Member List Additions by MSO

COMMUNTY HEALTH PLAN/INSURANCE PROGRAM (HEALTHY OPTIONS, CHIP, BH, GAU or MEDICARE ADVANTAGE)
MONTH  YEAR
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PHONE NO:  CENTER PHONE NUMBER

	SN
	Member Name
	Member 

Number
	DOB
	S

e

x
	Recert
Date
	Member 

SSN
	Elig To 

Enroll Date
	State ID
	L

A

N

G
	Prog 

Code
	M
	Member

Phone #
	                                  Ded.
PCP Name               Copay  Amt
	COPAY

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


FIELD DESCRIPTIONS

SN:  Special Needs
Member Name:  Last, First Name
Member Numbre:  8 digit number assigned by the system
DOB:  Member Date of Birth
SEX:  M = Male, F = Female

Cont. Start Date: The begin date of continuous coverage with Community Health Plan for stated product
Member SSN:  Member Social Security Number

Recert Date:  HRSA’s date of recertification for member

State Id:  Healthy Options = PIC Number

 Basic Health = Subscriber  Social Security Number

LANG:  Numeric Code for Member’s Language 02 = Korean, 03= Spanish, 04 = Vietnamese, 05 = Laotian, 06 =  Cambodian, 07 = Chinese, 08= Hmong, 09 = Samoan, 11 =  Tagalog, 12 = French, 13 = English, 14 = other/ unknown, 15 = American Sign, 17 = Russian, 18 = Ukranian, 20 = Polish, 22 = Tigrigna, 23 = Amharic, 25 = Farsi, 27 = Mien, 31= Thai

Prog Code: Healthy Options: E=AFDC/E,H = H-Kids, S = S-Women, C = AFDC/R

Basic Health :  BH, BH+, NONSUB, S-MED, BH-S, HCTC

GAU:
M:  Match Code - Healthy Options only
Member Phone #:  Member Phone Number  Note:  If member is flagged as confidential (i.e. foster care, domestic violence) CONFID will appear in this field
PCP Name:  Name of Member Assigned Clinic/PCP
Copay:  Office Visit Copay Amount (if applicable)

Ded. Amt.:  Deductible Amount (if applicable)

TOTAL ADDITIONS FOR (CENTER NAME):  







** Indicates Newborn


COPAY Key:
0.00 = $10.00 copay

Page

Report Date:




10 = $10.00 copay




Ded. Amt.: 
150.00 = $150.00 deductible

