
ctm09
Pharmacy Billing – Request (Section 1.2.5)
1

Copyright Notice
Materials reproduced with the consent of the National Council of 

Prescription Drug Programs, Inc. (NCPDP) © 1988, 1992.
Pharmacy Billing - Request 
Each NCPDP Batch Version 1.1 transaction transmission 

(Section 1.2.5)
will include one or more NCPDP Telecommunication Standard Version 5.1 claim records each contained within a NCPDP Batch Standard Version 1.1 Transaction Detail Data Record.  Each claim record may contain between one and four claim details (prescriptions).

Diagram for a NCPDP Batch Standard Version 1.1 Transmission 

of a single claim

	Mandatory

	<Stx>
Beginning

Version 1.1
Batch Transaction Header Record

<Etx>
End

	Mandatory for Claim

	<Stx>
Beginning

Version 1.1 Transaction Detail Record 

Version 5.1 Claim Record

<Etx>
End

	Mandatory

	<Stx>
Beginning

Version 1.1 Batch Transaction Trailer Record

<Etx>
End


Diagram for a NCPDP Batch Standard Version 1.1 

Transmission of multiple claims

	Mandatory

	<Stx>
Beginning

Version 1.1
Batch Transaction Header Record

<Etx>
End

	Mandatory – 1st Claim

	<Stx>
Beginning

1st Version 1.1 Transaction Detail Record 

1st Version 5.1 Claim Record

<Etx>
End

	Mandatory – 2nd Claim

	<Stx>
Beginning

2nd Version 1.1 Transaction Detail Record 

2nd Version 5.1 Claim Record

<Etx>
End

	Mandatory – nth Claim (up to 9,999,999,997)

	<Stx>
Beginning

nth Version 1.1 Transaction Detail Record 

nth Version 5.1 Claim Record

<Etx>
End

	Mandatory

	<Stx>
Beginning

Version 1.1 Batch Transaction Trailer Record

<Etx>
End


The standard drug billing transmission (referred to within the above NCPDP Batch Standard Version 1.1 Transmission diagrams as Version 5.1 Claim Records) can be built by filling out the Header Segment, Patient Segment and the Insurance Segment once.  For each claim detail line, fill out the Claim Segment, Prescriber Segment, Coordination of Benefits/Other Payments Segment, Pricing Segment and Clinical Segment as a set for each claim detail.

The standard Version 5.1 Transmission may consist of a maximum of four Transactions or Claim Detail sets if no compounds are being billed.
Diagram for One Prescription

(within a NCPDP Batch Standard Version 1.1 Batch Detail Transaction Record)

	Mandatory

	Version 5.1 Transaction Header Segment

Segment Separator

Version 5.1 Insurance Segment
Segment Separator

Version 5.1 Patient Segment

	Mandatory – for single claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional – for single claim detail

	Segment Separator
Version 5.1Coordination of Benefits/Other Payments Segment
Segment Separator
Version 5.1 Clinical Segment


Diagram for Two Prescriptions

(within a NCPDP Batch Standard Version 1.1 Batch 

Detail Transaction Record)

	Mandatory

	Version 5.1 Transaction Header Segment

Segment Separator

Version 5.1 Insurance Segment
Segment Separator

Version 5.1 Patient Segment

	Mandatory – for first claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional –  for first claim detail

	Segment Separator
Version 5.1 Coordination of Benefits/Other Payments Segment

Segment Separator
Version 5.1 Clinical Segment

	Mandatory – for second claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional – for second claim detail

	Segment Separator
Version 5.1 Coordination of Benefits/Other Payments Segment

Segment Separator
Version 5.1 Clinical Segment


Diagram for Three Prescriptions

(within a NCPDP Batch Standard Version 1.1 Batch 

Detail Transaction Record)

	Mandatory

	Version 5.1 Transaction Header Segment

Segment Separator

Version 5.1 Insurance Segment
Segment Separator

Version 5.1 Patient Segment

	Mandatory – for first claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional – for first claim detail 

	Segment Separator
Version 5.1 Coordination of Benefits/Other Payments Segment

Segment Separator
Version 5.1 Clinical Segment

	Mandatory – for second claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional – for second claim detail

	Segment Separator
Version 5.1 Coordination of Benefits/Other Payments Segment

Segment Separator
Version 5.1 Clinical Segment


Diagram for Three Prescriptions (continued)

(within a NCPDP Batch Standard Version 1.1 

Batch Detail Transaction Record)

	Mandatory – for third claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional – for third claim detail

	Segment Separator
Version 5.1Coordination of Benefits/Other Payments Segment

Segment Separator
Version 5.1 Clinical Segment


Diagram for Four Prescriptions

(within a NCPDP Batch Standard Version 1.1 

Batch Detail Transaction Record)

	Mandatory

	Version 5.1 Transaction Header Segment

Segment Separator

Version 5.1 Insurance Segment
Segment Separator

Version 5.1 Patient Segment

	Mandatory – for first claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional – for first claim detail

	Segment Separator
Version 5.1Coordination of Benefits/Other Payments Segment

Segment Separator
Version 5.1 Clinical Segment

	Mandatory – for second claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional – for second claim detail

	Segment Separator
Version 5.1Coordination of Benefits/Other Payments Segment

Segment Separator
Version 5.1 Clinical Segment


Diagram for Four Prescriptions (continued)

(within a NCPDP Batch Standard Version 1.1 

Batch Detail Transaction Record)

	Mandatory – for third claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional – for third claim detail

	Segment Separator
Version 5.1Coordination of Benefits/Other Payments Segment

Segment Separator
Version 5.1 Clinical Segment

	Mandatory – for fourth claim detail

	Group Separator

Segment Separator
Version 5.1 Claim Segment
Segment Separator
Version 5.1 Pricing Segment

Segment Separator
Version 5.1 Prescriber Segment

	Optional – for fourth claim detail

	Segment Separator
Version 5.1Coordination of Benefits/Other Payments Segment
Segment Separator
Version 5.1 Clinical Segment


There are two types of data in the transaction format field labeled as “Pre-defined Values”.  Constant values, as defined by the NCPDP Version 5.1 standard, are to be coded as shown in the table.  These values are not enclosed by parentheses.  The application program submitting the data transaction will provide values for those fields that are enclosed by parentheses or those fields that are blank.

The “Size” column states the minimum/maximum size of the field.  If there is a number enclosed by parentheses, this specifies the maximum size that the Medi-Cal system can accept.  If a field is received that is longer than the Medi-Cal system can handle, all data past the maximum allowed length for Medi-Cal will be truncated (numeric fields will be truncated on the left, alpha/numeric fields will be truncated on the right).

In the following example, the Product/Service ID can have a minimum of 1 character and a maximum of 19 characters but Medi-Cal can only currently accept 11 characters for an NDC:

	407
	D7
	Product/Service ID
	A/N
	1 –19 (11)
	(Product/Service ID)


If only certain fields on a segment are optional, these fields will be shaded.  If the entire segment is optional (meaning it only needs to be sent if there is data needed on it to process the claim), then this will be noted under the Segment Heading.

Shaded fields are optional, should only be sent if there is data required in the field.

All dates are in the format ‘CCYYMMDD’ unless otherwise indicated.

NCPDP Telecommunication Standard Version 5.1 Transaction Header Segment

NOTE: Truncation within the Header Segment is not allowed.

	Field

Number
	Fld

ID
	Field Name
	Fmt
	Size
	Pre-defined Values

	101
	A1
	BIN Number
	N
	6
	610442

	102
	A2
	Version/Release Number
	A/N
	2
	51

	103
	A3
	Transaction Code
	N
	2
	B1 = Billing

	104
	A4
	Processor Control Number
	A/N
	10
	Not Used

	109
	A9
	Transaction Count
	A/N
	1
	1 = One Rx Billing

2 = Two Rx Billings

3 = Three Rx Billings

4 = Four Rx Billings

	202
	B2
	Service Provider ID Qualifier
	A/N
	2
	01  = NPI (National Provider Identifier)

05 = Medicaid (Medi-Cal Pharmacy Provider ID)

	201
	B1
	Service Provider ID
	A/N
	15
	Provider Number – 10 (This can contain a 9 byte Medicaid Provider ID in positions 1-9 and a space in position 10 or a 10 byte NPI.)
Last 5 characters – spaces

	401
	D1
	Date of Service
	N
	8
	(Date of Service – CCYYMMDD)

	110
	AK
	Software Vendor/Certification ID
	A/N
	10
	Not used.


Insurance Segment

	Field

Number
	Fld

ID
	Field Name
	Fmt
	Size
	Pre-defined Values

	SS
	
	Segment Separator
	A
	1
	X’1E’

	FS
	AM
	Field Separator
	A
	3
	X’1C’ AM

	111
	AM
	Segment Identification
	A/N
	2
	04 = Insurance

	FS
	C2
	Field Separator
	A
	3
	X’1C’ C2


	302
	C2
	Cardholder Identification Number
	A/N
	1 – 20 
	(Medi-Cal Recipient ID)

Must be 1 of the following:


1. CIN (9 characters) plus the Benefits Identification Card Issue Date (YYMMDD)*

2. MEDS ID (9 characters) plus the Benefits Identification Card Issue Date (YYMMDD)* 

3. BID  (14 characters) plus the Benefits Identification Card Issue Date (YYMMDD)*

4. BIC (14 characters) plus the Benefits Identification Card Issue Date (YYMMDD)*

* The Benefits Identification Card Issue Date is only required if indicated in the eligibility verification response. 




Patient Segment

	Field

Number
	Fld

ID
	Field Name
	Fmt
	Size
	Pre-defined Values

	SS
	
	Segment Separator
	A
	1
	X’1E’

	FS
	AM
	Field Separator
	A
	3
	X’1C’ AM

	111
	AM
	Segment Identification
	A/N
	2
	01 = Patient Segment

	FS
	C4
	Field Separator
	A
	3
	X'1C' C4

	304
	C4
	Date of Birth
	N
	8
	(CCYYMMDD)

	FS
	C5
	Field Separator
	A
	3
	X'1C' C5

	305
	C5
	Patient Gender Code
	N
	1
	0 = Not Specified

1 = Male

2 = Female

	FS
	C7
	Field Separator
	A
	3
	X'1C' C7

	307
	C7
	Patient Location
	N
	2
	0 = Not Specified

2 = Inter-Care

7 = Skilled Care Facility

8 = Sub-Acute Care Facility


Claim Segment

	Field

Number
	Fld

ID
	Field Name
	Fmt
	Size
	Pre-defined Values

	GS
	
	Group Separator
	A
	1
	X’1D’

	SS
	
	Segment Separator
	A
	1
	X’1E’

	FS
	AM
	Field Separator
	A
	3
	X’1C’ AM

	111
	AM
	Segment Identification
	A/N
	2
	07 = Claim Segment

	FS
	EM
	Field Separator
	A
	3
	X'1C' EM

	455
	EM
	Prescription/Service Reference Number Qualifier
	A/N
	1
	1 = RX Billing



	FS
	D2
	Field Separator
	A
	3
	X'1C' D2

	402
	D2
	Prescription/Service Reference Number
	N
	1 –7 
	(RX Number)

	FS
	E1
	Field Separator
	A
	3
	X'1C' E1

	436
	E1
	Product/Service ID Qualifier
	A/N
	2
	03 = National Drug Code (NDC)

99 = Other (used for Medical Supply claims)

	FS
	D7
	Field Separator
	A
	3
	X'1C' D7

	407
	D7
	Product/Service ID
	A/N
	1 – 19 (11)
	(NDC Number or Medical Supply Code)

	FS
	E7
	Field Separator
	A
	3
	X'1C' E7

	442
	E7
	Quantity Dispensed
	N
	1-10
	Implied Format = 9999999.999

For Field Number 442-E7, Quantity Dispensed, the following format will be required based on the date of service:

· For dates of service prior to 10/01/2002, the quantity dispensed must be submitted as a whole number, no decimal.  This requires that 3 zeroes be added to the quantity value due to the implied decimal format.  For example, if a quantity of 4 is to be submitted it must be submitted as 4000.  If other than zeroes are found in the 3 decimal positions, the claim will be rejected.

· For dates of service of 10/01/2002 or later, the quantity dispensed must be submitted with metric decimal quantities.




Claim Segment (continued)

	FS
	D5
	Field Separator
	A
	3
	X'1C' D5

	405
	D5
	Days Supply
	N
	1 - 3
	(Days Supply)

	FS
	D6
	Field Separator
	A
	3
	X'1C' D6

	406
	D6
	Compound Code
	N
	1
	0 = Not Specified

1 = Not a Compound

2 = Compound (Note: Currently NCPDP Batch Version 1.1 claims submitted with a Compound Code of 2 will be denied.  A future enhancement will add the functionality to allow compound claims via NCPDP Batch Version

 1.1 submission.  Compounds cannot be submitted through dialup to the VeriFone POS Network.)

	FS
	DK
	Field Separator
	A
	3
	X'1C' DK

	420
	DK
	Submission Clarification Code
	N
	2
	0 = Not Specified

7 = Medically Necessary (Indicates that Code 1 Restrictions have been met)

	FS
	C8
	Field Separator
	A
	3
	X'1C' C8

	308
	C8
	Other Coverage Code
	N
	2
	0 = Not Specified

1 = No other coverage identified

2 = Other coverage exists-payment collected

3 = Other coverage exists-this claim not covered

4 = Other coverage exists-payment not collected

5 = Managed care plan denial

7 = Other coverage exists-not in effect at time of service



	FS
	EU
	Field Separator
	A
	3
	X'1C' EU

	461
	EU
	Authorization Type Code
	N
	2
	1 = Authorization

3 = EPSDT (Early Periodic Screening Diagnosis Treatment)

6 = Family Plan. Ind.

Note: The Authorization Number (Field 462-EV) will only be mapped as a TAR number if the Authorization Type Code is one of the above values.

	FS
	EV
	Field Separator
	A
	3
	X'1C' EV

	462
	EV
	Authorization Number Submitted
	N
	1 – 12 (11) 
	(Tar Control Number)


Pricing Segment

	Field

Number
	Fld

ID
	Field Name
	Fmt
	Size
	Pre-defined Values

	SS
	
	Segment Separator
	A
	1
	X’1E’

	FS
	AM
	Field Separator
	A
	3
	X’1C’ AM

	111
	AM
	Segment Identification
	A/N
	2
	11= Pricing Segment

	FS
	DX
	Field Separator
	A
	3
	X'1C' DX

	433
	DX
	Patient Paid Amount
	D
	1 - 8
	(Patient SOC Collected s$$$$$$cc)

	FS
	DU
	Field Separator
	A
	3
	X'1C' DU

	430
	DU
	Gross Amount Due
	D
	1 - 8
	(s$$$$$$cc)
Total price claimed from all sources.  For prescription claim request, field represents a sum of ‘Ingredient Cost Submitted’  (4Ø9-D9), ‘Dispensing Fee Submitted’ (412-DC), ‘Flat Sales Tax Amount Submitted’(481-HA), ‘Percentage Sales Tax Amount Submitted’ (482-GE), ‘Incentive Amount Submitted’ (438-E3), ‘Other Amount Claimed’ (48Ø-H9)..

	FS
	DN
	Field Separator
	A
	3
	X'1C' DN

	423
	DN
	Basis of Cost Determination
	A/N
	2
	00 = Not Specified

09 = Other (Indicates Disproportionate Share / Public Health Service)


Prescriber Segment

	Field

Number
	Fld

ID
	Field Name
	Fmt
	Size
	Pre-defined Values

	SS
	
	Segment Separator
	A
	1
	X’1E’

	FS
	AM
	Field Separator
	A
	3
	X’1C’ AM

	111
	AM
	Segment Identification
	A/N
	2
	03 = Prescriber Segment

	FS
	EZ
	Field Separator
	A
	3
	X'1C' EZ

	466
	EZ
	Prescriber ID Qualifier
	A/N
	2
	01 = NPI (National Provider ID)

05 = Medicaid Provider ID
08 = State License

	FS
	DB
	Field Separator
	A
	3
	X'1C' DB

	411
	DB
	Prescriber ID
	A/N
	1 – 15 (10)
	(Prescriber ID)


COB/Other Payments Segment

Optional Segment – Only send if there is Other Payment information to be sent

	Field

Number
	Fld

ID
	Field Name
	Fmt
	Size
	Pre-defined Values

	SS
	
	Segment Separator
	A
	1
	X’1E’

	FS
	AM
	Field Separator
	A
	3
	X’1C’ AM

	111
	AM
	Segment Identification
	A/N
	2
	05 = COB/Other Payments Segment

	FS
	4C
	Field Separator
	A
	3
	X'1C' 4C

	337
	4C
	Coordination of Benefits/Other Payments Count
	N
	1
	1 = 1 set of data follows

Maximum of 1 occurrence supported by Medi-Cal.  If more than 1 occurrence is sent the transaction will be rejected.

Indicates the number of repetitions that follow for the fields in this grouping:

· Other Payer Coverage Type

· Other Payer Amount Paid Count

· Other Payer Amount Paid Qualifier

· Other Payer Amount Paid

	FS
	5C
	Field Separator
	A
	3
	X'1C' 5C

	338
	5C
	Other Payer Coverage Type
	A/N
	2
	99 = Composite (Indicates that the Other Payer Amount paid is the total received from all Payers)

Repeating field depending on count in field 337-4C.

	FS
	HB
	Field Separator
	A
	3
	X'1C' HB


COB/Other Payments Segment (continued)

Optional Segment – Only send if there is Other Payment information to be sent

	341
	HB
	Other Payer Amount Paid Count
	N
	1
	1 = 1 set of data follows

Maximum of 1 occurrence supported by Medi-Cal.  If more than 1 occurrence is sent the transaction will be rejected.

Indicates the number of repetitions that follow for the fields in this grouping:

· Other Payer Amount Paid Qualifier

· Other Payer Amount Paid

Repeating field depending on count in field 337-4C.

	FS
	HC
	Field Separator
	A
	3
	X'1C' HC

	342
	HC
	Other Payer Amount Paid Qualifier
	A/N
	2
	08 = Sum of All Reimbursement

Repeating field depending on count in field 341-HB

	FS
	DV
	Field Separator
	A
	3
	X'1C' DV

	431
	DV
	Other Payer Amount Paid
	D
	1 - 8
	(Other Coverage Amount for current payer – s$$$$$$cc)

This should contain the sum of all reimbursement from all Other Coverage Payers.

Repeating field depending on count in field 341-HB


Clinical Segment

Optional Segment – Only send if there are diagnosis codes to be sent

	Field

Number
	Fld

ID
	Field Name
	Fmt
	Size
	Pre-defined Values

	SS
	
	Segment Separator
	A
	1
	X’1E’

	FS
	AM
	Field Separator
	A
	3
	X’1C’ AM

	111
	AM
	Segment Identification
	A/N
	2
	13 = Clinical Segment

	FS
	VE
	Field Separator
	A
	3
	X'1C' VE

	491
	VE
	Diagnosis Code Count
	N
	1
	Medi-Cal supports up to 2 diagnosis codes.  The first occurrence will be considered the primary diagnosis and the second occurrence will be the secondary diagnosis.  All others will be ignored.

Indicates the number of repetitions that follow for the fields in this grouping:

· Diagnosis Code Qualifier

· Diagnosis Code

	FS
	WE
	Field Separator
	A
	3
	X'1C' WE

	492 
	WE
	Diagnosis Code Qualifier
	A/N
	2
	01 = International Classification of Diseases (ICD-9)

Repeating field depending on count found in field 491-VE.

	FS
	DO
	Field Separator
	A
	3
	X'1C' DO

	424
	DO
	Diagnosis Code
	A/N
	1 – 15 (6)
	Repeating field depending on count found in field 491-VE.

This field requires an explicit decimal point.  Medi-Cal accepts the ICD-9 diagnosis code format.  Therefore the maximum length Medi-Cal can currently accept for this field is 6 characters -- 5 characters plus an explicit decimal point.
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