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Introduction 
Purpose 
The purpose of this module is to provide an overview of the Expanded Access to Primary Care 
(EAPC) program and to familiarize providers with the billing requirements established for 
reimbursable EAPC services. 

Module Objectives 
• Review program policies and service requirements 

• Identify recipient eligibility 

• Determine qualifying visits 

• Introduce new program billing codes  

• Review billing guidelines for the UB-04 claim form 

• Discuss common claim errors (billing tips) and review common denials 

Resource Information 
REFERENCES 

The following reference materials provide EAPC program information and UB-04 claim 
submission guidelines. 
Provider Manual References 

Part 1: Share of Cost (SOC) (share) 

Part 2: Child Health and Disability Prevention (CHDP) Program (child) 

Part 2: Expanded Access to Primary Care (EAPC) Program (expand) 

Part 2: Expanded Access to Primary Care (EAPC) Program Billing codes (expand cd) 

Part 2: Forms: Legibility and Completion Standards (forms leg) 

Part 2: UB-04 Completion: Outpatient Services (ub comp op) 

Part 2: UB-04 Special Billing Instructions for Outpatient Services (ub spec op) 

Other References 

Medi-Cal Web site, UB-04 Claim Form Tutorial  
http://files.medi-cal.ca.gov/pubsdoco/eo/elearning.asp 

 

ACRONYMS 
A list of current acronyms is located in the Appendix section of this workbook. 
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Program Policies and Service Requirements 
Background 

The Expanded Access to Primary Care program was established to improve the quality of and 
expand the access to outpatient health care for medically indigent persons residing in under-served 
areas of California. The EAPC program is funded by the Cigarette and Tobacco Products Surtax 
Fund, the State General Fund and Title V.  

Program Policies 

The EAPC program reimburses community-based primary care clinic corporations that are exempt 
from federal taxation, including clinics operated by tribes or tribal organizations. Primary care clinics 
are funded for the delivery of medical services and preventive health care, including smoking 
prevention and cessation health education. 

Service Requirements 

Each eligible primary care clinic applying for EAPC funds must provide comprehensive primary and 
preventive health care services to a medically under-served area of population.  

Corporations must have a valid National Provider Identifier (NPI) and be a Medi-Cal provider. EAPC 
requires each EAPC corporation to designate an NPI number as the “sole” NPI to identify the EAPC 
corporation. All funded EAPC clinics must submit claims with the NPI number designated for EAPC. 
This ensures no interruption in payment of EAPC claims. Corporations participating in the EAPC 
program assume full financial risk for administering the program. DHCS reimburses the participating 
clinic up to the amount of its EAPC allocation. However, primary care services must continue to be 
rendered to EAPC-eligible patients after the allocation is exhausted. Allocations may be augmented, 
should additional funds be made available.  
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Recipient Eligibility 
People in families with incomes at or below 200 percent of the federally defined poverty level, who do 
not have any third party health or dental coverage, are eligible for EAPC for health services. It is the 
responsibility of the clinic providing the services to ensure that EAPC recipients meet specific income 
criteria and that all criteria relative to the definition of an outpatient visit are met for every visit billed 
to the EAPC program. Each clinic must determine how eligibility will be verified and documented for 
each EAPC patient visit. 

EAPC is not available for those who are eligible for Medi-Cal services with the exception of persons 
with limited Medi-Cal benefits, such as pregnancy, emergency services, or recipients with an unmet 
Share of Cost for the month that the service was provided. For additional information, refer to the 
Share of Cost (SOC) section in Part 1 of the Medi-Cal Provider Manual. 

Federal poverty level incomes are adjusted on an annual basis. The following income levels are 
effective April 1, 2009. 

POVERTY INCOME GUIDELINES 
200 Percent of Poverty Level by Family Size 

Number 
of Persons 

Gross 
Monthly Income 

Gross 
Annual Income 

1 $ 1,805 $ 21,660 
2 $ 2,429 $ 29,140 
3 $ 3,052 $ 36,620 
4 $ 3,675 $ 44,100 
5 $ 4,299 $ 51,580 
6 $ 4,922 $ 59,060 
7 $ 5,545 $ 66,540 
8 $ 6,169 $ 74,020 
9 $ 6,792 $ 81,500 

10 $ 7,415 $ 88,980 
For each additional 

person, add 
 

$ 624 
 

$ 7,480 
 
People in families whose gross monthly or gross annual income is less than or equal to the amount 
specified in the federal Poverty Income Guidelines are eligible to participate in the EAPC program.  
“Gross income” means income before taxes and other deductions. 
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Recipient Eligibility (Continued) 

Recipient Identification 
Providers are to request a Medi-Cal Client Identification Number (CIN) from the Benefits 
Identification Card (BIC) for each EAPC patient and enter it in the Insured’s Unique ID field  
(Box 60A) of the UB-04 claim form or comparable data field in electronic media claims. EAPC claims 
are checked against the Medi-Cal eligibility history files to ensure that EAPC does not reimburse a 
clinic for an individual medical or dental encounter that is reimbursable by Medi-Cal. This will 
maximize the use of EAPC funds and is consistent with the EAPC program’s role as “payer of last 
resort.” 

If an EAPC recipient is retroactively determined to be Medi-Cal eligible, subsequent to billing EAPC, 
a Claims Inquiry Form (CIF) must be submitted to void the previous EAPC paid claim. 

A “pseudo” patient identification number should be used for patients who do not have a Medi-Cal 
number. This “pseudo” number should consist of the patient’s numerical six-digit date of birth 
(MMDDYY) and the first three letters of the patient’s last name. If the patient’s last name has less 
than three letters, then “X” as a placeholder should be used for the second and/or third letter.  

Note:  If Box 60A is not completed, the claim will be denied. In such cases, the Remittance Advice 
Details (RAD) will indicate error code 049 for provider billing error.  
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Qualifying Visits 
Outpatient Visits 
Each claimed EAPC outpatient visit must conform to the following definition: 

“A face-to-face contact between a patient and a health educator or a licensed, registered, or 
certified health care provider who exercises independent judgment in the provision of 
preventive, diagnostic or treatment services. A visit includes medically indicated pharmacy, 
radiology and laboratory services. For a health service to be defined as a visit, the contact 
and provision of health services must be recorded in the patient’s record.” 

To meet the criteria of independent judgment, a clinic provider must be acting independently and not 
assisting another provider.  

Example 1: A nurse assisting a physician during a physical examination by checking vital signs, 
taking a history or drawing a blood sample is not credited with a separate visit. 

Example 2: A nurse who sees a patient to monitor physiologic signs or provide medication renewal, 
without the patient routinely seeing the physician at the same time, is credited with a 
medical visit.  

Note: A visit provided by a dental hygienist does not need to meet the criteria of independent 
judgment in order to be reimbursed, but all such visits must be co-signed by a dentist.  

BASIC SERVICES 
An outpatient visit includes pharmacy, radiology and laboratory tests when medically indicated. 
EAPC-funded clinics need not have these services on site, but must either directly provide the 
services or refer patients to and reimburse appropriate providers as necessary. Services provided on 
site or through a secondary provider are considered part of the visit. 

Services such as drawing blood, collecting urine specimens, performing laboratory tests, taking  
X-rays, filling or dispensing prescriptions, or performing optician services do not constitute a visit 
unless the provider is also responsible for independently acting upon the results.  

 

 

 



PAGE 6  EXPANDED ACCESS TO PRIMARY CARE PROGRAM 

  March 2010 

Qualifying Visits (Continued) 

Type of Visits 
A recipient may have more than one visit during one continuous period of service at the clinic. 
However, the number of visits per site, per day, is limited as follows: 

 
Type of provider 

Number and type of 
visits per site, per day 

Physician 1 medical visit 
Mid-level Practitioner 1 medical visit 
Nurse 1 medical visit 
Cardiologist 1 medical specialist visit 
Radiologist 1 medical specialist visit 
Cardiologist 1 medical specialist visit 
Specialist* 1 medical specialist visit 
Dentist 1 dental visit 
Dental Hygienist 1 dental visit 
Health Educator 1 other health visit with 

   one other health provider 
Nutritionist 1 other health visit with 

   one other health provider 
Other Provider 1 other health visit with 

   one other health provider 
 * Level of specialization equivalent to cardiologist and radiologist. 

A second visit may be claimed when: 

1. Interpretation of the test results requires a return visit to the clinic; or 

2. Interpretation of the test results requires the independent judgment of a medical specialist, 
such as a radiologist or pathologist. 

Note:  When billing for two separate visits on the same day, providers must include documentation 
in the Remarks field (Box 80) of the claim, or on an attachment to the claim, explaining why 
the service was rendered more than once.  When billing electronically, enter the statement in 
the Remarks field. A statement indicating “this service is not a duplicate” is not sufficient to 
clarify why the service was rendered more than once. Failure to document the second visit 
will result in RAD denial code 010 for duplicate services billed.  
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Qualifying Visits (Continued) 

A clinic provider may be reimbursed for only one visit per day during one continuous period of 
service to a recipient, regardless of the number or type of services provided. 

A visit may take place in the clinic or at any other location in which project-supported activities are 
carried out (such as mobile vans, hospitals, patient’s home and extended care facilities) and by a 
volunteer, salaried, or contract staff member.  

A visit may be billed for a health education or nutrition class session such as smoking cessation 
group sessions led by a provider. At least one EAPC recipient must be in attendance, and no more 
than one visit may be billed per class session, even though more than one EAPC recipient may be in 
attendance.  

Examples of a Qualifying Visit 
1. Medical Services Visit:  A contact between a physician, non-physician assistant or registered 

nurse and the patient in which the practitioner acts as an independent provider. 

2. Medical Specialist Visit:  A visit between a medical specialist and a patient. Psychiatrist visits 
are considered medical specialists visits. 

3. Dental Services Visit:  A visit between a dentist or a dental hygienist and a patient for the 
purpose of prevention, assessment, diagnosis, or treatment of a dental problem, including 
restoration. 

4. Other Health Services Visit:  A visit between a health educator, a nutritionist, or another 
appropriate provider and a patient. Visits must be on a one-to-one basis and include 
individualized evaluation and instruction or treatment.  
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Qualifying Visits (Continued) 

Sliding Fee Scale 
Clinics using a sliding fee scale (for example, assessing patient charges based upon patient income) 
may continue to use the same sliding fee scale for all EAPC-eligible patients. 

EAPC providers are not required to reduce the amount of EAPC program reimbursement claimed by 
the amount of the sliding fee scale assessed to the EAPC-eligible recipient. No additional sliding fee 
may be assessed for any ancillary services required as a result of the visit for which EAPC 
reimbursement is claimed, such as pharmacy, laboratory and X-ray services.  

EAPC providers may not charge a copay to EAPC-eligible patients. Sliding fee scale assessments 
are separate and distinct from copayments charged to Medi-Cal recipients. A copayment is not 
related to the ability to pay, and is charged to all recipients. Sliding fee scale charges are related to 
patient income and the ability to pay. 

The sliding fee should be entered in the Value Codes field on the UB-04 claim form (Boxes 39-41). 

CHDP SERVICES 
Sliding fee scale charges may also be assessed for treatment of conditions identified through the 
Child Health and Disability Prevention (CHDP) health assessment. Although Medi-Cal-eligible 
children should not be charged a copayment for treatment of conditions identified by a CHDP 
assessment, sliding fees may be assessed and charged when EAPC is to be billed for the treatment.  

The legislation that authorized the continuation of the EAPC program requires that services under 
the CHDP program be continued as part of the EAPC mandate. CHDP assessments and treatment 
may be limited to certain provider types. The EAPC-CHDP Treatment Log will be submitted quarterly 
to the EAPC program to verify EAPC-CHDP activity.  

When billing for CHDP services, a separate claim form must be used for non-CHDP services 
provided on the same date. Payment will be denied if a clinic claims CHDP and other services for the 
same date of service on one claim form. 
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Program Billing Code Conversion 
The following codes have been established for reimbursable EAPC services, including services 
resulting from a CHDP health assessment. Clinics must use the appropriate code when completing 
the UB-04 claim form.  

For dates of service prior to July 1, 2010, EAPC services must be billed with the following codes: 

Procedure Code EAPC Service 
Z9700 Medical encounter 
Z9701 Dental encounter 
Z9702 Medical encounter as a result of CHDP health assessment 
Z9703 Dental encounter as a result of CHDP health assessment 

Effective for dates of service on or after July 1, 2010, EAPC services must be billed with HCPCS 
Level II codes and modifiers, in combination with National Uniform Billing Committee (NUBC) 
revenue codes to comply with provisions of HIPAA. 

Revenue Code HCPCS Code Modifier EAPC Service 

0529 T1015 SE Medical encounter 
0512 T1015 SE Dental encounter 
0529 T1015 HA Medical encounter/CHDP Assessment result
0512 T1015 HA Dental encounter/CHDP Assessment result 

These codes are date of service driven. The use of these codes outside of the specified date ranges 
will result in your claim being denied with RAD code 0145 for not a benefit on the date of service.  

Please refer to Figures 1 – 4 at the end of this module for examples of claims submitted for dates of 
service prior to or after July 1, 2010. 

 

Reimbursement 

The uniform statewide EAPC reimbursement rate for these services is $71.50. This rate includes all 
medically necessary ancillary pharmacy, laboratory and X-ray services.  
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Billing Guidelines for the UB-04 Claim Form 
The UB-04 claim form is used to request reimbursement for services rendered by the following 
institutions: 

• Inpatient hospital facilities, such as medical/surgical intensive care, burn care and coronary 
care.  

• Outpatient institutional facilities, such as outpatient departments, rural health clinics, chronic 
dialysis services and adult day health care. 

The UB-04 is also used to request reimbursement for ancillary charges (for example, labor and 
delivery, anesthesiology and central services and supplies). 

UB-04 claims must be received by the DHCS Fiscal Intermediary (FI) within six months following the 
month in which services were rendered in order to process reimbursement. The time frames are very 
specific and need to be adhered to so that providers can receive timely reimbursement. Claims that 
have been incorrectly filled out or are incomplete will be denied.  

EAPC providers must use Computer Media Claims (CMC) or the UB-04 claim form and follow the 
normal Medi-Cal process for completing the claims. A tutorial for completing the UB-04 claim form is 
located on the Medi-Cal Web site (www.medi-cal.ca.gov) by clicking the “eLearning” link, then  
“UB-04 Claim Form Tutorial”.  

UB-04 Claim Submission 

Form Submission Method 

PAPER FORMAT 
The following guidelines apply to claim forms submitted by mail. 

Submission Instructions 
• Bill in the Medi-Cal format. Follow claim form completion instructions outlined in the Medi-Cal 

and Computer Media Claims (CMC) Billing and Technical manuals. 
• Send original claims only (printed with red “drop-out ink”).  
• Photocopies, carbon copies and computer-generated claim form facsimiles are unacceptable. 
• Separate individual claim forms. Do not staple original claims together. Stapling original claims 

together indicates the additional claims are attachments, not original claims that need to be 
processed. 

• Submit one claim form per set of attachments. 
• Tape undersized attachments to 8½ x 11 inch white paper using non-glare tape. 
• Do not use colored paper. 
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UB-04 Claim Completion Guidelines (Continued) 

Form Completion Instructions 
• Ensure that a valid HCPCS code is used for the date of service, with appropriate modifier if 

necessary. In addition, make sure that the revenue code is valid and on file. 
• Handwritten claims should be printed neatly using black ballpoint pen ONLY. 
• Only typed or computer-printed forms can be scanned by Optical Character Recognition 

(OCR) equipment.  
– Type all information using capital letters on forms.  
– For best possible clarity and accuracy, use 10-pt. pica type, six lines per inch. Do not 

use script or italic font. 
• Data must fall completely within the text space and should be properly aligned. 
• Undesignated white space (such as Box 2) and undesignated shaded areas or areas labeled 

“FOR F.I. USE ONLY” should be left blank.  
• Punctuation or symbols ($, %, &, /, etc.) must not be used except in designated areas. 
• Do not use highlighters or correction fluid on the hard copy claim or follow-up forms. Correction 

tape is acceptable. 
• Strike out incorrect information by drawing a line through the entire detail line from the left 

border of the Revenue Code field (Box 42) to the right border (Box 49). Enter the correct billing 
information on another detail line. 

Mailing Instructions 
To expedite the sorting and preparation of claims for scanning, do not fold or crease forms to fit into 
small-sized envelopes. Enclose forms in full-sized, color-coded envelopes supplied by the Fiscal 
Intermediary. 

 

 

 

 

 

 

 

 

Notes 
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UB-04 Claim Completion Guidelines (Continued) 

ELECTRONIC TRANSMISSION 
Computer Media Claims (CMC) submission is the most efficient method of Medi-Cal billing. CMC 
submission offers additional efficiency to providers because these claims are submitted and entered 
into the claims processing system faster. 

The following guidelines apply to claim forms submitted by electronic transmission: 

Submission Instructions 

• Claims may be submitted electronically via CMC telecommunications (modem) or on the 
Medi-Cal Web site. 

• Claims requiring hard copy attachments may be billed electronically. 

• Attachments must be accompanied by a Medi-Cal Claim Attachment Control Form (ACF) and 
mailed or faxed to the FI, HP Enterprise Services. The attachments must be completed as 
specified or they will not be linked with the electronic claim, resulting in claim denial. 

Billing Instructions 

Electronic data specifications and billing instructions can be located in the Medi-Cal CMC Billing and 
Technical Manual found on the Medi-Cal Web site. On the home page, click the “References” tab, 
then the “Technical Publications” link.  

Contact Information 

For additional information, contact the Telephone Service Center (TSC) at 1-800-541-5555. 

ADDITIONAL FORMS (ATTACHMENTS) 
MEDI-CAL CLAIM ATTACHMENT CONTROL FORM (ACF) 
An ACF makes it possible to process paper attachments. Under HIPAA rules, an ASC X22 
837v.4010A1 electronic claim cannot be rejected (denied) simply because it requires an attachment. 
The California Medicaid Management Information Systems (CA-MMIS) has been modified to process 
paper attachments submitted in conjunction with an 837v.4010A1 electronic claim. 

For each electronic claim requiring an attachment, a single and unique ACF must be submitted via 
mail or fax. Providers are required to use the 11-digit Attachment Control Number (ACN) from the 
ACF to populate the Paperwork (PWK) segment of the 837 transaction.  
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UB-04 Claim Form Completion Guidelines (Continued) 

Attachments must be mailed or faxed to the address below: 

Fiscal Intermediary 
HP Enterprise Services 
P.O. Box 526022 
Sacramento, CA 95852  
Fax:  1-866-438-9377 

The following guidelines apply to attachments submitted with a UB-04 claim forms. 

Attachment Policies 
• All attachments must be received within 30 days of the electronic claim submission. 
• Paper attachments cannot be matched after 30 calendar days. 
• To ensure accurate processing, only one ACN value will be accepted per single electronic 

claim and only one set of attachments will be assigned to a claim. 

Denied Claim Reasons 
• If an 837 v.4010A1 electronic transaction is received that requires an attachment and there is 

no ACN, the claim will be denied. 
• If no ACF or a non-original ACF is submitted, the attachments or documentation will be 

returned with a reject letter to the provider or submitter. 
• No photocopies of the ACF will be accepted. 
• The method of transmission must match the method of transmission indicated in the PWK 

segment; otherwise, the attachment will not link up with the claim and it will be denied because 
no attachment was received. 

ACF Order/Reorder Instructions 
To place an order for ACFs, or to reorder forms, follow the instructions below: 

• To order ACF documents, call TSC at 1-800-541-5555. 
• To reorder forms, complete and mail the hard copy reorder form. 

For more information regarding ACFs, refer to the Forms Reorder Request: Guidelines section 
(forms reo) in the Part 2 provider manual or visit the Medi-Cal Web site at www.medi-cal.ca.gov. 

Note: ACFs and envelopes are provided FREE of charge to all providers submitting 837 v.4010A1 
electronic transactions. 
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UB-04 Claim Form Completion Guidelines (Continued) 

 
ATTACHMENT CONTROL FORM EXAMPLE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ACF Example 
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UB-04 Claim Completion 
UB-04 Claim Form  

The UB-04 claim form is a national form; therefore, some fields are not required by Medi-Cal. The 
information presented in this module will focus on the claim form fields that apply to EAPC claims.  

Field Descriptions: 1 — 7 

Box # Field Name Instructions 
1 PROVIDER NAME, 

ADDRESS, ZIP CODE 
Enter the provider name, clinic address without a comma between the city 
and the state, and the 9-digit ZIP code without a hyphen. A telephone 
number is optional in this field. 

3a PATIENT CONTROL 
NUMBER 

(Optional Field) 
Enter the patient’s financial record number or account number in this field. 
A maximum of 20 characters may be used, but only 10 characters will 
appear on the Resubmission Turnaround Document (RTD) and 
Remittance Advice Details (RAD). 
Note: This field helps providers easily identify a recipient on RTDs and 

RADs. 
3b MEDICAL RECORD 

NUMBER 
Not Required for Medi-Cal 
Use Box 3a to enter a patient control number. 

4 TYPE OF BILL Required for Medi-Cal 
Enter the appropriate three-character type of bill code as specified in the 
National Uniform Billing Committee (NUBC) UB-04 Data Specifications 
Manual.  
Billing Tip: The type of bill code includes a two digit facility type code and a 
one digit claim frequency code. 

 

 

 

Sample Partial UB-04 Claim Form: Fields 1 – 7 
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UB-04 Claim Completion (Continued) 

Field Descriptions:  8 — 30 

Box # Field Name Instructions 
8b PATIENT NAME Enter the patient’s last name, first name and middle initial (if known). 

Avoid nicknames or aliases. 

10 BIRTH DATE Enter the patient’s date of birth, using an 8-digit MMDDYYYY (month, 
day, year) format (for example, September 16, 1967 = 09161967). 

11 SEX Enter the capital letter “M” for male or “F” for female. 

18 - 24 CONDITION CODES Condition codes are used to identify conditions related to the patient’s 
bill that may affect payer processing. These codes should be entered 
from left to right in numeric-alpha sequence starting with the lowest 
value. For example, if billing for three condition codes, “A1” (services 
related to Family Planning), “80” (Other Health Coverage) and “82” 
(Outside Laboratory), enter “80” in Box 18, “82” in Box 19, and “A1” in 
Box 20. 

25 – 30 CONDITION CODES Not required. The Medi-Cal claims processing system recognizes 
condition codes entered in Boxes 18 – 24 only. 

 
 

 
Sample Partial UB-04 Claim Form: Fields 8 – 30 
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UB-04 Claim Completion (Continued) 

Field Descriptions:  31 — 38 

Box # Field Name Instructions 
31 – 34 

a – b 
OCCURRENCE 
CODES AND DATES 
 

Occurrence codes and dates are used to identify significant events 
related to a claim that may affect payer processing. Occurrence codes 
and dates should be entered from left to right, top to bottom in numeric-
alpha order starting with the lowest value.  

Example: If billing for two occurrence codes “24” (accepted by another 
payer) and “05” (accident/no medical or liability coverage), enter “05” in 
Box 31a and “24” in Box 32a. 

 
Although the Medi-Cal claims processing system will only recognize 
applicable Medi-Cal codes, providers can include codes and dates billed 
to other payers in Boxes 31 – 34. The claims processing system will 
ignore all codes not applicable to Medi-Cal. Use these codes if the 
accident or injury was non-employment related: 

Code Description 
01 Accident/medical coverage 
02 No fault insurance involved – including auto accident/other 
03 Accident/tort liability 
05 Accident/no medical or liability coverage 
06 Crime victim 

Enter the accident/injury date in corresponding box (6-digit format 
MMDDYY). 

Note: Enter code “04” (accident/employment-related) in Boxes 31 through 34 if the 
accident or injury was employment related. Enter accident/injury date in the 
corresponding box. 

OUTPATIENT CLAIMS: Discharge date is not applicable. 

 

 
 

 
Sample Partial UB-04 Claim Form: Fields 31 – 38 
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UB-04 Claim Completion (Continued) 

Field Descriptions:  39 — 41 

Box # Field Name Instructions 
39 – 41 

 
VALUE CODES & 
AMOUNTS 

Enter value codes and amounts from left to right, top to bottom in numeric-
alpha sequence starting with the lowest value. Do not enter a decimal point 
(.), dollar sign ($), positive (+) or negative (-) sign. Enter full dollar amount 
and cents, even if the amount is even. 

Value codes and amounts are used to relate amounts to data elements 
necessary to process the claim. Although the Medi-Cal claims processing 
system only recognizes code “23,” providers may include codes and dates 
billed to other payers in Boxes 39 – 41. The claims processing system will 
ignore all codes not applicable to Medi-Cal. 

EAPC claims will use value code “23” to report the sliding fee scale 
amount collected from the recipient.  

 
 

 
Sample Partial UB-04 Claim Form: Fields 39 – 41 
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UB-04 Claim Completion (Continued) 

Field Descriptions: 42 — 43 

Box # Field Name Instructions 
42 REVENUE CODE EAPC CLAIMS PRIOR TO JULY 1, 2010: Not required 

EAPC CLAIMS ON OR AFTER JULY 1, 2010: Enter the appropriate revenue code.  

Billing Tip: Enter code “001” in Box 42, line 23 to designate the total charge 
line.  Enter the total amount in Box 47, line 23. 

43 DESCRIPTION OUTPATIENT CLAIMS: (Optional) Information entered into this field will help separate 
and identify the descriptions of each service. 
Note: If there are multiple pages of the claim, enter page numbers on line 23. 

Billing Tip: For outpatient claims, the description must identify the particular 
service code indicated in HCPCS/Rate field (Box 44).  

 
 

 

 
Sample Partial UB-04 Claim Form: Fields 42 – 43 
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UB-04 Claim Completion (Continued) 

Field Descriptions:  44 — 45 

Box # Field Name Instructions 
44 HCPCS/RATE EAPC CLAIMS PRIOR TO JULY 1, 2010: Enter the applicable procedure code. 

 
EAPC CLAIMS ON OR AFTER JULY 1, 2010:  Enter the applicable procedure code and 
modifier. The descriptor for the code must match the procedure performed and 
the modifier must be billed appropriately. 

All modifiers must be billed immediately following the HCPCS code in the 
HCPCS/Rate field (Box 44) with no spaces.  
 

45 SERVICE DATE OUTPATIENT CLAIMS: Enter the date the service was rendered in 6-digit format. 
 

 

 

 

Sample Partial UB-04 Claim Form: Fields 44 – 57 
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UB-04 Claim Completion (Continued) 

 

Field Descriptions:  46 — 57 

Box # Field Name Instructions 
46 SERVICE UNITS OUTPATIENT CLAIMS: Enter the actual number of times a single procedure or 

item was provided for the date of service 

Billing Tip: Although Service Units is a 7-digit field, Medi-Cal only allows 2 
digits. 

47 TOTAL CHARGES In full dollar amount, dollars and cents. Do not enter a decimal point (.) or 
dollar sign ($). Enter full dollar amount and cents, even if the amt. is even 
(e.g., if billing for $100, enter “10000” not “100”). 

Enter the total charge for all services on the last line or on line 23. Enter 
“001” in Revenue Code field (Box 42, line 23) to indicate this is the total 
charge line. 

Note: Up to 22 lines of data (fields 42 – 49) can be entered. It is acceptable to skip lines. 

To delete a line, mark with a thin line through the entire detail line (Boxes 
42-49), using a blue or black ballpoint pen. 

50 A  PAYER NAME OUTPATIENT CLAIMS: Enter “O/P MEDI-CAL” to indicate outpatient claim and 
payer. 

Billing Tip: When completing Boxes 50 – 65 (excluding Box 56) enter all 
information related to the payer on the same line (for example, Line A, B or 
C) in order of payment (Line A: other insurance, Line B: Medicare, Line C:  
Medi-Cal). Do not enter information on Lines A and B for other insurance 
(or Medicare) if payment was denied by these carriers. If Medi-Cal is the 
only payer billed, all information in Boxes 50 – 65 (excluding Box 56) 
should be entered on Line A. 

   

55 A  ESTIMATED AMT. 
DUE 

In full dollar amount. Do not enter a decimal point (.) or dollar sign ($). 
 

56 NPI Enter the appropriate 10-digit National Provider Identifier (NPI) number. 

57 OTHER PROVIDER 
ID 

Use only if the NPI is not entered in Box 56 and an identification number 
other than the NPI is necessary for the receiver to identify the provider. 
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UB-04 Claim Completion (Continued) 

Field Description:  60 

60 A  INSURED’S 
UNIQUE ID 

Enter the recipient’s 14-digit ID number as it appears on the Benefits 
Identification Card (BIC) or paper Medi-Cal card. 
 
Note: If the patient doesn’t have a Medi-Cal ID, use the birth date in 6-digit 
format (MMDDYY) and the first three letters of the last name. If there are 
less than three letters in the last name, use the letter “X” in place of the 
second and/or third letters.  
Billing Tip: Verify that the recipient is eligible for the services rendered by 
using the Point of Service (POS) network. 

 

 
Sample Partial UB-04 Claim Form: Fields 58 – 60 

 

Field Descriptions:  67 — 67A 

67 UNLABELED 
(PRIMARY DIAGNOSIS CODE) 

Enter all letters and/or numbers of the ICD-9-CM code for the primary 
diagnosis, including the fourth and fifth digits (if present). Do not include a 
decimal point. 
 

67A UNLABELED 
(SECONDARY DIAGNOSIS 
CODE) 

If applicable, enter all letters and/or numbers of the secondary  
ICD-9-CM code, including the fourth and fifth digits (if present). Do not 
include a decimal point. 

 

 
Sample Partial UB-04 Claim Form: Fields 63 – 77 
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UB-04 Claim Completion (Continued) 

Field Descriptions:  76 — 77 

76 ATTENDING OUTPATIENT CLAIMS: Enter the referring or prescribing physician’s NPI in the first 
box. 

 
77 OPERATING OUTPATIENT CLAIMS: Enter the rendering physician’s NPI in the first box. 

 

 
 

 
Sample Partial UB-04 Claim Form: Fields 76 – 79 
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UB-04 Claim Completion (Continued) 

Field Description:  80 

80 REMARKS Use this area for procedures that require additional information, justification or 
an Emergency Certification Statement.  
Billing Tips: If additional information cannot be completely entered in this field, 
attach the additional information to the claim on single-sided 8½ x 11 inch 
white paper.  
 

 
 

 
Sample Partial UB-04 Claim Form: Fields 80 – 81 
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UB-04 Claim Form Examples 

 
Figure 1. Example of Single-Encounter Visit Prior to July 1, 2010 
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UB-04 Claim Form Examples (Continued) 

 
Figure 2. Example of Single-Encounter Visit After July 1, 2010 
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UB-04 Claim Form Examples (Continued) 

 
Figure 3. Example of Dual-Encounter Visit Prior to July 1, 2010 
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UB-04 Claim Form Examples (Continued) 

 
Figure 4. Example of Dual-Encounter Visit On or After July 1, 2010 


