
FORM LOCATOR MATRIX

Key: R = Required for all claims
I = Required, Inpatient only
O = Required, Outpatient only
A = Acceptable
Blank = Not required
* = See detailed billing instructions

Acute/Swing Acute Swing

FL Data Element
Anthem
BCBS BCBSVT TRICARE

CIGNA
NH MTHP

VT
Medicaid Medicare

NH
Medicaid Medicare

NH
Medicaid

1 Provider Name, Address,
Telephone Number R R R R R R R R R R

2 Program Indicator A A A R R R R R
3 Patient Control

Number R R R R R R R R R A
4 Type of Bill R R R R R R R R R R
5 Federal Tax Number R R R R R
6 Statement Covers

Period R R R R R I R R R R
7 Covered Days I I I A I I I I R
8 Noncovered Days I I I I I
9 Coinsurance Days A I I
10 Lifetime Reserve Days A I
11 Unlabeled Field *
12 Patient Name R R R R R R R R R R
13 Patient Address R R * R R R R
14 Patient Birthdate R R R R R R R
15 Patient Sex R R R R R R R
16 Patient Marital Status R R R A A
17 Admission Date R R R R I R I I I R
18 Admission Hour R R R R R O
19 Type of Admission I I I R R R I R I R
20 Source of Admission I I I R A R R R R
21 Discharge Hour I I R R R
22 Patient Status I R I R I I R R R R
23 Medical/Health Record

Number A R R A A A R A R A
24-30 Condition Codes R R R R R R R R R R
31 Unlabeled Field
32-35
A,B

Occurrence Codes
And Dates R R R R R R R R R R

36 A,B Occurrence Span
Codes and Dates R R R R R R R R

37 A,B,C ICN/DCN R A R R
38 Responsible Party

Name and Address * * A R * *
39-41
A,B,C,D

Value Codes and
Amounts A * R I A * *

42 Revenue Code R R R R R R R R R R
43 Revenue Description R R R R R A R R
44 HCPCS/Rates * O * * * * * * * *
45 Service Date O O R O O O O O
46 Units of Service R R R R R R R R R R
47 Total Charges R R R R R R R R R R
48 Noncovered Charges R A R R
49 Unlabeled Field
50 A,B,C Payer Identification R R R R R R R R R R
51 A B,C Provider Number R R R A R R R R R R
52 A,B,C Release of Information

Certification Indicator R R R
53 A,B,C Assignment of Benefits

Certification Indicator R
54
A,B,C,P

Prior Payments –
Payer and Patients R R R R R R R R R R

55
A,B,C,P

Estimated Amount Due
R R R

56 Unlabeled Field



Acute/Swing Acute Swing

FL Data Element
Anthem
BCBS BCBSVT TRICARE

CIGNA
NH MTHP

VT
Medicaid Medicare

NH
Medicaid Medicare

NH
Medicaid

57 Unlabeled Field
58 A,B,C Insured's Name R R R R R R R R R
59 A,B,C Patient's Relationship

to Insured R R R R R R R
60 A,B,C Certificate/SS Number/

Health Insurance Claim/
ID Number R R R R R R R R R R

61 A,B,C Insured Group Name R R * A * R
62 A,B,C Insured Group Number R R * * R

63 A,B,C
Treatment
Authorization Code A A A A A * * A *

64 A,B,C Employment Status
Code R R * *

65 A,B,C Employer Name R R * *
66 A,B,C Employer Location R R R R
67 Principal Diagnosis

Code R R R R R R R R R R
68-75 Other Diagnosis Codes R R R R R R R R R R
76 Admitting Diagnosis I I I R R R A
77 External Cause of

Injury Code E Code R R R R R
78 Unlabeled Field
79 Procedure Coding

Method Used R
80 Principal Procedure

Code and Date R R R R R R I R R
81 A,B,
C,D,E

Other Procedure
Codes and Dates R R R R R R I R R

82 A,B, Attending Physician ID R R R R R R R R R R
83 A,B,
C,D

Other Physician ID
R R R R R R R R R R

84 Remarks R R R R A A A A
85 Provider Representative

Signature A A R A R R R A R A
86 Date Bill Submitted R R R A R R R R R R


