MY HEALTH LA INITIATIVE - MEDICAL AND DENTAL PHARMACY CLAIM FORM

USE MEDI-CAL 30-1 FORM — (ORIGINAL CLAIM (Pink or Orange ONLY) — NO Black /White COPIES)

FOR CLINICS TO SUBMIT CLAIMS, USE ONE OF FOLLOWING PROGRAM CODES

e MEDICAL — PPM145
e DENTAL - PPD989

Pharmacy claims must include all of the following elements, except those indicated as optional:

MEDI-CAL BOX #/Title

1. Claim ControlNumber
2 .ID Qualifier
3. Provider ID
Provider Name, Address

Provider Phone Number
5. Patient Name
6. Medi-Cal ID No

7. Sex

8. Date of Birth
11.Prescription Number
12.Date of Service

13. Metric Quantity

15. Days Supply

18.Product ID
20. Prescriber ID
21. Primary ICD-CM

23. Line Charge

Specific Details
87. Medical Record #

90. Date Billed
91. Discharge Date
94. Signature of Provider

Put the following data for the MHLA Pharmacy
Program:

Clinic's Name and Address

Program Code PPD989 or PPM145

Clinic's Tax ID (and suffix if applicable)

Pharmacist Name for Medical

Dentist Name for Dental

Clinic's Phone number and Contact Name

Last Name, First Name of Patient

MHLA Identification Number (One E App 17 PID) for Medical
SSN for Dental

M= Male, F=Female

Format: Month/Day/Year

Internal Number assigned by Clinic

Filling/Dispensing or Date of Refill

Number of pills, gm, or ml dispensed to patient

Number of days that patient has been instructed to take the
drug

NDC - National Drug Code

NP! for Physician/Dentist who prescribed drug
Authorization # - 10 digit number assigned by County — Given
by Pharmacy Division at DHS.

Amount that it costs the clinic for the drug. Should be .01 or
greater.

Put description of drug

Patient Account Number assigned by clinic. If no number
assigned, default to 1234

Date claim is generated

Total amount of all line items submitted.

Signature of Pharmacist, Dentist or put Signature on File

Comment

Mandatory
Mandatory
Mandatory
Mandatory

Mandatory
Mandatory
Mandatory

Mandatory
Mandatory
Mandatory
Mandatory
Mandatory
Mandatory

Mandatory
Mandatory
Mandatory if drug
Preauthorized by
County, otherwise
leave blank.
Mandatory

Mandatory
Mandatory

Optional
Mandatory
Mandatory

Note: Line items occur 4 times. Information requested under boxes 11 — 23 applies to all 4 line items.
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