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I. Introduction to HIPAA Claims Processing  
This documentation is intended to guide the User through the various phases involved with 
processing claims in the MACSIS HIPAA1 billing/payment system. In most cases this is done 
through the EDI (electronic data interchange) process. Claims may be entered into Diamond 
(MHHIPAA) manually, but the EDI process is the standard way for providers to submit claims 
through their local boards. The EDI process is an interactive process between the providers, 
boards and State staff (MOM team). 

This manual will walk you through the various stages and processes involved in the submission 
and adjudication of claims. If you still have questions after reviewing this document and 
appendices, please contact MACSIS Support at 1-877-462-2747 or e-mail MACSIS Support at 
MacsisSupport@mh.state.oh.us. 

II. Policies/Procedures Needed 
Board 

 When and how providers are to submit 837P claim file to board 
 When and how board is to submit electronic 837P claim file to Diamond 
 What documentation required (if any) to accompany/preclude submission of 837P 

claim file 
 Tracking methods 
 When/how to communicate held/denied claims to providers 
 Provider Appeals Process 
 Out-of-County Claims 
 Payment to providers 

Provider 
 Identification of erroneous claims 
 Correction of erroneous billed claims 
 Tracking methods 
 When and how to notify board of erroneous billings 

III. Background & Prerequisites 

Account Requests 
Before submitting claims through the MACSIS system the board staff person(s) responsible for 
receiving provider files and sending them to MACSIS must have a UNIX account as well as a 
MACSIS Account logon. They must fill out a Request for TCP/IP Access form and a MACSIS 
Account Request form. Both must be returned to:   

 
Ohio Department of Mental Health 
C/O MACSIS Account Coordinator 

                                                 
 
1 Throughout this document MACSIS HIPAA will be referred to as MACSIS. 

mailto:MacsisSupport@mh.state.oh.us
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Suite 1010 
30 East Broad Street 
Columbus, Ohio 43266-0414  
Or fax to: 614-752-6474 

837P Claim File and FTP Procedures 
The board staff person responsible for receiving provider files and sending them to MACSIS for 
processing should be familiar with basic UNIX commands and the FTP process. There are 
many software programs on the market that make FTP’ing files as easy as “drag and drop”. 
(The Ohio Dept. of Mental Health supports Ipswitch.) 

This person should also be familiar with the 837P file structure MACSIS Sample 837P UPI File, 
MACSIS 837 Professional Claim Technical Information Guide (v4010-UPI), MACSIS 
Sample 837P NPI File and MACSIS 837 Professional Claim Technical Information Guide 
(v4010-NPI) and the use of a text editor to troubleshoot problems that might arise. (The Ohio 
Dept of Mental Health supports Visual Slick Edit.) 

Subdirectory Structure for Claims-Related Files  
Each Board Consortium has been assigned a unique directory structure on MACSIS for 
uploading claim files and downloading reports and files.  

 
 /county/<board designation>/hipaa (For use when processing 837P v4010 files) 
  
 /holding State use only 
 /input used for submitting provider 837P claim files for production 
 /reject files that did not pass 837P validation 
 /reports all-non Diamond report files 
 /test files submitted for Tier 1 test 
 tier2test files submitted for Tier 2 test 
 
 /county/<board designation> 
 
 /extracts weekly extract zip files  
 /ra payment files 

File Naming Conventions 
There is a very specific naming structure for the claim files that are submitted to MACSIS. 
Incoming production UPI claim files must be named Axxxxxx#.julyy (8.5 format) while NPI claim 
files must be named Nxxxxxx#.julyy (8.5 format), where “xxxxxx” = the MACSIS UPI or Vendor 
number on behalf of whom the claims are being sent (right justified, zero-filled), “#” is a 
sequential number to identify separate and distinct file transmissions being sent on the same 
day, “jul” is the Julian date the file was created and “yy” is the year the file was created. 

Ex. UPI: A0010431.31402 would be the file name for the first file sent to MACSIS 
from provider UPI # 001043 on November 10, 2002 
 
Ex. NPI: N0010431.19406 would be the file name for the first file sent to MACSIS 
from provider UPI # 001043 on July 13, 2006 
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Incoming test claim files should be named similar to the production files, only the first character 
should be a “J” instead of an “A” for UPI claim files and the first character should be an “X” 
instead of an “N” for NPI claim files. 

Maintenance of Logbook 
A logbook or spreadsheet should be maintained by the board to track each production and test 
file that is received from providers. Files should be tracked through the entire Claims EDI 
process. Some fields you may want to include on your spreadsheet/logbook are: date file 
received, file name, verified by, claim date range, number of claim lines, total dollar amount, 
date FTP’d to MACSIS, batch name, date edit completed, date file posted, date APUPD run, 
RA/ERA/835’s received, RA/ERA/835’s distributed to providers, etc. 

IV. 837P Claims Testing and Approval Process 
Each provider must be approved before they can submit 837P claim files to the MACSIS 
system. Two levels of testing must be completed successfully before approval is granted. For 
detailed information and instructions, please refer to HIPAA EDI Claims File Testing and 
Approval and Submitting Test HIPAA EDI Claim Files for Approval.   
Note:  If a provider changes their software for producing 837P files, they must go through 
the testing process again and be approved by the State. If a software vendor makes 
programming changes to their software, the provider may be required to go through the 
approval process again, depending on whether the changes affect the creation of the 
837P file, the mapping of procedure codes, etc.  
Tier 1 Testing evaluates the form, structure and syntax of the claims EDI test file as it pertains 
to MACSIS-specific guidelines. 

Tier 2 Testing compares the test file to a copy of the MACSIS production (MHHIPAA) 
environment to simulate as close as possible how claims will be processed in a live 
environment. All files must be created by the provider’s software and no manual (or other) 
corrections or adjustments should be performed by provider, board or State staff. This is the first 
time data in the test file is compared to the data in the Diamond environment. 

When submitting claims files for testing (tier 1 or tier 2, UPI or NPI format) a MACSIS EDI 
Claims Testing Form must be completed. There are two versions of the file on the web. The 
electronic version is a Word document that can be completed and submitted electronically via 
email while the PDF version can be printed, completed and then faxed. Do not fax the Word 
version of the testing form. The highlighted fields are unreadable when faxed. 

Boards should verify the form is complete and then email or fax the completed document to the 
Office of Information Services, Ohio Department of Mental Health at 
macsistesting@mh.state.oh.us or 614-752-6474 (fax), after the test file has been placed in the 
appropriate FTP directory. All information is required to process the request. 

V. HIPAA Claims Processing 
All Medicaid and non-Medicaid services (including prevention) that are paid in whole or in part 
by public dollars are to be processed through MACSIS. These claims are to be submitted 
electronically. The provider submits the files to the board and the board then sends the files to 
MACSIS.   

mailto:macsistesting@mh.state.oh.us
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Providers must have software that can produce an electronic 837P file. Each provider must 
pass a multi-step testing process before they will be approved to go-live on claims (see 
Section IV.). Once a provider is approved for ongoing claim submission, these claim files 
should be sent to the board on a regular basis. Each board’s policies will dictate when these 
files can/should be submitted, but boards must process files on a weekly basis. 

Pseudo Claims Processing 
Services submitted under Pseudo UCI’s are processed in the same manner as those submitted 
for regular UCI’s. Whether the claims are entered manually or through an electronic 837P file 
the same field requirements must be met. Modifiers, diagnosis codes and place of service 
codes are all procedure code driven. Refer to “MACSIS Procedure Codes - ODMH” and 
“MACSIS Procedure Codes - ODADAS” for modifier and diagnosis code requirements.)  

For AOD prevention services, providers should pass service delivery information in the control 
number fields on the 837P claims file (Loop 2300, CLM01 or Loop 2400, REF02. The service 
delivery information identifies the population characteristics of those who received the 
prevention service and should be formatted as follows: 

• Delimited, not fixed-length format 

• Delimiters are letters which identify the values immediately following the letters 

• Order of delimiters is: 
o U, S or I to indicate “universal, selected or indicated” statistics, M = # of Males, F 

= # of Females, S = # under the age of 21, T = # between ages of 21 and 44, U = 
# between ages of 45 and 64, V = # 65 and over, W = # of Whites, Not Hispanic, 
B = # of Blacks, Not Hispanic, N = # of Native Americans, A = # of Asian or 
Pacific Islander, H = # of Hispanic/Latino 

• Examples: 
o Universal, 20 males, 100 Females, 75 under 21, 45 age 24-44, 65 White, 40 

Black, 15 Mexican would be sent as : UM20F100S75T45W65B40H15 

o Selected, 25 males, 0 Females, 25 65 and Over, 25 White would be sent as: 
SM25V25W25 

• As a matter of explanation, one can apply the IOM framework to an adolescent 
population: 
Universal - all students at Smith High School 
Selected - survey results show that the transition from 8th-9th grade is often 
accompanied by increased ATOD use, so the program targets all freshmen (at risk). 
Indicated - freshmen who have violated school ATOD policies. 

• If one were to apply the IOM framework to an adult population: 

Universal - all senior citizens living in Smith City 
Selected - all senior citizens living in Smith City who take prescription medications 
Indicated - all senior citizens living in Smith City who drink alcohol and take 
prescription medications 

If prevention services are provided, for example, to two elementary classes, once in the 
morning and once in the afternoon, the control number should be calculated with the 



 5

number of attendees totaled. Please note that the submission of service data delivery 
via the 837P file replaces the requirement to submit MDS data separately. 

NOTE:   To accommodate the use of the 837P control number fields for both service delivery 
data and provider-assigned control numbers, prevention providers have the option of placing a 
“Z” between the service delivery data and their provider-assigned control number. For example 
in the above case, the program would report:  UM20F100S75T45W65B40H15Z##### where 
##### provides uniqueness to the provider-assigned control number. This information will be 
returned to the provider on the 835 Health Care Claim/Payment Advice file in the appropriate 
control number data elements.   

Pseudo clients are to be used to bill for non-client specific services (services that are not limited 
to a single member at a time), such as hotline, prevention, community education, training, etc. 
Refer to ODADAS-ODMH Guidelines, Topic 44. Data Content Policies). 

Pseudo client UCI’s must be entered manually by the board following the guidelines established 
on Page 7 of the Board Operations Manual - Member Section. 

VI. Negative Offset Amounts for Claims with Other 
Insurance 

Diamond version 8+ has a feature that prevents the net amount from being negative via a 
(hidden) field called “Negative Offset Amount” that should result in less manual work for 
negative claims. Claims with a NEGPA reason code are automatically denied under Diamond 
version 8+. 
 
When what would normally be a negative net amount occurs for payable claims (due to other 
insurance payments exceeding the allowed amount or when a co-pay is applied in conjunction 
with other insurance), Diamond version 8+ populates the “Negative Offset Amount” field with the 
value that would make the net amount zero.  When viewing the claim online, a blinking asterisk 
appears next to the “withhold amount” field when there is an offset amount for the claim. When 
you press F6-E from the detail screen (Examine hidden fields), the offset amount and reason 
code (NEGPA) are displayed. The reason code definition is “negative paid amount” and will 
always be valued to this code.  
 
Note: Boards no longer need to manually adjust the co-pay amount when other insurance is 
involved in payment to make the net amount zero. The system will automatically calculate the 
adjustment to make the net amount zero.  

Boards that manually calculate the co-pay by subtracting the insurance amount from the 
allowed amount and THEN calculate the co-pay will need to continue this manual calculation 
since they are still paying a portion of the cost. 

http://www.mh.state.oh.us/ois/macsis/manuals/hipaa.member.manual.pdf
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Examine Hidden Fields Screen (Displays Negative Offset) 

VII. Claims Roll-up (Same-Day Service Reporting) 
In order to assure ODJFS (Ohio Department of Jobs and Family Services) that providers are not 
billing for the same service episode twice, MACSIS has been configured to check for duplicate 
claims based on the same service provided to the same client by the same provider on the 
same day with the same modifier codes 1 and 2 (and for MH Medicaid – place of service). 
ODJFS removed the duplicate claim edits from their system and, therefore, duplicate checking 
is no longer being performed in the manner it was pre-HIPAA.  

New procedures have been implemented that require valid “same-day” services to be rolled up 
to one service line on the claim before submitting to MACSIS. Claims that are not rolled-up 
(summed) will be denied and will have a denied reason code of DUPLY.  

“Same-day service” means the combination of UPI, UCI, date of service, procedure code, 
modifier codes 1 and 2 and place of service code (MH Medicaid reimbursable services only). 
These combinations result in the same medical definition (i.e., adjudication category) in 
MACSIS.  

Exception: When claims are rolled-up, the place of service code should be ignored except 
same-day MH Medicaid services with the place of service codes of “99” or “51”. These claims 
should not be summed with the other same-day service claims. All MH Medicaid same-day 
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services with a place of service code of “99” should be rolled-up together and all same-day MH 
Medicaid service claims with a place of service code of “51” should be rolled-up together. 
Please refer to ODMH Same Day Service Reporting - Roll-up Categories for Duplicate 
Checking and ODADAS Rollup Categories Used for Duplicate Claim Checking.  

Rounding conventions should be applied to episodes of treatment occurring on the same day 
after summing the total number of service minutes. Refer to the rounding conventions provided 
in Section 44C of the ODADAS-ODMH Guidelines for more information. 

When a same-day service claim comes in after the initial claim was submitted the “straggler” 
claim would be denied as a duplicate claim. Follow the Procedure for Claim Corrections 
Within MACSIS to correct these “straggler” claims. 

VIII. Manual Claims Entry 
There will be times when board staff will need to enter claims manually into the Diamond system 
(i.e., claims correction). The procedure for entering a claim manually is outlined below: 

1. At the Diamond main menu, type: OPCLM (outpatient/professional claims) 

2. The next screen asks for Batch Number and Received date - enter through these fields 

3. The next screen is the Outpatient and Professional Claims main screen (header screen) 
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• The first thing you must do is enter the Date which is the date of service 

• Next you will hit enter and Diamond will assign a claim number in the Claim No. field 
(if you were making corrections/reversals, etc. you would enter the actual claim 
number) 

• Enter through the Thru and Auth No. fields 

• Enter the UCI number of the member you are entering services for in the Member 
field and enter “00” (person no. field). This will automatically populate the Member 
Information (client’s name, age, DOB, sex, group, plan, LOB, panel and group 
name). It is critical to make sure the information you are entering is correct. 

• Enter through the Ref Prov field and enter the UPI number for the provider who is 
providing the billable service. The Provider Overview will automatically pop-up. You 
will then need to highlight the appropriate Provider Address and hit enter. 

i. The first provider address (contains the actual address of the provider) is 
chosen for all services that are attached to the primary price schedule 
“P0” or the alternate price schedule “A0” 

Blank OPCLM Claim Header Screen
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ii.  The second provider address (AODINDIV) should be chosen if the 
service is for AOD Individual Counseling (primary price schedule “P1”) or 
AOD BH Hotline (alternate price schedule “A1”). 

iii. The third provider address (MHGROUP) should be chosen if the service 
is for MH BH Counseling/Therapy - Group or MH Community Psychiatric 
Supportive Treatment - Group (primary price schedule “P2”). 

• This will automatically populate the Provider information (provider name, provider 
address flag, type, specialty and participation status). The Prov Addr Flag 
information will be highlighted. Hit enter. 

• The “Y” in the PAR field will now be highlighted. Hit enter and this will take you down 
to Claim Information.  

• The Vendor information (vendor number name) is now automatically populated. Hit 
enter and the fields Cov Prov and Cov Prov Method are now populated. 

• Enter the place of service in the Serv Place field. 

• Enter through the Serv Reason field and the Acc/Symp Dt field. 

• You now come to the four diagnosis fields. Enter a valid diagnosis code (if required) 
in the Dx1 field. You can enter up to three more diagnosis codes, if applicable, or 
enter through the fields 

• Today’s date will automatically be placed in the Rec’d field, press enter. 

• Enter through the UTILUSER1 field. 
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• If you know the CLIENT ID (this is the provider’s ID for the client that they use in their 
software/system) enter it, if not enter through the field. 

• Enter the total amount billed for the service in the TotBil field and press enter. 
Remember: If the total billed is $100.00, you must enter 10000 - the decimal 
point is automatically entered by the system. 

Note: A warning message of “Possible duplicate of claim no:…..” may appear after 
you enter the TotBil amount. This does not necessarily mean the claim is a 
duplicate. A warning message on the header screen just means that the client has 
received other services from this provider on the same day and the claim may be a 
duplicate. If the claim is in fact a duplicate, a warning message will appear on the 
detail screen that says “Duplicate of claim no:……”. 

• Enter through the field Batch No. unless your board assigns a batch number 
manually. 

• Your security code should automatically be inserted in the Sec field. Press enter. 

• You will now have a choice of: A-adjudicate, P-price, S-save or L-lose changes (F7 
for letters is not used). The system default is “A”. Select “A” if it is not already 
chosen, press enter. “A” prices and adjudicates the claim line. 
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The screen below is a completed header screen. 
 (Member UCI and name have been blanked out). 
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• This will now take you to the claim detail screen. The Claim Header information will 

already be populated. 

• The prompt will be at the Line field in the Line Item Detail section of the screen. 
(See screen shot of Claim Detail screen - above.) 

Note:  If you make a mistake when entering the Procedure Code (Proc), Modifier (Mod), 
Quantity (Qty) or Billed Amount you should hit “Home” and start over entering the detail 
information. Not starting over could cause the claim line to not price and adjudicate 
accurately. 

• Enter through the Line field and the Adjustment field (a value would be entered 
here if you were making an adjustment/reversal to a previous claim). 

• The Date of Service field will be populated from the Date field in the Claim 
Header. 

• Hit enter and the Thru Date will be populated with the same date as the Date of 
Service field. (Per Medicaid Policy, a range of dates of service is not permissible 
for behavioral health services. For services administered over a range of dates, 
only a single date of service should be provided.) 

• Insert the procedure code in the Proc field, press enter.  

• There are four modifier fields (Mod1, Mod2, Mod3 and Mod4). Enter the 
modifier(s) in the appropriate modifier field(s). Press enter. 

o Refer to MACSIS Procedure Codes - ODMH and MACSIS Procedure 
Codes - ODADAS for what modifiers can be used with each procedure 
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code and MACSIS MH HIPAA Modifier Code Table and MACSIS AOD 
HIPAA Modifier Code Table for descriptions of the modifier codes. 

o Mod3 and Mod4 are not used to adjudicate the claim and are for board 
assigned informational purposes only. 

• The DxPtr (diagnosis pointer) field is automatically valued to 1. If more than one 
diagnosis code is entered, this value should point to the diagnosis code that is 
the primary diagnosis for the service being billed. If 1 is the correct value, press 
enter. If the value is other than 1, enter the correct value and press enter. 
However if you enter other than 1, Diamond does not use that diagnosis for 
adjudication purposes. 

• Key in the units of service in the Qty field, press enter. If the units of service 
contains a decimal, you must key in the decimal point otherwise 1.5 units 
becomes 15 units. 

• The POS (place of service) field will automatically be populated from the Claim 
Header. 

• Record the billed amount in the Billed field remembering to enter $100.00 as 
10000, press enter. 

• The Allowed field will automatically be filled in, press enter. 

Note: If the claim is a duplicate of another claim this is when you will see the 
warning: “Duplicate of claim no: ……”. 

• The client Copay field will automatically be populated if a client has a rider code 
in MACSIS. 

• Enter through the remainder of the fields unless you have an Other Carrier 
amount that needs to be entered in the OthCarr field, in which case you would 
also need to enter the “Other Carrier Reason Code” in the OthCarr Rsn field. 

• The remainder of the fields (listed below) will be populated automatically by the 
adjudication process. 

Allowed Rsn - Allowed Reason Code 
Copay Rsn - Copay Reason Code 
Medical Def - Medical Definition 
Claim Stat - Claim Status 
Proc Stat - Processing Status 
Company - Company Code 
G/L Ref - General Ledger Reference 
 

NOTE:  If the claim is for AOD Individual Counseling or AOD BH Hotline (provider 
address 001 - AODINDIV) or for MH BH Counseling/Therapy - Group or Community 
Psychiatric Supportive Treatment - Group (provider address 002 - MHGROUP), and 
the incorrect modifier is entered on the claim detail line, the claim defaults to the 
rate on the primary price schedule which is associated with provider address 000. 
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The screen below is a completed claim detail screen (UCI has been blanked out). 

 
Note:  Remember that if you enter a second claim line (002) and it is a Medicaid payable 
service, it will never be extracted and sent to ODJFS for payment. 

IX. EDI Claims Process Overview for 837P 
1. Board receives and verifies file from provider 

There are a number of ways that providers may submit claim files to a board. The 
board may receive the file electronically or via a floppy disk. The board should have 
a notification form that the provider completes for each claim file they send to the 
board. This form should contain the name and UPI number of the provider submitting 
the file, the date the file is being sent, the name of the file, the number of claim lines 
and the total dollar amount of the claims in the file, the period the claims are for and 
the person submitting the file. This form should be either faxed or emailed to the 
board when the file is electronically transferred, or be delivered with the floppy disk. 
This serves as a record for the provider and as a notification to the board of an 
incoming claim file. 

Once a board has received the file, it should be logged and the file should be verified 
that it is readable, that the file has been named correctly and it is not a duplicate file. 
Boards are encouraged to validate the file to make sure it passes basic HIPAA EDI 
format requirements. 

Boards should not be rejecting claim files from providers for reasons other than the 
same reason the State would reject the file (ex. , bad file name, duplicate file sent, 
invalid file format) UNLESS the provider mutually agrees it is in their best interest to 



 15

resubmit the file. This issue has Medicaid Policy implications. On January 21, 2004 - 
Margie Herrel noted that ODJFS' has historically cautioned any board from rejecting 
a claim file that might contain valid payable Medicaid claims. The EDI sub-committee 
agreed to recommend the best practice of not rejecting a claim file for any other 
reason than as rejected by the State. It is important to note this is a board level 
recommendation in regards to 837P files only. The State will process claim files as 
approved by individual boards, even if some critical errors are included in the file. 

NOTE: Boards should verify that the files are named correctly. For 837P – UPI 
files the naming convention is Axxxxxx#.julyy and for 837P – NPI files the 
naming convention is Nxxxxxx#julyy. (Refer to the section on File Naming 
Conventions.) 

2. Board FTP’s file to MACSIS 

Once the file has been logged and verified it is ready to be FTP’d to the MACSIS 
system. There are many products on the market for this purpose. Make sure you 
transfer the file in ASCII mode. 
 
The file should be FTP’d to the board’s county/hipaa/input/ directory. 

  
3. File is checked to make sure submitting provider has passed Tier 2 and has been 

approved for production. 

4. File is checked for duplicate submissions of the same filename. 

Any duplicate file submissions will be rejected. 

5. MOM moves file and performs “surface” examination (OVERNIGHT Process) 

A SAS program will move the 837P files from your county/hipaa/input/ directory (an 
archived copy of your original file will not be stored on the MHHUB server) and 
perform a surface examination much like Hublink did on the HCFA file. The program 
check for various errors and the file may be rejected for a number of reasons (see: 
Overnight Program Errors). 

6. E-mail is sent to the Board Claims/EDI Notice Group as well as the MACSIS 
Support Desk. The e-mail will also contain a copy of the report in PDF format. 
Refer to Sample EDI Notice and PDF Report File. 

7. Copy of the above e-mail as an ASCII file is FTP’d to your /hipaa/reports/ 
subdirectory along with a copy of the PDF Report File.  

Naming convention for the ASCII file is XXB.DDMONYY.TXT  (25B.03JUN04.TXT) 
where XX would be replaced by your MACSIS Board Code, DD is the day, MON is the 
month and YY is the year. 

Naming convention for the PDF Report file is 
XXB.DDMONYY.OVERNIGHT.1.REPORT.PDF 
(25B.03JUNE04.OVERNIGHT.1.REPORT.PDF) where XX would be replaced by your 
MACSIS Board Code, DD is the day, MON is the month and YY is the year. 
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8. Rejected files are moved back to your /hipaa/reject/ subdirectory 

9. Files that pass are moved to a holding area on another server 

The files will then be processed based on your assigned HIPAA processing day.  

10. Weekly report is produced on your assigned claims processing day and includes 
information on all files accepted during the overnight process. This report is e-
mailed to the Board/Claims EDI Notice Group as well as the MACSIS Support Desk. 
The e-mail contains the report in PDF format. A copy of this report is also FTP’d to 
your /hipaa/reports/ subdirectory. Refer to Sample EDI Weekly Report. 

Naming convention for the PDF file is: 
XXX.DDMONYYYY.WEEKLY.PROCESS.REPORT.1.PDF 
(25B06JUN2006.WEEKLY.PROCESS.REPORT.1.PDF)  where XXX would be replaced 
by your MACSIS board code, DD is the day, MON is the month and YYYY is the year.  

11. Mom runs claims EDI – Edit mode 

The MOM Production Control staff processes the board’s file(s) in Diamond in edit 
mode and assigns the Batch ID. The format for Batch ID is Axxxyyjjj (e.g., where 
xxx is board number and type, yy is the year, and jjj is the Julian date so for Franklin 
for today it would be A25B03265). 

Six reports are created by MOM and are FTP’d to your /hipaa/reports/ subdirectory. 
MOM will notify the board by email that the edit process is complete and that the Edit 
reports are ready. 

12.  Board review & determination of whether to post batch 

• Check your email for notification from MOM  
• Check /hipaa/reports/ subdirectory as to status of the weekly run 
• Check /hipaa/reject/ subdirectory, notify provider, and update logbook 
• Download the PREDI Edit reports and review/print reports 
• Determine if batch should be posted and notify MOM within 5 calendar days 

13. MOM runs claims EDI – Post mode 

• MOM processes file in Post mode 
• MOM runs OPLST and Post reports on posted claims 
• MOM FTP’s reports to board /hipaa/reports/ subdirectory 
• MOM notifies board via email that post is finished 

14. Work claims reports 

• Review critical error report and notify providers of rejected claims that need to be 
resubmitted 

• Review non-critical error report and research/notify provider 
• Check held claims to determine why and research, fix or deny 
• Check denied claims and notify provider 
• Check post report for duplicate warnings and rejects/adjustments 
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15. Delete report files stored in UNIX subdirectories 

X. Claims EDI Edit Reports  
After MOM runs claims through the EDI edit mode there are six reports that are created. These 
reports are found in the /hipaa/reports/ subdirectory and should be downloaded and saved (they 
will be overwritten next time the EDI edit process is run). After the reports have been 
downloaded and printed, they should be deleted from your UNIX directory. (The PREDI-P report 
is very large and printing of the entire report is not recommended). Each report should be 
reviewed and the proper action taken. 

Description of EDI Edit Reports 
Descriptions of each report and the action required by the board staff are as follows (for 
samples of the reports see the Reference Documents section or Working PREDI Edit 
Reports section):  

REPORT NAME: CLAIMS EDI JOB LOG 
Report ID: 000 PREDI-J 
Frequency: Generated one per batch – in edit mode 
Purpose: Provides time stamped detail of EDI functions performed on batch. This 

is one of the most important reports to determine whether a batch should 
be posted. It provides a summary showing the number of claims, critical 
errors, non-critical errors, rejected claims and accepted claims 

Notes: • This report is used in conjunction with the critical and non-critical 
error reports to determine whether a batch should be posted. 

• If the non-critical error rate is high, it may be due to something as 
simple as one missing PROCP record or the wrong price schedule on 
a PROVC record. While the records with non-critical errors could be 
posted and corrected in Diamond, it may be easier to enter the 
missing support table record and reprocess entire batch. 

Action Required: Review and determine the overall error rate for batch and evaluate 
quantity vs. types of errors to decide whether to post the batch. 

 

REPORT NAME: DETAIL CLAIMS REPORT 
Report ID: 001 PREDI-D 
Frequency: Generated one per batch – in edit mode 
Purpose: Provides summary of each claim that was submitted within the batch 
Notes: Shows line by line listing of each claim within the batch showing whether 

accepted or rejected. 
Action Required: None required 

 

REPORT NAME: CRITICAL ERRORS REPORT 
Report ID: 002 PREDI-C 
Frequency: Generated one per batch – in edit mode 
Purpose: Shows records that have missing or invalid data, generally from the 

header. These records will not be posted into Diamond when/if the batch 
is posted.  
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Notes: • This report should be used in conjunction with the PREDI-D report. 
• Common problems include provider not found, subscriber not found, 

diagnosis not found, procedure not found, modifier not found, etc. 
• MBRIN (member ineligible at the time of service) now causes a 

critical error - (DTL600) No Company/GL Ref assigned - Prevents 
“OHIO” claims from getting into Diamond 8+ 

o Several related non-critical errors also appear 
Action Required: If this batch is posted, the provider for each claim on this report will need 

to be contacted to correct and resubmit the claim. 
 

REPORT NAME: NON-CRITICAL ERRORS REPORT 
Report ID: 003 PREDI-N 
Frequency: Generated one per batch – in edit mode 
Purpose: Shows records that have errors that are non-critical, but require follow-

up. These errors are generally at the claim detail level. 
Notes: The following are common errors: 

• Imperfect Patient No. Match 
• Error OPE088 occurs when the provider address on the 837P does 

not match exactly the provide address in the PROVF keyword 
• No provider contract record found 
• Unable to use price rule 00 
• No company or G/L reference code assigned 

Action Required: If Imperfect Match, claim will still process. May want to coordinate with 
provider to correct and eliminate future problems. 
Otherwise, claim will be held or denied based on BRULE’S in effect. 
Board will need to research and correct claim if appropriate, then re-price 
and adjudicate. 

 

REPORT NAME: AUTH LINK REPORT 
Report ID: 004 PREDI-A 
Frequency: Generated one per batch – in edit mode 
Purpose: To determine if a valid authorization record exists for each claim 
Notes: This functionality is turned off at this time. The interaction between 

authorizations and claims EDI is turned off. It may be implemented in the 
future. This report is always empty. 

Action Required: None 
 

REPORT NAME: PRICING AND ADJUDICATION REPORT 
Report ID: 005 PREDI-P 
Frequency: Generated one per batch – in edit mode 
Purpose: To identify the logic used for pricing and adjudication for each claim 

within the batch. 
Notes: It is recommended that this report be carefully examined during the go-

live testing process. Due to the length of this report, after go-live it is not 
recommended to print this report on an on-going basis. For questions on 
a specific individual claim, can view details by selecting claim, re-
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adjudicate (F6, B),  then view pricing (F6, P) and/or adjudication (F6, D) 
Action Required: Review pricing to make sure provider is billing correct amount and that 

necessary PROVC and PROCP records exist in Diamond. 

Posting/Canceling a Batch 
Once you have reviewed all of the edit reports, the decision must be made whether the batch 
should be posted. You have 5 calendar days in which to notify the MOM production staff 
whether to post or cancel the batch. This must be done via email. 

There may be instances where a board needs to cancel a run due to incorrect builds and/or 
incorrect rates. Look very closely at the edit reports to determine what the errors are, how many 
providers would be affected, how many claims would have to be resubmitted and how many, if 
posted, are going to require manual intervention by board staff.  

If you decide to cancel the run, notify MOM via email. (Remember to keep your logbook up-to-
date.) Review the provider files to determine which 837P file(s) is causing the errors. Notify the 
provider(s) of the problems and ask them to resubmit their file. 

If you decide to post the batch, notify MOM via email to post your file. You will then be notified 
by email when the post is finished and that your post reports are available.   

*It is recommended that all boards keep copies of all 837P files submitted at least until they 
have been posted because archived copies of the file will no longer be kept on the MHHUB 
server. This way if you have to cancel the posting of the batch and only one provider needs to 
resubmit, you will already have copies of the 837P claim files for the other providers to load into 
your board’s /hipaa /input/ directory. For Medicaid claims, you may want to wait until they have 
made it through the double loop process. Files that are resubmitted must be renamed by 
incrementing the counter to the left of the decimal in the file name (ex. Original file - 
A0010431.31402, resubmitted file - A0010432.31402). 

Best Practice:  Put all source 837P files, PREDI reports and POST reports together into a 
subdirectory/CD. 

Working PREDI Edit Reports 
Whether or not you have posted the batch, the Edit Reports should be reviewed and providers 
notified of errors that need to be corrected. This will prevent the same errors from coming 
through in either the resubmitted 837P files or in future 837P files 

PREDI-J/Claims EDI Job Log  

This report (see Sample PREDI-J Edit Report) provides time stamped detail of the various 
EDI functions performed on the batch, as well as a summary of the number of claims, critical 
errors, non-critical errors, rejected claims and accepted claims. The summary totals should 
be checked against your logbook to make sure they agree. This report should be reviewed 
when determining whether to post a batch. If this report shows critical and/or non-critical 
errors board staff should review the other Edit Reports to determine what the errors are and 
what is causing them. Is there a support table record that needs to be added; are providers 
entering dates incorrectly, etc.? If it is a support table record that needs to be added, cancel 
the run, enter the record and ask for a second edit run. If you do not cancel the run and you 
add a support table record, the table fix will not be in effect when the file is posted. If it is a 
provider problem, notify the provider and have them make the corrections in their system 
before they resubmit their 837P claim file. 
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Note:  Any critical errors will cause the last line of the log to say, “Process EDI 
Transaction set job is terminated because of fatal errors”. Disregard this error 
message. 

PREDI-D/Detail Claims Report 

This report (see Sample PREDI-D Edit Report) provides a summary of each claim that was 
submitted in the batch and shows whether it was accepted or rejected. The claims that were 
rejected are due to critical errors. These will also show up on your Critical Error Report 
(PREDI-C). This report is a quick overview and requires no action to be taken by the board 
staff. The report, however, could be imported into a spreadsheet/database in order to 
summarize accepted/rejected claims by provider or member. 

PREDI-C/Critical Errors Report 

This report (see Sample PREDI-C Edit Report) shows all records with missing or invalid 
data. These are the same claims that showed as rejected claims on the PREDI-D report. 
This report is very important because it is the only report that shows all rejected claims and 
their errors that need to be resubmitted by providers if the batch is posted. (Refer to PREDI 
Error Codes.) Board staff should review this report, determine the corrections needed and 
notify the provider. The provider staff should be made aware that these claims would need 
to be resubmitted. 

You will notice that many of the errors on this report come in pairs. For example:  FATAL 
OPE010 Patient Person Number cannot be determined will automatically cause FATAL 
OPE015 Claim Line Rejected!! Patient Not Found. Because Diamond could not match the 
member, it could not process the claim. Correcting the first error will automatically take care 
of the second. The error could be as simple as the member’s first name in Diamond is 
Edward and the provider has his first name as Eddie. (See the section on “Calculating the 
Person Number”.) 

Any critical error (i.e., OPE005, OPE006, OPE010) that cannot determine the member, 
whether it cannot match the name, missing UCI, invalid UCI, etc., will also cause an OPE015 
Claim Line Rejected!! Patient (or Subscriber) Not Found error. 

When a member is ineligible at the time of service the critical error DTL600 - No 
company/GL Ref assigned is generated. This is because the client is not in a plan and 
therefore belongs to no company. This situation also results in several non-critical errors. 
This error used to result in a non-critical error and created what was known as an OHIO 
claim 

PREDI-N/Non-Critical Errors Report 

This report (see Sample PREDI-N Edit Report) shows errors that, unlike the critical errors, 
will actually make it into Diamond. Many of the errors on this report will cause the claim to 
either be “held” or “denied” based on benefit rules (BRULE’S). One invalid data field may 
cause multiple errors. Correcting the first error will automatically correct the other errors. 

Providers should be notified of their non-critical errors and of the information Diamond has 
for the respective field (if applicable). The provider then needs to determine which 
information is correct. If the information in Diamond is correct, providers need to update their 
system. If a provider feels the information they have is accurate they should submit a New 
Member Enrollment/Change form with the correct information so that Diamond can be 
updated. If the client is a Medicaid client and the provider is sure their information is correct 
and the information ODJFS has is incorrect, follow the procedure on page 19 of the Board 
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Operations Manual – Hipaa Member Section for setting the “Medicaid Name Override 
Flag” or having ODMH staff set the “Medicaid Override Flag”. 

Calculating the Person Number 
Another common error is:  WARN OPE011 Imperfect Patient No. Match: Level 1. 
Diamond makes four attempts to match patient data on the incoming claim with that of the 
members on file in the system. First, it looks for a perfect match, when this fails; it tries for 
three (3) different types of imperfect matches. This error will not keep the claim from 
processing, but if left uncorrected, the error will appear on subsequent Non-Critical Error 
Reports. The client’s last name, first name, date of birth and gender should be verified with 
the provider. Either Diamond or the provider system has the wrong information and must be 
corrected. If this is a Medicaid client and the provider is sure their information is correct and 
ODJFS’ is incorrect, follow the procedure in the “Member Manual” for having ODMH staff set 
a “Medicaid Override Flag”. 

 A Perfect Match can be made if: 

1. There is an exact match on UCI, first name, last name, date of birth and gender 
between the claim and the member on file. 

2. There is an exact match on UCI, first name, last name and date of birth, but  there is 
not enough information to make a match on gender (i.e., gender is missing from the 
claim, the member file or both). 

When Diamond fails to make a “perfect match”, it will then try to make an “imperfect match”. 
It will try an Imperfect Match - Type 1 first, then an Imperfect Match - Type 2 and lastly an 
Imperfect Match - Type 3. 

 An Imperfect Match can be made in a combination of ways. The most common being: 

1. There is an exact match on UCI, first name, last name and gender, but the dates of 
birth do not match.   

2. There is an exact match on UCI, first name, last name and date of birth, but the 
gender codes do not match.   

3. There is an exact match on UCI and a partial match on first name, a match on date 
of birth and a match on gender. 

4. For Pseudo clients if the gender = “U” on the member record, the date of birth and 
name must match exactly. 

Note:  If Diamond fails to make a “perfect” or “imperfect” match, you will receive a critical 
error on the PREDI-C. If it is a valid UCI, you will get an OPE010 Patient Person Number 
cannot be determined. 

PREDI-A/Auth Link Report 

Authorizations are turned off in Diamond at this time. If this function were implemented in 
the future, this report would determine if a valid authorization existed for each record. This 
report (see Sample PREDI-A Edit Report) will be blank as long as Authorizations are 
turned off in Diamond. 

PREDI-P/Pricing and Adjudication Report 

This report (see Sample PREDI-P Edit Report) identifies the logic used for pricing and 
adjudication of each claim line. It will tell you what benefit package was applied and the 

http://www.mh.state.oh.us/ois/macsis/manuals/hipaa.member.manual.pdf
http://www.mh.state.oh.us/ois/macsis/manuals/hipaa.member.manual.pdf
http://www.mh.state.oh.us/ois/macsis/manuals/hipaa.member.manual.pdf
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specific benefit rules, price schedule, price region, etc. This report is extremely long and it is 
not recommended that boards print this on an ongoing basis after the “go-live” process. If 
you have questions on a specific claim you can view the details by selecting the claim, re-
adjudicate (F6-B) then view pricing (F6-P) and/or adjudication decision (F6-D). 

XI. Claims EDI Post Reports 
Upon completion of posting of your batch, MOM will run the Post and OPLST reports on posted 
claims. These reports will be put in your directory and you will be notified when they are 
available. These reports are in the /hipaa/reports/ subdirectory and should be downloaded and 
printed. Once you have downloaded these reports they should be deleted from your UNIX 
subdirectory. 

Description of EDI Post Reports 
Descriptions of each report and the action required by the board staff are as follows (for 
samples of the reports see the Reference Documents section or Working EDI Post Reports): 

REPORT NAME: POST REPORT 
Report ID: 101 Report name is the same as the batch ID/TRLOG identifier 
Frequency: Generated one per batch in post mode 
Purpose: Lists all claims with changes in pricing/adjudication between edit and 

post due to benefit rules and duplicate rules; shows claims denied as 
duplicates either within a file or against the database. 

Notes: It is recommended that this report be saved as an ASCII file and then 
read into an editor or word processing package to search for the records 
that contain “warning” and “hold” messages due to application of benefit 
and duplicate rules. The warning messages will not appear in any other 
reports.,  

Action Required: Review by board. 
 

REPORT NAME: OPLST – All Records (sorted by Prov ID and UCI) 
Report ID: 102  
Frequency: Generated one per batch after posting 
Purpose: Reference list of all accepted claims in the batch with pricing, 

adjudication and claim status information 
Notes:  
Action Required: Final review of claims pricing and adjudication. 

Working EDI Post Reports 
OPLST Report 

This report lists all accepted claims in the batch that were submitted by the board. This 
report is an ASCII file that could be imported into various software products (i.e. Access, 
Excel, etc.) to generate reports for “held”, “denied” and “payable” claims by provider. (See 
OPLST File Layout (Report 102). 

Denied Claims 
The board should review the OPLST report and examine all denied claims to make 
sure they were denied appropriately and contain a “denied reason code”. Providers 
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should be given a list of their denied claims. Note: If a NC (not covered) reason 
code is not present, it is usually because Diamond was unable to find a 
PROCP record.  
If the claim has been correctly denied, and has a processing status of “U” (un-
posted), no further action within Diamond is required. If the denied claim has a 
processing status of “H” (held) and has been correctly denied, board staff must take 
the claim off “hold”. To take the claim off hold, refer to the “How To…” section, “Un-
pending Denied and Held Claims”. 

If a claim was denied but should be changed to a payable claim, refer to the “How 
To…” section, ”Making a Denied Claim Payable”. 

Held Claims 
The board should review the OPLST report and examine all held claims and the 
reason for the claim being placed on hold (see Diamond Reason Codes - 
MHHIPAA). After researching why the claim was placed on hold, you can fix, deny or 
make the claim payable. Please refer to the appropriate section under Procedure 
for Claim Corrections within MACSIS. 

Payable claims 
These claims, if left untouched, will process through the system and be paid and 
finalized. 

Post Report 

This Post Report lists all claims with changes in pricing/adjudication between edit and post 
due to benefit and duplicate rules. This report is extremely helpful in finding claims denied 
as duplicates. 

It is recommended that this report be saved as an ASCII file and then read into an editor, a 
word processing package, Monarch, etc. You can then go in and search records for the 
words “warning” and “hold”. All records with either “warning” or “hold” should be researched. 

XII. Claims Corrections Policy 
Claim Corrections in MACSIS (For Claims with Dates of Service Beginning July 1, 

2003) 
 

Source: MACSIS Policy Team 
To establish guidelines and specific procedures for when and how boards may make 
claim corrections within MACSIS for erroneously billed services. All corrections must be 
made in accordance with the “Procedure for Claim Corrections within MACSIS”. 

Policies: 
 
Only the following claim errors may be corrected in MACSIS: 
 Finalized MH Medicaid and non-Medicaid claims 
 Un-finalized MH Medicaid and non-Medicaid claims  
 Finalized AOD Medicaid and non-Medicaid claims 
 Un-finalized AOD Medicaid and non-Medicaid claims 
 The wrong number of units were billed (i.e., straggler claim, incorrect units) 
 The billed amount was incorrect 
 Incorrect procedure code 
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 Incorrect modifier 
 Incorrect third party amounts 
 Wrong date of service 
 Incorrect UCI 
 Date of service on claim is over 365 days old when received in MACSIS 
 OHIO claims 
 Mismatch claims 
 Claims that have been reported on the OHEXT Error Report 
 Client has retroactive Medicaid eligibility 
 Denied claims with missing information 

 
Note: “Denying” a claim for payment within MACSIS because it had been billed 
twice is not the same as “denying” a client treatment. The term “denial” in this 
document refers to the denial of payment, not the denial of treatment. 

 
1. This guideline is not to be used to reverse claims paid before a resolution to a residency 

dispute. This is because the provider is not responsible for creating a residency dispute 
and therefore their funds should not be retracted accordingly. As noted in “ODADAS-
ODMH Guidelines Pertaining to the Implementation of MACSIS under HIPAA”, 
Topic 8, section 16. Boards are to resolve monies owed due to residency dispute 
resolutions outside of MACSIS. 

2. All claims adjusted/reversed/denied/etc. MUST have a reason code. 

3. This Guideline is NOT to be used to adjust Medicaid rates. Medicaid rate changes are 
assigned an effective date based on the day they are input into Diamond by 
ODMH/ODADAS. Therefore, neither boards nor providers are to use the claims 
correction procedure to retroactively update Medicaid rate(s). In instances where boards 
maintain separate rates for non-Medicaid, the claims correction procedure may be used 
to correct non-Medicaid claims due to an incorrect or retroactive rate change. 

4. To ensure consistency across provider and board areas, both ODMH and ODADAS will 
allow correcting of Medicaid claims and non-Medicaid claims regardless of claim status. 

5. All claims (whether AOD or MH) will be corrected following the “Procedure for Claim 
Corrections within MACSIS”. 

• Boards may require claims that were originally denied in Diamond 
(missing/invalid modifier/diagnosis code) due to provider error to be resubmitted 
electronically. 

• Boards cannot require providers to resubmit claims electronically if the claims 
were originally denied in Diamond due to board error, unless mutually agreed to.  

No other claims may be corrected by resubmission. Claims denied as 
duplicates (e.g., straggler claims) must be corrected following the “Procedure 
for Claim Corrections within MACSIS”. 

6. DO NOT reverse Medicaid claims which have not come back from the Ohio Department 
of Job and Family Services (ODJFS). 

If ODJFS rejects the claim and a board has already reversed the claim line in 
Diamond, the claim will have two reversal ACPAY records and the monies will be 
deducted from the provider twice. The only way to check if claims have been 
extracted and sent to ODJFS is to use the claims extract file. If there is a date in the 
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ODHSEXTD field, the claim has been extracted and sent to ODJFS. When there is a 
date in the DTPAID field and in the ODHSEXTD field, the claim has been extracted, 
sent to, and returned by ODJFS. 

7. Boards MUST pay claims when they have been finalized and documented on the 835(s) 
(even if corrections are going to be made). The erroneous claims must then be “worked” 
following the “Procedure for Claim Corrections within MACSIS”. 

The ODJFS’ adjudication deadline is 365 days from the date of service. If the date of 
service on the Medicaid claim is 366 days or older when it is received in MACSIS, 
(based on the received date in Diamond) the board may deny the claim or may allow 
the claim to be submitted to ODJFS for adjudication.  

8. Boards and providers are responsible for identifying claims billed in error to ODJFS in a 
timely manner. 

9. Boards and providers must use the Claims Correction Form to identify erroneously billed 
claims. Exception: For large batches of erroneous claims, boards and providers may 
mutually agree to another method to identify/report errors. The key is it must be a mutual 
agreement; otherwise, boards and providers must accept the standard Claims 
Correction Form. Boards and providers MUST maintain a copy of this form (or mutually 
agreed upon report) to serve as written documentation that a service was or was not 
erroneously billed.   

10. Boards are permitted to place claims in question on hold for no more than 30 days after 
entered into Diamond. 

11. Providers are permitted 30 days from the date of notification of the potential error to 
respond to the board regarding the claim.  

 If no response is received from the provider within 30 days, boards may reverse 
a finalized claim or deny an un-finalized claim.  

12. Boards are required to process corrections with little delay after receipt of a Claims 
Correction Form or a provider response to a Claims Correction Form.  

13. The actual, year-end Medicaid cost reconciliation will be handled according to ODADAS’ 
or ODMH’s Medicaid Reconciliation Guidelines. 

14. Boards MUST “work” the OHEXT Error Report and correct Member eligibility spans to 
resolve claims which are being paid as Medicaid but are not being extracted and sent to 
ODJFS. 

15. Boards MUST “work” the OHIO claims, the Mismatch claims, and the Retroactive 
Medicaid claims in a timely manner. 

*The MACSIS Claim Correction Policy is adopted as phase I of ODADAS' re-engineering 
of Medicaid reconciliation. Phase I represents movement toward alignment of current 
Medicaid reconciliation processes with MACSIS technology. 
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XIII. Procedure for Claim Corrections within MACSIS 
(For Claims with Dates of Service Beginning July 1, 2003) 

 
General 
• To ensure consistency across provider and board areas, both ODMH and ODADAS 

will allow the correction of both finalized and un-finalized Medicaid claims and 
finalized and un-finalized non-Medicaid claims. 

• The procedure for correcting claims will vary depending on whether the claim has 
been finalized or is un-finalized. 

• If a board identifies an erroneously billed service, a Claims Correction Form1 is to 
be completed and sent to the provider. 

• When a provider identifies a claim that was erroneously billed, a Claims Correction 
Form is to be completed and sent to the board that is responsible for payment of the 
claim. 

• With the roll-up of claims, there may be occasions when a same-day service comes 
in after the initial claim was submitted. This is a “straggler” claim. These claims will 
be denied as a duplicate claim. If these claims are identified before the original claim 
is finalized; follow the “Un-Finalized Claim Correction Procedures” for incorrect units 
of service billed. If the provider identifies the “straggler” when it is reported on an 835 
(denied as a duplicate claim), the “Finalized Claim Correction Procedures” for 
incorrect units would be followed to correct the claim. 

• Refer to the Claim Corrections in MACSIS (For Claims with Dates of Service 
Beginning July 1, 2003), for the policy regarding claims correction. 

 
I. Procedure For Correcting Claims Prior to Reimbursement Through MACSIS 

(Un-Finalized Claims)  
 

Whether these claims are identified by the board or the provider the correction 
procedure is the same except if it is board-identified, the board should put the 
claim(s) on hold with the appropriate reason code.  

 
1. Board Identified Claims  

a. Using OPCLM, access the claim line in question and change the processing 
status to “H”(held) and enter one of the following Held Reason Codes: 

 
● MCDBA – Medicaid Billed Amount Correction 
● NONBA – non-Medicaid Billed Amount Correction 
● MCDDU – Medicaid Duplicate Claim Correction 
● NONDU – non-Medicaid Duplicate Claim Correction 
● MCDMO – Medicaid Modifier Correction 
● NONMO – non-Medicaid Modifier Correction 

                                                 
 
1 For large batches of erroneous claims, boards and providers may mutually agree to another method to identify/report errors.  The 
key is it must be a mutual agreement; otherwise, Boards and Providers must accept the standard Claims Correction Form. 
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● MCDPR – Medicaid Procedure Code Correction 
● NONPR – non-Medicaid Procedure Code Correction 
● MCDTP – Medicaid Third Party Amount Correction 
● NONTP – non-Medicaid Third Party Amount Correction 
● MCDUN – Medicaid Units of Service Correction 
● NONUN – non-Medicaid Units of Service Correction 
● MCDWC - Incorrect UCI Billed 
● NONWC - Incorrect UCI Billed 
● MCDWD - Incorrect Date of Service Billed 
● NONWD - Incorrect Date of Service Billed 
Update (save) the claim detail. 

● Claims identified by the board as billed in error will be reported to the 
provider on the Claims Correction Form within a week of being 
identified.   

● Provider will have 30 days from receipt of the Claims Correction Form 
to provide written confirmation that the claim was or was not in fact 
billed in error. (If a provider states a service was not billed in error, they 
must have the clinical documentation on file to support their claim.) 

● Boards are permitted to keep a claim in question on hold for up to 30 
days after the Claims Correction Form was mailed to the provider. If 
there has been no response from the provider after 30 days, the board 
may deny the claim (see # 2-g. below). 

 
2. Board and Provider-Identified Claims 

 
Once the board receives the written confirmation from the provider that the 
service was or was not billed in error, or a Claims Correction Form is received 
from the provider (provider-identified billing error), claims must be corrected 
following one of the procedures below. 

 
• The board must keep on file all written confirmations from providers 

regarding the services in question (i.e., for both those services 
confirmed as erroneous and those which were confirmed as correct.) 

• It is critical that the boards include the not covered reason code when 
correcting claims. 

 
a. Claim Is a Duplicate 

 
These claims have already been denied in Diamond as a duplicate (Claim 
Stat “D”), but have not been finalized (Proc Stat “U”). No action is to be taken 
on these claims in Diamond. They should be allowed to finalize as a denied 
claim. If this is a “straggler” claim, the original claim is the one that will need 
to be corrected following procedure b. (below) for correcting incorrect units of 
service. 
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b. Billed Amount, Units of Service, Procedure Code, Modifier, Place of 
Service or Third Party Amounts are Incorrect  

 
Note: Only correct the place of service code if it is changing from 51 or 
99, or to 51 or 99. 

 
Using OPCLM, access the claim line in question and then access the claim 
detail screen. Correct the incorrect value and re-adjudicate the claim by 
pressing F6- B. This also removes the held reason code(s) (if the claim was 
on hold) and will change the processing status to “U”(Un-posted). Enter one 
of the following adjustment reason codes: 

 
• MCDBA – Medicaid Billed Amount Correction 
• NONBA – NON-Medicaid Billed Amount Correction 
• MCDMO – Medicaid Modifier Correction 
• NONMO – non-Medicaid Modifier Correction 
• MCDPR – Medicaid Procedure Code Correction 
• NONPR – non-Medicaid Procedure Code Correction 
• MCDTP – Medicaid Third Party Amount Correction 
• NONTP – non-Medicaid Third Party Amount Correction 
• MCDUN – Medicaid Units of Service Correction 
• NONUN – non-Medicaid Units of Service Correction 
• MCDPS – Medicaid Place of Service Correction 
• NONPS – non-Medicaid Place of Service Correction 

 
Update (save) the claim detail. 

 
c. Incorrect Date of Service or Incorrect UCI billed 

 
Using OPCLM, access the claim in question and then access the claim detail 
screen. If the claim is on hold, access the 001 detail line and do an F6-C to 
take the claim off hold. This also removes the held reason code(s), updates 
the benefit accumulators and will also change the processing status to “U” 
(Un-posted). Enter the not covered amount (this should be equal to the 
allowed amount). This will automatically change the claim status to “D” 
(Denied). Enter one of the following not covered reason codes: 

 
• MCDWC - Confirmed Incorrect UCI Billed 
• NONWC - Confirmed Incorrect UCI Billed 
• MCDWD - Confirmed Incorrect Date of Service Billed 
• NONWD - Confirmed Incorrect Date of Service Billed 

 
Update (save) the claim detail. 

 
Do not split the claim because it will carry the incorrect UCI and/or 
incorrect DOS forward. The board should manually enter a new claim with 
the correct information or, depending upon volume and ability, request the 
provider submit the “correct” claim(s). If a board chooses to manually enter 
the new claim, make sure that the primary header date and the date of 
service on the detail line match. 
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d. Claim Was Not Billed in Error Per Provider 
 

If a claim was put on hold due to a possible billing error and it is later 
determined that the claim was in fact billed correctly, the board should take 
the claim off hold and remove the held reason code. 
 
Using OPCLM, access the claim in question and then access the claim detail 
screen. Make sure the detail line is 001 and do an F6-C to take the claim off 
hold. This also removes the held reason code(s), updates the benefit 
accumulators and changes the processing status to “U” (Un-posted). Update 
(save) the claim detail. Do not enter an adjustment reason code since no 
adjustment was made. 

  
e. Claim Is Over 365 Days Old  

 
If the date of service on a Medicaid claim is over 365 days old when it is 
received in MACSIS (based on the received date in Diamond), the board may 
deny the claim (without having to hold and confirm with the provider first) or 
may allow the claim to be submitted to ODJFS for adjudication.  

 
Using OPCLM, access the claim in question and then access the claim detail 
screen. Access detail line 001 and enter the not covered amount (this should 
be equal to the allowed amount). This will automatically change the claim 
status on the claim detail line to “D” (Denied). Enter the following not covered 
reason code: 

 
• MCDYO – Medicaid Claim More than a Year Old when Received 
• NONYO – non-Medicaid Claim More than a Year Old when Rec’d 

 
Update (save) the claim detail. 

 
f. Original Claim is Denied 

 
i. If the original claim(s) was denied due to missing or invalid modifier or 

diagnosis code, boards may require the provider to resubmit the claim(s) 
electronically or may choose to correct the claim manually, depending on 
the volume. If the board has the provider electronically resubmit the 
claim(s), the original claim should be allowed to finalize. The resubmitted 
claim will not deny as a duplicate since the original claim was denied, not 
reversed. If the board chooses to manually fix the claim, they would then 
correct/add the missing or invalid modifier or diagnosis code and re-
adjudicate the claim so that it is now a payable claim. 

ii. If the original claim(s) was denied due to board error (e.g., missing 
PROCP), boards cannot require the provider to resubmit the claim(s) 
electronically, unless mutually agreed to. 

Note: No other claims may be corrected by resubmission. 
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g. No Provider Response Within 30 Days 
 

If a board has not received written confirmation from the provider that the 
service is or is not an erroneously billed claim, the board may deny the claim 
using the denied reason code of NPR30 - No Provider Response within 30 
Days of Notice. 

 
Using OPCLM, access the claim in question and then access the claim detail 
screen. Make sure the detail line is 001 and do an F6-C to take the claim off 
hold. This also removes the held reason code(s), updates the benefit 
accumulators and will change the processing status to “U” (Un-posted). Enter 
the not covered amount (this should be equal to the allowed amount). This 
will automatically change the detail line status to “D” (Denied). Enter the 
following not covered reason code: 

 
• NPR30 - No Provider Response Within 30 Days 

 
Update (save) the claim detail. 
 

h. Correcting OHIO Claims - MBRIN 
 

Using OPCLM, access the claim in question and refresh the claim header 
(F6-F).  

 
i. If there is a valid plan now in effect, press “END” and enter “A” to 

adjudicate the claim. Access the detail line 001 and press F6-B to price 
and adjudicate the claim. Press “END”, then “Y” to update/save the claim. 
Press “HOME” to return to the Header screen and update/add the correct 
security code. Press “END”, then “S” to update (save) the changes. 

 
ii. If after refreshing the header there is still no valid plan in effect, press 

“END” and then enter “A” to adjudicate the claim. Type in the correct 
company code and the correct G/L Ref (usually DEF). Save/Update the 
claim. Press “HOME” to return to the Header screen. Add the security 
code; press “END” then “S” to save the changes. 

 
i. Correcting Mismatch Claims 

 
Mismatch claims occur when the EPLAN (eligibility plan in member for the 
date of service), CPLAN (the plan on the claim header), company (company 
on the claim detail) or security code do not match each other. How you 
correct the claims depends on the type of mismatch. 

 
i. If the company code on the claim detail, the CPLAN on the claim header 

and the EPLAN (eligibility plan in the member record for that date of 
service) all match, but the security code does not match, correct the 
security code on the claim header. 

ii. If the CPLAN on the claim header matches the EPLAN (eligibility plan in 
the member record for that date of service), but the company code on the 
claim detail does not match, access the claim detail line by pressing 
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“END”, then “A” to adjudicate. Access the 001 detail line and press F6-B 
to both re-price and re-adjudicate the claim detail. Press “END”, then “Y” 
to update/save the claim detail. Press “HOME” to return to the header 
screen and add/correct the security code if necessary. Press “END” then 
“S” to save the changes. 

iii. If the EPLAN (eligibility plan in the member record for that date of service) 
matches the company code on the claim detail, but the CPLAN on the 
claim header does not match, refresh the claim header by pressing F6-F. 
Add/correct the security code if necessary. Press “END” then “S” to save 
the changes. 

iv. If the CPLAN on the claim header, the security code and the company 
code on the claim detail all match, but do not match the EPLAN from the 
member record covering that date of service you may need to investigate 
to find out if this is intentional. (For example, a client may have been 
Medicaid, the claim was reversed by ODJFS, and the board wants to pay 
the claim as non-MCD. In order to do this the board may have changed 
the client’s eligibility span to non-MCD, re-adjudicated the claim and then 
changed the plan back to MCD. In this case the EPLAN would not 
match.) 

If there was a retro-eligibility change made to the member record and the 
claim should be adjudicated based on that eligibility, then you will need to 
refresh the header, re-price and re-adjudicate the claim and add/change 
the security if necessary. 

 
II. Procedure for Correcting Claims After Reimbursement Through MACSIS 

(Finalized Claims)  
 

Whether the correction for a finalized claim (claim processing status of “P”) comes in 
on a Claims Correction Form initiated by the provider or whether the board 
identifies the service as possibly being billed incorrectly, the procedures for 
correcting the claims are the same.  

 
• Providers are permitted 30 days from the date of notification of the potential error 

to respond to the board regarding the claim. If no response is received, the claim 
may be reversed by the board.  

 
• No action is to be taken on erroneously billed Medicaid claims that will be too old 

by the time they get extracted and sent to ODJFS for adjudication. 
Adjustments will be handled in accordance with each department’s ODJFS 
approved Medicaid Reconciliation Process.  

 
1. Board and Provider-Identified Claims 

 
Once a board receives written confirmation from the provider that the service was 
billed in error, or receives a Claims Correction Form initiated by the provider, 
they will follow one of the correction procedures below. 
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• The board will keep on file all written confirmations from providers regarding 
the erroneously billed services in question (i.e., for both those services 
confirmed as erroneous and those which were not confirmed as erroneous.) 

• DO NOT reverse Medicaid claims that have not come back from the Ohio 
Department of Job and Family Services (ODJFS). If ODJFS rejects the claim 
and a board has already reversed the claim line in Diamond, the claim will 
have two reversal ACPAY records and the monies will be deducted from the 
provider twice. The only way to check if claims have been extracted and sent 
to ODJFS is to use the claims extract file. If there is a date in the ODHSEXTD 
field, the claim has been extracted and sent to ODJFS. When there is a date 
in the DTPAID field and in the ODHSEXTD field, the claim has been 
extracted, sent to, and returned by ODJFS. 

 
a. Claim Is a Duplicate 

 
These claims have already been denied as a duplicate and no correction is to 
be done to a finalized, denied duplicate claim. You cannot un-deny a claim by 
reversing it. If this was a “straggler” claim, the original claim is the one that 
will need to be corrected. Follow procedure b. below (Units of Service are 
Incorrect). 

 
b. Billed Amount, Units of Service, Procedure Code, Modifier, Place of 

Service or Third Party Amount are Incorrect  
 

Note: Only correct the place of service code if it is changing from 51 or 
99, or to 51 or 99. 

 
• This correction procedure is also to be used to correct “straggler” claims.  

• Do not reverse Medicaid claims that have not come back from ODJFS. If 
ODJFS rejects the claim and a board has already reversed the claim line 
in Diamond, the claim will have two reversal ACPAY records and the 
monies will be deducted from the provider twice. The only way to check if 
claims have been extracted and sent to ODJFS is to use the claims 
extract file. If there is a date in the ODHSEXTD field, the claim has been 
extracted and sent to ODJFS. When there is a date in the DTPAID field 
and in the ODHSEXTD field, the claim has been extracted, sent to and 
returned by ODJFS. 

• Currently ODJFS’ adjudication deadline is 365 days from the date of 
service. Do not correct Medicaid claims if the date of service on the claim 
(MCD only) is such that when the correction is going to be made, 
reversing the claim will take the original payment back and the split claim 
will get denied and reversed by ODJFS as being too old and the provider 
will end up with no payment. DO NOT CORRECT THESE CLAIMS.  

i. For those claims that should be corrected, using OPCLM access the 
claim line in question and enter a reversal line (001 R) and include one of 
the following adjustment reason codes: 

 
• MCDBA – Medicaid Billed Amount Correction 
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• NONBA – non-Medicaid Billed Amount Correction 
• MCDMO – Medicaid Modifier Correction 
• NONMO – non-Medicaid Modifier Correction 
• MCDPR – Medicaid Procedure Code Correction 
• NONPR – non-Medicaid Procedure Code Correction 
• MCDTP – Medicaid Third Party Amount Correction 
• NONTP – non-Medicaid Third Party Amount Correction 
• MCDUN – Medicaid Units of Service Correction 
• NONUN – non-Medicaid Units of Service Correction 
• MCDPS – Medicaid Place of Service Correction 
• NONPS – non-Medicaid Place of Service Correction 

 
Update (save) the claim detail. 

 
ii. Access the claim header of the original claim, do an F6-S (split); all 

information on the claim header screen will be automatically filled in.  
 

iii. Enter the correct amounts on the detail line of the split claim. No 
adjustment reason code should be entered on the split claim.  

 
Note:  It is important for boards to enter a split claim when correcting paid (by 
ODJFS) claims so the claim can go back through the Double Loop. This is 
because the reversed line will “reclaim” the payment from the provider and 
the split will go back through the double loop. ODMH will calculate how much 
FFP to withhold from a boards future Medicaid reimbursement based upon 
claims, which were reversed after being paid by ODJFS.  
 

c. UCI or Date of Service are Incorrect 
 

Using OPCLM access the claim line in question, boards will enter a reversal 
line (001 R) and one of the following adjustment reason codes: 

 
• MCDWC - Confirmed Incorrect UCI billed 
• NONWC - Confirmed Incorrect UCI billed 
• MCDWD - Confirmed Incorrect Date of Service 
• NONWD - Confirmed Incorrect Date of Service 

 
Update (save) the claim detail. 

 
Once this is complete, the board will either enter a new claim using the 
correct UCI or correct Date of Service or, depending upon volume, request 
the provider to submit a new claim. If a board chooses to manually enter 
the new claim, make sure that the primary header date and the date of 
service on the detail line match. 
 

d. Original Claim is Denied 
 

i. If the original claim(s) was denied due to missing or invalid modifier or 
diagnosis code, boards may require that the provider resubmit the 
claim(s) electronically or may choose to correct the claim manually, 
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depending on the volume. The resubmitted claim will not deny as a 
duplicate since the original claim was denied, not reversed.  

ii. If the original claim(s) was denied due to board error (e.g., missing 
PROCP), boards cannot require the provider to resubmit the claim(s) 
electronically, unless mutually agreed to. 

Note: No other claims may be corrected by resubmission. 
 

e. No Response From the Provider Within 30 Days of Notification 
 

Using OPCLM, access the claim in question and create a reversal line (001 
R). Enter the following adjustment reason code: 

 
• NPR30 - No Provider Response Within 30 Days 

 
Update (save) the claim detail. 

 
III. OHEXT Error Report Corrections (Claim and/or Member Eligibility Changes) 

 
It is the board’s responsibility to make the necessary changes to correct the errors 
being reported on the OHEXT error report. These errors occur when claims are 
adjudicated and finalized in MACSIS as MCD (Medicaid) but are not being extracted 
for submission to ODJFS. The primary reasons these claim lines are not being 
extracted is the OHEXT program cannot find a valid Medicaid ID number on the 
members eligibility span for the date of service to use to bill the record or the date of 
service on the claim detail line is different from the date of service on the claim 
header (primary date). 

 
1. Error Indication: Medicaid Number Not Found or Invalid Medicaid Number 

 
This message identifies a claim adjudicated in MACSIS when a Member’s 
eligibility span that covers the date of service has a Medicaid plan but the 
Medicaid ID field (a.k.a. USERDEF1) in this span does not have a Medicaid ID 
number entered or the number entered does not pass a check digit validation 
routine in the program. To correct this error, a valid Medicaid ID must be entered 
on the appropriate span. If you do not know what the valid Medicaid ID is, the 
board must use the MACSIS Member function “EXINQ”* to find the valid 
Medicaid ID for the eligibility span. 

 
*Procedures on how to use the EXINQ keyword (also known as the “EEI” 
function) can be found in the Member Manual. 

 
a. Once you have the valid Medicaid ID, access the Members eligibility span by 

using the F6 “special functs” and then select “E” to “View/maintain Elig 
History”. Select “C” to change and enter the appropriate span number. When 
the span appears, enter through the fields until you reach the Medicaid ID 
field (a.k.a. USERDEF1) and enter the valid Medicaid ID number. Press 
“ENTER” again, then press “END”. Select “S” for Save and use the “HOME” 
function to get back to the main Member Screen.  
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b. If the person was not Medicaid eligible on the claim’s date of service but the 
claim was adjudicated as MCD, then the method of correction requires the 
claim to be reversed AND the Member’s eligibility span(s) to be corrected. 
There are three (3) steps to correcting these claims: 

 
Step One:  Reverse the existing claims by using OPCLM to access the claim 
line(s) in question and access the claim detail screen by pressing the “END” 
key and selecting A to Adjudicate. Manually enter a “001 R” detail line to 
reverse the claim. Enter the adjustment reason code “ADMBR” (Claim 
Adjusted due to Member Eligibility Change). Press “END”, then “Y” to update. 

 
Step Two:  After all affected claim detail lines have been reversed; the 
Member’s eligibility span(s) MUST be corrected before entering split claims. 

 
Step Three:  Enter “new” claims by splitting the existing claims. Using 
OPCLM, access the original claim(s). From the Claim Header Screen use the 
F6 function key and then enter S to split the claim. Use the F6 function key 
and then enter “F” to refresh the header. Access the claim detail screen by 
pressing the “END” key and selecting “A” to adjudicate. Enter all necessary 
information from the original claim. Double-check to see that it now has a 
NON-Medicaid MEDEF (Medical Definition). If this was done properly, the 
claim has been properly processed as non-Medicaid but remains “connected” 
to the original claim. This is apparent because the claim number is the same 
except the last character of the split claim number is now an alpha character. 
The resulting “split” claim will process during the next APUPD cycle. 

 
Note: Claims originally adjudicated as Non-Medicaid, which are later identified 
as being Medicaid eligible, are referred to as Retroactively Eligible Claims. These 
claims are not listed on the OHEXT Error Report because the claim was posted 
with a Non-Medicaid line of business. Reference the topic below “Claims Affected 
by Retroactive Medicaid Eligibility” for the processes related to correcting and re-
billing these claims. 

 
Note 2:  Claims that were originally paid in MACSIS with a Medicaid line of 
business, billed, and paid by ODJFS then subsequently lost Medicaid eligibility 
are known as Medicaid Retroactive Eligibility Terminations. At this time since 
ODJFS does not pursue repayment when they retroactively terminate eligibility, 
those Medicaid claims will not need to be reversed or re-adjudicated as non-
Medicaid. 
 

2. DOS not Equal to Primary Date 
 

This message identifies a claim adjudicated in MACSIS as Medicaid but the 
claim has a date of service on the claim detail line (DOS) that is different from the 
date of service on the claim header (Primary Date). These claims can not be 
reversed in Diamond and therefore are not extracted and sent to ODJFS. 
 
The OBREV process uses the date of service on the claim detail line to post 
reversals back to Diamond. Since the date of service on the detail line is not the 
same as the date of service on the claim header, the claim can not be found and 
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therefore, not reversed. The OHEXT process excludes these claims from being 
extracted. 
 
The only way to correct these claims is: 
 
a. Reverse the claim in Diamond using an adjustment code of MCDWD 

(Confirmed Incorrect Date of Service). 

b. If the date of service is correct on the header, split the claim and enter the 
correct information on the claim detail making sure the date of service on the 
claim detail is the same as the date of service on the claim header. 

c. If the date of service is incorrect on the claim header DO NOT SPLIT THE 
CLAIM. You must enter a new claim making sure the same date of service is 
on the claim header and the claim detail. 

NOTE: The only way for the date of service on the header and detail to be 
different is by manual entry/corrections made by the board. 

  
IV. Claims Affected by Retroactive Medicaid Eligibility 

 
1. Identifying Claims and Members 

 
In accordance with the “ODADAS-ODMH Guidelines” “Topic 10: Retroactive 
Medicaid Eligibility” Boards are required to make the claim 
adjustments/corrections in this section. 

 
Reports of claims originally adjudicated as non-Medicaid, which are later 
identified as likely to be eligible to be reimbursed by Medicaid are produced 
every month by the ODMH MACSIS Member and Eligibility Maintenance Section. 
A simplified explanation of the process is: 

 
• Compares claims to Medicaid eligibility to locate members who have not 

been fixed in Diamond. 

• Locates claims that have CPLAN/EPLAN mismatches. 

• Takes into consideration those claims that have already been reversed and 
split 

• Takes into consideration claims that have been denied and re-billed 

• Denied claims with certain reason codes have now been included 

Three files created and placed in your /county/extracts directory. The files are 
as follows: 

a. hmondd.ret.clm.group_bd (ex: jul20.ret.clm.group_25b) 
This file is in claims extract format and boards can begin fixing claims 
immediately. To do this you would reverse the original claim, split the claim, 
and refresh the header to make it Medicaid billable. (This would mean 
additional funds for board if claims are payable by Medicaid). This file 
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contains records for which the eligibility has already been changed in 
Diamond. 

b. hmondd.ret.mbr.group_bd (ex: jul20.ret.mbr.group_25b) 

• This file is in a tilde-delimited file with seven fields. These members need 
to have their eligibility fixed first in order to then fix their associated claims 
in the next file.  

• There is a field called has_claims that contains a Y or N and you can 
utilize this to determine who has claims and needs their eligibility fixed 
immediately. 

• The format for this file will be contained on MHHUB in /county/common. 

Note: this file contains member records that need to be fixed so that you can fix 
the claims records in the file listed below. 

c. hmondd.ret.clmfxmbr.group_bd (ex: jul20.clmfxmbr.group_25b) 
This file is in claims extract format and boards can begin fixing claims once 
the member is fixed from the mondd.ret.mbr.group_bd file. Then you can 
reverse the original claim, split the claim, and refresh the header to make it 
Medicaid billable. (This would mean additional funds for board if claims are 
payable by Medicaid). 

Note: YOU MUST FIX THE MEMBER ELIGIBILITY RECORD BEFORE YOU 
FIX THESE RECORDS! 

2. Correcting Retroactive Medicaid Eligibility and Claims 
 

These reports list all information necessary to correct the member eligibility and 
correct the claims. 

 
There are several things about this process that needs to be highlighted:  

 
• Correcting these claims will result in additional reimbursement to the board. 

The board should obtain the Federal Financial Participation as 
reimbursement from ODJFS for claims that are re-processed and found to 
have Medicaid eligibility. Therefore, it is a board’s responsibility to correct 
these claims per the correction process outlined below. 

• There may have been some claims that were denied because they were for 
an out-of-county client and the services were non-crisis. In these cases the 
provider never received payment for these services. These claims must be 
corrected so that the provider can be paid. 

 
• When the “corrections” are made, the boards must communicate these 

corrections to the providers. The provider will encounter a negative claim that 
will be generated by this process on their reports and an offsetting positive 
claim, which they did not submit on one of their claim files.  
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a. Correct Member Eligibility (hmondd.ret.mbr.group_bd) 
 

Access the member’s record. Do an F6-E (View/maintain Elig History) to 
access the eligibility maintenance screen. Do “C” to change and select the 
appropriate span. Change the member’s plan to a Medicaid plan. Enter the 
Medicaid number in the USERDEF field in the bottom left-hand corner. 

 
Note:  Be sure to correct all spans that are incorrect. 

 
b. Correct the Claims that Should have been Billed as Medicaid 
 

i. Un-Finalized Claims paid as non-Medicaid 
 

• Using OPCLM, access the claim header screen and do an F6-F to 
refresh the member eligibility so you will have the updated member 
eligibility information. Access the claim detail screen by hitting “END”, 
then “A” to adjudicate. Enter 001 to access the detail line and press 
F6-B to price and adjudicate the claim. Update (save) the claim detail. 

 
ii. Finalized Claims paid as non-Medicaid 

 
• Using OPCLM, access the claim line in question and access the claim 

detail screen by hitting “END” and selecting “A” to adjudicate. Enter a 
001 R reversal line using the adjustment reason code of “ADMBR” 
(Claim Adjusted Due to Member Eligibility Change). Update (save) the 
claim detail. 

• Return to the claim header screen and do F6-S (Split Claim) to split 
the claim. Refresh the claim header by doing F6-F (refresh member 
eligibility) so you will have the updated member eligibility information. 
Enter all necessary information from the original claim (either make a 
screen shot or write down all the information from the original claim) 
and verify the claim now has the appropriate Medicaid MEDEF. 
Update (save) the claim detail. 

 
If the original claim contained other carrier information (other 
carrier amount and other carrier reason code), make sure they 
are entered on the split claim.  

 
These are two separate claims, but by splitting the claim, the original 
and split claim will remain linked because the split claim number will 
be identical to the original except the last character (usually a zero) 
will be replaced with an alpha character (starting with A).  

    
Once the split claim is finalized, it will be extracted and submitted to 
ODJFS for payment the next time OHEXT is run. Do not reverse and 
split claims that will not make it to ODJFS within the ODJFS 
adjudication time limit. 
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iii. Denied Claims 
 

• Using OPCLM, access the claim header screen and do F6-S (Split) to 
split the claim. Refresh the claim header by doing F6-F (refresh 
member eligibility) so you will have the updated member eligibility 
information.  

• Access the claim detail screen by hitting “END” and selecting “A” to 
adjudicate. Enter all necessary information from the original claim 
(either make a screen shot or write down all the information from the 
original claim) and verify the claim now has the appropriate Medicaid 
MEDEF. 

• Update (save) the claim detail. 

Note: Do not reverse a denied claim. You cannot un-deny a claim. 

V. Department Reporting Procedures 
 

The State will produce the following reports as needed: 

• Reversed Medicaid Claims in MACSIS – This report will list the claims (by board 
and provider), which were reversed by the board after payment had been made 
to the provider. It will be used to determine the amount of FFP a board owes the 
state. 

 
• Held Medicaid Claims in MACSIS – This report will list the potentially erroneous 

claims. For example, non-Medicaid claims reversed using the Medicaid-specific 
reason codes or claims that have been held over 60 days with no action by the 
board or provider. It will be used to identify when boards may not be following 
this procedure. 

 
• Board Denied Medicaid Claims in MACSIS – This report will list the MH and AOD 

claims by board and provider, which were “denied” due to erroneous billing 
before payment having been made to the provider (un-finalized claims). 

Boards are encouraged to produce local versions of these reports for their use in 
monitoring claim correction activity. 

XIV. How to …… 

Un-pending Payable and Held Claims 
This procedure is for claims with a claim status of “P” (Payable claims only) and a processing 
status of “H” (held). This procedure will update any benefit accumulators that are attached to the 
client by way of the Plan and its associated benefit rules. 

To take a payable claim off hold you must be in “change mode”. First you must access the line 
item detail, i.e. type in 001 and press enter, hit enter again until the claim detail information is 
viewable, then proceed with F6-C (C-Clear Hold/Post to Accum.), hit end then save/update the 
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claim. This process will take the claim off hold, update the benefit accumulator and remove the 
“held reason code” all in one step. (See Taking a Claim off Hold flowchart.) 

Un-pending Denied and Held Claims 
This procedure is for claims with a claim status of “D” (denied claims only) and a processing 
status of “H” (held). Access the claim and go to the claim detail screen and do an F6-U, U or 
access the line item detail and change the “H” to “U” and remove the held reason code then 
save/update the claim. (See Taking a Claim off Hold flowchart.) 

Making a Denied Claim Payable 
A claim may have been denied because of benefit rules, manual intervention, or incorrect 
support files (see Making a Denied Claim Payable flowchart). If the claim should be a payable 
claim, you should first determine why it has been denied. If it has been denied because of 
benefit rules or incorrect support files, the claim should first be placed on hold to prevent 
finalization of the claim (see the next section Putting a Claim on Hold). Correct the support 
files or benefit rules via the Change Control process and proceed with the following steps: 

1. If the allowed amount is = 0: 

• Manually enter the allowed amount 

• Manually adjudicate the benefit package if applicable 

• Change the claim status to P 

• Save/update the claim line 

• If the processing status is “H” (held), follow the procedure above for “Un-pending 
Payable and Held Claims”. 

2. If allowed amount is not = 0 and the not covered amount = allowed amount: 

• Access the claim header 

• Refresh member eligibility (F6-F) 

• Access claim line detail 

• Re-adjudicate the claim line (F6-B) 

Denying a Claim 
Board staff will need to deny claims if the incorrect Date of Service is billed or the incorrect UCI 
is billed. Please refer to Denying a Claim flowchart. 

To deny a claim: 

1. Access the line item detail for the claim 

2. Enter the not covered amount (the not covered amount should equal the allowed 
amount) 

3. Enter the “not covered reason” code (NC/DN Rsn) - this will automatically change the 
claim status to “D” (denied) 

4. If the processing status is “H” (held), change it to a “U” (un-posted) and remove the “hold 
reason” code 
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Putting a Claim on Hold 
Claims are put on hold to prevent them from being finalized. This procedure would be used to 
keep the claim from being finalized while board staff verifies an erroneously billed claim. (See 
Putting a Claim on Hold flowchart.) 

1. Access the claim line detail of the claim 

2. Change the processing status to “H” (hold) 

3. Enter the “hold reason code” 

OHIO Claims 
Claims where the member or provider is ineligible used to become OHIO claims with a denied 
reason of MBRIN or PRVIN. These claims now receive a critical error and do not make it into 
Diamond. 

Reversing a Claim 
When boards discover a claim has been erroneously billed and finalized (processing status of 
“P” or “F”), the claim needs to be reversed. Please refer to Section XII. Claims Correction 
Policy, Section XIII. Procedure for Claim Corrections within MACSIS and  Reversing a 
Claim flowchart. 

To reverse a claim: 

1. Access the claim line detail of the claim to be reversed. 

2. In the sub line enter an “R” for reverse.   

3. Enter the “adjustment reason” code. 

4. Press the End key 

5. Enter “Y” to update the claim.   

Note: Do not reverse a denied claim. You cannot un-deny a claim. 

Splitting a Claim 
Once it has been discovered that a service was billed in error, the claim must be corrected. If 
the claim has already finalized (a processing status of “P” or “F”) the original claim must be split. 
Whether the original claim needs to be reversed or not depends on the claim status of the 
original claim. If the claim status of the original claim is a “D” (denied) then you just need to split 
the original claim and enter the correct values in the applicable fields.  
 
If the claim status of the original claim was a “P” (payable) or “A” (adjustment), the original claim 
must first be reversed (see section on Reversing a Claim). When you split a claim, the split 
claim will have the same date of service as the original claim and the claim number will be the 
same as the original claim with the exception of the last digit; an alpha character (i.e., “A”) will 
replace the last “0” of the claim number. Splitting a claim ties the original claim to the new claim 
line and makes it easier to track what you did to a claim for audit purposes. (See Splitting a 
Claim flowchart.) 
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Note:  You must follow the policy “Claim Corrections in MACSIS” and the “Procedure for 
Claim Corrections within MACSIS” when making any type of claim corrections. 
 
It is critical for boards to enter a split claim when correcting paid claims by ODJFS so the claim 
can go back through the Double Loop. This is because the reversed line will "reclaim" the 
payment from the provider and the split or new claim will go back through the double loop and 
will result in a payment to the provider. 
 
The adjustment code must be entered on the reversed line because ODMH will use it for 
reporting purposes to calculate how much FFP to withhold from a board’s future Medicaid 
reimbursement. 
 
To split a claim: 

1. Access the claim header 

2. Hit the F6 function key, and enter “S” for Split, press enter - the new claim number will 
now appear (i.e., old claim # 176811370, new claim # 17681137A). 

3. Hit the F6 function key and enter “F” to refresh the member eligibility. 

4. Enter through the remaining fields, making any corrections to Provider, Place of Service, 
Diagnosis or Billed Amount. 

5. Choose “A” for adjudication, which will take you to the claim detail screen. 

6. Enter the correct information in the applicable fields. 

7. Save/Update the claim line. 

PSDSP - Viewing Client’s Claim History 
There will be times that it is necessary to look up the claim history of a member. To access a 
member’s claim history, type the keyword “PSDSP” at the main Diamond screen. The display 
may be viewed for professional, dental, or institutional claims. Keep in mind you will only be able 
to view claim history on the claims that have your board’s security code or claims that have no 
security code. 

The display accesses three different screens. The first screen is the set up screen where you 
will need to enter the member number (UCI), claim file type (will always be “P” for professional 
services), and the starting date. The second screen lists all the applicable claim details for the 
member in order by date of service. From this listing screen, you may choose to view a specific 
claim line in more detail. The third (claim line detail) screen will then display. 

This function may be accessed directly from the main menu, as well as from claim processing 
(OPCLM) and authorization functions. 
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 Enter the member (UCI number) and person number (00) for which you wish to view 
claims history. If you do not know the member number, use the <F5> function to locate 
the member (from MEMBR). The member number must be a valid entry in the member 
file. 

• Enter the claim file type. Valid entries are P (professional), I (institutional), or D 
(dental). 

• In the field Production or Archive files, enter a “P” for production (you would only 
enter an “A” if the claims you wished to view had been archived). 

• In primary date, enter the first date you want to view claims for the client. If you leave 
it blank, it will show you all claims for the client.  

• Enter “Y” (default) at the “OK?” prompt. 

 
The above screen then displays the following information for each claim: claim number, date of 
service, net amount of the claim, procedure code, modifiers 1 and 2, units, line of business, 
claim status, processing status and the provider. If there are too many claims to view on one 
screen, you page down to see the remainder. You can also print the screen by clicking on the 
printer icon on the toolbar. From this listing screen, you may choose to view a specific claim line 
in more detail.   

To view a claim in more detail, highlight the claim you wish to view and enter a “D” for Claims 
detail display (see screen below). 
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XV.  Special Functions in OPCLM 

Special Functions from the Claim Header Screen 
Press the F6 function key from the main OPCLM screen to access the Special Functions menu. 
Your access to some of the functions may depend on your Diamond Keyword access. For 
example, if you do not have access to the Keyword MEMBR, any of the special functions that 
take you to that Keyword will not be accessible to you. The same applies to Special Functions 
that indicate you can make changes/edit a screen. If you have read-only access and do not 
have write access, you will only be able to view the screen in read-only mode. 
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• B - Change Default Batch - Allows you to change the Batch Number and Received date 

for the claim you are entering and all subsequent claims. Do not use.  

• E - Error Message Summary - Displays any error messages that may have occurred on 
the Claims Header screen. 

• A - View Addresses - Displays the member, provider and vendor primary addresses. 

• V - Edit Vendor Information - Allows you to edit the vendor information. Do not use. 

• R - Display Remaining Auths - Displays detailed information about the authorization 
entered on the claim. Authorization function is turned off in Diamond so the only 
information shown on this screen pertains to this claim only. 

• S - Split Claim - Allows you to split a claim. Splitting a claim creates a duplicate copy of 
the claim header by adding an alpha suffix to the claim number in place of the last zero, 
i.e. original claim number - 145675800, split claim number - 14567580A. 

• M- Add Member - Allows you to add a member to keyword MEMBR (Members) as the 
claim is being entered. This is not activated. 

• T - Toggle Vendor/Payee - Allows you to switch the default vendor with the subscriber 
number. This may be used to directly pay the subscriber, rather than the assigned vendor. 
Do not use. 
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• H - Claim History - Allows you to view claims history. Displays the same information as 
the keyword PSDSP. 

• L - Eligibility Status - Displays the member’s eligibility as of the claim entry date. The 
following fields are displayed: Member ID, Eligibility Status, Eligible Through (same as 
Term in keyword MEMBR) and Member Riders. 

• C - COB Status - Displays the existing coordination of benefit data for the member 
entered on the claim. COB data can also be entered using this screen. 

• D - Display Authorization - Displays the existing authorization detail records. 
Authorizations are not being used. 

• F - Refresh Member Eligibility - Updates the member’s eligibility information on this 
claim. This can be valuable if a claim is being re-adjudicated and the member’s eligibility 
may have changed since the claim was entered. Note: You must re-adjudicate all claim 
line items after member eligibility is refreshed. 

• Q - Query Group Services - Lets you view the group services data entered using the 
keyword GRUPS. 

• I - Display Benefit Accumulators - Lets you display eligibility and benefit information for 
the member as of a specific date. Displays the same information as the keyword DSPBN. 

• N - Change Vendor - Lets you change an alternate vendor assignment on a manually 
entered claim after it has posted to production. Do not use. 

• W - Newborn Demographic Data - Use this function if the claim is a Mother/Baby claim. 
Not used for MACSIS purposes since the subscriber is always the client and not a 
dependent. 

• X - MEMBR Gateway - Displays keyword MEMBR with read-only access. You can access 
certain selected F6 Special Functions, as well as the F4 Notes function which will allow 
you to add notes to the member record. 

• Y - PROVF Gateway - Displays keyword PROVF with read-only access. You can access 
certain selected F6 Special Functions, as well as the F4 Notes function that will allow you 
to add notes to the PROVF record. 

• Z - Authorization Gateway - Displays keyword AUTH with read-only access. 
Authorizations are not used for MACSIS. 

• J - Claims Change History - Displays keyword CHIST (Claim Change History Detail) with 
read-only access. The Claim Change History Detail is not turned on in Diamond. You 
can access the keyword, but it will not display any information. 

• P - Covering Provider Summary - Covering provider feature is not used for MACSIS 
purposes. 

• 5 - Attach EOB/RA Remarks - Not used. 
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• 6 - Other Claim Information - Displays the patient control number or allows you to enter 
the patient control number. It also allows you to provide information about an accident 
related to a claim. These fields are not used for MACSIS purposes. 

Special Functions from the Claim Detail Screen 
Press the F6 function key from the OPCLM detail screen to access the Special Functions menu. 
Your access to some of the functions may depend on your Diamond Keyword access. For 
example, if you do not have access to the Keyword MEMBR, any of the special functions that 
take you to that Keyword will not be accessible to you. The same applies to Special Functions 
that indicate you can make changes/edit a screen. If you have read-only access and do not 
have write access, you will only be able to view the screen in read-only mode. 

 
• H - Claim History - Allows you to view claims history. Displays the same information as 

the keyword PSDSP. 

• O - Original Procedure - Lets you view or enter an original billed procedure, an original 
billed modifier and an original allowed amount that may differ from the data actually 
entered on the claim line item. For example, if an incorrect procedure code was billed on 
the original claim and the board is notified by the provider of the error (before the claim is 
finalized) and the board corrects the procedure code and re-adjudicates the claim, 
choosing the F6 - O function would display the original procedure code. 

• D - Adjudication Decision - Displays information used during claim line item 
adjudication, including medical definitions, Benefit package (including group and plan 
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codes) Co-pay amounts, percentage of billed or allowed amount, Benefit rules applied, 
provider withholding, Authorization claim status and Claim line item status. 

• P - Price Rule - Displays the price rule definition and the price rule details used o price 
the claim line item as well as the basis for Diamond’s calculation of the allowed amount. 

• R - Display Remaining Authorizations - Displays the current status of the authorization 
entered on the claim. Authorizations are not being used. 

• E - Examine Hidden Fields - Lets you view the following “hidden fields” on the claim: 
RA/EOB Print Flag, Hidden Field 1, Hidden Field 2, Net Amount Offset, Offset Reason 
Code and Cap Fund Status. 

• B - Both Price and Adjudicate - Allows you to re-price or re-adjudicate a claim line item. 
If any information on the Professional Claims Header or Professional Claims Detail is 
changed after the initial claim entry, then you must re-adjudicate each line item. 

• F- Allowed Factor - Allows you to view or enter the allowed factor. Do not use to 
change the allowed factor. 

• U - Unhold/Hold Detail Lines - Allows you to either place all un-finalized claim line items 
on hold or remove the hold on all previously held claim line items. Do not use this 
method to take a payable claim off hold. If you do, Diamond does not update the 
benefit Accumulator file. 

• A - Amounts and Reasons - Lets you view individual amounts and reason codes in the 
Hidden Component fields. 

• L - Display Member Eligibility - Displays the Member Eligibility as of the claim entry 
date. The fields displayed are Member ID number, Eligibility status, Eligibility through date 
and Member riders. 

• T - View Anesthesia Time - NOT USED FOR MACSIS 

• N - NDC Codes - NOT USED FOR MACSIS. NO NDC CODES IN SYSTEM. 

• M - M/Care Ded/Coins Amounts - ONLY USED IN CALIFORNIA. 

• S - Sum Net Amounts - Displays the total net amounts for this claim. 

• J - Claims Change History - Displays keyword CHIST (Claim Change History Detail) with 
read-only access. The Claim Change History Detail is not turned on in Diamond. You 
can access the keyword, but it will not display any information. 

• Y - Payment Detail - Displays detailed payment information for the claim line. The fields 
displayed are: Sequence Number, A/P Trans ID, Check Number, Payment Status, 
Payment Status Date, Status Reason, RA/EOB Print Flag, Check Print Date, Vendor 
Name, Vendor Address1, Vendor Address 2 and Vendor City, ST, Zip. 
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• I - Other Claim Information - This screen allows you to specify if (EPSDT) Early and 
Periodic Screening, Diagnosis and Treatment was provided and whether Family Planning 
services were provided. Not used in MACSIS. 

• C - Clear Hold/Post to Accum - This special function clears hold status, hold reasons 
and adjudications fields, then it re-adjudicates the claim line without applying any 
additional holds and updates the Benefit Accumulator file. 

• 1 - DME Information - Not Used 

• 2 - Spinal Manipulation Info - Not Used 

• 3 - Other Claim Data Info - Not Used 

• 4 - View Expanded Dollar Amounts - Displays full length of dollar fields. 

• 5 - Attach EOB/RA Remarks - Not Used 

• 6 - Claim Measurement Info - Not Used 

XVI. Contracts, Pricing and Adjudication of Claims 
How a claim prices and adjudicates is based on the member’s eligibility, plan, panel, benefit 
package, as well as the provider contract, panel, price region and rates (PROCP). There are 
many elements involved in the pricing and adjudication of claims. Incorrectly built contracts and 
benefit rules can cause unexpected pricing and adjudication problems. 

Price Schedule  
Price Schedule is the value assigned to the fee schedule that is assigned to a specific provider. 
Each provider is assigned five price schedules. (PSCHD is the Diamond keyword for price 
schedule.)  
 
Providers have three primary price schedules for services that are considered Medicaid 
reimbursable and two alternate price schedules for the non-Medicaid reimbursable services. 
The primary price schedules begin with a number and the alternate price schedules begin with a 
letter.  

 
• P0 (0xx) Medicaid services 
• P1 (1xx) AOD Individual Counseling (H0004 - HF) 
• P2 (2xx) 

o MH Group Counseling (H0004 - HQ) 
o MH Group CSP (H0036 - HQ) 

• A0 (Axx) Non-Medicaid services 
• A1 (Bxx) AOD Hotline (H0030 - HF) 

 
Please refer to Procedure Codes and Affiliated Price Schedules to see which procedure 
codes (PROCP’s) should be attached to each primary and alternate price schedule. Attaching 
a PROCP to the wrong price schedule may cause incorrect pricing of claims. 
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Panel 
Panels are used in Diamond to categorize membership and it is one of the key fields Diamond 
uses when pricing claims. 

• Panels will allow you to enroll clients in the same plan and apply the same benefits, but 
provide a different range of services, different rates, different funding sources, etc. 

• Panels also allow a provider to contract with multiple boards using the same UPI and 
price schedules. Most boards have one panel, but some boards use panel to distinguish 
groups by age, SMD status, programs, funding sources etc. For example, if you wanted 
to categorize people into smaller groups - either by age, programs, types of service, etc. 
you could use various panels: 18A - ADAS clients, 18M - MH clients, 18D - dually funded 
clients, 18S - SMD clients, etc. 

Price Region 
Price Region is used along with price schedule to attach rates to a contract. All Standard and 
Default contracts are built with an OH (Ohio) price region. The use of other than an OH price 
region on Non-Medicaid Standard contracts is only necessary if you have different rates, a 
different range of services, or different withholds than the Standard Medicaid contract. 

• If a board has different rates, a different range of services, or different withholds than the 
Standard Medicaid contract (which requires other than an OH price region on the 
contract), it is up to the board to make the changes to the Non-Medicaid contracts. 

o The board is also responsible for entering all rates (PROCP’s) in Diamond with 
the new price region. 

• UPI, LOB and Panel point Diamond to the correct contract while Price Region and Price 
Schedule point Diamond to the correct rates (PROCP’s). 

PROCP 
PROCP is the Diamond keyword for Procedure Pricing. This is the record in Diamond that holds 
the rate for a service (procedure). 

• Medicaid rates (PROCP’s) are entered and maintained by the State. These rates can 
only be viewed by logging on to Diamond using MEDRATES as the login and password. 
Medicaid rates will have a security code of “9” for AOD and “0” for MH. 

• Non-Medicaid rates (PROCP’s) are entered and maintained by the boards and will have 
the board’s security code. 

The Price Schedule (PSCHD) and the Price Region are the only things that tie a 
PROCP (rate) to a contract. 

• If you have a different price region on the contract than is on the PROCP or vice versa, 
the rate will never be found and Diamond will not be able to price the claim (there will be 
no allowed amount). 

• When you have a denied claim with no allowed amount and no reason code it is usually 
because there is no PROCP or Diamond could not find one with the correct price 
schedule and price region. 
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Sample PROCP 

Price Rule 
Price Rule identifies the pricing method for each procedure code and is attached to the 
PROVC or Provider Contract record. 

• PRULE 1 is for professional pricing and PRULE 2 is for institutional pricing. 

• MACSIS uses PRULE 1 only and the name of the Price Rule is OH. 

• Pre-FY04 contracts use a PRULE PH (PH = pre-Hipaa) that denies all services. 

Provider Contracts 
PROVC 

PROVC is the Diamond keyword for Provider Contracts. In order for a provider to be paid for 
services, a provider must have a contract created in Diamond. Each provider (UPI) will have 
multiple contracts, based on line of business, panels, price regions and effective dates.  

If a provider only contracts with one board, they will have four PROVC records for the 
current contract year: 

• FYxx Medicaid Standard Contract 
• FYxx Medicaid Default Contract 
• FYxx Non-Medicaid Standard Contract 
• FYxx Non-Medicaid Default Contract 
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The number of contracts in Diamond for any provider depends on how long they have been 
billing services to MACSIS, whether their contracts span multiple years and whether they 
contract with multiple boards. 

 
Note: There will be two additional default PROVC records created for each provider that will 
deny all services with a date of service prior to 7/1/2003. 
 

Sample PROVC 

 

PROVD  

PROVD is the Diamond keyword for Provider Contract Detail. This keyword is used to 
control pricing for “shared” procedure codes under HIPAA. PROVD may be accessed as a 
keyword or it may also be accessed from the PROVC screen by choosing F6-T. The 
“shared” procedure codes are: 

 
• Counseling (H0004) 

o MH Individual Counseling (H0004, modifier 1 = HE) 
o MH Group Counseling (H0004, modifier 1 = HQ) 
o AOD Individual Counseling (H0004, modifier 1 = HF) 

• Hotline (H0030) 
o BH  Hotline (H0030, modifier 1 = HE) 
o AOD Hotline (H0030, modifier 1 = HF) 

• MH CSP (H0030) 
o MH Individual CSP (H0030, modifier 1 = HE) 
o MH Group CSP (H0030, modifier 1 = HQ) 
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The PROVD record allows you to create multiple contract records defined by the provider 
address and claim type. Each PROVC record will have two PROVD records. In order to use 
the PROVD feature, each UPI will be assigned three PROVA records that define the three 
addresses for a UPI. They are as follows: 

 
• 000 - Main Address (s/match 837P, 2010AA, N301) 
• 001 - AODINDIV (valued by pre-processor for claims submitted electronically) 
• 002 - MHGROUP (valued by pre-processor for claims submitted electronically) 

Sample PROVD (AOD) 
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Sample PROVD (MH) 

Sample - PROVA (Sequence 000) 
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Sample PROVA (Sequence 001) 
 

Sample PROVA (Sequence 002) 
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The Flowchart below diagrams the Diamond 8+ Contract 
Structure. 
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Standard versus Default Contracts 
Standard Contracts price claims for services when a board contracts directly with a provider. 
Default Contracts price claims for services that are provided to an out-of-county (out-of-panel) 
client. For every Standard Contract there is a corresponding Default Contract no matter what 
the line of business.  

Medicaid versus Non-Medicaid Contracts 
Medicaid Contracts price claims for clients who are enrolled in a Medicaid plan and therefore 
have a MCD line of business. Non-Medicaid Contracts price claims for clients who are enrolled 
in a Non-Medicaid plan and therefore have a “NON” line of business. 

• LineBus - Line of business (LOB) 

This refers to the client’s Medicaid eligibility. They are either MCD (Medicaid eligible) or 
NON (non-Medicaid eligible). Do not confuse the client’s line of business with 
whether the claim was reimbursed as Medicaid or non-Medicaid. 
 

You can have a client with a Medicaid line of business who receives a non-Medicaid 
reimbursable service. The service is paid as a non-Medicaid claim, but the client is still a 
Medicaid client with a MCD LOB. 

• These services are paid with a non-MCD G/L reference code 

• This does not mean the client is non-MCD; just that as part of the client’s eligibility 
they can receive non-Medicaid services that may be paid by other board funds. The 
services are just not reimbursed by Medicaid. 

 
There is both a MCD and a NON-MCD Default Contract (out-of-county). The NON-MCD default 
contract puts all claims on hold with a reason code of OOCTY. The MCD Default Contract will 
pay the Medicaid reimbursable services and will deny the non-Medicaid reimbursable services. 
 
Note:  If a MCD client receives a Medicaid eligible service from an out-of-county provider, 
but because of the modifier the service is assigned a non-Medicaid MEDEF (not 
reimbursable by Medicaid) this claim will not be put on hold. It will be paid with a non-
MCD G/L reference code. Only services that hit the non-MCD default contract go on hold. 
Note: Default and Standard Contracts illustrates the way the contracts are set up in 
regards to line of business, price schedules, panels and price region. 

Claims Pricing 
Two steps occur when a claim is entered into Diamond (whether EDI or manual entry). The first 
process prices the claim (assigns an allowed amount) and assigns a MEDEF (medical 
definition) and the second process adjudicates the claim or applies the benefit rules (BENEF). 
The information on the member’s eligibility span that encompasses the date of service on the 
claim determines the contract under which a claim is priced. The contracts and PROCP’s price 
the claim and determine the allowed amount. 

MEDEF 

MEDEF is the keyword, which stands for Medical Definition. MEDEF’s are a way to 
categorize the type of service rendered and expense the claim (assign G/L reference 
codes).  
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A MEDEF is assigned based on the client’s line of business (MCD/NON) the procedure 
code, modifier 1, modifier 2 and in some instances the place of service. Each MEDEF that is 
payable under a board’s plan is assigned a G/L reference code. The assigned MEDEF is 
used later in the adjudication process.  

The valid MEDEF’s are assigned by the State. Please refer to ODMH Procedure Code, 
Modifier and Medical Definitions Matrix and AOD Procedure Code, Modifier and 
Medical Definitions Matrix for the valid medical definitions. 

Note: MEDEF’s can also be used for ad-hoc utilization reporting. 

How Claims Price  

During the claims pricing process Diamond asks several questions (See Contracts and 
Pricing and Contracts and Pricing after PROVC Record Found flowchart): 

1. Is the client eligible on the date of service? 

• No: If the client is not eligible the claim will critical error and will not make it into 
Diamond. If the client is eligible it looks to see if the provider (UPI) who provided 
the service has a contract in Diamond that matches the clients LOB (line of 
business).  

2. Is there a contract in Diamond for the provider (UPI) that matches the client’s line of 
business (LOB)? 

• No: If there is no contract for the provider in Diamond that matches the client’s 
line of business, the claim is denied due to PRVIN (provider ineligible). 

3. Is there a contract based on the client’s panel? 

• No: If there is no provider contract that matches the client’s panel then it hits the 
default contract. 

- If the LOB is Medicaid - The MCD services (primary price schedules) are 
priced (assigned an allowed amount) and a MEDEF is assigned. The non-
MCD reimbursable services (alternate price schedules) are denied.  

- If the LOB is NON - All services (on either the primary or alternate price 
schedules) are priced (assigned an allowed amount), a MEDEF is assigned 
and the claim is put on hold with an OOCTY hold reason. 

• Yes: If there is a contract with the client’s LOB and panel, Diamond then prices 
the claim (assigns an allowed amount) and assigns a MEDEF. 

4. Is the service for AOD Individual Counseling (H0004-HF), MH Group Counseling 
(H0004-HQ) or MH Group CSP (H0036-HQ)? 

• If the service is AOD Individual Counseling, the pre-processor will force the 
“Rendering Provider Address” value in the XML file to AODINDIV (sequence 
001). 

- For manual claim entry you will need to make sure you enter 001 in the Prov 
Addr Flag field on the claim header. 

• If the service is for MH Group Counseling or MH Group CSP the pre-processor 
will force the “Rendering Provider Address” value in the XML file to MHGROUP 
(sequence 002). 
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- For manual claim entry you will need to make sure you enter 002 in the Prov 
Addr Flag field on the claim header. 

• If the service is not for AOD Individual Counseling (H0004-HF), MH Group 
Counseling (H0004-HQ) or MH Group CSP (H0036-HQ) the Rendering Provider 
Address will equal the Billing Provider Address (Loop 2010AA, N301). 

- For manual claim entry you will need to make sure you enter 000 in the Prov 
Addr Flag field on the claim header. 

5. Is there a rate in for the service received by the client? 

• Diamond looks at the Rendering Prov Addr on the claim and then assigns the 
Prov Addr Flag to 000 (default), 001 or 002. (For manually entered claims, 
Diamond does not need to assign a Prov Addr Flag. It was already assigned 
when the claim was entered manually into Diamond.) 

- If the Prov Addr Flag is 000, Diamond looks at the primary and alternate 
price schedule on the PROVC record. If Diamond finds a rate (PROCP) 
attached to the primary or alternate price schedule, the claim is priced and a 
MEDEF is assigned. 

- If the Prov Addr Flag is 001, Diamond will look at the PROVD record with 
the Address 001 AODINDIV. If Diamond finds a rate (PROCP) attached to 
the primary or alternate price schedule, the claim is priced and a MEDEF is 
assigned. 

- If the Prov Addr Flag is 002, Diamond will look at the PROVD record with 
the Address 002 MHGROUP. If Diamond finds a rate (PROCP) attached to 
the primary price schedule, the claim is priced and a MEDEF is assigned. 

Claim Adjudication 
Once a claim is priced (allowed amount and MEDEF assigned) the second process adjudicates 
the claim. During the adjudication process the Benefit Rules (BRULE’S) that are associated with 
a client’s plan via the Benefit Package (BENEF) are applied and a net amount is determined. 

BRULE 

Benefit Rules are used to define how member benefits are administered. For example, your 
board can create benefit rules that apply co-payments to specific services, deny services 
that exceed a limit, restrict the amount of out-of-pocket expenses incurred by a member, 
place services on hold for further review, etc. Benefit Rules are built around MEDEF’s. 
There are six types of benefit rules: 

• BRULE 10 - Coinsurance - also known as sliding fee and computes the client’s out-
of-pocket expense by applying a percentage times the allowed amount based on 
MEDEF’s. 

• BRULE 20 - Limits - used to limit the number of services a client can receive based 
on MEDEF’s. Those claims that exceed the limit will deny with a reason code of 
LMBEN. Limit rules are tracked through Benefit Accumulators. You can view this 
information by accessing the Diamond keyword DSPBN (display benefit 
accumulators). 
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• BRULE 30 - Deductibles - establishes a set amount a client is required to pay 
towards a particular service based on MEDEF’s. The difference between Deductibles 
and Coinsurance is a deductible is a set amount based on service no matter how 
much the allowed amount while coinsurance is based on a percentage of the allowed 
amount. 

• BRULE 40 - Out-of-Pocket Maximums - limits the maximum out-of-pocket expense 
a client will have to pay for specific services (based on MEDEF’s) in a specific time 
period.  

• BRULE 50 - Message and Pend - places a claim on hold with a specific message 
for services based on MEDEF’s. 

• BRULE 60 - Exclusions - used to exclude services (based on specific MEDEF’s) 
from payment and will cause the claim status to be “D” (denied) 

BENEF 

The Benefit Package is attached to a board’s plan and contains all the Benefit Rules that are 
to be applied to each member of that plan. Each member is enrolled in a plan. Each plan is 
assigned a benefit package (BENEF). 

How Claims Adjudicate 

Once a claim has priced and been assigned a MEDEF, the adjudication process begins. 
Diamond looks at the member’s eligibility to see what plan the client was enrolled in on the 
date of service. Next it determines which benefit package (BENEF) corresponds to the 
client’s plan. 

After determining the client’s benefit package Diamond reviews the benefit rules associated 
with the benefit package to determine which should be applied to the claim. 

Diamond will apply a rule if the medical definition assigned to the claim detail line is one of 
the medical definitions entered on one of the benefit rules. Once the appropriate benefit 
rules have been applied, a net amount is assigned to the claim. 

The application of the benefit rules may change the claim status on the claim. For example, 
during the pricing process an allowed amount and MEDEF are assigned along with a claim 
status of “P” (payable), but during the adjudication process if there is a benefit rule that 
excludes this service from payment based on the MEDEF, the claim status would then 
become a “D” (denied), a not covered amount would be calculated and a not covered 
reason code assigned. 

Pricing versus Adjudication 
The pricing process determines an allowed amount and assigns a MEDEF based on UPI 
(provider), LOB (line of business), member’s panel, procedure code, modifier 1, modifier 2 and 
place of service. Adjudication applies the benefit rules (BRULE’S) based on the benefit package 
(BENEF) and determines the net amount and claim status. 

If claims are not pricing/paying properly it is usually caused by: 

• Improperly built contract 

• Missing or improperly entered PROCP’s 



 61

• Incorrectly built benefit rules 

TIP: When claims do not price properly (either incorrect allowed amount or no allowed 
amount) use the Contracts and Pricing flowchart to go through each step to try to pinpoint 
what is causing the problem. 

XVII. Denying Non-Medicaid Claims beyond 
Submission Deadline 

Some boards set deadlines with their providers for submission of non-Medicaid claims for the 
prior fiscal year. For example, all non-Medicaid claims for FY06 must be submitted by 9/30/2006 
in order to receive payment. 

To meet this need the State has come up with a procedure that will automatically deny these 
claims. (This does not apply to the Default Medicaid or Default Non-Medicaid contracts.) 
The drawbacks are: 

1. New contracts must be built and the old contracts termed. 

2. The alternate price schedules must be removed from the termed Medicaid contract 
and both primary and alternate price schedules must be removed from the non-
Medicaid contracts. 

3. There will be no denied reason code on the claim. 

4. This cannot be set up until the submission deadline has been reached. 

5. This is an all or none scenario - must deny all non-Medicaid services. It is not 
procedure code specific. 

In order to implement this procedure, boards must notify MACSIS Support with the appropriate 
information as outlined in the procedure documentation (see Denying Non-MCD Claims 
beyond Submission Deadline. 

XVIII. Reference Documents 
The reference documents included in this section are updated as needed. The most current 
versions available have been included. Please check the MACSIS Website periodically for any 
updates that may become available (http://www.mh.state.oh.us/ois/macsis/macsis.index.html). 

 

 

 

 

 

http://www.mh.state.oh.us/ois/macsis/macsis.index.html
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TCP/IP Access 
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MACSIS Account Request 
 
 

 
DMH-OIS-040  (Rev. 1/99)

 Board/Office

 Last Name  First Name  Middle Init ial (required)

 Fax No.

Complete the information below for the person who will be using this 

For Ohio Department of Mental Health Use Only

Access Key: 0 =  No Access 2 =  Read/Write
1 =  Read only 3 =  Read/Write/Delete

( ) ( )

 Processor

(continued on reverse)

 Date Received

 Date Completed

 Signature of New Account User

 Signature of Authorizing Responsibility (i.e., executive office, MACSIS project coordinator)

 Logon  Password  Initials  Security Code

 Date

 Date

 Today's Date

 E-Mail Address

 Telephone No.

 Job Title

 Environment

Security Group Security GroupNo. No.Access
System Administration Only
EDI Production Control
Security/System Parameters
MOM Only
State Tables (boards read-only)
Feedback
Shared Board and State Tables
Board Tables
General Supervisor
Pricing
Membership Supervisor

Enrollment Maintenance
Claims Supervisor
Claims Processing
Authorizations Supervisor
Authorizations Maintenance
Capitation Supervisor
Capitation
Customer Services 
Supervisor
Customer Services
Universal

01
02
03
10
15
17
18
20
21
25
30

35
40
45
50
55
70
75
80
85
99

Access AccessKeyword

 Existing Logon (if applicable)

 Action Requested

 Extension (if applicable)

Instructions:

A separate form is required for opening an 
account in each Environment.

  This form must be used to open, close, or otherwise modify a MACSIS (Diamond 725) on-line account.  
Please note that without proper authentication and required signatures, no account may be altered or established.

This form should be returned to the Ohio Department of Mental Health C/O MACSIS Account Coordinator, Suite 1010, 
30 East Broad Street, Columbus, Ohio 43266-0414.  You may submit via Fax to 614-752-6474.

Please note there are 4 Diamond Environments (see description on back).  
  It is especially important that there be clear definition of the needed access rights for 

each.

The Board/Consortium MACSIS Administrator (or appointing authority) will be notified when this account request has 
been completed.

As of January 1, 1999, a completed and signed “MACSIS Statement Regarding Disclosure of Information”  form (DMH-
OIS-043) is also required to open a MACSIS account in TEST or PRODUCTION.

MACSIS ACCOUNT REQUEST

Production Create New Account

Demo Modify Existing 

Test Remove Existing Account

Training Recover Lost Password
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General Background Information

Environments:

There are currently 4 Diamond 725 Environments being used in the MACSIS project:  PRODUCTION, TEST, DEMO, and 
TRAINING.  Individuals may have accounts in some or all, typically with different "access rights"  or functionality in 
each.

This is completely reserved for real business operations.  All accounts must be assigned specific Security Group 
privileges.  The general guidelines suggest that only " live"  Board/Consortium will be enabled for this area, that access 
authority shall be narrowly defined, and in particular, delete authority will be severely limited.

This is a serious evaluation area where new definitions, system upgrades, and the like are evaluated for coherency and 
fit with PRODUCTION functionality.  The TEST Environment will be maintained as a duplicate of PRODUCTION except 
that Boards/Consortium which are about to "go live"  will be enabled for test/evaluation to work in this area.  It is 
recommended that TEST accounts include Security Group definition though it is imaginable that read-write and read-
write-delete be more available here then in PRODUCTION.  It is possible to request a rather general READ ONLY access 
if you are not yet close to "go live"  and would benefit from being able to review a more "real data area."

The material in this Environment is refreshed from PRODUCTION on a (yet to be determined) scheduled basis.  There 
will be real or realistic definition and structure but our intent is to reduce or eliminate direct client identifying information.

DEMO is provided for much more wide open exploration and testing.  It is not planned at this time to include Security 
Group definition on these accounts.  In general all accounts will have complete access including read-write-delete.  
Access should still be limited to staff with real identifiable need to be involved with client related material.

This is the sample distribution dataset provided by HSD with the Diamond 725 product.  It no longer matches the 
MACSIS developments on a one-to-one basis but still provides an excellent tool to introduce the general concepts, 
especially to staff or individuals who have no business reason to be involved with real client related information.

There are a number of generic "user"  accounts available for your use in this environment.  Also, a specific person or 
"shared" account can be defined as well.

PRODUCTION

TEST

DEMO

TRAINING

MACSIS ACCOUNT REQUEST

DMH-OIS-040  (Rev. 1/99)
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MACSIS Sample 837P UPI File 
 

ISA*00*      *00*      *ZZ*000000000012345*ZZ*25B   *030707*0812*U*00401*000000257*0*T*: 
GS*HC*12345*25B*20030715*0812*1*X*004010X098A1 
 
 
 

 
TRANSACTION SET HEADER 
ST*837*000000001 
BHT*0019*00*258*20030715*0812*CH 
REF*87*004010X098DA1 
 
LOOP 1000A SUBMITTER NAME 
NM1*41*2*DO GOOD THINGS*****46*12345 
PER*IC*PETE MARAVICH*TE*6142222222 
 
LOOP 1000B RECEIVER NAME 
NM1*40*2*FRANKLIN ADAMH*****46*25B 
 
LOOP 2000A BILLING/PAY-TO-PROVIDER HL 
HL*1**20*1 
 
LOOP 2010AA BILLING PROVIDER NAME 
NM1*85*2*DO GOOD THINGS*****24*31-12345678 
N3*405 WEST SOUTH AVENUE 
N4*COLUMBUS*OH*43231 
REF*1G*000000012345 
PER*IC*AGENCY ADMINIS DESK*TE*6145772104 
 
LOOP 2010AB PAY-TO-PROVIDER NAME 
NM1*87*2*XYZ CORPORATION*****24*31-12345678 
N3*400 EAST WEST  STREET 
N4*COLUMBUS*OH*43313 
REF*1G*000000000022345 
 
LOOP 2000B SUBSCRIBER HL 
HL*2*1*22*0 
SBR*P*18*******ZZ 
 
LOOP 2010BA SUBSCRIBER NAME 
NM1*IL*1*KRACOTO*KILE*A**JR*MI*3445555 
N3*1928 EAST 56TH ST  
N4*LORAIN*OH*44254 
DMG*D8*19510127*M 
REF*SY*268445400 
 

S. 68 – Sender 
and Receiver ID S. 69 – Appl Sender 

and Receiver Code 

S. 70 – Submitter and 
Receiver ID Code 

S. 71 – Billing Provider 
Tax-ID and UPI 

S. 72 – Pay-To Provider 
Tax-ID and MACSIS 
Vendor Number 

S. 75 – Subscriber 
Suffix and UCI 
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LOOP 2010BB PAYER NAME 
NM1*PR*2*MACSIS*****PI*MACSIS 
N3*SUITE 1001*30 E. BROAD STREET 
N4*COLUMBUS*OH*43266-0414 
 
LOOP 2300 
CLM*1156478910*40.00***11::1*Y*A*Y*Y*C 
HI*BK:3050 
 
 
 
 
LOOP 2320 OTHER SUBSCRIBER INFORMATION 
SBR*S*18***C1****ZZ 
AMT*D*30.00 
DMG*D8*19520804*F 
OI***Y***Y 
 
LOOP 2330A OTHER SUBSCRIBER NAME 
NM1*IL*1*KRACOTO*MITZY****MI*555656666 
REF*IG*S 
 
 
 
LOOP 2330B OTHER PAYER NAME 
NM1*PR*2*AETNA HMO*****PI*AETNA HMO 
 
LOOP 2400 SERVICE LINE 
LX*1 
SV1*HC:H0004:HE:HR::HX*40.00*UN*1*53**1**N 
 
 
 
 
DTP*472*D8*20030702 
REF*6R*BB973AF65341F8B5AA862CEB23B0B1 
 
 
 
TRAILER SEGMENTS 
SE*40*000000001 
GE*1*1 
IEA*1*000000257 

S. 76 –Payer Name 
and ID 

S. 77 – Patient Control 
Number, Claim Level 

S. 78 – Facility Code, 
Claim Level 

S. 79 – Other Payer 
Paid Amount 

S. 81 – ODJFS COB 
Indicator (S = Non-
Covered Service) 

S. 82 –Product/Service 
Qualifier and 
Procedure Code 

S. 83 –
Modifiers 

S. 86 – Line Item 
Charge Amt and 
Place of Service 

S. 87 –Line Item Control Number
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MACSIS 837 Professional Claim Technical Information (v4010-UPI) 
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HIPAA EDI Claims File Testing and Approval 
State of Ohio 

MACSIS SYSTEM POLICY 
 

Policy:  HIPAA EDI Claims File Testing and Approval Last Revised Date: 1/27/05 

Purpose: 

This document outlines the methodology and policies related to the testing and approval of 
electronic claim files from providers or clearinghouses for the purpose of submitting claim files in 
a production MACSIS environment. There are four sets of constituents who have responsibilities 
during the testing phase: 
 

• Providers 
• Clearinghouses (Value-Added-Networks or VANs) 
• County Boards or Board Consortiums 
• MACSIS Operations Management Staff (MOM) 

Required Reading: 

There are three minimum sets of documents all parties should read and understand before 
beginning the MACSIS claims testing process. They include: 
 

• National Standard HIPAA EDI Implementation Guides for 837P and 835 Files – Copies 
can be downloaded from the Washington Publishing Company website (www.wpc-
edi.com). Please be sure to download the 837 Professional, not Institutional, Claims 
Format (Version 4010) and related addenda. 

• MACSIS HIPAA EDI Documents – There are several MACSIS-specific documents 
available to guide providers and boards regarding the requirements to successfully 
adjudicate claims in MACSIS under HIPAA. These documents are available at 
http://www.mh.state.oh.us/ois/macsis/mac.claims.index.html and should be thoroughly 
reviewed prior to test file creation. 

• WEDI’s Strategic National Implementation Planning (SNIP) Committee’s “Transaction 
Compliance and Certification” White Paper - This is a document created by a sub-
committee of the Workgroup For Electronic Data Interchange (WEDI). It explains and 
recommends the types of testing which should be done prior to approval of data for 
production submission. This MACSIS policy has been designed to adhere to the 
recommendations of the white paper, which can be retrieved via 
www.wedi.org/snip/public/articles/testing_whitepaper082602.pdf . 

 Constituent Responsibilities: 

I. Providers 

A. Approval Policy 

Each provider who intends to bill for services under MACSIS will be required to submit 
test 837P files for approval prior to being granted permission to submit production 
claims. 

http://www.wpc-edi.com/
http://www.wpc-edi.com/
http://www.mh.state.oh.us/ois/macsis/mac.claims.index.html
http://www.wedi.org/snip/public/articles/testing_whitepaper082602.pdf
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Note:  Each provider must be approved at the “MACSIS UPI” level, not just at the 
“MACSIS Vendor” level. If a clearinghouse or main provider office creates the billing 
file for multiple UPI’s from the same system and location, then it is still required that 
the clearinghouse or provider submit one UPI per Tier 1 and 2 test file. This is so 
each UPI’s structure can be thoroughly evaluated. (Note: Loop 2010AA and 2010AB 
can still be different within the file.) Once approved for both Tiers, then the 
clearinghouse or provider would submit a “combined” test file (i.e., all UPI’s 
submitting to the same BOARD as expected in Production) to ensure the proper 
combined structure is in place. Please note that a clearinghouse and/or provider 
must create separate billing files for UPI’s sent to different boards. 

If a provider chooses to use a clearinghouse, it is the provider’s responsibility, not the 
State or County Board, to resolve any issues, bugs, problems identified with the files 
during the testing phase, as well as issues which might occur in the production 
environment. 

The final Tier 2 File Analysis Report returned to the provider will indicate if they have 
approval to submit claims in the production environment. 

Although we encourage software vendors to work through their providers to submit test 
files via the boards, it is possible for software vendors to submit an initial test file directly 
to the MACSIS staff to determine how close their file formats fit the basic MACSIS 
requirements. The latter will be managed by the MACSIS Support Desk 
(macsissupport@mh.state.oh.us ) via an independent process and the test file must 
contain no real client data. However, approval for production submission will not be 
granted at a software vendor level, only at a provider level. 

Providers are required to be re-approved through Tier 1 and Tier 2 testing, if they 
change software vendors and/or apply a significant upgrade to their existing system. 
Although not required, it is recommended that Tier 2 testing be re-done if there is a 
significant change in the provider’s benefit or contract (i.e., pricing, etc.) structure in 
MACSIS. 

B. Pre-Testing Requirements 

As noted in the White Paper mentioned above (see Required Reading), SNIP 
recommends covered entities perform up to seven different types of tests on a file to 
ensure HIPAA transaction compliance. These “types” as noted in the White Paper can 
be reviewed independent of one another and do not necessarily need to be conducted in 
any specific order.   

Providers should pre-test types 1-7 for their ASC X12N 837 Version 4010 Professional 
Claim Files prior to submitting files to their main contracting board to begin the 
MACSIS testing process. This includes testing for basic HIPAA-compliant form, 
structure and syntax requirements at a minimum. In addition, Appendix A outlines 
examples of what to test and verify as it pertains to MACSIS-specific requirements.    

Please note it is recommended per SNIP as well as MACSIS that providers use real data 
to the extent possible to complete testing; however, if test data is used, the provider 
should at a minimum ensure the same system parameters, product type and software 

mailto:macsissupport@mh.state.oh.us
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versions are used to create the test data as established in the agency’s current 
production environment. 

C. Submitting Initial Test Files To Board for MACSIS Testing and Approval (Tier 1) 

Once pre-testing is completed, providers will need to prepare their first test file for 
submission to their main contracting board to begin the MACSIS Testing and Approval 
Process. (See “Submitting Test HIPAA EDI Claim Files for Approval” 
http://www.mh.state.oh.us/ois/macsis/claims/procedure.submit.macsis.hipaa.edi.claim.fil
e.pdf) for more information about the procedure for submitting test files.) Initial test files 
should include the following: 

• A maximum of 100 claims per initial test file 
• The test file must contain at least one scenario of each of the required testing 

scenarios noted in Appendix B, if the scenario could at all apply (even in the 
future) to the provider 

• The test file may or may not use actual client or service data 
• The test file name should comply with the file naming conventions as outlined in 

the Guidelines Pertaining to MACSIS, HIPAA EDI Policies and Procedures, 
Sections 42A and 43B. Please note that test files should begin with the character 
“J” instead of “A”, so they can easily be distinguished. 

When submitting test files to the board, providers must initiate the “MACSIS Claims Tier 
1 Testing Form” (http://www.mh.state.oh.us/ois/macsis/claims/tier1.test.form.rev.pdf). In 
an effort to identify common problems across software vendors, providers will be asked 
to provide information about the software used to create the file on this form.   

D. Submitting Final Test Files to Board for MACSIS Testing and Approval (Tier 2) 

Once the initial test file(s) has been approved, providers will need to prepare their final 
test file for submission to their main contracting board to complete the MACSIS Testing 
and Approval Process. Final test files should include: 

• The volume of claims representative of a typical production file submission for 
that agency up to a maximum of 500 claims in the file. If you are not sure what 
your average weekly claim volume is for MACSIS, see SFY03 (State Fiscal Year 
2003) data available at 
http://www.mh.state.oh.us/ois/macsis/claims/prov_fy03_clms.XLS  

• All funded procedure codes are represented 
• Real client data 
• Claims for dates of service on or after July 1, 2003, must be demonstrated on the 

test file. Fictitious service data may be used, as long as all currently funded 
procedure codes and corresponding rates are represented. HIPAA-compliant 
procedure, modifier and place of service codes must be used. 

• Provider Tax-ID information as stored in MACSIS exactly matches the 
information included on the 837P file. Since Tax-ID is private information, 
MACSIS-stored Tax-ID information is not available via the web. Providers must 
contact their Board to verify that the Tax-ID in MACSIS is correct.   

• As in Tier 1, the test file name should comply with the file naming conventions as 
outlined in the Guidelines Pertaining to MACSIS, HIPAA EDI Policies and 
Procedures, Sections 42A and 43B.   

http://www.mh.state.oh.us/ois/macsis/claims/procedure.submit.macsis.hipaa.edi.claim.file.pdf
http://www.mh.state.oh.us/ois/macsis/claims/procedure.submit.macsis.hipaa.edi.claim.file.pdf
http://www.mh.state.oh.us/ois/macsis/claims/tier1.test.form.rev.pdf
http://www.mh.state.oh.us/ois/macsis/claims/prov_fy03_clms.XLS
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• Although not required, it is highly recommended that the provider’s address as 
stored in MACSIS match what the provider intends to submit on the 837P file 
both for Billing Provider information (Loop 2010AA) and the Pay-To Provider 
information (Loop 2010AB) if applicable. 

When submitting the final test file for approval, providers must initiate the “MACSIS 
Claims Tier 2 Testing Form” 
(http://www.mh.state.oh.us/ois/macsis/claims/tier2.test.form.rev.pdf ). They will be given 
the opportunity to request a return 835 Health Care Claim Payment/Advice file as a part 
of the testing process via this form. 

II. Clearinghouses 

Clearinghouses will be responsible for ensuring their contracting provider’s outbound claim 
files (i.e., ASC X12N 837P Version 4010 Files) have successfully passed the testing 
requirements as noted above. They will also be responsible for ensuring policies and 
procedures related to the transmission of test or real claim files are adhered to. Policies 
and/or procedures related to the access of or exchange of EDI data between a 
clearinghouse, provider and board should be clearly outlined in any trading partner 
agreements between the provider and board and/or provider and clearinghouse. 

III. County Boards or Board Consortiums 

County Boards or Board Consortiums will be responsible for the following: 

• Instructing their contracting providers on how to submit files for the purposes of 
testing to their attention 

• Verifying the test file naming convention used is accurate 
• Following the appropriate procedure to transfer the test files to the State to begin 

the testing process 
• Completing the MACSIS Claims Testing Forms and faxing them to the State 
• Verifying test files comply with HIPAA-mandated and MACSIS-specific EDI 

requirements under Tier 1 
• Evaluating Error Reports resulting from Tier 1 and 2 testing to ensure valid codes 

are being submitted, pricing and adjudication decisions are accurate, all PROCP 
records exist and that benefit rules are functioning as planned. 

• Updating the Diamond Support Tables within the board’s control to correct errors 
resulting from Diamond “build” issues. 

• Notifying the MACSIS staff via the Tier 2 form that a new copy of Production is 
necessary before re-testing, when applicable. 

• Receiving and communicating results from the test process to the provider. This 
includes answering questions about format and value requirements under 
HIPAA.  If the board is unsure of an answer, the Board, not the provider, should 
contact the MACSIS Support Desk for clarification.    

• Monitoring and encouraging their contracting providers to begin the testing 
process if they have not already done so 

• Training and maintaining staff knowledge of the EDI format and value 
requirements, testing policies, procedures, FTP and Unix Commands necessary 
for testing 

• Submitting HIPAA Service Rate Forms with Tier 2 Test File Forms 

http://www.mh.state.oh.us/ois/macsis/claims/tier2.test.form.rev.pdf
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• Initiating Medicaid Contract Agreements or Amendments per ODMH and/or 
ODADAS Medicaid Policy.  

• Maintaining Non-Medicaid rates in MACSIS. 

  

IV. MACSIS Operations Management 

The MACSIS Operations Management Staff (MOM) will be responsible for the following: 

• Providing and maintaining the appropriate test sub-directories for board use 
• Supporting “testing” programs used by MOM 
• Maintaining Test Environments 
• Completing Tiers 1 and 2 of the MACSIS Testing and Approval Process (see 

below) 
• Communicating results to the boards 
• Disbursing any related MACSIS reports to the boards 
• Final approval of the provider for production submission 

V. Cross-Constituent Shared Responsibilities: 

All constituents will be responsible for: 

• Ensuring all transmitted data sent for testing purposes adheres to the HIPAA 
Privacy requirements with respect to the confidentiality of patient identifiable 
information. All precautions should be made to eliminate the possibility that 
patient information be exposed.   

• In keeping with the above policy, no testing files should be emailed as 
attachments to the Boards. 

• Ensuring file handling protocols are followed to ensure the proper translation of 
file end of line markers.  See 
http://www.mh.state.oh.us/ois/macsis/mac.tech.revisited.EOL.issues.html for 
more information. 

MACSIS Testing and Approval Methodology: 

MACSIS will be using a two-tiered approach to test files received from providers via the boards.  
This approach allows the staff to identify simple, basic file problems in the first tier and then 
focus on more complex problems which may only manifest themselves in a large, production-
simulation environment in the second tier.  
 

I. Tier 1 – Basic Form, Structure, Syntax Testing  
 

The primary purpose of Tier 1 testing is to evaluate the form, structure and syntax of the 
claims EDI test file as it pertains to MACSIS-specific guidelines. The type of review includes 
but is not limited to: 

• Conformance to file naming conventions 
• Envelope Structure and Control Numbers 
• Appropriate End-of-Line (EOL) marker and other delimiter definitions 
• Appropriate use of sender and receiver identification numbers 

http://www.mh.state.oh.us/ois/macsis/mac.tech.revisited.EOL.issues.html
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• Appropriate use of provider identification numbers 
• One-To-One Correspondence of Loops 2300 and 2400 (i.e., one service line 

per claim) 
• Appropriate Segment Usage For MACSIS Adjudication Purposes as outlined 

in the MACSIS 837P Technical Information Guide 
 

Tier 1 testing does not require information related to “real” clients, although the latter is 
preferable. These files can contain fictitious names, dates of birth, Unique Client Identifiers 
(UCI), etc. Segment, field and component usage will be examined, but no comparisons 
will be made between the EDI file and the MACSIS database content at this point in 
the testing process. Appendix A provides a list of the types of items examined in Tier 1 
Testing by the MACSIS staff. 

  
II.  Tier 2 – Production Simulation Testing  

 
Tier 2 testing is the final stage before approval is granted to submit claims into the HIPAA-
compliant Diamond Production Environment.    

 
This level of testing will compare the test file to a copy of the MACSIS production 
environment to simulate as close as possible how claims will be processed in a live 
environment.  Since Tier 2 testing is the first time the data in the test files is compared to the 
data in the Diamond environment, issues such as discrepancies in Tax-ID and/or provider 
addresses will become apparent in Tier 2 testing. Appendix C provides a list of the types of 
items examined in Tier 2 Testing by the MACSIS staff. 

 
All files must be created by the provider’s software and no manual (or other) corrections or 
adjustments should be performed (by Provider, Board, or State staff). Every effort should be 
made to emulate standard operating procedures.   

 
• Exception: If a provider and/or clearinghouse plans to submit production 837P claim 

files with more than one UPI number represented on the file, they should initially 
submit Tier 2 test files containing just one UPI per file. Once the Tier 2 test files are 
approved on a per-UPI basis, then a final combined Tier 2 test file (i.e., multiple 
UPIs) will be necessary to ensure the proper “combined” structure is in place. 

 
The primary goal is to ensure that the provider software has created a standard, MACSIS-
compliant ANSI X12 837P 4010 file; that provider contracts are in place (in the HIPAA 
compliant Diamond 725 database) and accurate for all lines of business and panels; that 
PROCP (procedure code pricing) records exists for all contracted services; G/L (general 
ledger) references are present and correct; and that all procedures that are expected to 
result in claims being denied or held as specified in the benefit rules are applied as 
intended.   

 
The Tier 2 testing file should be large enough to approximate at least one-week worth of 
data (up to 500 claims) with all possible funded procedure codes from the provider before 
Tier 2 approval will be granted. 

 
Clients for whom claims are submitted must have member records in the HIPAA- compliant 
Diamond 725 Production database. All claims-related tables must be present in the HIPAA-
compliant Production database. When this level of testing is to be performed, MOM will 
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create an exact copy of the production database and perform the new HIPAA-compliant EDI 
process.   

 
Providers will have the option to request a simulated 835 Health Care Claim 
Payment/Advice file in return, if the final test file is processed successfully into the MACSIS 
test environment. 
 

III. Test File Rejection 

Test files submitted by providers via their boards may be rejected for the following reasons: 
 

• HIPAA-mandated and/or ASC X12N requirements are not met 
• MACSIS-specific billing requirements are not met, including having one claim loop 

per service loop or invalid tax ID submitted 
• Fatal errors occur on the MACSIS Edit Reports 
• Less than 90% of the claims pass MACSIS edits 
• Duplicate claims contained on the file violate the Duplicate Claim Check Policy under 

HIPAA. 
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APPENDIX A 
MACSIS HIPAA EDI TESTING CHECKLIST FOR TIER 1 

 
# Requirement MACSIS 

Guideline 
Loop/Segment 
/Element 

SNIP 
Type 

 FILE NAMING CONVENTION    

O1 Proper file naming convention is used 
(Jxxxxxx#.julyy) 42A N/a 7 

 CONTROL SEGMENT USAGE    

C1 Expected segment, field and component 
delimiters used as outlined in Guidelines 40D6 ISA 7 

C2 ISA envelope is a fixed length of 105 bytes N/A ISA 7 
C3 ISA-06 and ISA-08 are properly coded 41A2 ISA 7 

C4 ISA-13 matches IEA-02 (Interchange Control 
Numbers) N/A ISA and IEA 7 

C5 GS-02 and GS-03 (Application Sender and 
Receiver Codes) are properly coded N/A GS 7 

C5 SE02 (Trans Set Control #) equals the total 
number of lines in the file minus four N/A SE 7 

 SUBMITTER/RECEIVER Ids    

S1 
Submitter ID equals valid MACSIS UPI number, 
MACSIS Vendor number or MACSIS-Assigned 
VAN ID 

41A2 1000A/NM109 7 

S2 Receiver ID is valid Board Number and Type 41A2 1000B/NM109 7 
S3 Receiver Name is valid Board Name 41A2 1000B/NM103 7 
 PROVIDER INFORMATION    

P1 Agency Tax-ID is valued and is in the correct 
format (ex., with hyphen is present) N/A 2010AA/NM109 7 

P2 Agency UPI number is present; 12 bytes, leading 
zeros N/A 2010AA/REF02 7 

P3 If Pay-To Provider information is applicable, tax-id 
is provided with hyphen N/A 2010AB/NM109 7 

P4 
If Pay-To Provider information is applicable, the 
MACSIS-assigned vendor number is provided in a 
15-byte, leading zero format. 

N/A 2010AB/REF02 7 

P5 
If rendering provider information is sent (i.e., not 
used for MACSIS adjudication purposes), then it 
is coded correctly 

N/A Loop 2310B 7 

 SUBSCRIBER INFORMATION    
B1 Claim Filing Indicator Code equals “ZZ” N/A 2000B/SBR09 7 

B2 Client First and Last Name are provided N/A 2010BA/NM103 
and NM104 7 

B3 Client suffix is provided in EITHER NM107 or 
NM103 N/A 2010BA/NM107 

or NM103 7 

B4 Valid date or birth and gender code is provided  2010BA/DMG02 
and DMG03 7 

B6 Client SSN is provided (without hyphens) N/A 2010BA/ REF02 7 

B7 Destination Payer Name and ID is MACSIS N/A 2010BB/NM103 
and NM109 7 

 CLAIM INFORMATION    

M1 
Patient Control Number contains expected value 
per provider’s system needs (see Guidelines for 
specific AOD prevention requirements).  

44B 2300/CLM01 7 

M2 Total claim charge amount and corresponding N/A 2300/CLM02 7 
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# Requirement MACSIS 
Guideline 

Loop/Segment 
/Element 

SNIP 
Type 

decimal point usage (implied or explicit) is correct 

M3 
ICD-9-CM diagnosis code is present when 
required for procedure, billable under MACSIS 
and does not contain a period  

44E 2300/HI segment 7 

 OTHER PROVIDER INFORMATION    

X1 Rendering Provider Information, if provided, is 
properly coded. (Note: Not required for MACSIS) N/A Loop 2310B 7 

 OTHER PAYER INFORMATION (IF 
APPLICABLE)    

R1 

If other payer involved with claim, other payer 
paid amount is provided and logically corresponds 
to the ODJFS Coordination of Benefits (COB) 
Indicator value in Loop 2330A/REF02. The 
amount is correct given decimal point usage 
(implied or explicit). 

44F 2320/AMT02 7 

R2 
For Medicaid eligible services to Medicaid eligible 
clients, Other Subscriber Secondary ID is valued 
to ODJFS COB Indicator. 

N/A 2330A/REF02 7 

R3 
For Medicaid eligible services to Medicaid eligible 
clients, other payer paid amount is valued 
correctly when ODJFS COB indicator is present 

N/A 2320/AMT02 7 

 SERVICE INFORMATION    
L1 One service loop per claim loop is provided 44A1 2400 Loop 7 

L2 
Proper “product/service qualifier” is used for the 
procedure being billed (i.e., HC for HCPCS and 
ZZ for non-healthcare procedure codes) 

N/A 2400/SV101-1 7 

L3 Service code is valid for date of service  N/A 2400/SV101-2 7 
L4 Modifier 1 is always present N/A 2400/SV101-3 7 

L5 Unit or Basis for Measurement Code is valued to 
“UN” N/A 2400/SV103 7 

L6 
Units of service were accurately calculated per 
rounding tables and do not exceed a one-tenth 
decimal place. 

44C1 2400/SV104 7 

L6 Emergency Indicator is “null” or “N” N/A 2400/SV109 7 
L7 Date/Time Qualifier is “472” for Service Date N/A 2400/DTP01 7 
 
Certain items beyond those noted above may be reported in the Tier 1 Test results as “Notes”. 
These are items which will not prevent Tier 1 approval, however, offer further explanation or 
clarification so the submitter can assess if/how the data should be provided. Examples of 
“notes” are below: 

• Loop 2010BB (Payer Name), N3 and N4 (Payer Address) are not required; however, 
if sent, the values should be “30 E. Broad Street, Columbus, OH 43215-3430”. 

• All PRV segments are no longer required per the October 2002 addenda. 
• If both Loop 2300, CLM01 and Loop 2400, REF02 (where REF01 = 6R) are 

provided, MACSIS will only return Loop 2400, REF02 on the 835 remittance file. 
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APPENDIX B 
MACSIS HIPAA EDI SCENARIOS FOR TIER 1 TESTING 

 
# Test Scenario Used to Verify 
1 • Other payer is involved with the claim 

• Client is Medicaid Eligible 
• Service is Medicaid Eligible 

• Provider system can 
properly generate the 
Loops related to Other 
Payer Information 
(2320, 2330A and 
2330B)  

2 • Other payer is involved with the claim 
• Service is not Medicaid Eligible 

• Provider system can 
properly generate the 
Loops related to Other 
Payer Information (2320 
and 2330B) 

3 • Date of service is after July 1, 2003 
• Billed service uses “new” MACSIS 

procedure, modifier codes and place of 
service codes 

• Provider system is using 
“new” MACSIS 
procedure, modifier and 
place of service codes 
for dates of service on 
or after July 1, 2003. 

4 • Same-day services (for dates of service 
on or after July 1, 2003) are “summed” 
per the MACSIS same-day service 
policies under HIPAA. 

• Provider system is 
“summing” same-day 
services appropriately. 

• Refer to MH Duplicate 
Claim Check Roll-Up 
Category Matrix for 
more information. 
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APPENDIX C 
MACSIS HIPAA EDI TESTING CHECKLIST FOR TIER 2 

 
# Requirement Loop/Segment/Element 
1 Non-Medicaid rate changes have been updated by the 

board. 
N/A 

2 Current Medicaid Agreements have been submitted to 
Medicaid Policy Staff (ODMH and/or ODADAS).  

N/A 

3 • HIPAA Service Rate Forms (Medicaid and Non-
Medicaid) have been faxed along with the Tier 2 
Test form. 

• The rates as represented on the HIPAA Service 
Rate Form must match the rates as stored in 
Diamond (MHHIPAA). Additionally, the rates as 
provided on the Tier 2 Test file1 must not be less 
than the rates on the HIPAA Service Rate Form 
and in Diamond. 

N/A 

4 The number of claims on the file represents a typical 
weekly submission for the provider, but does not 
exceed 500 claims2. 

N/A 

5 Real Tax-ID is used on the test file Loop 2010AA and/or Loop 
2010AB, NM109 

6 Although not required, it is highly recommended that 
the Billing Provider address match the address 
associated with the “UPI” number in MACSIS3. 

Loop 2010AA, N3/N4 
segments 

7 Although not required, it is highly recommended that 
the Pay-To Provider address match the address 
associated with the MACSIS Vendor Number3. 

Loop 2010AB, N3/N4 
segments 

8 Real client data is used on the test file for all services. Loop 2010BA 
9 Valid place of services under HIPAA are used Loop 2300, CLM05-1 and 

Loop 2400, SV105 
10 At least one claim includes ODJFS COB (coordination 

of benefits) information, if provider submitted COB 
information in SFY03 

Loop 2320, AMT02 and Loop 
2330A, REF02 

11 All current contracted services are represented on file 
with correct HIPAA procedure, modifier and place of 
service code combinations as well as the correct rate. 

Loop 2400/Segment SV1 

 
 
 

 

                                                 
 
1 Once approved, it is not required that providers submit billed amounts that do not exceed their contracted Medicaid or Non-
Medicaid rate in the production environment. It is only necessary during the testing phase so that it is clear that the provider and 
board have the same understanding about what the contracted rate is.  
2 See http://www.mh.state.oh.us/ois/macsis/claims/prov_fy03_clms.XLS  for information about your average weekly volume of claim 
submission in FY03. 
3 See http://www.mh.state.oh.us/ois/macsis/mac.provf.top.html to verify address information as stored in MACSIS. 
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 Submitting Test HIPAA Claim Files for Approval 
 

Ohio Department of Mental Health   
MACSIS SYSTEM PROCEDURE 

 
Procedure:  Submitting Test EDI Claim Files for Approval             Last Revised Date:  7/25/06 

       
Purpose: 
 
This procedure outlines how test claim files should be submitted for MACSIS approval using the 
HIPAA-mandated format (837 Professional Claims Format, Version 4010A1). The procedure 
indicates where files should be sent, any corresponding forms needed and how errors or 
approval will be communicated to the board and subsequently provider.    

 
Related Policies 
 
Guidelines Pertaining to MACSIS under HIPAA – Topics 40-45 denote the Electronic Data 
Interchange (EDI) standards for MACSIS. Topic 41(B) “Becoming a Business Associate/Trading 
Partner” outlines the specific EDI testing policy associated with this procedure. 
 
Provider Procedures (for both Tier 1 and Tier 2): 
 

1. Providers should thoroughly review Topics 40-45 of the Guidelines Pertaining to 
MACSIS under HIPAA prior to submitting test claim files.   

 
• Topic 41(B) “Becoming a Business Associate/Trading Partner” in the Guidelines 

Pertaining to MACSIS under HIPAA relates specifically to MACSIS EDI testing 
policy. The guideline will outline under what circumstances providers are required 
to submit test files, any pre-testing requirements, the differences between Tier 1 
and Tier 2 testing and what types of claim scenarios must be included in each 
test file. 

 
2. The provider should make sure they have supplied the required Medicaid Uniform Cost 

Report and Rate Sheet(s) information to the ODMH and/or ODADAS Medicaid Policy 
staff prior to beginning EDI testing. 

 
3. The provider should discuss with their main contracting board how they expect to 

receive and/or be notified of test files submissions. This procedure will vary by board 
depending on the file transfer arrangements they have made for their providers. 

 
4. When ready to submit a test file, the provider should ensure that the test file is 

appropriately named as follows: 
 

o For 837P v4010 files containing NPI: Xxxxxxx#.julyy (ex., 
X0010431.31406), where xxxxxx is the submitter ID (formerly UPI), # is 
sequential submission number and julyy is the creation julian date and year. 

 
o For 837P v4010 files containing UPI only: Jxxxxxx#.julyy (ex. 

J0010431.31406) 
 

http://www.mh.state.oh.us/ois/macsis/policies/guidelines_pertaining_to_macsis_under_hipaa.pdf
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5. Upon submission of the test file, the provider should notify their Board that the test file is 
available per Board procedure and make sure they know what type of test file it is (Tier 1 
or Tier 2). 

 
6. Upon approval for “Tier 1” testing, the providers will need to follow the same steps noted 

above to submit a test file for “Tier 2” testing. 
 

7. Special notes for previously-approved providers who are submitting 837P files 
containing NPI: 

 

♦ Previously-approved providers are not required to submit Tier 1 NPI-format 
files (i.e., they can submit Tier 2 NPI test files first) except in the following 
circumstances 

♦ If the provider has changed software 
♦ If the provider is testing a new UPI which was not previously approved 
♦ If the provider has installed a major software upgrade 
♦ If the provider has failed basic syntax/structure compliance with Tier 2 

submission 
♦ Note: If the provider is submitting the first NPI-format file produced 

from a vendor product/version which has never been tested, Tier 1 
testing is highly recommended 

♦ Providers are encouraged to submit a minimum of 10 claims per 
procedure/modifier code combination for contracted services in their Tier 2 
NPI-format files. 

♦ Do not include more than 500 claims per test file. 
♦ Providers should include all lines of business (Medicaid and Non-Medicaid) if 

applicable. 
♦ Providers should include at least one “other payer” scenario if they bill other 

insurance. 
♦ Providers must roll up same day services on the Tier 2 file. 
 

Provider Procedure After Final Approval for Tier 2: 
1. Once approved, providers may submit production 837P claim files using the following 

naming conventions: 

o For 837P v4010 files containing NPI: Nxxxxxx#.julyy (ex., 
N0010431.31406), where xxxxxx is the submitter ID (formerly UPI), # is 
sequential submission number and julyy is the creation julian date and year. 

 
o For 837P v4010 files containing UPI only: Axxxxxx#.julyy (ex. 

A0010431.31406) 
 
Board Procedure For Tier 1: 

 
1. Once a test file is received by the board, the board should, at a minimum, verify the file 

follows the appropriate test file naming convention as noted under the provider 
procedures.  

• Boards have the option and are, in fact, encouraged to verify test files pass 
additional requirements for Tier 1 testing by verifying HIPAA form, structure and 
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syntax compliance as well as checking for the MACSIS-specific requirements 
outlined in the Guidelines Pertaining to MACSIS under HIPAA. If possible, the 
board should also use a text editor to verify each end of line marker contains a 
line feed and that no special characters or text follow the IEA segment. (See 
http://www.mh.state.oh.us/ois/macsis/mac.tech.revisited.EOL.issues.html for 
more information on end of line markers.) If errors are found, the Board can 
communicate the errors to the provider prior to any involvement by the MACSIS 
staff, but they (Boards) are not encouraged to actually change the provider file 
before submitting it onto the MACSIS staff. “Tier 1” review is an optional step 
depending upon the capabilities of the Board. 

 
2. The board should FTP the file to the MACSIS mhhub server to the /county/<Board 

designation>/hipaa/test/ subdirectory.  The board should then complete the MACSIS EDI 
Claims Testing Form and email it to macsistesting@mh.state.oh.us. 

 
• It is very important for the boards to complete all requested information on the 

test form and to submit it at the same time the test file is made available.  
Emailing the form is preferred; however, if the Board does not have MS Word, a 
PDF version of the form is available and can be faxed to 614-752-6474.  If faxing, 
please make sure information is legible.  

 
3. Once received, the MACSIS staff will analyze the agency’s test file and return a Test 

Analysis Form denoting the approval status and/or any errors detected to the Board.    
 

• Although test file analysis is often completed within 24 business hours, Boards 
should wait three business days after the submission of a test file to the MACSIS 
staff before inquiring about the status (if they have not heard). Inquiries about test file 
status should be sent to the MACSIS Support Desk. 

 
4. The Board is then responsible for providing and reviewing the results with the provider. If 

not approved, providers will need to repeat this procedure before initiating Tier 2 testing.  
Boards should assist the provider in understanding what corrections are needed to 
submit a subsequent test files.  

 
Board Procedure For Tier 2: 
 
1. Once a Tier 2 test file is received by the board, the board should verify the file follows 

the appropriate test file naming convention.   
 
2. The board should complete the HIPAA Service Rate Forms(s) pertaining to the State 

Fiscal Year being tested for the Departments under which the provider will be submitting 
claims (ODMH and/or ODADAS).   

 
• Boards should make sure they have entered/updated the provider’s Non-

Medicaid rates and contracts in MACSIS and/or the provider has supplied the 
required Medicaid Uniform Cost Report and Rate Sheet(s) to the Medicaid Policy 
staff before beginning Tier 2 Testing. 

 
3. The board should FTP the file to the MACSIS mhhub server to the /county/<Board 

designation>/hipaa/tier2test/ subdirectory. The board should then complete the  MACSIS 

http://www.mh.state.oh.us/ois/macsis/mac.tech.revisited.EOL.issues.html
http://www.mh.state.oh.us/ois/macsis/forms/macsis.edi.claims.testing.request.form.doc
http://www.mh.state.oh.us/ois/macsis/forms/macsis.edi.claims.testing.request.form.doc
mailto:macsistesting@mh.state.oh.us
http://www.mh.state.oh.us/ois/macsis/forms/macsis.edi.claims.testing.request.form.pdf
mailto:macsissupport@mh.state.oh.us
http://www.mh.state.oh.us/ois/macsis/forms/odmh.service.rate.form.xls
http://www.mh.state.oh.us/ois/macsis/forms/odadas.service.rate.form.xls
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EDI Claims Testing Form and email it along with the HIPAA Service Rate Form(s) to 
macsistesting@mh.state.oh.us. 

 
• It is very important for the boards to complete all requested information on the 

HIPAA Service Rate and EDI Claims Test forms and to submit them at the same 
time the test file is made available. Emailing the form is preferred; however, if the 
Board does not have MS Word, a PDF version of the form is available and can 
be faxed to 614-752-6474. If faxing, please make sure information is legible.  

 
4. Once received, the MACSIS staff will make sure the test environment is a current copy 

of Production and will attempt to run the Tier 2 test file through the PREDI-Edit process 
in the test environment.    

 
♦ The MACSIS staff will review the PREDI-Edit and Post reports to determine why 

records created critical or non-critical errors, why warnings were created, if the 
procedures priced as expected and if all benefit rules were applied appropriately. 
This review is an evaluation of whether the benefit, contract and pricing rules in 
Production are indeed intact, accurate and working as expected.  

 
5. If the file meets the acceptance criteria as determined per the policy, the provider will be 

approved for submission of 837P v4010A1 claim files for Production for either the NPI or 
UPI format depending on which file format was approved. A copy of the final Tier 2 
Testing Analysis Form will then be emailed back to the Board indicating the provider has 
been approved for production claim submission. 

 
• If the file does not pass the acceptance criteria due to problems with the source 

file, the board should contact the provider, who will need to correct their file 
creation program and resubmit a new file beginning with step 1.  

 
• If the file does not pass the acceptance criteria due to problems with the 

Diamond benefit, contract and pricing tables, the board will need to follow 
appropriate change control procedures to correct the Diamond tables. Changes 
to PANEL, PLAN, BENEF, and BRULE records should be submitted to the 
MACSIS Support Desk. The board should then submit a new Tier 2 form (when 
ready) to request the process begin starting at step 4.   

 
i. The board is responsible for changes to the PROVC or PROCP records 

pertaining to the provider’s non-Medicaid agreement.   
 

ii. If changes need to be made to either Medicaid provider contracts or 
Medicaid PROCP records, the provider must contact Margie Herrel at 
ODMH or Doug Day at ODADAS to make the needed updates before 
proceeding. 

 
• Boards should wait three business days after the submission of a test file to the 

MACSIS staff before inquiring about the status (if they have not heard). Inquiries 
about test file status should be sent to the MACSIS Support Desk. 

 

http://www.mh.state.oh.us/ois/macsis/forms/macsis.edi.claims.testing.request.form.doc
http://www.mh.state.oh.us/ois/macsis/forms/macsis.edi.claims.testing.request.form.doc
http://www.mh.state.oh.us/ois/macsis/forms/macsis.edi.claims.testing.request.form.doc
mailto:macsistesting@mh.state.oh.us
http://www.mh.state.oh.us/ois/macsis/forms/macsis.edi.claims.testing.request.form.pdf
mailto:macsissupport@mh.state.oh.us
mailto:herrelm@mh.state.oh.us
mailto:day@ada.state.oh.us
mailto:macsissupport@mh.state.oh.us
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MACSIS Procedure Codes - ODMH 
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MACSIS Procedure Codes - ODADAS 
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MACSIS MH HIPAA Modifier Code Table 
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MACSIS AOD HIPAA Modifier Code 
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Sample EDI Notice and PDF Report File 
 

Sample EDI Notice 
PLEASE DO NOT REPLY TO THIS EMAIL!   
 
Overnight Processing has analyzed the following files:   
 
 
Claims        File Name                Error (if any) 
 
        45    J0013111.16003           ACCEPTED        
        51    J0013221.16803           ACCEPTED        
        33    J0018751.15603           ACCEPTED        
        52    J0068711.16003           ACCEPTED        
        47    J0070991.15603           ACCEPTED        
        47    J0071671.15603           ACCEPTED        
       902    J0082581.15503           ACCEPTED        
        53    J0100651.14603           ACCEPTED        
        29    J0101421.14703           ACCEPTED        
        29    J0101421.15204           ACCEPTED        
         2    J0101991.15603           ACCEPTED        
     1,105    J0103521.14903           ACCEPTED        
         .    J0010578.2452808         BACK WRONG LENGTH  
         .    J0012901.03803.038       BACK WRONG LENGTH  
         .    J0081681.1560445         BACK WRONG LENGTH  
         .    J0201991.15603           BAD PROVNO  
         .    J0013811.11303           EOL-TILDE ERR   
         .    J0067561.17403           EOL-TILDE ERR   
         .    J0067562.17403           EOL-TILDE ERR   
         .    J0067564.17403           EOL-TILDE ERR   
         .    H0101991.10303           FIRST LETTER    
         .    j0101421.14803           FIRST LETTER    
         .    J001875.156031           FRONT WRONG LENGTH 
         .    J0082581A.15503          FRONT WRONG LENGTH 
         .    J0070951.15403           LINES NE SEGNO  
         .    J0082271.15703           LINES NE SEGNO  
         .    J0100201.10703           LINES NE SEGNO  
         .    J0103841.10803           LINES NE SEGNO  
         .    J0106861.16203           LINES NE SEGNO  
 
This action performed at 21JUN03:20:28:32. 
 
    2,395 claims pass through screening of   29 files. 
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Sample of PDF Report File 
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Sample PREDI-J Edit Report 
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Sample PREDI-D Edit Report 
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Sample PREDI-C Edit Report 
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Sample PREDI-N Edit Report 
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Sample PREDI-A Edit Report 
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Sample PREDI-P Edit Report 
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Sample Post Report 
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PREDI Error Codes 
 
Message 
Number 

Message 
Type Message Description Notes 

AN8001 FATAL Segment identifier is more than 
3 characters. Possible problem 
with the Data Element 
Separator. 

Either the incoming data is not in ANSI-837 
format, or the data element separator is not the 
default character (asterisk "*"). 

AN8002 FATAL Segment has more than 200 
data elements. Possible 
problem with the Data Element 
Separator. 

Either the incoming data is not in ANSI-837 format, 
or the data element separator is not the default 
character (asterisk "*"). 

AN8003 FATAL Cannot determine Segment 
Identifier. Possible problem with 
the Data Element Separator. 

Either the incoming data is not in ANSI-837 format, 
or the data element separator is not the default 
character (asterisk "*"). 

AN8004 WARN Is not a valid ANSI 837 
segment identifier. 

Diamond uses the Release 3, Version 4.1 
standard of the 837 transaction set; check 
submitter's data for conformance. 

AN8005 WARN Segment has [num] data 
elements. Maximum number 
allowed for this segment is 
[num]. 

Diamond uses the Release 3, Version 4.1 
standard of the 837 transaction set; check 
submitter's data for conformance. 

AN8006 FATAL Multiple Transaction Set 
Header Segments (ST) found. 

Diamond expects one 837 transaction set per EDI 
run. If incoming data contains multiple sets, then it 
must be split up before processing in Diamond. 

AN8007 FATAL Multiple Transaction Set Trailer 
Segments (SE) found. 

Diamond expects one 837 transaction set per EDI 
run. If incoming data contains multiple sets, then it 
must be split up before processing in Diamond.  

AN8008 FATAL Segment sequence error. 
[segment] segment found with 
no prior [segment] segment. 

Diamond requires that every PRV segment has at 
least one SBR segment; that each SBR has at 
least one PAT; that each PAT has at least one 
CLM; and that each CLM has at least one SV1. 
For inpatient claims, each CLM must have at least 
one SV2 segment. 

AN8009 FATAL Transaction Set Identifier Code 
must be '837'. 

Diamond EDI for claims can only process data in 
the ANSI 837 format. Transaction set identifier is 
element ST 01. 

AN8010 FATAL Transaction Set Control 
Number invalid/required. 

Control number is required, and must be between 
four and nine bytes in length. 

AN8011 FATAL Provider Code invalid/required. The Provider Code (element PRV 01) must contain 
a valid ANSI value. 

AN8012 WARN Provider Reference Number 
Qualifier invalid/required. 

The Provider Reference Number Qualifier 
(element PRV 02) should contain a valid ANSI 
value. 

AN8013 FATAL Provider Reference Number 
required. 

The Provider Reference Number (element PRV 
03) is required. 

AN8014 WARN Payor Responsibility Sequence 
Number Code invalid/required. 

The Subscriber Payor Responsibility Sequence 
Number Code (element SBR 01) should contain a 
valid ANSI value.  
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Message 
Number 

Message 
Type Message Description Notes 

AN8015 FATAL Subscriber Policy Number 
required. 

The Subscriber Policy Number (element SBR 03) 
is required. At this point the system is checking for 
non-blank value; during the claims edit and pricing 
step this field is mapped directly to the Diamond 
Subscriber Number. 

AN8016 WARN Patient Individual Relationship 
Code invalid/required. 

The Patient Individual Relationship Code (element 
PAT 01) should contain a valid ANSI value. 

AN8017 WARN Submitter's Claim Identifier 
required. 

The Submitter's Claim Identifier (element CLM 01) 
should be present. 

AN8018 WARN Claim Total Billed Charges is 
zero or not numeric. 

The Claim Total Billed Charges (element CLM 02) 
should be present or numeric. 

AN8019 FATAL Outpatient Claim Service ID 
Qualifier invalid/required. 

The Claim Service ID Qualifier (element SV1 01) 
must contain a valid ANSI value. 

AN8020 FATAL Outpatient Claim Service 
Procedure Code required. 

The Claim Service Procedure Code (element SV1 
01b) is required. At this point the system is 
checking for non-blank value; during the claims 
edit and pricing step this field is mapped directly to 
the Diamond Procedure Code file. 

AN8021 WARN Outpatient Claim Service 
Charges invalid/required. 

The Claim Service Charges (element SV1 02) 
should be present. 

AN8022 WARN Outpatient Claim Service Unit 
of Measurement Code 
invalid/required. 

The Claim Service Unit of Measurement Code 
(element SV1 03) should contain a valid ANSI 
value. 

AN8023 WARN Outpatient Claim Service 
Quantity required. 

The Claim Service Quantity (element SV1 04) 
should be present. This field is mapped directly to 
the Diamond claim service quantity field. 

AN8024 FATAL Segment count in SE ([num]) 
does not agree with total 
number read ([num]). 

This is a control edit on the transaction set. 

AN8026 FATAL Sequence error. [segment] 
segment has no Corresponding 
[segment] segment. 

Diamond requires that every PRV segment has at 
least one SBR segment; that each SBR has at 
least one PAT; that each PAT has at least one 
CLM; and that each CLM has at least one SV1. 

AN8027 INFO ANSI-837 Conformance Edit 
Summary: 

This summary prints at the end of the conformance 
edit step, and will show number of fatal errors, 
number of non-fatal errors, number of segments 
read, number of claims (service lines) read and the 
total amount of claim charges. Informational 
messages are not counted in the error totals. 
Element SV1 03 is used for total charges for 
professional claims; element SV2 04 is used for 
inpatient claims. 

AN8028 FATAL Cannot open source input file 
[file]. Exiting now. 

Could be an environmental problem. The name of 
this file is identified by the "Conversion Object" 
field in the transaction log file, and it is located in 
the directory named in the DIRXTRNLDAT 
parameter in the DIAMOND.ENV file. 
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Message 
Number 

Message 
Type Message Description Notes 

AN8029 FATAL Cannot open segment table file. 
Exiting now. 

Could be an environmental problem - check the 
directory indicated by the DIRXTRNLPGM 
parameter for the segment data workfile 
SEGTB837.DAT. 

AN8030 FATAL ERROR on READ from source 
file. [errortext] 

A BBx file system error was issued when reading 
records from the transaction set source file. The 
name of this file is the identified by the 
"Conversion Object" field in the transaction log file, 
and it is located in the directory named in the 
DIRXTRNLDAT parameter in the DIAMOND.ENV 
file. 

AN8031 FATAL Invalid END_OF_FILE on 
source file. 

 

AN8032 FATAL Inpatient Claim Service ID 
Qualifier invalid/required. 

The Claim Service ID Qualifier (element SV2 02) 
must contain a valid ANSI value. 

AN8033 FATAL Inpatient Claim Service 
Procedure Code required. 

The Claim Service Procedure Code (element SV2 
01) is required. If element C003 exists, then 
element SV2 02a is required. At this point the 
system is checking for non-blank value; during the 
claims edit and pricing step this field is mapped 
directly to the Diamond Procedure Code file. 

AN8034 WARN Inpatient Claim Service 
Charges invalid/required. 

The Claim Service Charges (element SV2 03) 
should be present. 

AN8035 WARN Inpatient Claim Service Unit of 
Measurement Code 
invalid/required. 

The Claim Service Unit of Measurement Code 
(element SV2 04) should contain a valid ANSI 
value. 

AN8036 WARN Inpatient Claim Service 
Quantity required. 

The Claim Service Quantity (element SV2 05) 
should be present. This field is mapped directly to 
the Diamond claim service quantity field. 

AN8037 WARN Inpatient Service segment 
ignored for Outpatient Claims 
Transaction Set. 

The system found an SV2 (inpatient claims) 
segment in this transaction set, which has been 
identified as outpatient claims. The SV1 segment 
should be used for each service line. The SV2 
segment is ignored. See the transaction set report 
for details. 

AN8038 WARN Outpatient Service segment 
ignored for Inpatient Claims 
Transaction Set. 

The system found an SV1 (outpatient claims) 
segment in this transaction set, which has been 
identified as inpatient claims. The SV2 segment 
should be used for each service line. The SV1 
segment is ignored. See the transaction set report 
for details. 

AN8039 FATAL Segment found after End of 
Transaction Set (IEA). 

The system encountered extra segments after the 
end of the transaction set was found. This 
condition should be corrected by the submitter's 
system. 

AN8040 FATAL Date/Time qualifier required.  
AN8041 FATAL Date/Time period qualifier 

required. 
 

AN8042 FATAL Date/Time Period 
invalid/required. 

 

AN8043 FATAL Place of service required. The facility code value (element CLM06) should be 
present. 
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Message 
Number 

Message 
Type Message Description Notes 

AN8044 FATAL [date] date element is NOT Y2K 
compliant. 

The Date/Time (element DTP) must contain eight 
digits, CCYYMMDD format. 

AN8045 FATAL Bad date format. The Date (element DTP) must contain an ANSI 
value. 

AN8046 WARN DMG Date Invalid The DMG date (element DMG) must contain a 
valid ANSI value (CCYYMMDD). 

AN8047 WARN DMG Bad Date Format. The DMG date (element DMG) must contain a 
valid ANSI value. 

AN8048 WARN DMG Date/Time Qualifier 
required. 

The DMG Date/Time Qualifier (element DMG01) 
must be present. 

AN8049 WARN DMG Date/Time Period 
required 

The DMG Date/Time Period (element DMG02) 
must be present. 

AN8050 FATAL Claim Total Billed Charges 
exceed 
9999999999999999 or -
9999999999999999. 

Basis Pro/5 and Visual Pro/5 limit numbers to 14 
digits before the decimal and 2 digits after the 
decimal. 

CLM001 FATAL The STBL for DIRXTRNLDAT 
is not defined in your config file.

Your DIAMOND.ENV file must contain an entry for 
DIRXTRNLDAT, specifying a valid UNIX path (e.g. 
/diamextdta/). This directory will contain the 
incoming raw EDI claims data, as well as workfiles 
created during the PREDI process. 

CLM002 FATAL The STBL for DIRXTRNLPGM 
is not defined in your config file.

Your DIAMOND.ENV file must contain an entry for 
DIRXTRNLPGM, specifying a valid UNIX path 
(e.g. /diamextpgm/). Any custom EDI conversion, 
pricing or adjudication programs developed by 
HSD or by the client will also be in this directory. 

CLM003 INFO Process EDI Initialization has 
been completed. 

Indicates the end of basic EDI initialization tasks. 

CLM004 INFO Process EDI Transaction Set 
job is terminated because of 
fatal errors. 

There have been one or more fatal errors during 
the PREDI edit process, which will be indicated by 
other more specific messages. Fatal errors during 
the ANSI-837 edits will result in the entire 
transaction set being rejected. Fatal errors during 
the claims edits, pricing and adjudication steps 
indicate that one or more claim lines were rejected.

CLM005 INFO Process EDI Transaction Set 
job completed normally. 

There were no fatal errors reported during the EDI 
edit, pricing and adjudication steps. 

CLM006 INFO Beginning ANSI-837 
conversion process. 

Indicates the beginning of the ANSI 837 
conversion. This will either involve a custom 
conversion from a non-ANSI format, or a simple 
copy if the data is already in ANSI format. A fatal 
error during this step will cause the entire 
transaction set to be rejected. 

CLM007 FATAL Can't find TRLOG Record for 
Transaction Set ID: [id] 

Could be an environmental problem - check the 
transaction log file using TRLOG function. 

CLM008 FATAL Cannot open source conversion 
file: [file] 

Could be an environmental problem - check the 
directory indicated by the DIRXTRNLDAT 
parameter for the source conversion file (the 
incoming raw claims data). 

CLM009 INFO Existing PREDI workfile [file] 
has been deleted. 

Any existing (previous) claims header and detail 
workfiles for this transaction set are deleted. This 
is normal. 
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Message 
Number 

Message 
Type Message Description Notes 

CLM010 INFO No custom conversion program 
found. Assume conversion 
object is already in ANSI-837 
format. 

If no conversion program is specified in the 
transaction log file, then the system simply copies 
the incoming source file to a workfile of the name 
<transset#>.837 

CLM011 INFO Copying [file] to workfile [file]. See message CLM010. 
CLM012 FATAL Cannot copy [file] to workfile 

[file]. 
The system is unable to perform the UNIX cp 
command on the incoming source file. Check 
UNIX file permissions. 

CLM013 INFO Custom conversion program: 
[pgm] has been specified. 

A custom conversion program has been specified 
in the transaction log file for this set. 

CLM014 FATAL Cannot open conversion 
program: [pgm]. 

Check file permissions and program type of 
custom conversion program. 

CLM015 FATAL Conversion Program is not a 
BBx Program. See User Docs 
for more details. 

Check file permissions, program type and 
parameter lists of custom conversion program. 

CLM016 INFO Running custom conversion 
program [pgm]. 

Custom conversion program was found, and it is 
being run. 

CLM017 INFO Custom conversion complete. Indicates a normal completion of the custom 
conversion program. 

CLM018 INFO Performing ANSI-837 
Conformance Edits. 

Indicates the beginning of the ANSI 837 
conformance edits, which will check the converted 
data to adherence to the ANSI standards. Any 
messages which start with "AN8" are part of this 
editing process. A fatal error during this step will 
cause the entire transaction set to be rejected. 

CLM019 INFO ANSI-837 Conformance Edits 
complete. 

There were no fatal errors detected during the 
ANSI 837 conformance edit step. 

CLM020 INFO Performing Diamond Claims 
Edits, Pricing and Adjudication. 

Indicates the beginning of the Diamond claims 
edits, pricing and adjudication step. This step is 
only performed if there were no fatal errors 
detected during the ANSI-837 edit step. A fatal 
error during this step will cause claim lines to be 
rejected, but not the entire transaction set. 

CLM021 INFO Claims Edits, Pricing and 
Adjudication complete. 

There were no fatal errors detected during the 
claims edits, pricing and 
adjudication step. 

CLM022 FATAL Selected Printer is not 
available. Resubmit this job. 

UNIX system problem. Check printer configuration.

CLM023 FATAL Printer Error ... ERR = 
[errortext] 

UNIX system problem. Check printer configuration.

CLM024 WARN Possible duplicate transaction 
set found for this submitter. 

The system has found another previously 
processed transaction set for this submitter which 
has the same total number of claim details, the 
same number of ANSI segments, and the same 
total charges. This is a warning only; research is 
necessary to determine if this is an actual 
duplicate. 

CLM025 FATAL Error opening the EDI report 
workfile. Job Terminating. 

 

DTL000 WARN Claim Detail record messages 
not otherwise specified. 
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Message 
Number 

Message 
Type Message Description Notes 

DTL510 WARN Price rule location messages 
returned from JUTILD01.PUB. 

Includes any of the following messages, some of 
which are FATAL: Date of service must be within 
claim header date range (FATAL), Member 
ineligible at date of service, No detail record found 
for group. 

DTL520 WARN 
or 
FATAL 

Messages returned from pricing 
programs (JUTILP*.PUB and 
JPRICE00.PUB) (pre-pricing 
pass). 

Depends on which price rule is used. WARN or 
FATAL depends on the severity of error. If 
encountering an error during online pricing that  
allows pricing to continue, then WARN returns. 
Else it returns FATAL. 

DTL530 WARN 
or 
FATAL 

Claim detail rejected. Unable to 
use price rule [price rule]. 

Diamond uses separate programs for claims 
pricing. The name of each program is "JUTILP" + 
the 2-character price rule code + ".PUB". This 
error message is issued if the program is not 
found, is not a BBx program or cannot be read. 
 
WARN or FATAL depends on the severity of error. 
If encountering an error during online pricing that  
allows pricing to continue, then WARN returns. 
Else it returns FATAL. 

DTL535 FATAL Claim detail rejected. Custom 
pricing program [id] not located.

A special custom pricing program for EDI claims 
was specified in the TRLOG setup file, but the 
system could not locate it. Custom pricing and 
adjudication programs for EDI must reside in the 
directory named in the DIRXTRNLPGM entry in 
the DIAMOND.ENV file. 

DTL540 WARN Procedure code only valid for 
sex [sex]. 

Issued if the sex (gender) code on the PROCD 
record is not blank and it does not match the 
member's sex. 

DTL541 WARN Procedure [proc] only valid for 
ages [from] - [to]. 

Issued if the age range code on the PROCD 
record is not blank and it does not match the 
member's age (as determined by the primary date 
of service). 

DTL542 WARN WARNING: Asterisk procedure. This message is issued if the Asterisk field in the 
PROCD file is set to Y. 

DTL543 FATAL Claim detail rejected. 
Procedure code [code] not 
found in PROCD file. 

A procedure code (element SV1 01b for 
professional claims, SV2 01 or SV2 02b for 
inpatient claims) is required for each claim detail 
line. This field is mapped directly to the Diamond 
PROCD file. The Product/Service ID Qualifier 
(element SV1 01) is not used to determine if the 
procedure code is valid, but this field ideally should 
be "CJ" - CPT code, "HC" - HCPCS or "XX" - 
mutually defined code. 

DTL544 WARN 
or 
FATAL 

Procedure code [code] not in 
effect for this date of service. 

 

DTL550 WARN Messages returned from 
modifier pre-processing 
programs (JMODIA*.PUB). 

Depends on which price rule is used. 
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Message 
Number 

Message 
Type Message Description Notes 

DTL551 FATAL Claim detail rejected. No 
modifier program for [price 
rule]. 

Diamond uses separate programs for claims 
pricing. The name of the modifier program is 
"JMODIA" + the 2-character price rule code + 
".PUB". This error message is issued if the 
program is not found, is not a BBx program or 
cannot be read. 

DTL552 FATAL Modif [modifier] not found in 
MODIF file 

The modifier in the SV1 segment is not found in 
the MODIF file for the table driven price rule. 

DTL560 WARN Ineligible member messages 
returned from JUTILD08.PUB 

Includes any of the following messages: Member 
eligibility record does not include this date of 
service, No provider contract for this date of 
service, No group detail record found. 

DTL570 WARN Allowed amount for original 
billed procedure is zero. 

 

DTL580 WARN WARNING:  No medical 
definition assigned. 

Issued if a medical definition is not assigned to the 
claim line. Medical definitions are assigned based 
on the rules established in the MEDEF, MEDLU, 
MEDTP functions. 

DTL585 FATAL Claim detail rejected. Custom 
adjudication program [id] not 
located. 

A special custom adjudication program for EDI 
claims was specified in the TRLOG setup file, but 
the system could not locate it. Custom adjudication 
and pricing programs for EDI must reside in the 
directory named in the DIRXTRNLPGM entry in 
the DIAMOND.ENV file. 

DTL590 WARN Messages returned from 
JADJUD01.PUB, pertaining to 
locating benefit packages. 

Includes any of the following messages: No 
premium record found for group <id>, Plan <id>, 
as of <date>. 

DTL600 WARN Messages returned from G/L 
reference code and Company 
code assignment 
(JADJUD06.PUB). 

Includes any of the following messages: No 
company or G/L reference code assigned. 

DTL610 INFO All pricing messages returned 
through the DECISION$ array. 

These informational messages are collected 
during the pricing process, and include such 
information as price rule used, benefit package 
used, price region, price schedule, etc. 

DTL620 INFO All adjudication messages 
returned through the 
ADJDECISION$ array. 

These informational messages are collected 
during the adjudication process, and include such 
information as medical definition, benefit package, 
benefit rules used, authorization link, etc. 

DTL630 WARN Messages returned from the 
pricing programs (pricing pass).

Depends on which price rule is used. 

DTL640 WARN Messages returned from 
adjudication (JADJUD22.PUB).

Includes any of the following messages: Benefit 
package <code> not found in BENEF file, Claim 
straddles minimum quantity of <num>, Claim 
straddles both minimum and maximum quantities, 
Claim straddles maximum quantity 
of <num>, Manual adjudication required, More 
than 10 interactive rules; unable to process. 

DTL650 WARN Messages returned from Whole 
Claim Pricing (JINSTP00.PUB).

 

DTL655 FATAL Messages returned from Whole 
Claim Pricing (JINSTP00.PUB).
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Message 
Number 

Message 
Type Message Description Notes 

DTL660 INFO Messages returned from Whole 
Claim Pricing (JINSTP00.PUB).

 

DTL700 FATAL Thru dates must be later than 
from date. 

 

DTL710 FATAL Thru date cannot be beyond 
header discharge date. 

 

DTL720 WARN Line item quantity set to 
[quantity]. 

 

HDR000 WARN Claim Header messages not 
otherwise specified. 

 

HDR010 WARN Warning: Claim date is more 
than [claimage] days old. 

Issued whenever the system date less the primary 
date of service is greater than the number of days 
setup in the CLAIMAGE system parameter. 

HDR020 FATAL Claim header rejected. Thru 
date may not be earlier than 
primary date. 

The dates of service which appear for each claim 
line in the transaction set should be in ascending 
order, or there should be a "from and through" 
service date specified for the claim. 

HDR030 WARN Member validation messages 
returned from program 
JUTILH03.PUB. 

Includes any of the following messages, some of 
which are FATAL: Invalid member number 
(FATAL), Member date of birth not on file, Invalid 
member sex (gender code), WARNING: Potential 
COB claim, Member not eligible at time of claim, 
Bad eligibility result (FATAL), Continuous member 
eligibility only through <date>, Member eligibility 
status is pended, Unable to locate LINBS record, 
Invalid group code in member eligibility file 
(FATAL), Invalid PCP (FATAL), No group header 
contract located for this date of service,  
 
WARNING: Check overage dependent verification 
status. 

HDR040 WARN Pre existing condition warnings 
returned from JUTILH17.PUB. 

Includes any of the following messages: No 
premium record located for pre-existing conditions 
test, No BENEF record found for package 
<package>, Pre-exist test: No eligibility for this 
member as of <date>, Pre-exist test: Member not 
eligible as of <date>, Pre-exist test: Bad eligibility 
result as of 
<date>, Pre-exist test: Member in group <group#> 
as of <date>, WARNING: check for pre-existing 
conditions back to <date>. 

HDR050 WARN Line of business [LOB] not 
located. 

Issued if the member's line of business code is not 
found on the LINBS file. Line of business comes 
from the member's history record, based on the 
primary date of service. 

HDR060 WARN Referral Provider Messages 
returned from JUTILH04.PUB 

Includes any of the following messages, one of 
which is fatal: Referring Provider not in PROVF file 
(FATAL), Date of Service not covered by contract 
period, No Provider Contract record found. 
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Message 
Number 

Message 
Type Message Description Notes 

HDR070 WARN Provider validation messages 
returned from JUTILH05.PUB 

Includes any of the following messages, some of 
which are FATAL: No provider sent for this claim 
(a FATAL internal program error), Provider not in 
PROVF file (FATAL), Alternate provider addresses 
on file, WARNING: Provider not continuously 
eligible, Vendor not in VENDR file (FATAL). 

HDR080 FATAL Claim header rejected. EDI 
Vendor [id] does not match 
provider contract vendor 
[vendor]. 

If the PRV segments in loop 2000 of the 
transaction set identify a Diamond vendor, then 
this vendor must have a valid contractual 
relationship with the provider of service which must 
have been specified in the CLM segments (loop 
2310) or the SV1 segments (loop 2420). Use the 
contract detail screen in function PROVF to 
establish a relationship between a provider and a 
vendor. 

HDR081 WARN Multiple vendors exist for 
provider contract - verify 
vendor. 

 

HDR090 FATAL Claim header rejected. Place of 
service [code] not found in 
REASN file. 

The place of service code (element CLM 06) is 
required. The Facility Code Qualifier (element CLM 
05) must be the value "B", which identifies element 
CLM 06 as a place of service code. This field is 
mapped directly to the Diamond REASN file. 

HDR100 WARN Reason code [code] not found 
in REASN file. 

 

HDR110 WARN Diagnosis code not found in 
DIAGN file. 

Up to three diagnosis codes can be taken from the 
PC segments in the 2300 loop (claim header 
level). The product/service ID qualifier (element 
PC 01) must be the value "DX", which identifies 
element PC 02 as a ICD-9-CM diagnosis code. 
This field is mapped directly to the Diamond 
DIAGN file. 

HDR111 WARN Diagnosis only valid for sex 
[sex].  

Issued if the sex (gender) code on the DIAGN 
record is not blank and it does not match the 
member's sex. 

HDR112 WARN Diagnosis only valid for ages 
[from] - [to]. 
 
 

Issued if the age range code on the DIAGN record 
is not blank and it does not match the member's 
age (as determined by the primary date of 
service). 

HDR113 FATAL Code [diagnosis] not in effect 
for this admit date. 
 

Issued if from and thru date range on the DIAGN 
record does not fall between the claim's admit and 
discharge dates. 

HDR120 FATAL Claim header rejected. 
NEXTCLAIMNO Parameter 
record not located. 

Claim numbers are auto-assigned by the PREDI 
function. There must exist a valid NEXTCLAIMNO 
record in the system parameters file (PARAM). 
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Message 
Number 

Message 
Type Message Description Notes 

HDR130 FATAL No more than 26 claim splits 
allowed. 
 
 

Claims may be automatically "split" in cases where 
there is a different provider for one or more service 
lines in the 2420 loop. When this occurs, the claim 
is split into multiple claims, one for each different 
provider specified. Split claims are identified with 
the same base claim number, except for the right- 
most character, which is a letter starting with "A" 
for the first split. 

HDR140 FATAL Claim header rejected. Unable 
to locate group detail for 
[group]. 
 

The member's group ID, plan code and primary 
date of service are used to lookup the type "P" 
(premium) group detail record. This record is used 
for various claims pricing rules. 

HDR150 WARN Claim header messages 
returned from 
JUTILH03.PUB and 
JUTILH05.PUB  

See HDR030 for messages from JUTILH03.PUB. 
See HDR070 for messages from JUTILH05.PUB. 

HDR160 WARN DRG grouper messages from 
JINSTH18.PUB. 
 
 

Include any of the following messages: DRG 
Grouping successful, Grouper Directory not found, 
Grouper not found in directory, Write to grouper 
input file was unsuccessful, Read from grouper 
output file was unsuccessful, E-Codes cannot be 
used as principal diagnosis codes, No DRG match 
in MDC indicated by principal diagnosis,  A 
principal diagnosis code of 76509 conflicts with 
this data, Principal diagnosis code could not be 
found in grouper's table, Birthweight outside the 
range that the grouper expects, birthweight 
conflicted with categories derived from codes, 
Birthweight category derived indicates a non-
specific birthweight, Invalid discharge age. Non-
numeric or less than zero, Grouper unsuccessful. 
Return code value was [return code]. 

HDR200 WARN Messages returned from 
JINSTH03.PUB for testing the 
bill type. 

Includes any of the following messages: Zero 
Balance Claim, WARNING:  Interim Claim - first 
claim, WARNING:  Interim Claim - continuation, 
WARNING:  Interim Claim - final claim, Late 
charges to previous claim, Adjusted bill, 
WARNING:  Replacement to prior claim, Void or 
cancelled claim, Invalid bill type - Third digit cannot 
be 9. 

HDR210 WARN Continuation flag set to Y 
based on bill type. 

 

HDR220 WARN Messages returned from 
JUTILH04.PUB for validating 
the attending provider and its 
eligibility. 

Includes any of the following messages: Date of 
service not covered by contract period, No 
provider contract record found, Referring Provider 
not in PROVF file 

HDR230 FATAL Invalid authorization [auth key] 
not on file. 

 

HDR240 FATAL Authorization type [auth type] 
not valid for institutional service 
claim. 
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Message 
Number 

Message 
Type Message Description Notes 

HDR250 WARN Auth [value 1:  Subscriber 
number/Person ID/PCP/Ref 
Provider/Provider number/Proc 
Code 1/Proc Code 2/Proc 
Code3/Place of svc/Reason 
Code/ Diagnosis code 1/ 
Diagnosis code 2/ Diagnosis 
code 3] does not match claim 
[value 2: value on the AUTH 
record that corresponds to 
value 1]  

The values of 1 and 2 are mismatched when 
attempting the auth claim link. 

HDR260 WARN Messages from JUTILH16.PUB 
for comparing the auth to the 
member. 
 
 

Includes any of the following messages: Current 
group [group code from MELIG record] does not 
match group [group code from AUTH record] from 
auth, Current plan [plan code from MELIG record] 
does not match plan [plan code from AUTH record] 
from auth 

HDR270 WARN Messages from JUTILH17.PUB 
for testing pre-existing 
conditions. 

Includes any of the following messages: No 
premium record located for pre-existing condition 
test, No BENEF record found for package [benefit 
package from GRUPD record], various messages 
regarding pre-existing conditions 

HDR280 WARN Messages returned from Whole 
Claim Pricing (JINSTP00.PUB).
 
 

These are the only Whole Claim Pricing messages 
that signify Whole Claim Pricing was not 
attempted. They will result from the Bill Type 
position 3 being equal to a 2 or 3, or if the 
Discharge Date is missing. 

OPE001 FATAL System parameter 
EDIPRVXREF contains invalid 
key codes: [codes] Program 
terminating. 

The valid provider cross-reference key codes are: 
P0 (provider number), P2 (xref number), P3 (user 
ID field 1), V0 (vendor number) and V2 (vendor tax 
ID#). 

OPE002 WARN Provider Code: [code] Should 
be either BI, PE or PT. 

The Provider Code (element PRV 01) should 
ideally contain the BI, PE (performing or rendering 
provider) or PT (pay-to provider) code. Any other 
codes may indicate a payment or reporting 
arrangement not supported by Diamond EDI. 

OPE003 WARN Prov Ref Qual not found on 
EDIPRVXREF rules. Using 
Diamond provider number as 
key. 
 
 

All of the Provider Reference Number Qualifier 
values (element PRV 02) should appear on a 
Diamond EDIPRVXREF system parameter. If a 
code is not found, then the system will start 
searching for a match using the Diamond provider 
ID. 

OPE004 FATAL Provider/Vendor not found in 
Diamond system. 
 
  

This message is printed whenever a provider 
cannot be mapped to Diamond. Each claim line for 
this provider will be rejected and printed in detail 
on the error log. 

OPE005 FATAL Subscriber Policy Number 
missing. 
 

The Subscriber Policy Number (element SBR 03) 
is required. This field is mapped directly to the 
Diamond Subscriber Number. 
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Number 

Message 
Type Message Description Notes 

OPE006 FATAL Subscriber not found in 
Diamond system. 
 
 

This message is printed whenever a subscriber 
number cannot be mapped to Diamond (meaning 
that there are no members with this Subscriber 
Number). Each claim line for this subscriber will be 
rejected and printed in detail on the error log. 

OPE007 FATAL Parameter EDIPRVXREFn 
does not exist in Parameter 
File. 

There must be at least one EDIPRVXREFn system 
parameter set up in Diamond. 

OPE008 FATAL Values specified incorrectly in 
EDIPRVXREFn parameter: 
[values]  

The values in the EDIPRVXREFn system 
parameters record is not in the correct format. 

OPE009 WARN Patient DOB Qualifier should 
be D8 or D6, [code]. 

The Patient Date of Birth qualifier code (element 
DMG 01) should be "D6" (YYMMDD-format) or 
"D8", which specifies a date in CCYYMMDD 
format. 

OPE010 FATAL Patient Person Number cannot 
be determined. 
 
 

The subscriber number is valid, meaning that a 
family has been located in Diamond, but the 
system cannot match to a specific member in a 
family. This match is based on various 
combinations of name, gender and date of birth. 

OPE011 WARN Imperfect Patient No. Match: 
Level 1. Person number [num] 
used. 
 

A perfect match could not be made based on 
name, gender and date of birth. Imperfect match 
level 1 is considered almost as accurate as a 
perfect match. 

OPE012 WARN Imperfect Patient No. Match: 
Level 2. Person number [num] 
used.  

A perfect match could not be made based on 
name, gender and date of birth. Imperfect match 
level 2 is less accurate than level 1. 

OPE013 WARN Imperfect Patient No. Match: 
Level 3. Person number [num] 
used. 

A perfect match could not be made based on 
name, gender and date of birth. Imperfect match 
level 3 is the least accurate match. Manually check 
the Diamond member file to make sure that the 
correct member was selected. 

OPE014 FATAL Internal Program Error 
occurred, [errortext]. 
 

This error message indicates that there is an 
internal program error within the person number 
match routine. 
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Number 

Message 
Type Message Description Notes 

OPE015 FATAL Claim Line Rejected!!  [reason] 
 
 
 
 
 

Claim lines will be rejected if any 
of the following conditions are true: 
 Vendor missing or cannot be found. 
 Provider missing or cannot be found. 
 Subscriber missing or cannot be    found. 
 Patient missing or cannot be found. 
 No Place of Service code. 
 No date of service. 
 Service Thru date is earlier than the From 

date. 
 Service Thru date on the claim detail is later 

that the Thru date on the claim header. 
 Procedure code missing or cannot be found. 
 Procedure code modifier cannot be found. 
 Diagnosis code pointer is invalid. 
 Diagnosis code pointer on the claim detail 

does not correspond to the diagnosis code on 
the claim header. 

 Claim detail line has a diagnosis code pointer, 
but there is no diagnosis code on the header. 

 
Rejected claim lines are not written to the EDI 
claims workfiles, and will not be written to Diamond 
production claims files should the transaction set 
be posted. The error messages print in the Critical 
Error Report 
 
For additional information about error messages 
pertaining to batch processing of Professional 
Claims, see the document entitled OPCLM-Batch 
Processing Enhancements. 

OPE016 FATAL Cannot find Vendor associated 
with Prov. ID. 

The Provider's DIAMOND ID (element PRV03) 
cannot be found in DIAMOND 

OPE017 FATAL Cannot find Provider specified 
in 2310 Loop for Claim # [id]. 
 
 

The claim has a provider override specified in loop 
2310, which is supposed to supersede the provider 
in loop 2000 (for just this claim). The system is 
unable to locate this provider in the Diamond 
system. All claim lines for this claim will be 
rejected. See the ANSI 837 Transaction Set report 
for details. 

OPE018 FATAL Cannot find a Primary Date. 
 
 

All claims must have at least one service date. 
Dates of service can be at the claim level, the 
service line level or both. The DTP segment is 
used, and the system currently checks only for 
Date Qualifier "150"; this logic in the EDI system 
will probably have to be expanded to check for 
other valid date qualifiers. 
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Message 
Type Message Description Notes 

OPE019 WARN Cannot find Provider specified 
in 2420 Loop for Claim.. 
 
 

The claim has a provider override specified in loop 
2420, which is supposed to supersede the provider 
in loop 2000 (for just this claim line). The system is 
unable to locate this provider in the Diamond 
system. The particular claim line with the missing 
provider will be rejected. See the ANSI 837 
Transaction Set report for details. 

OPE020 WARN ANSI Provider Code is not valid 
for provider rendering services 
in 2310 Loop. 

 

OPE021 WARN ANSI Provider Code is not valid 
for provider rendering services 
in 2420 Loop. 

 

OPE025 FATAL Family size > 30. Cannot find 
Patient Person No. 
 
 

The patient number algorithm will search through 
an entire family trying to match on a member 
based on name, gender and date of birth. Families 
are identified by subscriber number (element SBR 
03). The table used to store a family is limited to 
30  members. 

OPE026 FATAL ERROR on READ from source 
file. ERR=[errortext]. 
 
 

A BBx file system error was issued when reading 
records from the transaction set source file. The 
name of this file is the transaction set ID + ".837", 
and it is located in the directory named in the 
DIRXTRNLDAT parameter in the DIAMOND.ENV 
file. 

OPE027 FATAL Invalid Transaction ID passed 
to [pgm] in TRANSSET$. 

Indicates that there is a parameter passing 
problem between the programs JCLMED00.PGM 
and JOPEDI00.PGM (or JIPEDI00.PGM), or that 
the transaction set log file (TRLOG) has been 
inappropriately deleted. 

OPE028 WARN Provider key [key] was 
specified, but a provider was 
located using key [key]. 
 
 

There are five possible keys on which a provider 
match can be made. The Provider Reference 
Number Qualifier (element PRV 02) in conjunction 
with the Diamond EDIPRVXREF system 
parameters determine the primary search method. 
If a provider cannot be located using the primary 
method, then the other four possible keys are 
checked. This message is printed if a provider is 
located using one of these alternate methods. 

OPE029 WARN There are multiple providers 
using key [key]. The first one 
found is being used. 
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Type Message Description Notes 

OPE030 INFO DIAMOND Claims EDI 
Summary Statistics: 
 
 

This summary prints at the end of the claims edits, 
pricing and adjudication step, and will show 
number of fatal errors, number of non-fatal errors, 
number of claims read (service lines), number of 
claim lines accepted (i.e. written to the EDI 
workfiles), number of claim lines rejected, and the 
total claim charges. Informational messages are 
not counted in the error totals. Element SV1 03 is 
summed to calculate total charges for professional 
claims, element SV2 04 for inpatient claims. The 
number of claim lines written plus the number of 
claim lines rejected should always equal the 
number of claim lines read. 

OPE031 INFO Pricing is turned OFF for this 
transaction set. 
 

This message is determined by the Pricing 
"switch" which is in the transaction log file 
(TRLOG). 

OPE032 INFO Pricing is turned ON for this 
transaction set. 
 

This message is determined by the Pricing 
"switch" which is in the transaction log file 
(TRLOG). 

OPE033 INFO Custom pricing program [pgm] 
will be used instead of 
DIAMOND pricing. 

This message is printed if there is a 
custom pricing program named in the transaction 
log file (TRLOG). This program must be in the 
directory indicated by the DIRXTRNLPGM 
parameter in the DIAMOND.ENV file. 

OPE034 INFO Adjudication is turned OFF for 
this transaction set. 
 

This message is determined by the Adjudication 
"switch" which is in the transaction log file 
(TRLOG). 

OPE035 INFO Adjudication is turned ON for 
this transaction set. 
 

This message is determined by the Adjudication 
"switch" which is in the transaction log file 
(TRLOG). 

OPE036 INFO Custom adj. program [pgm] will 
be used instead of DIAMOND 
adjudication. 
 

This message is printed if there is a custom 
adjudication program named in the transaction log 
file (TRLOG). This program must be in the 
directory indicated by the DIRXTRNLPGM 
parameter in the DIAMOND.ENV file. 

OPE037 WARN Total Billed Charges not 
numeric. 

The total billed charges (element CLM 02) must be 
numeric. If CLM 02 is missing or zero, the system 
will use the AMT segment from loop 2300 if AMT 
01 = "T3". 

OPE038 WARN Uniform Billing Claim Form Bill 
Type not found; assume first 
two digits are 1,1 (hosp. inp.) 
 
 

The Facility Code (element CLM 06) is used for 
the first two digits of the Bill Type if the Facility 
Code Qualifier (element CLM 05) is "A". This 
warning message indicates that these fields were 
not found in the transaction set for this claim, and 
the system is assuming that the values are 1,1 
(hospital inpatient). See the user documentation 
for INCLM for details on this code. 
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OPE039 WARN Claim Frequency not found; 
assume third digit of Uniform 
Billing Claim Form Bill Type is 
1. 
 
 

The Claim Frequency Type Code (element CLM 
07) is used for the third digit of the Bill Type. This 
warning message indicates that this field was not 
found in the transaction set for this claim, and the 
system is assuming that the value is 1 (admit 
through discharge date). See the user 
documentation for the INCLM function for details 
on this code. 

OPE040 WARN Provider key [key] was 
specified in 2310 loop, but a 
provider was located using key 
[key]. 

This message was generated while looking up a 
provider which was specified at the claim level 
(loop 2310). See explanation for message 
OPE028 for more details. 

OPE041 WARN Provider key [key] was 
specified in 2420 loop, but a 
provider was located using key 
[key]. 

This message was generated while looking up a 
provider which was specified at the claim line level 
(loop 2420). See explanation for message 
OPE028 for more details. 

OPE042 WARN Claim Total Billed amount of 
[amt] does not agree with detail 
total of [amt]. 

Element CLM 02 contains the total submitted 
charges for each claim. This amount is compared 
to the sum of the detail charges for each service 
line in the claim. Element SV1 02 is used for 
professional claims detail charge amount; element 
SV2 03 is used for inpatient claims. 

OPE043 WARN More than 300 authorizations 
for this member; only first 300 
checked for match. 

The claim-auth match for inpatient claims will only 
search through the first 300 authorizations for the 
member. This limit can be increased by HSD if 
necessary. The system is only targeting 
authorizations of type inpatient. 

OPE044 WARN Submitter's authorization no. [#] 
not found in Diamond auth file. 
 
 

The submitter sent a Diamond authorization 
number with the claim data, but the system could 
not find an authorization for that number. The 
claim is adjudication without a link to an 
authorization. 

OPE045 INFO Auths on file for member, but 
no match made to claim. 
 
 

The member has (inpatient) authorizations in 
Diamond and these were searched, but the system 
could not find one for the same date, institution 
and/or referring provider. 

OPE046 WARN Imperfect match on submitter's 
auth no. [#]; auth not linked to 
claim. 
 
 

The submitter of the claim supplied a Diamond 
authorization number, but the authorization did not 
match up with the claim. This claim should be 
researched, and if the authorization is valid a 
manual link to the auth can be done after the claim 
is posted to production. 

OPE047 WARN Imperfect match on submitter's 
auth no. [#]; auth linked to 
claim. 
 
 

The submitter of the claim supplied a Diamond 
authorization number, but the authorization did not 
match up perfectly with the claim. There was 
enough common information however to make the 
link to the claim. This claim should be researched, 
and if the auth is invalid the link can be un-done 
after the claim is posted to production. 
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OPE048 WARN Imperfect match on Diamond 
auth no. [#]; auth not linked to 
claim. 
 
 

The claim-auth search detected an authorization 
for the member, but the authorization did not 
match up with the claim enough to make a positive 
link. This claim should be researched, and if the 
authorization is valid a manual link to the auth can 
be done after the claim is posted to production. 

OPE049 WARN Imperfect match on submitter's 
auth no. [#]; auth linked to 
claim. 
 
 

The claim-auth search detected an authorization 
for the member, but the authorization did not 
match up perfectly with the claim. There was 
enough common information however to make the 
link to the claim. This claim should be researched, 
and if the authorization is invalid the link can be 
un-done after the claim is posted to production. 

OPE050 INFO Claim has been linked to 
DIAMOND Authorization Claim 
No. [#]. 

The claim-auth search detected an authorization 
for the member and a perfect match was 
established. 

OPE051 FATAL Custom auth-claim link program 
[program name] not located. 
 
 

A special custom auth-claim link program for EDI 
claims was specified in the TRLOG setup file, but 
the system could not locate it or it is not a valid 
BBx program. All custom EDI programs must 
reside in the directory named in the 
DIRXTRNLPGM entry in the DIAMOND.ENV file. 

OPE052 INFO Duplicate check is turned 
[ON/OFF] for this transaction 
set. 

This message is determined by the Duplicate 
checking "switch" which is in the transaction log 
file (TRLOG). 

OPE053 INFO Custom duplicate check 
program [pgm] will be used 
instead of DIAMOND dup 
check. 

This message is printed if there is a custom 
Duplicate Check program named in the transaction 
log file (TRLOG). This program must be in the 
directory indicated by the DIRXTRNLPGM 
parameter in the DIAMOND.ENV file. 

OPE054 INFO Auth-claim link is turned 
[ON/OFF] for this transaction 
set. 

This message is determined by the Match Auths 
"switch" which is in the transaction log file 
(TRLOG). 

OPE055 INFO Custom auth-claim link program 
[pgm] will be used instead of 
DIAMOND auth link. 
 
 

This message is printed if there is a custom Match 
Auths program named in the transaction log file 
(TRLOG). This program must be in the directory 
indicated by the DIRXTRNLPGM parameter in the 
DIAMOND.ENV file. 

OPE056 WARN E-Codes cannot be used as 
primary diagnosis codes. 

 

OPE057 WARN No DRG match in MDC 
indicated by primary diagnosis. 

 

OPE058 WARN Invalid admit. Outside range 1-
124 years. 

 

OPE059 WARN Patient's sex must be specified 
for MDC 14. 

 

OPE060 WARN Patient's discharge status must 
be specified for this MDC. 

 

OPE061 WARN A principal diagnosis code of 
76509 conflicts with this data. 

 

OPE062 WARN Principal diagnosis code could 
not be found in DRG grouper's 
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table. 
OPE063 WARN DRG Grouper unsuccessful. 

Return code was: [code]. 
 

OPE064 WARN DRG Grouper unsuccessful. 
Return code was: [code]. 

 

OPE065 WARN DRG Grouper unsuccessful. 
Return code was: [code]. 

 

OPE066 WARN DRG Grouper directory not 
found: [directory]. 

 

OPE067 WARN DRG Grouper not found in 
directory: [directory]. 

 

OPE068 WARN Write to DRG Grouper input file 
was unsuccessful. 

 

OPE069 WARN Read from DRG Grouper input 
file was unsuccessful. 

 

OPE070 WARN Birthweight outside the range 
that DRG grouper expects. 

 

OPE071 WARN Birthweight conflicted with 
categories derived from codes. 

 

OPE072 WARN Birthweight category derived 
indicates a non- specific 
birthweight. 

 

OPE073 WARN Invalid discharge age. Non-
numeric or less than zero. 

 

OPE074 WARN DRG Grouper unsuccessful. 
Return code was : [code]. 

 

OPE075 WARN DRG Grouper unsuccessful. 
Return code was >=20. 

 

OPE076 WARN Imperfect Match, Missing Date 
and Prov # on Diamond 
Authorization [Auth #], auth not 
link to claim. 

This message is printed if an authorization exists 
for the member, and the following is missing on the 
Authorization:  Req Start Date, Auth Start Date, 
and Ren Provider. This condition will not link the 
Auth to the claim. 

OPE077 WARN Imperfect Match, Missing Date 
on Diamond Authorization [Auth 
#], auth not link to claim.  
 

This message is printed if an authorization exists 
for the member, and the Req Start Date and Auth 
Start Date is missing on the auth. This condition 
will not link the Auth to the claim. 

OPE078 WARN Imperfect Match, Missing Prov 
# on Diamond Authorization 
[Auth #], auth not link to claim. 

This message is printed if an authorization exists 
for the member, and the Ren Provider is missing 
on the authorization. This condition will not link the 
Auth to the claim. 

OPE079 WARN Imperfect Match, Diamond 
Authorization [Auth #], auth not 
link to claim. 

This message is printed if an authorization exists 
for the member, and the claim and auth date 
match. However, the Ren Provider on the claim 
does not match the Ren Provider on the 
authorization. This condition will not link the Auth 
to the claim. 
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OPE080 WARN Error in AUTHEDIDATES 
PARAMETER RECORD. 
 
 

This message is printed if an invalid value (other 
than numeric) is encountered in the Parameter 
Record, AUTHEDIDATES. The Transaction set is 
processed with default number of days, 0 days 
before and 0 days after. This means that the Claim 
date must match the date on the Authorization 
exactly and no window is provided. 

OPE081 INFO Unable to Link Submitter's Auth 
No. to claim. 
 
 

Auth Claim Match has been turned on for EDI 
processing. The Authorization Number was 
submitted in the transaction set but no match was 
made to the claim based on Auth Claim Match 
criteria. 

OPE082 FATAL Primary Date is before 
submitted Date of Birth. 

 

OPE083 FATAL Primary Date exceeds 
Mother/Baby eligibility. 

 

OPE084 WARN **Mother's demographic info 
has been substituted with the 
Newborn's demographic 
information. 

 

OPE085 WARN Illegal PC01 element.  
OPE089 WARN Diagnosis code pointer was 

assigned to the first non-blank 
diag code. 
 
 

If a batch (EDI) source file contains a blank 
diagnosis code pointer (DxPtr=blank) but includes 
valid diagnosis codes (valid field values in Dx1, 
Dx2, Dx3, or Dx4), DIAMOND assigns the first 
valid diagnosis code. Warning message #89 
appears in the Batch File Report. 

OPE100 FATAL Vendor not found in Diamond. 
 

If the Tax ID on the claim file does not match the 
Tax ID stored in the VENDR record, claim line is 
rejected. Rejected claim lines are not written to the 
EDI claims workfiles, and will not be written to 
Diamond production claims files should the 
transaction set be posted.  The error messages 
print in the Critical Error Report. 
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Diamond Reason Codes - MHHIPAA 
 

DIAMOND REASON CODES - MHHIPAA  
REASON TYPE REASON CODE REASON DESCRIPTION 

Adjustment   
AD ADAPL CLAIM ADJUSTED DUE TO PROVIDER APPEAL 
AD ADAUT CLAIM ADJUSTED DUE TO CHANGE IN AUTHORIZATION 
AD ADCOB CLAIM ADJUSTED FOR COB 
AD ADCOR CLAIM ADJUSTED 
AD ADERP CLAIM ADJUSTED DUE TO PROVIDER ERROR 
AD ADERR CLAIM ADJUSTED DUE TO PROCESSOR ERROR 
AD ADMBR CLAIM ADJUSTED DUE TO CHANGE IN MEMBER 

ELIGIBILITY 
AD ADWSA AOD WOMENS SETASIDE 
AD LMBEN MAXIMUM BENEFIT FOR THIS SERVICE REACHED 
AD MCDBA MEDICAID BILLED AMOUNT CORRECTION 
AD MCDCR CLAIM ADJUSTED FOLLOWING MH COMPLIANCE 

REVIEW 
AD MCDDU CONFIRMED MEDICAID DUPLICATE CLAIM (MH ONLY) 
AD MCDIA MEDICAID CLAIM ADJUSTED (INTERNAL AUDIT) MH 

ONLY 
AD MCDMO MEDICAID MODIFIER CORRECTION 
AD MCDPR MEDICAID PROCEDURE CODE CORRECTION 
AD MCDSC CONFIRMED NOT COVERED DUE TO MH SERVICE 

CONTENT 
AD MCDTP MEDICAID THIRD PARTY PAYMENT CORRECTION 
AD MCDUN MEDICAID UNITS OF SERVICE CORRECTION 
AD MCDWC CONFIRMED INCORRECT UCI BILLED 
AD MCDWD CONFIRMED INCORRECT DATE OF SERVICE BILLED 
AD MCDYO MEDICAID CLAIM MORE THAN A YEAR OLD WHEN 

RECEIVED 
AD NEGPA NEGATIVE PAID AMOUNT 
AD NONBA NON-MEDICAID BILLED AMOUNT CORRECTION 
AD NONCR CLAIM ADJUSTED FOLLOWING MH COMPLIANCE 

REVIEW 
AD NONDU CONFIRMED NON-MEDICAID DUPLICATE CLAIM (MH 

ONLY) 
AD NONIA NONMEDICAID CLAIM ADJUSTED (INTERNAL AUDIT) 
AD NONMO NON-MEDICAID MODIFIER CORRECTION 
AD NONON SERVICE NOT INCLUDED IN NON-MEDICAID CONTRACT 
AD NONPR NON-MEDICAID PROCEDURE CODE CORRECTION 
AD NONSC CONFIRMED NOT COVERED DUE TO SERVICE 

CONTENT 
AD NONTP NON-MEDICAID THIRD PARTY PAYMENT CORRECTION 
AD NONUN NON-MEDICAID UNITS OF SERVICE CORRECTION 
AD NONWC CONFIRMED INCORRECT UCI BILLED 
AD NONWD CONFIRMED INCORRECT DATE OF SERVICE BILLED 
AD NONYO NON-MEDICAID CLAIM MORE THAN A YEAR OLD WHEN 

RECD 
AD NPR30 NO PROVIDER RESPONSE WITHIN 30 DAYS 
AD RWJCF RWJ ADJUST CAP TO FFS 
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DIAMOND REASON CODES - MHHIPAA  
REASON TYPE REASON CODE REASON DESCRIPTION 

AD RWJFC RWJ ADJUST FFS TO CAP 
Allowed   
AL DUPOP POTENTIAL DUP O/P CLAIM 
AL GRPIN SYSTEM GENERATED - GROUP INELIGIBLE 
AL HIPAA HIPAA 
AL INFOR INFORMATIONAL LINE ITEM 
AL IPCAR INPATIENT CARVE OUT 
AL MARP CUYAHOGA COUNTY MARP PROJECT 
AL MBDEC MEMBER DECEASED 
AL MBRIN SYSTEM GENERATED - MEMBER INELIGIBLE 
AL MCDBA MEDICAID BILLED AMOUNT CORRECTION 
AL MCDUN MEDICAID UNITS OF SERVICE CORRECTION 
AL NOAUT NO AUTHORIZATION ON FILE 
AL NONBA NON-MEDICAID BILLED AMOUNT CORRECTION 
AL NONUN NON-MEDICAID UNITS OF SERVICE CORRECTION 
AL PCCNV AMOUNT ALLOWED PER CONVERSION FACTOR 
AL PCCRT AMOUNT ALLOWED PER CASE RATE 
AL PCFSC AMOUNT ALLOWED PER FEE SCHEDULE 
AL PCMNR MODIFIER NOT USED FOR THIS PROCEDURE 
AL PCMNV MODIFIER NOT VALID FOR PROCEDURE CODE 
AL PCMOD A MODIFIER IS REQUIRED FOR THIS PROCEDURE 
AL PCPDM AMOUNT ALLOWED PER PER DIEM RATE 
AL PCTBI SYSTEM GENERATED - PRECENT OF BILLED 
AL PERD1 PER DIEM DAYS 1 THROUGH 3 
AL PERD4 PER DIEM DAYS 4 PLUS 
AL PRE04 PRE FY04 
AL PRE2K CLOSED AS PRE-FY-2000 SPAN 
AL PRE99 SERVICE PROVIDER PRE SFY 1999 
AL PREGL PRE GO-LIVE ALLOWED REASON 
AL PRVIN SYSTEM GENERATED - PROVIDER INELIGIBLE 
AL SPLUC SPECIAL LUCAS COUNTY CONTRACTING 
Check   
CK ALIGN CHECK ALIGNMENT 
CK CANCL CHECK CANCEL 
Copay   
CP 00%SF 0% SLIDING FEE 
CP 05%SF 5% SLIDING FEE SCALE 
CP 10%SF 10% SLIDING FEE SCALE 
CP 100%F 100% CLIENT PAY 
CP 15%SF 15% SLIDING FEE SCALE 
CP 20%SF 20% SLIDING FEE SCALE 
CP 25%SF 25% SLIDING FEE SCALE 
CP 30%SF 30% SLIDING FEE SCALE 
CP 35%SF 35% SLIDING FEE SCALE 
CP 40%SF 40% SLIDING FEE SCALE 
CP 45%SF 45% SLIDING FEE SCALE 
CP 50%SF 50% SLIDING FEE SCALE 
CP 55%SF 55% SLIDING FEE SCALE 
CP 60%SF 60% SLIDING FEE SCALE 
CP 65%SF 65% SLIDING FEE SCALE 
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DIAMOND REASON CODES - MHHIPAA  
REASON TYPE REASON CODE REASON DESCRIPTION 

CP 70%SF 70% SLIDING FEE SCALE 
CP 75%SF 75% SLIDING FEE SCALE 
CP 80%SF 80% SLIDING FEE SCALE 
CP 85%SF 85% SLIDING FEE SCALE 
CP 90%SF 90% SLIDING FEE SCALE 
CP 90W FFSE FOR ODADAS WOMENS SET-ASIDE PROGRAMS 
CP 95%SF 95% SLIDING FEE SCALE 
CP CIOOP MEMBER COINSURANCE = 0 
CP CISTP DEACTIVATED, DUPLICATE WITH COINS 
CP COINS MEMBER COINSURANCE 
CP COPAY CLIENT COPAYMENT 
CP CPPCP PRIMARY CARE COPAYMENT 
CP FF10 $10/MONTH FLAT FEE SCALE 
CP FF100 $100/MONTH FLAT FEE SCALE 
CP FF125 $125/MONTH FLAT FEE SCALE 
CP FF15 $15/MONTH FLAT FEE SCALE 
CP FF150 SUMMIT COUNTY FLAT FEE SCALE 
CP FF175 $175/MONTH FLAT FEE SCALE 
CP FF200 $200/MONTH FLAT FEE SCALE 
CP FF225 $225/MO FLAT FEE SCALE 
CP FF25 $25/MONTH FLAT FEE SCALE 
CP FF250 $250/MONTH FLAT FEE SCALE 
CP FF5 $5/MONTH FLAT FEE SCALE 
CP FF50 $50/MONTH FLAT FEE SCALE 
CP FF75 $75/MO FLAT FEE SCALE 
CP MAXED SYSTEM GENERATED - OOP LIMIT HAS BEEN 

SATISFIED 
CP MCDDF NO COPAY APPLIED FOR MEDICAID MEMBER 
CP VERIF 100% COPAY ON NONMCD/NONEMER UNTIL INCOME 

VERIFIED 
Deductible   
DD MAXED SYSTEM GENERATED - OOP LIMIT HAS BEEN 

SATISFIED 
Hold   
HD CLATH CLAIM REQUIRES APPROVAL 
HD CLBIL PLEASE SUBMIT AN ITEMIZED BILL FROM THE 

PROVIDER 
HD CLHLD CLAIM PLACED ON HOLD DUE TO B-RULE 
HD CLMAN CLAIM MANUALLY PLACED ON HOLD 
HD DUPDA DUP RES/DAY SERVICES 
HD DUPLM POTENTIAL DUPLICATE CLAIM 
HD FRHLD FRANKLIN CLAIMS HOLD 
HD FRMOD FRANKLIN COUNTY MODIFIERS - HOSPITAL/PENAL SYS 
HD GRHLD GROUP ON HOLD 
HD LMARP LIMIT OF ONE PER ELAPSED YEAR 
HD LMBEN BENEFIT LIMIT REACHED 
HD LMDAY DAY SERVS LIMIT 1 PER DAY 
HD LMOUT O/P LIMIT 24 HRS/DAY 
HD LMPHA MH PAR HOSP LIMIT 1/DAY ADULTS 
HD LMPHC MH PAR HOSP LIMIT 2/DAY CHILDREN 
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DIAMOND REASON CODES - MHHIPAA  
REASON TYPE REASON CODE REASON DESCRIPTION 

HD LMRWJ MH RWJ CUYAHOGA WAIVER 
HD MBRIN SYSTEM GENERATED - MEMBER IS INELIGIBLE 
HD MCDBA POTENTIAL MEDICAID BILLED AMOUNT CORRECTION 
HD MCDCR HELD DUE TO MH MEDICAID COMPLIANCE REVIEW 

RESULTS 
HD MCDDU MEDICAID POTENTIAL DUPLICATE SERVICE 
HD MCDMO POTENTIAL MEDICAID MODIFIER CORRECTION 
HD MCDPR POTENTIAL MEDICAID PROCEDURE CODE 

CORRECTION 
HD MCDTP POTENTIAL MEDICAID THIRD PARTY PAYMENT 

CORRECTION 
HD MCDUN POTENTIAL MEDICAID UNITS OF SERVICE 

CORRECTION 
HD MCDWC INCORRECT UCI BILLED 
HD MCDWD INCORRECT DATE OF SERVICE BILLED 
HD MEDEF HELD FOR INVALID MEDEF 
HD NEGPA NEGATIVE PAID AMOUNT 
HD NOGLR SYSTEM GENERATED - COMP OR G/L REF CODE IS 

MISSING 
HD NOMCD SERVICE NOT INCLUDED IN MCD CONTRACT 
HD NONBA POTENTIAL NON-MEDICAID BILLED AMOUNT 

CORRECTION 
HD NONCR HELD DUE TO NON-MEDICAID COMPLIANCE REVIEW 

RESULTS 
HD NONDU POTENTIAL NON-MEDICAID DUPLICATE SERVICE 
HD NONMO POTENTIAL NON-MEDICAID MODIFIER CORRECTION 
HD NONON SERVICE NOT INCLUDED IN NON-MEDICAID CONTRACT
HD NONPR POTENTIAL NON-MEDICAID PROCEDURE CODE 

CORRECTION 
HD NONTP POTENTIAL NON-MEDICAID THIRD PARTY PMT. 

CORRECTION 
HD NONUN POTENTIAL NON-MEDICAID UNITS OF SERVICE 

CORRECTION 
HD NONWC INCORRECT UCI BILLED 
HD NONWD INCORRECT DATE OF SERVICE BILLED 
HD NOQTY NO UNITS OF SERVICE BILLED 
HD OOCTY OUT OF COUNTY 
HD PCINV PROCEDURE CODE INACTIVE 
HD PCREV PROCEDURE CODE/MODIFIER REVIEW 
HD PRCLD NON-MEDICAID PROVIDER CONTRACT ON HOLD 
HD PRHLD SYSTEM GENERATED - PROVIDER ON HOLD 
HD PRINF ADDITIONAL INFORMATION REQUIRED FROM 

PROVIDER 
HD VEHLD VENDOR ON HOLD 
Not Covered   
NC AUTHC SYSTEM GENERATED - AUTHORIZATION IS CLOSED 
NC AUTHD SYSTEM GENERATED - AUTHORIZATION HAS BEEN 

DENIED 
NC DUPLY DUPLICATE CLAIM 
NC DXMIS NOT COVERED BECAUSE DIAGNOSIS IS MISSING 
NC GRANT GRANT BASED NONMCD FUNDING (100% WITHHOLD) 



 140

DIAMOND REASON CODES - MHHIPAA  
REASON TYPE REASON CODE REASON DESCRIPTION 

NC INVPC INVALID PROCEDURE CODE/MODIFIER COMBINATION 
NC LMARP LIMIT OF ONE PER ELAPSED YEAR 
NC LMBEN MAXIMUM BENEFIT FOR THIS SERVICE REACHED 
NC LMDAY DAY SERVS LIMIT 1 PER DAY 
NC LMDIP AOD DIP SERVICES LIMIT OF ONE PER YEAR 
NC LMEAT MEALS SERVICE LIMITED TO 3 MEALS PER DAY 
NC LMMTH LIMITS BILLING TO ONE PER ELAPSED MONTH (28 

DAYS) 
NC LMOUT O/P LIMIT 24 HRS/DAY 
NC LMPHA MH PAR HOSP LIMIT 1/DAY ADULTS 
NC LMPHC MH PAR HOSP LIMIT 2/DAY CHILDREN 
NC LMRWJ MH RWJ CUYAHOGA WAIVER LIMIT 
NC LMTRS LIMITS TRANSPORTATION TO ONE PER ELAPSED 

MONTH 
NC MAXED SYSTEM GENERATED - OOP LIMIT HAS BEEN 

SATISFIED 
NC MBDEC MEMBER DECEASED 
NC MCDBA CONFIRMED MEDICAID BILLED AMOUNT CORRECTION 
NC MCDCR CLAIM NOT COVERED FOLLOWING MH COMPLIANCE 

REVIEW 
NC MCDDU CONFIRMED MEDICAID DUPLICATE SERVICE 
NC MCDEL MEMBER NOT MEDICAID ELIGIBLE AT TIME OF SERVICE 
NC MCDIA MEDICAID CLAIM ADJUSTED (INTERNAL AUDIT) MH 

ONLY 
NC MCDMO CONFIRMED MEDICAID MODIFIER CORRECTION 
NC MCDPR CONFIRMED MEDICAID PROCEDURE CODE 

CORRECTION 
NC MCDSC CONFIRMED NOT COVERED DUE TO SERVICE 

CONTENT 
NC MCDTP CONFIRMED MEDICAID THIRD PARTY PAYMENT 

CORRECTION 
NC MCDUN CONFIRMED MEDICAID UNITS OF SERVICE 

CORRECTION 
NC MCDWC CONFIRMED INCORRECT UCI BILLED 
NC MCDWD CONFIRMED INCORRECT DATE OF SERVICE BILLED 
NC MCDYO MEDICAID CLAIM OVER 365 DAYS OLD WHEN 

RECEIVED 
NC MEDEF DENIED FOR INVALID MEDEF 
NC MODFM MISSING OR INVALID MODIFIER CODE 
NC NCSVC SERVICE/SUPPLY NOT COVERED 
NC NEGPA NEGATIVE PAID AMOUNT 
NC NOAUT NO AUTHORIZATION ON FILE 
NC NONBA CONFIRMED NON-MEDICAID BILLED AMOUNT 

CORRECTION 
NC NONCR N-M ADJUSTMENT FOLLOWING MH COMPLIANCE 

REVIEW 
NC NONDU CONFIRMED NON-MEDICAID DUPLICATE SERVICE 
NC NONIA NON-MEDICAID CLAIM ADJUSTED (INTERNAL AUDIT) 
NC NONMO CONFIRMED NON-MEDICAID MODIFIER CORRECTION 
NC NONON SERVICE NOT INCLUDED IN NON-MEDICAID CONTRACT 
NC NONPR CONFIRMED NON-MEDICAID PROCEDURE CODE 
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DIAMOND REASON CODES - MHHIPAA  
REASON TYPE REASON CODE REASON DESCRIPTION 

CORRECTION 
NC NONSC CONFIRMED NOT COVERED DUE TO SERVICE 

CONTENT 
NC NONTP CONFIRMED NON-MEDICAID THIRD PARTY AMT. 

CORRECTION 
NC NONUN CONFIRMED NON-MEDICAID UNITS OF SERVICE 

CORRECTION 
NC NONWC CONFIRMED INCORRECT UCI BILLED 
NC NONWD CONFIRMED INCORRECT DATE OF SERVICE BILLED 
NC NONYO NON-MEDICAID CLAIM IS OVER 365 DAYS OLD WHEN 

RCVD. 
NC NOQTY NO UNITS OF SERVICE BILLED 
NC NPR30 NO PROVIDER RESPONSE WITHIN 30 DAYS 
NC OOCTY OUT OF COUNTY NOT COVERED 
NC PCINV PROCEDURE CODE INVALID OR NONSPECIFIC 
Other Carrier   
OC 2 BLUE CROSS/BLUE SHIELD 
OC 3 OTHER PRIV INS 
OC 4 EMPLOYER/UNION 
OC 5 PUBLIC AGENCY 
OC 6 OTHER CARRIER 
OC 9 HARBOR OTHER CARIER 
OC E BENEFITS EXHAUSTED 
OC F NO COVERAGE FOR ANY FAMILY MEMBER 
OC L DISPUTED 
OC P NO COVERAGE FOR THIS MEMBER 
OC R NO RESPONSE FROM INS CO 
OC S NOT COVERED SERVICE 
OC X NON-COOPERATIVE MEMBER WITH INSURANCE 
Place of Service   
PL 03 SCHOOL 
PL 04 HOMELESS SHELTER 
PL 05 INDIAN HEALTH SVC FREE-STANDING FACILITY 
PL 06 INDIAN HEALTH SVC PROVIDER-BASED FACILITY 
PL 07 TRIBAL 638 FREE-STANDING FACILITY 
PL 08 TRIBAL 638 PROVIDER-BASED FACILITY 
PL 11 OFFICE 
PL 12 HOME 
PL 13 ASSISTED LIVING FACILITY 
PL 14 GROUP HOME FOSTER CARE STATE CUSTODY 
PL 15 MOBILE UNIT 
PL 20 URGENT CARE FACILITY 
PL 21 HOSPITAL -- MED/SURG INPATIENT 
PL 22 HOSPITAL -- OUTPATIENT 
PL 23 HOSPITAL -- ER 
PL 24 AMBULATORY SURGICAL CENTER 
PL 25 BIRTHING CENTER 
PL 26 MILITARY TREATMENT CENTER/VA HOSPITAL 
PL 31 SKILLED  NURSING FACILITY 
PL 32 NURSING FACILITY 
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DIAMOND REASON CODES - MHHIPAA  
REASON TYPE REASON CODE REASON DESCRIPTION 

PL 33 CUSTODIAL CARE FACILITY 
PL 34 HOSPICE 
PL 41 AMBULANCE -- LAND 
PL 42 AMBULANCE -- AIR 
PL 49 INDEPENDENT CLINIC 
PL 50 FEDERALLY QUALIFIED HEALTH CENTER 
PL 51 INPATIENT PSYCHIATRIC FACILITY (IMD) 
PL 52 PSYCHIATRIC FACILITY PARTIAL HOSPITALIZATION 
PL 53 COMMUNITY BEHAVIORAL HEALTH CENTER 
PL 54 INTERMEDIATE CARE FACILITY/MR 
PL 55 RESIDENTIAL SUBSTANCE ABUSE TREATMENT 

FACILITY 
PL 56 PSYCHIATRIC RESIDENTIAL TREATMENT CENTER 
PL 57 NON-RESIDENTIAL SUBSTANCE ABUSE TREATMENT 

FACILITY 
PL 60 MASS IMMUNIZATION CENTER 
PL 61 COMPREHENSIVE INPATIENT REHABILITATION 

FACILITY 
PL 62 COMPREHENSIVE OUTPATIENT REHABILITATION 

FACILITY 
PL 65 END STAGE RENAL DISEASE TREATMENT CENTER 
PL 71 PUBLIC HEALTH CLINIC 
PL 72 RURAL HEALTH CLINIC 
PL 81 INDEPENDENT LABORATORY 
PL 99 OTHER 
Term   
TM CLSED PROVIDER CLOSED 
TM EDUP1 ELECTRONIC DUPLICATE SAME SSN/D.O.B. 
TM EDUP2 ELECTRONIC DUPLICATE - INVALID D.O.B 
TM EDUP3 ELECTRONIC DUPLICATE - INVALID SSN 
TM ERR01 INVALID REQUIRED FIELD 
TM ETERM MEMBER TERMINATED ELECTRONICALLY 
TM HIPAA HIPAA 
TM IPUCI INVALID PSEUDO UCI CODE 
TM LBCLR LOCAL BOARD CONTRACT LIMITS REACHED 
TM MBDEC MEMBER DECEASED 
TM MBINL MEMBER INELIGIBLE DUE TO INCOME INCREASE 
TM MBMOS MEMBER MOVED OUT OF STATE 
TM MBMOV MEMBER HAS MOVED OUT OF COUNTY 
TM MBPLC PLAN CHANGED MANUALLY BY BOARD 
TM MERGR PROVIDER MERGED 
TM PRAEX PROVIDERS AOD CERTIFICATION HAS EXPIRED 
TM PRDEX BOTH AOD AND MH CERTIFICATIONS HAVE EXPIRED 
TM PRE2K PROVC TERM REASON OF PRE SFY 2000 
TM PREGL PRE GO-LIVE CONTRACT TERMINATED 
TM PRMEX PROVIDERS MH CERTIFICATION HAS EXPIRED 
TM PRVOL PROVIDER CONTRACT TERMINATED (VOLUNTARY) 
TM PSCHG PRIMARY AND/OR ALTERNATE PRICE SCHEDULE 

CHANGED 
TM RIDER RIDER CHANGE 
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DIAMOND REASON CODES - MHHIPAA  
REASON TYPE REASON CODE REASON DESCRIPTION 

TM VNDCH VENDOR CHANGED 
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Taking a Claim Off Hold 
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Making a Denied Claim Payable 
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Denying a Claim 
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Putting a Claim on Hold 
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Reversing a Claim 
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Splitting a Claim  
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ODJFS Reject Errors 

Ohio Dept. of Job and Family Services 
Reject Errors  

Most Often Encountered  

07/20/2006  
Code   Description  
101 Exact duplicate claim. 
102 Claim is a possible duplicate claim but amount is different.  
103  Line item contains errors, however claim denied for another error. 
120 Claim filing limit exceeded (365-day limit). 
123 Future date of service was submitted. 
127 Date of service greater than date claim was submitted to ODJFS. 
130 The recipient number entered on the claim may have an incorrect digit, 

missing digits or contain zeroes.  
133 The total claim charge billed does not equal the sum of the individual line 

item charges billed on the claim. 
160  A 2, 3, 4 or 6 was entered as the Other Carrier Reason and there was no 

Other Carrier Amount.  
202 The last two digits of the twelve digit billing number is missing on the 

invoice. Check medical card for accurate eligibility information. 
218 According to ODJFS eligibility file, the recipient number entered on the 

claim is covered by another insurance source for the date of service billed 
and no 3rd party amount was entered on the claim. Bill other insurer 
prior to billing ODJFS. If the service is not eligible for the 3rd party, use 
the letter code “S”. 

219  Other Carrier Reason (3rd Party) = “R” and claim received prior to 91 
day filing limit.  

225  For a UB-82 last date or non UB-82 first date of service on the claim 
greater than the Mental Health filing limit. [Note: In MACSIS terms, if the 
claim service date is greater than 365 days old.]  

244  The recipient’s billing number that was entered on the claim is eligible for 
Medicaid but not for this date of service.  

246  The Other Carrier Amount (3rd Party) is greater than $0.00 and the 
Other Carrier Reason code is missing.  

250  The 12 digit Medicaid Recipient Number entered on the claim is not on 
the ODJFS eligibility file.  

271  The recipient number that was entered on the claim is eligible for 
Medicaid but not for this date of service.  

278  The Medicaid Recipient is a Qualified Medicare Beneficiary (QMB) who did 
not qualify for full Medicaid.  

305 The service date entered on the claim form is over two years old. 
322  The procedure code and/or revenue code billed is not covered by the 

Ohio Medicaid Program for the date of service billed.  
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Code   Description  
323  Recipient age is less than minimum on Diagnosis Master or greater than 

maximum age.  
328 The procedure code which was billed is inappropriate for the recipient's 

age. Review the procedure code and recipient id that was entered on the 
claim for accuracy. 

330  The procedure code billed is not covered by the Ohio Medicaid Program 
for the date of service billed.  

361   Recipient is on GA (General Assistance) or DA (Disability Assistance).  
598 All line item service dates occurred after the date of death listed on our 

recipient master file. 
666 Although not an official ODJFS error code, this code will appear when 

"the amount requested from ODJFS" is not the same as "the amount paid 
by ODJFS." It usually appears when too many units are billed. 

730  On the first date of service, the recipient is eligible for GA or DA and 
eligible for Medicaid on the last date of service or vice versa. Claim 
cannot be priced when this condition exists.  

927  PACE participants must obtain service through PACE provider. Providers 
must contract with PACE provider to obtain PACE reimbursement.  

992  Recipient enrolled in county GA program or invalid recipient ID 
submitted. 
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MACSIS Claims Correction Form 
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MACSIS Claims Correction Form Instructions 
 

 
Instructions for Completing MACSIS Claims Correction Form 

DRAFT 
Last Revised Date: 4/30/03 

 
I. Purpose 

 
This form should be completed whenever an error in a claim, which was previously 
submitted to MACSIS, has been identified. The following is a list of scenarios under which a 
provider or board may initiate this form: 

 

Billed Amount Was Incorrect 

Units of Service Were Incorrect 

Billed Procedure Code Was Incorrect 

Billed Modifier(s) Was Incorrect 

Third Party COB Amount Was Incorrect 

Service Was Billed Under Wrong UCI (Unique Client Identifier) 

Service Was Billed Under Wrong Date of Service 

Service Was Billed Under Wrong Place of Service 

Service is “Straggler” Claim1

                                                 
 
1 The term “straggler” claim has often been used to describe the instance where the provider originally 
billed for a service and later discovered additional units of the same service were provided on the same 
day. This form should be used to report the correct total number of units, whether the original claim has 
been remitted or not. 
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II. Related Policies and Procedures 
 

This form was developed in conjunction with the Claims Correction Policy and Procedure for 
MACSIS under HIPAA. Please refer to the policy and procedure for a full explanation of 
when and how this form should be used. 

 
III. General Instructions 

 
1. Fields highlighted in BLUE must be completed by the sender.   
2. If the form is initiated by the provider, the provider should sign and date the 

bottom of the form (see Provider Representative Signature). 

3. Once complete, the form should be sent to the receiver per the receiver’s 
instructions (ex., mail, fax or in some instances, electronic submission).  

• The method of sending the information is determined by the receiver, since 
this form does contain “protected health information (PHI) and, therefore, the 
receiver must determine its own submission policies to ensure the protection 
of information under the Health Insurance Portability and Accountability Act of 
1996 (HIPAA). 

 
4. If a board initiates the form, the provider has 30 days from receipt of the 

form to respond in writing (via the form) to the board that the claim was in 
fact billed in error. Providers should be sure to sign and date the bottom of the 
form when responding. If no response within 30 days, the boards can deny or 
reverse payment on the claim(s).   

 
• If a provider responds that a service was not billed in error, they must have 

the clinical documentation on file to support their claim.  
 

• Boards should refer to the Claims Correction Policy and Procedure for 
specific rules around when Medicaid claims can and cannot be reversed. 

   

5. If a provider initiates the form, the board should review the information, take the 
necessary correction action and return the form with the actions noted in a timely 
manner.  

 
• The Claims Correction Policy requires boards to process corrections with 

“little delay”. Boards and providers should be particularly sensitive to 
processing Medicaid claims corrections timely, so as to not exceed the 
ODJFS filing limits. 

 

IV. Sending and Receiving Information 
 

1. Sending Organization Name 
Enter the name of the entity that is initiating the form, which could be either a 
provider agency name or county board name. This should be the entity that identified 
the error.   
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2. Receiving Organization Name 
 

Enter the name of the entity to which the form will be sent.  This could be either the 
provider agency name or the county board name.  If this form is initiated by the 
provider, it should be sent to the county board responsible for payment of the claim. 
 
3. Provider MACSIS Unique Provider Identified (UPI) 

 
Enter the 5-digit provider identification number assigned by MACSIS to identify the 
provider agency whose claim contained the error.  If the agency does not know its 
assigned MACSIS UPI Number, you can obtain the number via the MAC-Search 
feature available on the MACSIS website 
(http://www.mh.state.oh.us/ois/macsis/macsis.index.html ) or you can contact your 
county board. 
 
4. Date Received 
 
This field is completed by the receiver and denotes the date the form was received. 
 
5. Date Completed 
This field is completed by the receiver.  If the receiver is a board, this is the date the 
board corrected the claims in MACSIS.  If the receiver is a provider, this is the date 
the provider provided the corrected claims information on the form and returned it to 
the board for correction in MACSIS. 

V. Contact and Fiscal Year Information 

1. Person Reporting Errors 

This is the name of the individual at the organization who is initiating the form. This 
should be a person’s name. 

2. Phone Number 

This is the phone number for the individual (reported above) who initiated the form. 

3. Return Form to Attn 

This is the person to whom the form should be returned once complete.   

4. Errors Apply to Fiscal Year  

This field should contain the State fiscal year under which the dates of service for the 
claims in error occurred. ODMH/ODADAS’ fiscal year is July 1 through June 30. If 
the claims span more than one fiscal year, list all fiscal years pertaining to the claims. 

VI. Erroneous and Corrected Claim Information 
There are four rows of information which appear on this section of the form.  

• The first row should be used to report the original claim information 
pertaining to the claim submitted in error.   

• The second row should be used to report the correct claim 
information pertaining to the claim submitted in error.   

http://www.mh.state.oh.us/ois/macsis/macsis.index.html
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- You do not need to complete all information in the second row, 
“Corr’d Claim Information”. Only the changed (i.e., corrected) 
claim information needs to be completed in the second row. That 
way the changed (corrected) information will “stand out”. 

• The third row should be used to explain what was incorrect about 
the claim billed in error. Providers should be a specific as possible 
when describing the reason for the error. (Do not just note “billed in 
error”.)   State “wrong UCI originally billed”, “wrong date of service”, “claim 
denied as duplicate” etc., and/or include the MACSIS Not Covered 
Reason Code reported on the original remittance transaction (See ERA, 
field 43) or the Claim Adjustment Reason Code reported on the 835 
Health Care Claim Payment Advice (Loop 2110, CAS02). If the board is 
initiating the form, the board should be a specific as possible as to why 
they thought the claim was billed in error. 

• The fourth row should be used by the board to indicate what action 
was taken to correct the claim in MACSIS. If no action was taken in 
MACSIS (ex., claim was Medicaid and over 365-days old), boards should 
indicate how reconciliation of the claim will be handled. 

If the form is initiated by a provider, the provider should complete the first three 
rows of information. If the form is initiated by a board, the board will initially 
complete the first row of information and the provider who receives the form must 
complete the second row. Upon correction in MACSIS, the board would then 
complete the fourth row. 

1. UCI # 

This column should contain the Unique Client Identifier (UCI) Number assigned to 
the client in MACSIS. This number is assigned to the client by the board upon 
enrollment in MACSIS. 

2. DOS 

This column should contain the date of service pertaining to the claim. 

3. MACSIS Claim # 

This column should contain the MACSIS Claim Number. This number is assigned to 
the claim upon entry into the MACSIS system. The number appears on the MACSIS 
Electronic Remittance Advice (ERA - field 18), and on the 835 Health Care Claim 
Payment Advice (Loop 2100, CLP07). Do not enter the provider-assigned claim 
control number in this column. 

• When reporting straggler claims1, if the original claim has not been 
remitted, the provider may not know the MACSIS Claim Number. In this 
case, the MACSIS Claim Number can be left blank. 

4. Billed Amount 

This column should contain the amount billed for the service.   
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• When reporting straggler claims1, providers should indicate the total 
correct amount billed on the second row, not just the additional amount 
billed. 

5. Procedure Code 

This column should contain the MACSIS/HIPAA procedure code for the service. For 
a list of procedure codes considered for payment under HIPAA see 
http://www.mh.state.oh.us/ois/macsis/codes/macsis.mh.hipaa.proc.code.table.pdf or 
http://www.mh.state.oh.us/ois/macsis/codes/macsis.aod.hipaa.proc.code.table.pdf.  
Do not report the internal provider-assigned service code here.   

• Providers and boards should verify that the procedure code noted is a 
contracted service for which the provider is licensed and certified to 
provide. 

6. Mod 1-4 

These columns should contain the MACSIS/HIPAA modifiers applicable to the 
service. For a list of modifiers considered for payment under HIPAA, see 
http://www.mh.state.oh.us/ois/macsis/codes/mh.hipaa.modifier.code.table.pdf or 
http://www.mh.state.oh.us/ois/macsis/codes/aod.hipaa.modifier.code.table.pdf. 

7. Units 

This column should contain the units of service. Do not report service minutes here, 
just units of service. Be sure to report whole units of service for procedures defined 
under HIPAA to be billed in “15-minute” service increments and for day-based 
services (ex., 1, 2, 3). You may report “partial” units of service (ex., .5,.6,.7)  for 
procedures defined to be billed in “60-minute” service increments (i.e., hourly-based 
services). 

Services should be rounded according to the tables and instructions outlined in the 
“Guidelines Pertaining to MACSIS, HIPAA EDI Policies and Procedures” 
(http://www.mh.state.oh.us/ois/macsis/policies/macsis.hipaa.edi.guidelines.pdf), 
Section 44C1. 

• When denoting “correct” units of service, the provider should double-
check their service records and make sure they have summed the 
service minutes and then rounded according to the MACSIS tables 
correctly.   

• When reporting straggler claims1, providers should indicate the total 
correct number of units on the second row, not just the additional units 
of service. 

8. POS 

This column should contain the HIPAA Place of Service Code pertaining to the 
service. For a list of allowable place of service codes under HIPAA, see 
http://www.mh.state.oh.us/ois/macsis/mac.codes.macsis.pos.codes.html. 

http://www.mh.state.oh.us/ois/macsis/codes/macsis.mh.hipaa.proc.code.table.pdf
http://www.mh.state.oh.us/ois/macsis/codes/macsis.aod.hipaa.proc.code.table.pdf
http://www.mh.state.oh.us/ois/macsis/codes/mh.hipaa.modifier.code.table.pdf
http://www.mh.state.oh.us/ois/macsis/codes/aod.hipaa.modifier.code.table.pdf
http://www.mh.state.oh.us/ois/macsis/policies/macsis.hipaa.edi.guidelines.pdf
http://www.mh.state.oh.us/ois/macsis/mac.codes.macsis.pos.codes.html
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• Please note that you only need to “correct” a claim for place of service, 
when the “corrected” place of service code affects the adjudication of the 
claim in MACSIS (i.e., when the place of service code changes from or to 
“51” – IMD or “99” – Penal System).    

9. COB Amount 

This column should contain the amount paid by another payer toward the service. 
The amount can be zero, if the other payer did not respond and/or denied the claim. 
If this column is completed, the initiator must provider the “COB Indicator” in the next 
column. Please note this column should not contain any amounts paid by the client.   

10. COB Ind (Indicator) 

This column should contain one of the acceptable ODJFS COB Indicators noted 
below: 

2 – Blue Cross/Blue Shield 
3 – A private carrier 
4 – Employer or Union 
5 – Public Agency (Medicare, Worker’s Comp) 
6 – Other carrier 
R – No response from carrier 
P – No coverage for this recipient number 
F – No coverage for all recipient numbers 
L – Disputed or contest liability 
S – Non-covered service 
E – Insurance benefits exhausted 
X – Non-cooperative member. 

If two or more payers (other than MACSIS) previously adjudicated the claim, use the 
COB indicator pertaining to the payer who actually made a payment toward the 
claim. 

11. Prov Pt Control # 

This column should contain the control number assigned by the provider to track this 
service. This is the number which was or will be used to report related remittance 
transactions.  It is recommended that this number be a service-level control number, 
not a claim or patient level control number. 

• The term “patient control number” is widely used within the industry, 
as well as within the 837 Professional Claim implementation guide, to 
refer to the provider-assigned control number related to a service line. 
Therefore, it is a misnomer. It really should be “service control 
number”. 
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Procedure Codes and Affiliated Price Schedules 
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Default and Standard Contracts 
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ODMH Procedure Code, Modifier and Medical Definitions Matrix 
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AOD Procedure Code, Modifier and Medical Definitions Matrix 
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Contracts and Pricing 
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Contracts and Pricing after PROVC Record Found 
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Denying Non-MCD Claims Beyond Submission Deadline 
 

Denying non-Medicaid claims that are outside the allotted time period for submission per 
Board/Provider contracts. 

 
Many boards have expressed the need to automatically deny Non-Medicaid claims that are 
submitted after the board’s billing deadline and/or those claims that exceed the board’s 
contractual ceiling amount for such services. Some boards wish to contractually obligate 
providers to submit Non-Medicaid claims no more than (for example) 90 days after the close of 
the fiscal year so that all claims submitted after the deadline will be denied. Another scenario 
involves boards that will only fund (for example) $10,000 of Non-Medicaid services during a 
fiscal year. In both cases, boards are now required to manually deny such claims, thus it has 
been requested that Diamond be configured to automatically deny any claims received after the 
contracted limit/designated time period.  
 
After considerable discussion between boards and State staff, the easiest and cleanest (i.e., 
auditable) way to accomplish this is to remove the Alternate Price Schedule from the PROVC on 
the Medicaid contracts and to remove both the Primary Price Schedule and the Alternate Price 
Schedule from the Non-Medicaid contracts (please note that the “Default” contracts cannot be 
modified because out of county claims must continue to process normally). Boards should not 
change their rates on the PROCP in Diamond to a $0.00 allowed amount because the audit trail 
for previously paid claims will be lost. The important distinction is to actually DENY the claims 
rather than paying them at zero dollars.    
 
Boards that decide to implement this procedure will need to email the MACSIS Support Desk so 
that the State can make all the necessary changes in Diamond. (All changes will be forwarded 
to Debbie Downs at ODADAS who will make the changes to the Diamond PROVC records, but 
the MACSIS Support Desk must be informed so that claims related questions can be answered 
for denials, etc.). The email should list all PROVC records that need adjustment along with the 
effective date of the change. Please include the provider’s UPI, Panel, Line of Business, 
Contract Effective Date, Primary Price Schedule, and Alternate Price Schedule, along with the 
cutoff date desired. It is important that this type of change to contracts NOT be attempted during 
the week when Claims EDI is running. The system must be quiet so that production claims 
sessions do not abend, which is why the State prefers to make these changes. (If a board 
prefers to make the changes to the Non-Medicaid contracts, an email to the Support Desk 
should still be sent indicating that the board will make the necessary modifications to the Non-
Medicaid contracts. Due to security codes, the State must adjust the Medicaid PROVC records. 
boards should only make these on-line changes when claims for their providers are not running 
in either Edit or Post mode. )  
 
The steps to implement this procedure are:  
 

(1) terminate the contract from the previous year with the term date of 6/30/yyyy  (reason 
code will be LBCLR-Local Board Contract Limits Reached to assist in the “audit trail” of 
why the contract was modified), 

(2) create a new contract for the current fiscal year with the appropriate price schedules, 
and 

(3) remove the alternate price schedule from Medicaid contracts for the prior fiscal year and 
both the primary and alternate schedule from Non-Medicaid contracts. 
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This will allow all claims for Non-Medicaid services with a date of service that falls in the prior 
fiscal year to deny while enabling services for the current year to pay correctly. Please note that 
no reason code can be assigned to these claims so boards will need to explain to providers that 
old claims that are denied will not be flagged with a reason code. Please be aware that this 
methodology will result in all Non-Medicaid services being denied; this solution is not procedure 
code specific so boards cannot deny payment for Service A but not for Service B.   
 
Important note:  this procedure should NOT be used with providers receiving ODADAS grant 
funding (examples are ODADAS prevention service grants and the ODADAS women’s grant 
funded programs).  
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 ODMH Same Day Service Reporting - Roll-up Categories for Duplicate Checking 
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ODADAS Rollup Categories Used for Duplicate Claim Checking 
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OPLST File Layout (Report 102) 
 

Claims Post Report - New 102 File (8.2) 
 

Field name Data type Data Length Format 
 
BATCH TEXT 9 
UCI TEXT 12 
PAT_CONTROL_NUM TEXT 38 
CLAIMNO TEXT 16 
PLAN TEXT 10 
SERVDATE TEXT 10 MM/DD/YYYY 
RECVDATE TEXT 10 MM/DD/YYYY 
CLAIM_AGE TEXT 3 
PROVIDER TEXT 5 
PROV_NAME TEXT 15 
DX1 TEXT 7 
SECURITY TEXT 1 
PROCCODE TEXT 8 
MODIFIER TEXT 2 
PROC_DESCRIPTION TEXT 28 
QUANTITY TEXT 6 
BILLED NUMBER 25    
ALLOWED NUMBER 25 
ALLOW_REASON TEXT 5 
COPAY NUMBER 25 
OTHER_CARRIER_AMT NUMBER 25 
COB_CODE TEXT 5 
WITHHOLD NUMBER 25 
NOTCOVERED_AMT NUMBER 25 
NOTCOVER_REASON TEXT 5 
NET_AMT NUMBER 25    
CLAIMS_STATUS TEXT 1 
AP_STATUS TEXT 1 
MEDDEF TEXT 4 
CLIENT_AGE TEXT 4 
GLREF TEXT 3 
HOLD_REASON TEXT 5 
PANEL TEXT 3 
MODIFIER2 TEXT 2 (Second modifier)                                       
MODIFIER3 TEXT 2 (Third modifier) 
MODIFIER4 TEXT 2 (Fourth modifier) 
POS TEXT 5 (Place of Service) 
OFFSET_AMT NUMBER 25 
OFFSET_REASON TEXT 5 
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 Crosswalk of HIPAA 835 Reason Codes with Diamond 8+ Reason Codes 
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Reporting Third Party Insurance on the 837P 

 
Procedures for Reporting Third Party Insurance Information on the 837P 

 
This document is intended to clarify the reporting of third-party insurance and 
coordination of benefits (COB) on the 837P electronic claim files for MACSIS. These 
procedures apply to all claims regardless of whether a client is Medicaid eligible or not.  
 
All claims submitted to MACSIS where the client has a third-party insurer are required to 
contain Loop 2320 “Other Subscriber Information”, 2330A “Other Subscriber Name” 
and 2330B “Other Payer Name”. 
 
All required data elements noted in the MACSIS 837 Professional Claim Informational 
Guide must be valued. For Loop 2320, the amount paid by a third-party insurer is 
reported in AMT02. If a third-party insurer denies a claim, does not respond within 90 
days or adjudicates the claim payment as zero, then value AMT02 at zero. No first party 
(patient) payments should be included in this amount per HIPAA guidelines. If more 
than one other payer made a payment on the claim, then the amounts should be 
summed and placed in the first occurrence of Loop 2320. Report the most appropriate 
COB indicator for the summed third-party insurers. Ex., client has a payment of $10.00 
with a COB indicator of “2” and a payment of $15.00 with a COB indicator of “3” – sum 
the amounts ($25.00) and then choose either 2 or 3 as the COB indicator (Loop 2330A). 
Ex. Client has a payment of $10.00 with a COB indicator of “2” and a $0.00 payment 
with a COB indicator of “S” – sum the amounts ($10.00) with a COB indicator of “2”. 
 
For Loop 2330A, the “Other Insured Additional Identifier” (REF02) is required if an 
amount is reported in Loop 2320, AMT02 and vice versa. This identifier equates to the 
ODJFS third party COB indicators used prior to HIPAA.  
 
Valid values for the third party COB indicator are: 
 
 2 – Blue Cross/Blue Shield 
 3 – A Private Carrier 
 4 – Employer or Union 
 5 – Public Agency (Medicare, Worker’s Comp) 
 6 – Other Carrier 
 R – No Response from Carrier 
 P – No Coverage for this Recipient Number 
 F – No Coverage for all Recipient Numbers 
 L – Disputed or Contest Liability 
 S – Non-Covered Service 
 E – Insurance Benefits Exhausted 
 X – Non-Cooperative Member. 
 

http://www.mh.state.oh.us/ois/macsis/claims/837.prof.claim.guide.pdf
http://www.mh.state.oh.us/ois/macsis/claims/837.prof.claim.guide.pdf
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For COB Indicators 2, 3, 4, 5, or 6 Loop 2320, AMT02 must be greater than zero. For 
COB Indicators R, P, F, L, S, E, or X Loop 2320, AMT02 must equal zero. 
 
 
EXAMPLES OF THIRD-PARTY INSURER INFORMATION REPORTING USING THE 
ELECTRONIC 837P 
 
The following segments are required when the member has insurance and a payment 
has been received. 
 
 
LOOP 2320 OTHER SUBSCRIBER INFORMATION 
SBR*P*18***C1****ZZ 
AMT*D*30.00 
DMG*D8*19520804*F 
OI***Y***Y 
 
LOOP 2330A OTHER SUBSCRIBER NAME 
NM1*IL*1*KRACOTO*MITZY****MI*555656666 
REF*IG*2 
 
 
 
LOOP 2330B OTHER PAYER NAME 
NM1*PR*2*BLUE CROSS*****PI*BLUE CROSS 
 
 
The following segments are required for a member who has third-party insurance but no 
payment has been received. 
 
LOOP 2320 OTHER SUBSCRIBER INFORMATION 
SBR*P*18***C1****ZZ 
AMT*D*0.00 
DMG*D8*19520804*F 
OI***Y***Y 
 
LOOP 2330A OTHER SUBSCRIBER NAME 
NM1*IL*1*KRACOTO*MITZY****MI*555656666 
REF*IG*S 
 
 
 
LOOP 2330B OTHER PAYER NAME 
NM1*PR*2*ANTHEM*****PI*ANTHEM 

S. 79 – Other 
Payer Paid 
Amount 

S. 81 – ODJFS 
COB Indicator (2 = 
Blue Cross/Blue 

S. 79 – Other 
Payer Paid 
Amount 

S. 81 – ODJFS 
COB Indicator (S = 
Non-Covered 
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Guidelines Pertaining to the Implementation of MACSIS under HIPAA 
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Correcting Straggler Claims 
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MACSIS Sample 837P NPI File 
 
ISA*00*     *00*     *ZZ*000000000012345*ZZ*25B    *030707*0812*U*00401*000000257*0*T*: 
GS*HC*12345*25B*20030715*0812*1*X*004010X098A1 
 
 
 
 
 
TRANSACTION SET HEADER 
ST*837*000000001 
BHT*0019*00*258*20030715*0812*CH 
REF*87*004010X098DA1 
 
LOOP 1000A SUBMITTER NAME 
NM1*41*2*DO GOOD THINGS*****46*12345 
PER*IC*PETE MARAVICH*TE*6142222222 
 
LOOP 1000B RECEIVER NAME 
NM1*40*2*FRANKLIN ADAMH*****46*25B 
 
LOOP 2000A BILLING/PAY-TO-PROVIDER HL 
HL*1**20*1 
 
LOOP 2010AA BILLING PROVIDER NAME 
NM1*85*2*DO GOOD THINGS*****XX*1000000003 
N3*405 WEST SOUTH AVENUE 
N4*COLUMBUS*OH*43231 
REF*1G*000000012345 
REF*EI*31-12345678 
PER*IC*AGENCY ADMINIS DESK*TE*6145772104 
 
LOOP 2010AB PAY-TO-PROVIDER NAME 
NM1*87*2*XYZ CORPORATION*****XX*1000000014 
N3*400 EAST WEST  STREET 
N4*COLUMBUS*OH*43313 
REF*1G*000000000022345  
 
LOOP 2000B SUBSCRIBER HL 
HL*2*1*22*0 
SBR*P*18*******ZZ 
 
LOOP 2010BA SUBSCRIBER NAME 
NM1*IL*1*KRACOTO*KILE*A**JR*MI*3445555 
N3*1928 EAST 56TH ST  
N4*LORAIN*OH*44254 
DMG*D8*19510127*M 
REF*SY*268445400 
 

Interchange 
Receiver ID 

Subscriber Suffix and 
UCI

Interchange 
Sender  
ID (UPI) 

Appl 
Sender  
ID (UPI) 

Appl 
Receiver 

ID 

Trans Type: 
Test File 

MACSIS 
Submitter ID (UPI) 

Receiver 
Primary ID 

Billing 
Provider NPI

MACSIS Legacy 
Provider Identifier (UPI) 

Billing Provider 
Tax ID 

Pay-To 
Provider NPI 

Delete Pay-To 
REF*1G 
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LOOP 2010BB PAYER NAME 
NM1*PR*2*MACSIS*****PI*MACSIS 
N3*SUITE 1001*30 E. BROAD STREET 
N4*COLUMBUS*OH*43266-0414 
 
LOOP 2300 
CLM*1156478910*40.00***11::1*Y*A*Y*Y*C 
HI*BK:3050 
 
 
 
 
 
LOOP 2320 OTHER SUBSCRIBER INFORMATION 
SBR*S*18***C1****ZZ 
AMT*D*30.00 
DMG*D8*19520804*F 
OI***Y***Y 
 
LOOP 2330A OTHER SUBSCRIBER NAME 
NM1*IL*1*KRACOTO*MITZY****MI*555656666 
REF*IG*S 
 
 
 
LOOP 2330B OTHER PAYER NAME 
NM1*PR*2*AETNA HMO*****PI*AETNA HMO 
 
LOOP 2400 SERVICE LINE 
LX*1 
SV1*HC:H0004:HE:HR::HX*40.00*UN*1*53**1**N 
 
 
 
 
DTP*472*D8*20030702 
REF*6R*BB973AF65341F8B5AA862CEB23B0B1 
 
 
 
TRAILER SEGMENTS 
SE*40*000000001 
GE*1*1 

Payer Name and ID 

Patient Control 
Number Claim 

Level 

Facility Code 
Claim Level 

Other Payer Paid 
Amount 

ODJFS COB Indicator 
(S = Non-Covered 

Service) 

Product/Service 
Qualifier and 

Procedure Code 

Modifiers  Line Item Charge 
Amt and Place of 
Service 

Line Item Control Number
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MACSIS 837 Professional Claim Technical Information Guide (v4010-NPI) 
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MACSIS EDI Claims Testing Request Form 

Boards:  Please verify the form is complete and email to the Office of Information Services, Ohio 
Department of Mental Health at macsistesting@mh.state.oh.us, after the test file has been placed in the 
appropriate FTP directory.  All information is required to process request.  DO NOT FAX THIS 
VERSION OF THE FORM. 
 

 
TYPE OF TEST (CHECK ONE) 

Scenario  File Name Format 
Board FTP Directory 

Comments 
(One test file per UPI/NPI required for all scenarios) 

J0xxxxx#.julyy   Tier 1 – UPI format 

/county/(board)/hipaa/test 
e.x. /county/02B/hipaa/test 

Required for providers who are not ready to 
submit NPI-compliant files, but who are new to 
MACSIS, have new software, undergoing major 
system upgrade and/or adding new UPIs.   

J0xxxxx#.julyy   Tier 2 – UPI format 
/county/(board)/hipaa/tier2test 
e.x. /county/02B/hipaa/tier2test 

Required for providers who are not ready to 
submit NPI-compliant files, but who have passed 
Tier  1, are new to MACSIS, have new software, 
undergoing major system upgrade and/or adding 
new UPIs 

X0xxxxx#.julyy   Tier 1 – NPI format 
/county/(board)/hipaa/test 
e.x. /county/02B/hipaa/test 

Required for providers who are ready to submit 
NPI-compliant files and who are new to MACSIS, 
have new software, undergoing major system 
upgrade, added new NPIs or significantly failed 
Tier 2 NPI testing. 

X0xxxxx#.julyy   Tier 2 – NPI format 
/county/(board)/hipaa/tier2test 
e.x. /county/02B/hipaa/tier2test 

Required for previously approved providers who 
are ready to submit NPI-compliant files for 
previously approved UPIs and/or for providers 
who passed Tier 1 NPI testing for the reasons 
noted above. 

 
TESTING STATUS (COMPLETED BY STATE STAFF) 
Date Tested Tested By File Passed? Results Attached? 

                        

 

FILE SUBMISSION INFORMATION 
Test File Name Date File FTP’d to State Submitter ID (UPI) NPI 

                        
Billing Provider Name Provider Bills Other Payers (COB)? 

            
Provider Software Vendor Provider Software Product/Version 

            
Board Name Board Contact Name Board Phone # 

                  
Board Email Board Fax # Test File FTP Directory 

            /county/      /hipaa/test (Tier 1) 
/county/      /hipaa/tier2test (Tier 2) 

Comments 

      

mailto:macsistesting@mh.state.oh.us
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File Requirements by Tier 
Tier File Size Data Requirements Test Checks 

1 Max 100 
claims per 
test file 

• May be real or test data 
• Other payer scenario is included for both Medicaid 

eligible and non-Medicaid eligible services if appl. 
• “Summed” same day service scenario is included 

File Syntax and 
Basic Content 
Compliance  

2 Volume 
represents 
typical file 
submission 
up to 500 
claims 

• Must be real client data but service data can be 
test or real data 

• All contracted procedure codes are present 
• All lines of business are present (Medicaid and 

Non) 
• Other payer scenario is included for both Medicaid 

eligible and non-Medicaid eligible services if appl. 
 

MACSIS pricing 
and adjudication 
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Sample EDI Weekly Report 
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Overnight Program Errors 

Overnight File Handling and SAS© First Pass File Examination 
Release 3.4 

 
Version 3 of the first step of the HIPAA Front--End Processing -- commonly referred to as 
“Overnight” Processing or “First Pass (FP SAS©)” processing -- provides tests related to the 
following 28 possible error messages. Please note that while a single such reported error rejects 
a file for further processing and only one such error will be reported per file, it is entirely possible 
for a file to have multiple such errors. Rejected files are noted on your “Overnight” report, a copy 
of which is emailed to your contact list and an additional copy placed in your reports sub--
directory on the mhhub server. Rejected files are also placed in the reject directory on that 
server as well. 
 
ERROR MESSAGE    Simple Description 
 
 
1 ZERO BYTES IN FILE A unix “ls” command shows zero bytes in the file. 

2 FILENAME WRONG LENGTH The file length must be 14 bytes (including the dot). 
Anything else will be rejected with this error 
message. 

 
3 FILENAME FIRST LETTER The filename must begin with either an “A” or an 

“N”. 
 
4 FRONT WRONG LENGTH The filename must have an “8.5” format. If the first 

“word” (i.e., before the dot) is not 8 bytes, the file 
will be rejected. 

5 BACK WRONG LENGTH The back or second word (i.e., after the dot) must 
be 5 bytes. 

 
6 TOO MANY FILENAME DOTS! The file name can contain only 1 dot. 
 
7 BAD FILE SEQ NUMBER The 8th byte is required to be a number from 1 to 9 

representing the number of files submitted by this 
provider this day. Zero cannot be used as a 
sequence number. 

 
8 ILLEGAL CHAR IN FNAME Special characters and other ASCII oddities are not 

allowed in filenames -- like underline or ampersand, 
etc. 

 
9 DUP FROM   | |   PROCESS_DATE A Board may submit a filename only once -- any 

subsequent submissions by the board will be 
rejected as duplicates. Note: It does not matter if 
the original submission was accepted or rejected; a 
filename may be submitted only once. 
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10 EOL PROBLEM:   | |  STATUS Problems with the EOL marker -- this segment 
delimiter must be a “0A” hexadecimal characters as 
unix expects. A tilde, or ‘0D0A’x, or ‘0D’x end of line 
marker will be rejected. The unix EOL marker must 
be found -- using ASCII for “look-ahead” mode of 
FTP file transfer is the best method in normal 
circumstances to see this accomplished. 

 
11 NO OF 2400 NE NO OF 2300 The number of “CLM” and “SV1” segments must 

agree – MACSIS has a 1:1 demand relationship for 
the number of Claims Headers (Loop 2300) and 
Claims Detail Lines 2400 Loops. 

 
12 PAT LOOPS:  | |  PAT_COUNT In the MACSIS system, the client is always the 

patient. The X12 4010-837P Implementation Guide 
(IG) then specified that you cannot code Loop 
2000C, Loop 2010CA, etc. If you see this error, you 
have the number of such Patient Loops coded as is 
shown.  

 
13 SE COUNT NE LINES READ The SE-02 number must match the number of data 

lines and envelopes read -- this is our only check 
the file transfer process has been complete and we 
have received all that was expected. Note: You are 
allowed one blank line after the ISA trailer -- too 
many vendors proved incapable of making a claim 
file without an “extra” blank line. 

   
14 MULTIPLE BLANK LINES More than 1 blank line, or an “inside the file blank 

line” are not acceptable.     
 
15 NO CLAIMS FOUND IN FILE A surprise to us in our original programming -- we 

have seen perfectly good 4010-837P envelopes 
submitted with no accompanying claims information 
whatsoever.   

 
16 NUMB ST NE SE SEGMENTS Multiple ST-SE sets are acceptable, but there does 

need to be a transaction set closing segment for 
every opening one. 

 
 
17 NEG/MISS CLM-02 VALUES One cannot present negative or missing claim level 

billed amounts. 
 
18 NEG/MISS SV1-02 VALUES One cannot present negative or missing service 

line level billed amounts. 
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19 NEGATIVE COB VALUES Nor can you have negative Coordination of Benefits 
amounts. These edits were added as a function of 
some truly creative submission files. 

 
20 NPI: BAD FORMAT The Provider NPI, NM1-09 in Loop 2010AA of an 

“N” file must be 10 bytes long. All NPI analyses are 
performed only on “N” files. 

  
21 NPI: UNKNOWN The Provider NPI was not found in the master copy 

of PROVF information.  
 
22 NPI: UPI NOMATCH The Provider NPI matched PROVF, but the 

accompanying UPI did not match PROVF. 
 
23 NPI: UNAUTH. Provider NPI found which matches PROVF but that 

Provider is not listed as having passed Tier 2 
testing i.e., “not live”. 

 
24 REF1G: MISSING OR BAD UPI as provided in Loop 2010AA*REF*1G-02 of an 

“A” file does not have required 12 byte format. 
 
25 REF1G: UNKNOWN UPI as provided in “A” file is not found in master 

copy of PROVF information. 
 
26  REF1G: UNAUTHORIZED UPI as correctly defined is not listed in “live” 

category, i.e., is not shown as having passed Tier 2 
testing. 

 
27 UPI: XX MISSING The file declares an NPI file but the NM1-08 value 

in 2010AA is not “XX” – this suggests to us that a 
Pre-NPI file has been submitted with an improper 
name. This would cause improper handling in XML 
construction and EDI processing. 

 
28 UPI: 24 MISSING The file name declares this to be Pre-NPI file, but 

the NM108 value in 2010AA is not “24” as required 
suggesting this is a min-named NPI file. Such 
causes considerable problems in EDI and many, 
many critical errors. 

29 NPI: NPI/UPI MISMATCH According to our records, the NPI and UPI in this 
file do not go together. 

30 NPI: TAXID MISSING REF*EI-02 is blank or cannot be found in an “N” 
file. 
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31 UPI: TAXID MISSING NM1-09 is blank or missing in Loop 2010AA of an 
“A” file. 
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