99/99/99

999,999,999.99   999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
  ** CLAIM TOTALS ***               999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
              ** SUB-TOTAL FOR **

              **  XXX. 9999    **

 ** ALL CLAIMS . . .                999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	MAR REQUESTED PERIOD DETAIL

	NMMC0760-RC760


	Column Name
	Description
	Source
	DED Number

	TITLE
	Title below header that will tell what type of claim type (Inpatient, Outpatient, etc). Then if Inpatient the base source code (DRG, Outlier).
	XHMAINTB. C_HDR_TY_CD
XHMAINTB.C_BSE_AMT_SRC_CD
	

	DETAIL TITLE
	Title below header that will tell what month and year the detail report is reporting on.
	Derived in program by the line last DOS.
	

	SERVICE DATE FROM
	The beginning date of service provided by the provider appearing on the claim.
	 Provider input file.


	

	SERVICE DATE TO
	The end date of the service provided by the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE FROM
	The beginning range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE TO
	The ending range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PROVIDER NAME
	 The legal name of the Provider.
	PROVDRTB.P_NAM
	

	PROVIDER ADDRESS
	Provider Address.  If data is present on Address line 2 it will be displayed.
	PADDRSTB.P_LINE1_AD

PADDRSTB.P_LINE2_AD
	

	PROVIDER CITY
	Provider City
	PADDRSTB.P_CITY_NAM
	

	PROVIDER  STATE
	Provider State
	PADDRSTB.P_ST_CD
	

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	PROVDRTB.P_ID
	

	CLEINT ID
	This is the client ID by which the client is known to the State.
	XHMAINTB.B_CURR_ID
	

	LAST NAME
	Clients last name.
	XHMAINTB.B_LST_NAM
	

	FIRST NAME
	Client first name.
	BDTAILTB. B_FST_NAM
	

	MIDDLE INITIAL
	Client middle initial name.
	BDTAIL. B_MI_NAM
	

	CLAIM NUMBER
	The TCN (transaction control number) uniquely identifies each claim.
	XHMAINTB.C_TCN_NUM
	

	MEDREC ID
	Number assigned to patient by hospital or physician to assist in retrieval of medical records.
	XHMAINTB.C_MED_REC_NUM
	

	PAID DATE
	This is the date the claim was paid.
	XHMAINTB.C_HDR_PD_DT
	

	REIMB AMT (HDR)
	The reimbursement amount paid on the claims
	XHMAINTB.C_TOT_REIMB_AMT 
	

	PAT LIAB (HDR)
	Amount that the patient (client) is liable for on Long Term Care claims.  The full amount that a client is liable for is kept in the client database.  This field represents the actual amount of the full liability that was applied to this claim.
	XHMAINTB.C_PAT_LIAB_AMT 

	

	REV CD
	This code identifies the level of care that the client is receiving in the nursing home.  The codes that apply are a subset of the revenue codes on the Reference subsystem of the MMIS.
	XLMAINTB. R_REV_CD
	

	PROC CODE
	The Procedure Code.
	XLMAINTB.R_PROC_CD 
	

	SERVICES DATES – FROM 

SERVICES DATES – TO 
	Date upon which the first/last service covered by a claim was rendered.
	XLMAINTB.C_LI_FST_DOS_DT  

XLMAINTB.C_LI_LAST_DOS_DT
	

	AMT BILLED
	 The billed amount for a service on a line item.
	XLMAINTB.C_LI_SUBM_CHRG_AMT
	

	NONCOV CHARGES
	Charges for services not covered by Medicaid related to the line item revenue code.
	XLMAINTB.C_NN_CVRD_CHRG_AMT
	

	AMT ALLOWED
	The payment recognized as the reasonable charge for this service.
	XLMAINTB.C_LI_ALLW_CHRG_AMT
	

	AMT REIMB
	Final calculated reimbursement amount for the line item.
	XLMAINTB.C_LI_REIMB_AMT
	

	SUBMIT UNT
	The number of times (days, visits, injections etc) the service was rendered, populated by the adjudication system.
	XLMAINTB. C_LI_SUBM_UNT_NUM
	

	PAT LIAB (LI)
	Amount that the patient (client) is liable for on Long Term Care claims.  This is derived by accumulating the amounts from the Claims Line Base Rate table based on client ID, TCN, Line number and Base Reason code equal to Pat Liab.
	Derived based on line base rate table.
	

	CLAIMS TOTAL
	Totals per client.
	Derived. 
	

	SUB-TOTALS PER MONTH ALL CLAIMS
	Totals per month for all claims.
	Derived. 
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

TPL DETAIL

	Report ID: NMMC0765-RC765

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to show all requested TPL detail by Provider in a monthly detail format based on service date range and payment period date range. 


	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number
Claims Last Date of Service Detail
Client internal ID
	Total 

Y

Y

Y
	Page Break
Y

Y


	

	Notes:    

The Provider file which is created out of the Provider extract report process will drive the Audit extract program creating the fields needed for reporting.  The file contains the data from provider extract, claims header and claims line detail table which will be used to drive the reporting process.   Any other inquiries regarding fields on this report see Tab Run RC760 documentation.

01/03/13 – Update the report layout due to changes listed above (HDR), removal of Days SVC, etc.  REIMB AMT(HDR)  PAT LIAB(HDR) will appear on the 2nd header line if claim is Inpatient and PAT LIAB(LI) does not appear.  If any other claim type PAT LIAB(LI) appears at line level.  On Outpatient (priced at line) claims REIMB AMT(HDR)  PAT LIAB(HDR) does not appear.  On any other reports where Provider type over rules actual claim type (FQHC, Hospice, etc) both REIMB AMT(HDR)  PAT LIAB(HDR) and PAT LIAB(LI) headers appear incase the actual claim type is Inpatient or Outpatient.




                                                          NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                   PROCESSING DATE: 99/99/9999

REPT:  NMMC0765-RC765                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                 MEDICAID PAID CLAIMS

                                                      TPL DETAIL

                                               XXXXXXXXXXXXXXXXXXXXXXXXX       

                                               XXXXXXXXXXXXXXXXXXXXXXXXX       
                         SERVICE DATES                                      PAID DATES

                      99/99/99 – 99/99/99                               99/99/99 – 99/99/99    

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXX,  XX 

PROVIDER NO: XXXXXXXX 

CLIENT ID      LAST NAME              FIRST NAME       M  CLAIM NUMBER       MED REC NUMBER            PAID DT
    TPL AMOUNT
       REIMB AMT(HDR)  PAT LIAB(HDR)

 REV CD  PROC CD DOS FROM DOS TO        AMT BILLED   NON-COV CHRG      AMT ALLOW      AMT REIMB SUBMIT UNT   PAT LIAB(LI)
9999999999999  XXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX  X  99999999999999999  XXXXXXXXXXXXXXXXXXXXXXXX  99/99/99

999,999,999.99
999,999,999.99   999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
  ** CLAIM TOTALS ***               999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999999999  XXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX  X  99999999999999999  XXXXXXXXXXXXXXXXXXXXXXXX  99/99/99

999,999,999.99
999,999,999.99   999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
  ** CLAIM TOTALS ***               999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999999999  XXXXXXXXXXXXXXXXXXXXX  XXXXXXXXXXXXXXX  X  99999999999999999  XXXXXXXXXXXXXXXXXXXXXXXX  99/99/99

999,999,999.99
999,999,999.99   999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
9999999  9999999 99/99/99 99/99/99  999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
  ** CLAIM TOTALS ***               999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
              ** SUB-TOTAL FOR **

              **  XXX. 9999    **

 ** ALL CLAIMS . . .                999,999,999.99 999,999,999.99 999,999,999.99 999,999,999.99 9999999.99 999,999,999.99
                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	TPL DETAIL

	NMMC0765-RC765


	Column Name
	Description
	Source
	DED Number

	TITLE
	Title below header that will tell what type of claim type (Inpatient, Outpatient, etc). Then if Inpatient the base source code (DRG, Outlier).
	XHMAINTB. C_HDR_TY_CD
XHMAINTB.C_BSE_AMT_SRC_CD
	

	DETAIL TITLE
	Title below header that will tell what month and year the detail report is reporting on.
	Derived in program by the line last DOS.
	

	SERVICE DATE FROM
	The beginning date of service provided by the provider appearing on the claim.
	 Provider input file.


	

	SERVICE DATE TO
	The end date of the service provided by the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE FROM
	The beginning range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE TO
	The ending range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PROVIDER NAME
	 The legal name of the Provider.
	PROVDRTB.P_NAM
	

	PROVIDER ADDRESS
	Provider Address.  If data is present on Address line 2 it will be displayed.
	PADDRSTB.P_LINE1_AD

PADDRSTB.P_LINE2_AD
	

	PROVIDER CITY
	Provider City
	PADDRSTB.P_CITY_NAM
	

	PROVIDER  STATE
	Provider State
	PADDRSTB.P_ST_CD
	

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	PROVDRTB.P_ID
	

	CLEINT ID
	This is the client ID by which the client is known to the State.
	XHMAINTB.B_CURR_ID
	

	LAST NAME
	Clients last name.
	XHMAINTB.B_LST_NAM
	

	FIRST NAME
	Client first name.
	BDTAILTB. B_FST_NAM
	

	MIDDLE INITIAL
	Client middle initial name.
	BDTAIL. B_MI_NAM
	

	CLAIM NUMBER
	The TCN (transaction control number) uniquely identifies each claim.
	XHMAINTB.C_TCN_NUM
	

	MEDREC ID

	Number assigned to patient by hospital or physician to assist in retrieval of medical records.
	XHMAINTB.C_MED_REC_NUM
	

	PAID DATE
	This is the date the claim was paid.
	XHMAINTB.C_HDR_PD_DT
	

	TPL AMT
	Total payment amount received from third party payors.
	XHMAINTB. C_TOT_TPL_AMT
	

	REIMB AMT (HDR)
	The reimbursement amount paid on the claims
	XHMAINTB.C_TOT_REIMB_AMT 
	

	PAT LIAB (HDR)
	Amount that the patient (client) is liable for on Long Term Care claims.  The full amount that a client is liable for is kept in the client database.  This field represents the actual amount of the full liability that was applied to this claim.
	XHMAINTB.C_PAT_LIAB_AMT 

	

	REV CD
	This code identifies the level of care that the client is receiving in the nursing home.  The codes that apply are a subset of the revenue codes on the Reference subsystem of the MMIS.
	XLMAINTB. R_REV_CD
	

	PROC CODE
	Procedure Code (HCPCS).
	XLMAINTB.R_PROC_CD 
	

	SERVICES DATES – FROM 

SERVICES DATES – TO 
	Date upon which the first/last service covered by a claim was rendered.
	XLMAINTB.C_LI_FST_DOS_DT  

XLMAINTB.C_LI_LAST_DOS_DT
	

	AMT BILLED
	 The billed amount for a service on a line item.
	XLMAINTB.C_LI_SUBM_CHRG_AMT
	

	NONCOV CHARGES
	Charges for services not covered by Medicaid related to the line item revenue code.
	XLMAINTB.C_NN_CVRD_CHRG_AMT
	

	AMT ALLOWED
	The payment recognized as the reasonable charge for this service.
	XLMAINTB.C_LI_ALLW_CHRG_AMT
	

	AMT REIMB
	Final calculated reimbursement amount for the line item.
	XLMAINTB.C_LI_REIMB_AMT
	

	SUBMIT UNT
	The number of times (days, visits, injections etc) the service was rendered, populated by the adjudication system.
	XLMAINTB. C_LI_SUBM_UNT_NUM
	

	PAT LIAB (LI)
	Amount that the patient (client) is liable for on Long Term Care claims.  This is derived by accumulating the amounts from the Claims Line Base Rate table based on client ID, TCN, Line number and Base Reason code equal to Pat Liab.
	Derived based on line base rate table.
	

	CLAIMS TOTAL
	Totals per client.
	Derived. 
	

	SUB-TOTALS PER MONTH ALL CLAIMS
	Totals per month for all claims.
	Derived. 
	


NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM 

REPORT SPECIFICATION

MAR REQUESTED PERIOD SERVICES RENDERED DETAIL

	Report ID: NMMC0770-RC770

	Frequency:

	Retention:
	Output Medium:
	Report Recipient:

	Monthly


	
	Refer to the FAO Report Distribution Master
	

	Description:

The purpose of this report is to show all Services Rendered by Provider in a monthly detail format based on service date range and payment period date range.


	Sort Sequence(s) and Control Breaks

	Sort Sequence:
Provider Number
Service TO Date
Revenue code
	Total 

N

Y

N
	Page Break
Y

Y

N
	

	Notes:    

The Provider file which is created out of the Provider extract report process (Job NMCD0715) will drive the Audit extract programs (NMCD0720-NMCD0770) creating the fields needed for reporting.  The file contains the data from provider extract, claims header and claims line detail table which will be used to drive the reporting process. 

Discharges are only produced by inpatients.

To derive the description use the R_REV_CD (< and equal 0219 and >0219) and R_REV_TY_CD (I = Inpat, O = Outpat, L = Long Term Care) then retrieve the R_PROC_SHORT_DESC for the description. 


                                                NEW MEXICO MEDICAID MANAGEMENT INFORMATION SYSTEM                 PROCESSING DATE: 99/99/9999

REPT:  NMMC0770-RC770                           HUMAN SERVICES DEPARTMENT                                PROCESSING TIME: 99:99:99

     PAGE: 999999

                                                 MEDICAID PAID CLAIMS

                                          REQUESTED PERIOD SERVICES RENDERED DETAIL

                                               XXXXXXXXXXXXXXXXXXXXXXXXX       

                                               XXXXXXXXXXXXXXXXXXXXXXXXX       

                         SERVICE DATES                                      PAID DATES

                      99/99/99 – 99/99/99                               99/99/99 – 99/99/99    

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXXXXXXX 

XXXXXXXXXXXXXXXXXXXX,  XX

PROVIDER NO: XXXXXXXX 

REV  DESCRIPTION                   COVERED                AMOUNT          COVERED           AMOUNT

CODE                               DAYS/SVCS              BILLED          CHARGES             PAID

XXXX XXXXXXXXXXXXXXXXXXXX          999999         999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX          999999         999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX          999999         999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX          999999         999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX          999999         999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXX          999999         999,999,999.99   999,999,999.99   999,999,999.99

 ** TOTAL                          999999         999,999,999.99   999,999,999.99   999,999,999.99

A N C I L L A R Y     S E R V I C E S

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        999,999,999.99   999,999,999.99   999,999,999.99

XXXX XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX        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

 **INPATIENT TOTALS                999999         999,999,999.99   999,999,999.99   999,999,999.99

                                                      ***  END OF REPORT  ***  

	NEW MEXICO OMNICAID MMIS CLAIMS SUBSYSTEM

REPORT EXHIBIT

	MAR REQUESTED PERIOD SERVICES RENDERED DETAIL

	NMMC0770-RC770


	Column Name
	Description
	Source
	DED Number

	TITLE
	Title below header that will tell what type of claim type (Inpatient, Outpatient, etc).  Then if Inpatient the base source code (DRG, Outlier).
	XHMAINTB. C_HDR_TY_CD
XHMAINTB.C_BSE_AMT_SRC_CD
	

	DETAIL TITLE
	Title below header that will tell what month and year the detail report is reporting on.
	Derived in program.
	

	SERVICE DATE FROM
	The beginning date of service provided by the provider appearing on the claim.
	 Provider input file.


	

	SERVICE DATE TO
	The end date of the service provided by the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE FROM
	The beginning range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PAYMENT DATE TO
	The ending range date of payment based on the provider appearing on the claim.
	 Provider input file.
	

	PROVIDER NAME
	 The legal name of the Provider.
	PROVDRTB.P_NAM
	

	PROVIDER ADDRESS
	Provider Address.  If data is present on Address line 2 it will be displayed.
	PADDRSTB.P_LINE1_AD

PADDRSTB.P_LINE2_AD
	

	PROVIDER CITY
	Provider City
	PADDRSTB.P_CITY_NAM
	

	PROVIDER  STATE
	Provider State
	PADDRSTB.P_ST_CD
	

	PROVIDER NUMBER
	Provider Identification Number
A unique number the system assigns to the provider for MMIS claims processing.
	PROVDTB.P_ID
	

	REV CODE
	This code identifies the level of care that the client is receiving in the nursing home.
	XLMAINTB.R_REV_CD
	

	DESCRIPTION
	Description of the service that was rendered.

Currently:

Non-Ancillary description is coming from copybook HMFY561X.

Ancillary description is coming from copybook HMFY533X.

See notes above regarding this field being populated by revenue procedure short description.
	REREVMTB.R_PROC_SHORT_DESC
	

	COVERED DAYS / SVCS
	The number of days covered by the primary payer.
	XLMAINTB. C_LI_SUBM_UNT_NUM
	

	AMOUNT BILLED
	Sum of the claims billed charges.
	XLMAINTB.C_LI_SUBM_CHRG_AMT
	

	COVERED CHARGES
	The difference between total claim charges and all non-covered charges.
	XLMAINTB.C_LI_ALLW_CHRG_AMT
	

	AMOUNT PAID
	The reimbursement amount paid on the claims
	XLMAINTB.C_LI_REIMB_AMT
	

	TOTAL
	Total of amount fields.
	Derived.
	

	INPATIENT TOTALS
	Combination of the Total and the Ancillary Totals.
	Derived.
	


This documentation is managed and provided by
Reports 11.3 – 2
Xerox for the New Mexico Medicaid contract

