PROGRAM ID:  999004                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 1

RUN NAME: INTA                                 MEDICAID MANAGEMENT INFORMATION SYSTEM                              CUMULATIVE PAGE 1

RUN DATE: 99/99/ 9999               CLINICAL SUMMARY REPORT - PERIOD OF REVIEW 99/99/9999-99/99/9999                                  

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

PHARMACY INDICATORS:                                           Claim/Enc.      Dollars                         Claim/Enc        Dollars

--------------------                                           ----------      -------                         ---------        -------

Number of Unique Pharmacies:  3      Prescription Medications          5       $166.90         Rx/Supply/

                                     OTC Medications                   0         $0.00         OTC/DME Total:          5        $166.90

                                     Supplies                          0         $0.00

                                                                                                   Days     Unique        Unique

Therapeutic Category                                          Claims   Encounters      Quantity    Supply   Pharmacies    Prescribers     Dollars

--------------------                                          ------   ----------      --------    ------   ----------    -----------     -------

CLINICAL INDICATORS:

--------------------

# of Treating Medical Providers: 21  (includes ambulatory physicians, clinics, and hospitals)

___________________________________________________________________________________________________________________________________________________________________

                                  |   Providers                                                                               Most             # of        # of

INPATIENT CLAIMS:                 |  FFS Plan Srv                      Condition/ICD-9                                      Recent DOS         Claims      Encs

                                  |  ______________________________________________________________________________________________________________________________

# Inpatient Providers:         4  |   1    0                                                                                99-99-9999           1            0

                                  |   1    0                                                                                99-99-9999           1            0

# Discharges:                  9  |   1    0                                                                                99-99-9999           1            0
                                  |   1    0                                                                                99-99-9999           1            0
Hospitalization with -            |   1    0                                                                                99-99-9999           1            0
                                  |

  Psychiatric Disch Dx:        1  |

                                  |

  Drug/Alcohol Disch Dx:       7  |

                                  |

  Med/Surg Disch Dx:           1  |

                                  |

Discharge of AMA:              4  |

___________________________________________________________________________________________________________________________________________________________________

                                  |   Providers                                                                               Most             # of        # of

PRIMARY MEDICAL CARE PROVIDERS    |  FFS Plan Srv                      Condition/ICD-9                                      Recent DOS         Claims      Encs

(CLINIC, PHYSICIANS, AND NP):     |  ______________________________________________________________________________________________________________________________

FFS Primary Care Provider:     3  |   1    0                                                                                99-99-9999           1            9

                                  |   1    0                                                                                99-99-9999           1            9

Managed Care Plans Providing      |   1    0                                                                                99-99-9999           1            9
Primary Care :                 0  |

                                  |

# Servicing PC :               3  |

                                  |

Total Claims:                  8  |

                                  |

Total Encounters:              0  |

                                  |

                                  |

PROGRAM ID:  999999                             NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 2

RUN NAME: INTA                                 MEDICAID MANAGEMENT INFORMATION SYSTEM                              CUMULATIVE PAGE 2

RUN DATE: 9/99/ 9999                               CLINICAL SUMMARY REPORT - PERIOD OF REVIEW 99/99/9999-99/99/ 9999                                                            

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

___________________________________________________________________________________________________________________________________________________________________

                                  |   Providers                                                                               Most             # of        # of

SPECIALTY MEDICAL CARE            |  FFS Plan Srv                      Condition/ICD-9                                      Recent DOS         Claims      Encs

PROVIDERS (CLINIC,                |  ______________________________________________________________________________________________________________________________

PHYSICIANS, AND NP):              |                                                                                                                                

                                  |   5    0                                                                                99-99-9999           19           0

FFS Speciality Provider:      14  |   1    0        -                                                                       99-99-9999           1            0

                                  |   1    0       -                                                                        99-99-9999           3            0

Managed Care Plans Providing      |   1    0       -                                                                        99-99-9999           1            0

Speciality Care:               0  |   1    0        -                                                                       99-99-9999           1            0

                                  |   1    0       -                                                                        99-99-9999           1            0

# Servicing SC :              14  |   1    0        -                                                                       99-99-9999           1            0

                                  |   1    0        -                                                                       99-99-9999           2            0

Total Claims:                 32  |   1    0                                                                                99-99-9999           2            2
                                  |   1    0                                                                                99-99-9999           1            0

Total Encounters:              0  |   1    0                                                                                99-99-9999           1            0

                                  |

___________________________________________________________________________________________________________________________________________________________________

ER SERVICES:                                |        # of MMTP Providers:               2          # of MMTP   Claims:     13    # of MMTP   Encounters:     0

# of ER Providers:                       4  |

# of CLM/EN:                            14  |        # of Home Health Care Providers:   0          # of HHC    Claims:      0    # of HHC    Encounters:     0

  CLM/EN for Psychiatric DX:             0  |

  CLM/EN for Drug/Alcohol Dependence:    2  |        # of Dental Providers:             0          # of Dental Claims:      0    # of Dental  Encounters:    0

_____________________________________________________________________________________________________________________________________________________________________

                                  |                                                                                             Most             # of        # of

PROCEDURE CODE SUMMARY:           |   # Providers                      Procedure                                              Recent DOS         Claims      Encs

                                  |  ________________________________________________________________________________________________________________________________

                                  |    1                                                                                      99-99-9999           2            0
                                  |    1                                                                                      99-99-9999           2            0
                                  |    1                                                                                      99-99-9999           2            0
                                  |    1                                                                                      99-99-9999           2            0
                                  |    1                                                                                      99-99-9999           2            0

                                  |                                      |    

_____________________________________________________________________________________________________________________________________________________________________

                                  |                                                                                             Most             # of        # of

LABORATORY CODE SUMMARY:          |   # Providers                      Procedure                                              Recent DOS         Claims      Encs

                                  |  ________________________________________________________________________________________________________________________________

                                  |    1                                                                                      99-99-9999           2            0
                                  |    1                                                                                      99-99-9999           2            0
                                  |    1                                                                                      99-99-9999           2            0
                                  |    1                                                                                      99-99-9999           2            0
                                  |    1                                                                                      99-99-9999           2            0
                                  |    

PROGRAM ID:  999999                             NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 3

RUN NAME: INTA                                MEDICAID MANAGEMENT INFORMATION SYSTEM                              CUMULATIVE PAGE 3

RUN DATE: 9/99/ 9999                               CLINICAL SUMMARY REPORT - PERIOD OF REVIEW 99/99/9999-99/99/ 9999                                                            

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

___________________________________________________________________________________________________________________________________________________________________

FINANCIAL CHARACTERISTICS:        |                                                       |

--------------------------        |                                                       |

                                  |                                                       |

                Total Dollars     |                                  Total Dollars        |                           Total Dollars

                _____________     |                                  _____________        |                           _____________                 

                                  |                                                       |                                                             

Pharmacy:             $166.90     |      Primary Medical Care:             $197.06        |           Optical:                $0.00

DME:                    $0.00     |      Specialty Medical Care:         $1,910.62        |           Laboratory:            $28.27

Inpatient -                       |      Emergency Room:                 $1,549.52        |           Hospice:                $0.00

   DRG:            $31,148.18     |      Transportation:                   $275.25        |           Dental Care:            $0.00

   NON-DRG:         $2,090.40     |      Home Health Care:                   $0.00        |           LTC/ICF:                $0.00

TOTAL MEDICAID PAID:   $37,366.20

Run Submit Date: Aug 14,  9999                  Medicaid Management Information System                Page:               1                            

Run Submit Time: 11:54 PM                         Surveillance & Utilization Review                  Report No: JSURS006                              

Run Title:       INTA                                                      Exception Profile Report                        Run Type:  Recipient ID Billed                   

Control File:    INTA                                                                                                                                                       

                                              Class Group 01 MONTHLY                                                                       

ID: XXXXXXXX    NAMEJ MC CASE#: 9999UUUU    DOB:99-99-9999 SEX:M  F-CTY:55 R-CTY:55 AID CAT:52                                

STATE:NY REST CD 1-5:                                                                                                                                 

                                  EXCEPT         From JUN  9999        From JUN  9999        From MAY  9999        From APR  9999        From MAR  9999    

                                  PATTERN         To  JUN  9999 A       To  JUN  9999         To  MAY  9999         To  APR  9999         To  MAR  9999    

                                  ---------- ----------------- -  ----------------- -  ----------------- -  ----------------- -  ----------------- -  

Run Submit Date: Aug 14,  9999                  Medicaid Management Information System                Page:               2                            

Run Submit Time: 11:54 PM                         Surveillance & Utilization Review                  Report No: JSURS006                              

Run Title:                                           Exception Profile Report                        Run Type:  Recipient ID Billed                   

Control File:    INTA                                                                                                                                                       

                                              Class Group 01 MONTHLY                                                                       

ID: XXXXXXXX    NAME
 MC CASE#: 9999UUUU    DOB:99-99-9999 SEX:M  F-CTY:55 R-CTY:55 AID CAT:52                                

STATE:NY REST CD 1-5:                                                                                                                                 

                                  EXCEPT         From JUN  9999        From JUN  9999        From MAY  9999        From APR  9999        From MAR  9999    

                                  PATTERN         To  JUN  9999 A       To  JUN  9999         To  MAY  9999         To  APR  9999         To  MAR  9999    

                                  ---------- ----------------- -  ----------------- -  ----------------- -  ----------------- -  ----------------- -  

PROGRAM ID:  UPI001                                       R E C I P I E N T                                              PAGE:     1

RUN NAME: INTA                                                                                                                       CUMULATIVE PAGE     6

RUN DATE: 9/99/ 9999                                           D E T A I L   R E Q U E S T   R E P O R T                                             

USER IDENTIFICATION NUMBER:

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

PROVIDER IDENTIFICATION SECTION:    NAME:  NAME                           MDNUMBER: 00000000000                        COUNTY: 
GROUP IDS:  

              IS THE GROUP ID ASSOCIATED WITH THE FOLLOWING CLAIM(S):

SERV  DATE DIAG      PROC CD   MOD SPL  CTHP  PL           UNITS    AMT CHARGED    AMOUNT PAID  LOC  PAY/UPD DT PROV  ID      REFERENCE  NO    COS CTY

---------- ----      -------   --- ---  ----  --           -----    -----------    -----------  ---  ---------- --------      -------------    --- ---

     INVTYPE: 01    PROVIDER RECORD COUNT     2       PROV AMT BILLED           104.00

                                                                              TOTAL AMT PAID            9.40

PROVIDER IDENTIFICATION SECTION:    NAME:  NAME                                  MD                   NUMBER: 00000000000                        COUNTY
GROUP IDS:  

00000000000  IS THE GROUP ID ASSOCIATED WITH THE FOLLOWING CLAIM(S):

SERV  DATE DIAG      PROC CD   MOD SPL  CTHP  PL           UNITS    AMT CHARGED    AMOUNT PAID  LOC  PAY/UPD DT PROV  ID      REFERENCE  NO    COS CTY

---------- ----      -------   --- ---  ----  --           -----    -----------    -----------  ---  ---------- --------      -------------    --- ---

     INVTYPE: 01    PROVIDER RECORD COUNT     1       PROV AMT BILLED            44.00

                                                                              TOTAL AMT PAID            6.00

PROVIDER IDENTIFICATION SECTION:    NAME:  MD       NUMBER
COUNTY: GROUP IDS:  
00000000000  IS THE GROUP ID ASSOCIATED WITH THE FOLLOWING CLAIM(S):

SERV  DATE DIAG      PROC CD   MOD SPL  CTHP  PL           UNITS    AMT CHARGED    AMOUNT PAID  LOC  PAY/UPD DT PROV  ID      REFERENCE  NO    COS CTY

---------- ----      -------   --- ---  ----  --           -----    -----------    -----------  ---  ---------- --------      -------------    --- ---

     INVTYPE: 01    PROVIDER RECORD COUNT     1       PROV AMT BILLED            25.00

                                                                              TOTAL AMT PAID           25.00

PROVIDER IDENTIFICATION SECTION:    NAME MD       NUMBER:    COUNTY: 

GROUP IDS:  

00402384247  IS THE GROUP ID ASSOCIATED WITH THE FOLLOWING CLAIM(S):

SERV  DATE DIAG      PROC CD   MOD SPL  CTHP  PL           UNITS    AMT CHARGED    AMOUNT PAID  LOC  PAY/UPD DT PROV  ID      REFERENCE  NO    COS CTY

---------- ----      -------   --- ---  ----  --           -----    -----------    -----------  ---  ---------- --------      -------------    --- ---

     INVTYPE: 01    PROVIDER RECORD COUNT     1       PROV AMT BILLED             7.50

                                                                              TOTAL AMT PAID            5.00

PROVIDER IDENTIFICATION SECTION:    NAME:  MD       NUMBER:    COUNTY: 

GROUP IDS:  

           IS THE GROUP ID ASSOCIATED WITH THE FOLLOWING CLAIM(S):

SERV  DATE DIAG      PROC CD   MOD SPL  CTHP  PL           UNITS    AMT CHARGED    AMOUNT PAID  LOC  PAY/UPD DT PROV  ID      REFERENCE  NO    COS CTY

---------- ----      -------   --- ---  ----  --           -----    -----------    -----------  ---  ---------- --------      -------------    --- ---

     INVTYPE: 01    PROVIDER RECORD COUNT     2       PROV AMT BILLED           163.00

                                                                              TOTAL AMT PAID           49.20

PROGRAM ID:  UPI001                                       R E C I P I E N T                                              PAGE:     2

RUN NAME: INTA                                                                                                                       CUMULATIVE PAGE     7

RUN DATE: 9/99/ 9999                                           D E T A I L   R E Q U E S T   R E P O R T                                             

USER IDENTIFICATION NUMBER:

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

PROVIDER IDENTIFICATION SECTION:    NAME:  MD       NUMBER:    COUNTY: 

GROUP IDS:  

  IS THE GROUP ID ASSOCIATED WITH THE FOLLOWING CLAIM(S):

SERV  DATE DIAG      PROC CD   MOD SPL  CTHP  PL           UNITS    AMT CHARGED    AMOUNT PAID  LOC  PAY/UPD DT PROV  ID      REFERENCE  NO    COS CTY

---------- ----      -------   --- ---  ----  --           -----    -----------    -----------  ---  ---------- --------      -------------    --- ---

     INVTYPE: 01    PROVIDER RECORD COUNT     4       PROV AMT BILLED            30.00

                                                                              TOTAL AMT PAID           30.00

PROVIDER IDENTIFICATION SECTION:    NAME:  MD         NUMBER:  COUNTY: 

GROUP IDS:  

         IS THE GROUP ID ASSOCIATED WITH THE FOLLOWING CLAIM(S):

SERV  DATE DIAG      PROC CD   MOD SPL  CTHP  PL           UNITS    AMT CHARGED    AMOUNT PAID  LOC  PAY/UPD DT PROV  ID      REFERENCE  NO    COS CTY

---------- ----      -------   --- ---  ----  --           -----    -----------    -----------  ---  ---------- --------      -------------    --- ---

     INVTYPE: 01    PROVIDER RECORD COUNT     1       PROV AMT BILLED           160.00

                                                                              TOTAL AMT PAID           25.00

PROGRAM ID:  UPI001                                       R E C I P I E N T                                              PAGE:     4

RUN NAME: INTA                                                                                                                       CUMULATIVE PAGE     9

RUN DATE: 9/99/ 9999                                           D E T A I L   R E Q U E S T   R E P O R T                                             

USER IDENTIFICATION NUMBER:

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

PROVIDER IDENTIFICATION SECTION:    NAME:  PRACTIC       NUMBER:   COUNTY: GROUP IDS: 

SERV  DATE  DIAG   PROC 1     PROC 2    PROC 3     SPL CTHP  PROV  ID     RATE  AMT CHARGED  AMOUNT PAID PAY/UPD DT REFERENCE NO     LOC  COS CTY

----  ----  ----   ------     ------    ------     --- ----  --------     ----  -----------  ----------- ---------- ------------     ---  --- ---

     INVTYPE: 05    PROVIDER RECORD COUNT     1       PROV AMT BILLED           200.00

                                                                              TOTAL AMT PAID          102.06

PROVIDER IDENTIFICATION SECTION:    NAME:  CENTER,INC                 NUMBER:   COUNTY: 
GROUP IDS:  

SERV  DATE  DIAG   PROC 1     PROC 2    PROC 3     SPL CTHP  PROV  ID     RATE  AMT CHARGED  AMOUNT PAID PAY/UPD DT REFERENCE NO     LOC  COS CTY

----  ----  ----   ------     ------    ------     --- ----  --------     ----  -----------  ----------- ---------- ------------     ---  --- ---

     INVTYPE: 05    PROVIDER RECORD COUNT     9       PROV AMT BILLED         1,177.56

                                                                              TOTAL AMT PAID        1,177.56

PROGRAM ID:  UPI001                                       R E C I P I E N T                                              PAGE:     5

RUN NAME: INTA                                                                                                                       CUMULATIVE PAGE    10

RUN DATE: 9/99/ 9999                                           D E T A I L   R E Q U E S T   R E P O R T                                             

USER IDENTIFICATION NUMBER:

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

PROVIDER IDENTIFICATION SECTION:    NAME:  MAIN 
NUMBER: 0    COUNTY: 
GROUP IDS: 

SERV  DATE ORDER DT   TY CD    PRESC     PROV  ID    FORMULARY CD  THER  QTY DISPENSD      SUP TYP AMOUNT PAID PAY/UPD DT REFERENCE  NO     COS CTY

---------- --------   -----    -----     --------    ------------  ----  ------------      ------- ----------- ---------- -------------     --- ---

                                                                              TOTAL AMT PAID          101.79

PROVIDER IDENTIFICATION SECTION:    NAME:  INC               NUMBER:    COUNTY: GROUP IDS:  

SERV  DATE ORDER DT   TY CD    PRESC     PROV  ID    FORMULARY CD  THER  QTY DISPENSD      SUP TYP AMOUNT PAID PAY/UPD DT REFERENCE  NO     COS CTY

---------- --------   -----    -----     --------    ------------  ----  ------------      ------- ----------- ---------- -------------     --- ---

     INVTYPE: 10    PROVIDER RECORD COUNT     2       PROV AMT BILLED            66.90

                                                                              TOTAL AMT PAID           17.76

PROGRAM ID:  UPI001                                       R E C I P I E N T                                              PAGE:     6

RUN NAME: INTA                                                                                                                       CUMULATIVE PAGE    11

RUN DATE: 9/99/ 9999                                           D E T A I L   R E Q U E S T   R E P O R T                                             

USER IDENTIFICATION NUMBER:

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

PROVIDER IDENTIFICATION SECTION:    NAME:  HOSPITAL         NUMBERCOUNTY: 

          COUNTY            -ADMITTING INFORMATION-            -DISCHARGE INFORMATION-     COS       LOC    CNTRL FAC     BEDS

                               DATE    NAT DIAG                  DATE     STAT  DIAG

ATT PHYS    OPER PHYS      PROV  ID   PROC CD  PROC  DATE  MEDICARE  OTHER   INSURAN  AMOUNT PAID    PAY/UPD DT     REFERENCE NO  DRG  RATE

           COUNTY            -ADMITTING INFORMATION-            -DISCHARGE INFORMATION-     COS       LOC    CNTRL FAC     BEDS

                               DATE    NAT DIAG                  DATE     STAT  DIAG

ATT PHYS    OPER PHYS      PROV  ID   PROC CD  PROC  DATE  MEDICARE  OTHER   INSURAN  AMOUNT PAID    PAY/UPD DT     REFERENCE NO  DRG  RATE

PROGRAM ID:  UPI001                                       R E C I P I E N T                                              PAGE:     7

RUN NAME: INTA                                                                                                                       CUMULATIVE PAGE    12

RUN DATE: 9/99/ 9999                                           D E T A I L   R E Q U E S T   R E P O R T                                             

USER IDENTIFICATION NUMBER:

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

PROVIDER IDENTIFICATION SECTION:    NAME:  NUMBER:    COUNTY: 55

GROUP IDS

SERV  DATE DIAG    PROC CD   MOD SPLTY          UNITS   PRAC    AMT  CHARGED    AMOUNT  PAID LOC   PAY/UPD DT  PROV  ID    REFERENCE NO      COS CTY

---------- ----    -------   --- -----          -----   ----    ------------    ------------ ---   ----------  --------    ------------      --- ---

     INVTYPE: 18    PROVIDER RECORD COUNT     7       PROV AMT BILLED           598.00

                                                                              TOTAL AMT PAID           28.27

PROGRAM ID:  UPI001                                       R E C I P I E N T                                              PAGE:     8

RUN NAME: INTA                                                                                                                       CUMULATIVE PAGE    13

RUN DATE: 9/99/ 9999                                           D E T A I L   R E Q U E S T   R E P O R T                                             

USER IDENTIFICATION NUMBER:

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

PROVIDER IDENTIFICATION SECTION:    NAME:  SERVICE            NUMBER:   COUNTY: 

GROUP IDS

00000000000  IS THE GROUP ID ASSOCIATED WITH THE FOLLOWING CLAIM(S):

SERV  DATE DIAG    PROC CD   MOD SPLTY           UNITS PRAC      AMT  CHARGED    AMOUNT  PAID  LOC    PAY/UPD DT  PROV  ID    REFERENCE NO     COS  CTY

---------- ----    -------   --- -----           ----- ----      ------------    ------------  ---    ----------  --------    ------------     ---  ---

     INVTYPE: 27    PROVIDER RECORD COUNT     4       PROV AMT BILLED           814.40

                                                                              TOTAL AMT PAID          275.25

  RECIPIENT RECORD COUNT     79       TOT CHARGED               38,746.10    TOTAL AMT PAID         37,366.20

SRC   DIAG                  NOMENCLATURE                                                RECORD COUNT              AMOUNT PAID

---   ----                  ------------                                                ------------              -----------

 FORMULARY CD                NOMENCLATURE                 QUANTITY DISPENSED  SUPPLY    RECORD COUNT     UNITS    AMOUNT PAID

 ------------                ------------                 ------------------  ------    ------------     -----    -----------

PROGRAM ID:  UPI001                                       R E C I P I E N T                                              PAGE:     9

RUN NAME: INTA                                                                                                                       CUMULATIVE PAGE    14

RUN DATE: 9/99/ 9999                                           D E T A I L   R E Q U E S T   R E P O R T                                             

USER IDENTIFICATION NUMBER:

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

 FORMULARY CD                NOMENCLATURE                 QUANTITY DISPENSED  SUPPLY    RECORD COUNT     UNITS    AMOUNT PAID

 ------------                ------------                 ------------------  ------    ------------     -----    -----------

                                                                                        ------------              -----------

   FORMULARY TOTAL                                                                                 5                   166.90

    PROC                     NOMENCLATURE                                               RECORD COUNT     UNITS    AMOUNT PAID

    ----                     ------------                                               ------------     -----    -----------

PROGRAM ID:  UPI001                                       R E C I P I E N T                                              PAGE:    10

RUN NAME: INTA                                                                                                                       CUMULATIVE PAGE    15

RUN DATE: 9/99/ 9999                                           D E T A I L   R E Q U E S T   R E P O R T                                             

USER IDENTIFICATION NUMBER:

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  BIRTH DATE: 99-99-9999  AID CATEGORY: 52 - SSI - DISABLED (FP)         COUNTY: 99-COUNTY NAME

    PROC                     NOMENCLATURE                                               RECORD COUNT     UNITS    AMOUNT PAID

    ----                     ------------                                               ------------     -----    -----------

                                                                                        ------------              -----------

   PROCEDURE TOTALS                                                                               71                33,561.28

PROGRAM ID:  UPI003                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 1

RUN NAME: INTA                                                       MEDICAID MANAGEMENT INFORMATION SYSTEM                             CUMULATIVE PAGE 16

RUN DATE: 9/99/ 9999                                                  RIP II PHARMACOLOGY REPORT                                                     

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  AID CATEGORY: 52 - SSI - DISABLED (FP) BIRTH DATE: 99-99-9999         COUNTY: 99-COUNTY NAME

                                      R  E  C  I  P  I  E  N  T      D  I  R  E  C  T  O  R  Y                                      

                                      *******************************************************                                       

                                      *   P  H  A  R  M  A  C  Y  /  D  M  E    D  A  T  A  *                                       

                                      *******************************************************                                       

                  SERVICE      # UNIQUE      # UNIQUE      TOTAL #        TOTAL     TOTAL #      TOTAL # UNIQUE                         

                  MONTH           DME       PHARMACIES    OF CLAIMS       DOLLARS   ENCOUNTERS   PLAN PROVIDERS                        

                  -------      --------     ----------    ---------       -------   ----------   --------------                        

                  01/ 9999          0             1           1              47.35           0              0

                  03/ 9999          0             1           2              17.76           0              0

                  04/ 9999          0             1           2             101.79           0              0

                                                         ---------        -------   ----------                                         

RECIPIENT PHARMACOLOGY TOTALS:                               5             166.90           0   

NUMBER OF UNIQUE DMES FOR TIME PERIOD:       0

NUMBER OF UNIQUE PHARMACIES FOR TIME PERIOD: 3

               P  R  O  V  I  D  E  R     N  A  M  E     A  N  D    A  D  D  R  E  S  S     D  I  R  E  C  T  O  R  Y               

PRESC#    TY             LICENSE                                    LCTR

BILLED    CD  MMIS ID     NUMBER       PROVIDER/PRESCRIBER NAME      CODE   PROVIDER/PRESCRIBER ADDRESS                                        TELEPHONE NO

-----------------------------------------------------------------------------------------------------------------------------------------------------------

                                          * * *   O R D E R I N G   P R O V I D E R S    * * *

-----------------------------------------------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------------------------------------------------------------

            LICENSE                                        LCTR

MMIS ID     NUMBER       PROVIDER/PRESCRIBER NAME          CODE   PROVIDER/PRESCRIBER ADDRESS                                       TELEPHONE NO

--------------------------------------------------------------------------------------------------------------------------------------------------------

                                         * * *   R E N D E R I N G   P R O V I D E R S    * * *

--------------------------------------------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------------------------------------------

NOTE: A maximum of 3 service street addresses are listed per provider/prescriber #. More may exist. 

PROGRAM ID:  UPI003                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 2

RUN NAME: INTA                                                       MEDICAID MANAGEMENT INFORMATION SYSTEM                             CUMULATIVE PAGE 17

RUN DATE: 9/99/ 9999                                                  RIP II PHARMACOLOGY REPORT                                                     

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  AID CATEGORY: 52 - SSI - DISABLED (FP) BIRTH DATE: 99-99-9999         COUNTY: 99-COUNTY NAME

THERAP FORMULARY                           FORMULARY      DATE OF    PROVIDER    TY PRESCRIBER  SCRIPT    REFILL  #    #          QTY DISPENSED   DAYS

CODE   DESCRIPTION                         CODE           SERVICE    ID          CD NUMBER      NUMBER     A  #   CLM  ENC        OR UNITS        SUPPLY   AMOUNT PAID

------ -----------                         ---------      -------    --------    -- ----------  ------    ------  ---  ---        -------------   ------   -----------

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *   J A N U A R Y  2 0 0 6   * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

       0.000        30         47.35

                                                                                                                  ---  ---        -------------   ------   -----------

         THERAPEUTIC TOTALS FOR: CALCIUM CHANNEL BLOCKERS                                                           1    0             30.000        30         47.35

                                                                                                                  ===  ===        =============   ======   ===========

PRIMARY THERAPEUTIC TOTALS FOR: (04000-04999)CARDIOVASCULAR AND RENAL AGENTS                                        1    0             30.000        30         47.35

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *   M A R C H  2 0 0 6   * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

16080  NAPROXEN 500 MG                                                                                      00 00                       30.000        15          8.92

                                                                                                                  ---  ---        -------------   ------   -----------

         THERAPEUTIC TOTALS FOR: ANTIPYRETIC NSAIDS OTHER THAN COXII INHIBIT                                        1    0             30.000        15          8.92

16140  ACETAMINOPHEN/COD #3                                                                                 00 00                       25.000        13          8.84

                                                                                                                  ---  ---        -------------   ------   -----------

         THERAPEUTIC TOTALS FOR: NON-NARCOTIC/NARCOTIC COMBOS.                                                      1    0             25.000        13          8.84

                                                                                                                  ===  ===        =============   ======   ===========

PRIMARY THERAPEUTIC TOTALS FOR: (16000-16999)DRUGS FOR THE RELIEF OF PAIN                                           2    0             55.000        28         17.76

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *   A P R I L  2 0 0 6   * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

PROGRAM ID:  UPI002                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 1

RUN NAME: INTA                                  MEDICAID MANAGEMENT INFORMATION SYSTEM                             CUMULATIVE PAGE 18

RUN DATE: 9/99/ 9999                                RIP II MEDICAL SERVICES REPORT                                                   

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  AID CATEGORY: 52 - SSI - DISABLED (FP) BIRTH DATE: 99-99-9999         COUNTY: 99-COUNTY NAME

                                      R  E  C  I  P  I  E  N  T       D  I  R  E  C  T  O  R  Y                                     

                                             ******************************************                                             

                                             *   M  E  D  I  C  A  L      D  A  T  A  *                                             

                                             ******************************************                                             

                                                                                   UNIQUE FEE FOR                             UNIQUE PLAN

 SURS COS     COS NAME                   TOTAL CLAIMS     TOTAL DOLLARS            SERV PROVIDERS       TOTAL ENCOUNTERS      SERV PROVIDERS

 --------     --------                   ------------     -------------            --------------       ----------------      --------------

    01        PHYSICIAN                            25            299.70                        13                      0              0

    08        OUTPATIENT                           28          3,352.50                         6                      0              0

    11        INPATIENT                             9         33,238.58                         6                      0              0

    16        LABORATORIES                          7             28.27                         1                      0              0

    19        TRANSPORTATION                        4            275.25                         1                      0              0

    41        NURSE PRACTITIONER                    1              5.00                         1                      0              0

                                         ------------     -------------                                 ----------------                    

 RECIPIENT MEDICAL TOTALS:                         74         37,199.30                                                0

    PRIMARY CARE                                    8            197.06                         3                      0              0

               P  R  O  V  I  D  E  R     N  A  M  E     A  N  D    A  D  D  R  E  S  S     D  I  R  E  C  T  O  R  Y               

PROVIDER     PROVIDER                                     LCTR

MMIS ID      LICENSE #     PROVIDER/PRESCRIBER NAME       CODE   PROVIDER/PRESCRIBER ADDRESS                                        TELEPHONE NO

------------------------------------------------------------------------------------------------------------------------------------------------

                                      * * * * * * * * * COS 01  /  PHYSICIAN * * * * * * * * *                                      

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

PROGRAM ID:  UPI002                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 2

RUN NAME: INTA                                  MEDICAID MANAGEMENT INFORMATION SYSTEM                             CUMULATIVE PAGE 19

RUN DATE: 9/99/ 9999                                 RIP II MEDICAL SERVICES REPORT                                                   

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  AID CATEGORY: 52 - SSI - DISABLED (FP) BIRTH DATE: 99-99-9999         COUNTY: 99-COUNTY NAME

PROVIDER     PROVIDER                                     LCTR

MMIS ID      LICENSE #     PROVIDER/PRESCRIBER NAME       CODE   PROVIDER/PRESCRIBER ADDRESS                                        TELEPHONE NO

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

                                      * * * * * * * * * COS 08  /  OUTPATIENT * * * * * * * * *                                     

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

PROGRAM ID:  UPI002                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 3

RUN NAME: INTA                                 MEDICAID MANAGEMENT INFORMATION SYSTEM                             CUMULATIVE PAGE 20

RUN DATE: 9/99/ 9999                             RIP II MEDICAL SERVICES REPORT                                                   

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  AID CATEGORY: 52 - SSI - DISABLED (FP) BIRTH DATE: 99-99-9999         COUNTY: 99-COUNTY NAME

PROVIDER     PROVIDER                                     LCTR

MMIS ID      LICENSE #     PROVIDER/PRESCRIBER NAME       CODE   PROVIDER/PRESCRIBER ADDRESS                                        TELEPHONE NO

------------------------------------------------------------------------------------------------------------------------------------------------

                                      * * * * * * * * * COS 11  /  INPATIENT * * * * * * * * *                                      

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

                                     * * * * * * * * * COS 16  /  LABORATORIES * * * * * * * * *                                    

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

                                    * * * * * * * * * COS 19  /  TRANSPORTATION * * * * * * * * *                                   

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------

                                  * * * * * * * * * COS 41  /  NURSE PRACTITIONER * * * * * * * * *                                 

------------------------------------------------------------------------------------------------------------------------------------------------

NOTE: A maximum of 3 service street addresses are listed per provider/prescriber #. More may exist. 

PROGRAM ID:  UPI002                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 4

RUN NAME: INTA                                 MEDICAID MANAGEMENT INFORMATION SYSTEM                             CUMULATIVE PAGE 21

RUN DATE: 9/99/ 9999                               RIP II MEDICAL SERVICES REPORT                                                   

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  AID CATEGORY: 52 - SSI - DISABLED (FP) BIRTH DATE: 99-99-9999         COUNTY: 99-COUNTY NAME

                          * * * * * * * * * * * * * * * COS 01  /  PHYSICIAN * * * * * * * * * * * * * * *                          

                                             SPEC    PLC

PROVIDER             PROV ID       DOS       CODE    SRV PROCEDURE DESCRIPTION                                DIAGNOSIS DESCRIPTION

--------             -------       ----      ----    --- ---------------------                                ---------------------

***  OCT   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 2     DOLLARS=        45.00     ENCOUNTERS=  0  ***

***  FEB   9999  TOTALS:  UNIQUE PROVIDERS= 3  CLAIMS= 6     DOLLARS=        50.40     ENCOUNTERS=  0  ***

***  MAR   9999  TOTALS:  UNIQUE PROVIDERS= 5  CLAIMS= 10     DOLLARS=        88.00     ENCOUNTERS=  0  ***

***  APR   9999  TOTALS:  UNIQUE PROVIDERS= 3  CLAIMS= 5     DOLLARS=        84.80     ENCOUNTERS=  0  ***

***  JUN   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 2     DOLLARS=        31.50     ENCOUNTERS=  0  ***

  COS 01        TOTALS:  UNIQUE PROVIDERS= 13  CLAIMS= 25     DOLLARS=       299.70     ENCOUNTERS=  0

PROGRAM ID:  UPI002                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 5

RUN NAME: INTA                                  MEDICAID MANAGEMENT INFORMATION SYSTEM                             CUMULATIVE PAGE 22

RUN DATE: 9/99/ 9999                             RIP II MEDICAL SERVICES REPORT                                                   

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  AID CATEGORY: 52 - SSI - DISABLED (FP) BIRTH DATE: 99-99-9999         COUNTY: 99-COUNTY NAME

                          * * * * * * * * * * * * * * * COS 08  /  OUTPATIENT * * * * * * * * * * * * * * *                         

                                             SPEC    PLC

PROVIDER              PROV ID      DOS       CODE    SRV PROCEDURE DESCRIPTION                             DIAGNOSIS DESCRIPTION

--------              -------      ----      ----    --- ---------------------                             ---------------------

***  JAN   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 2     DOLLARS=       211.75     ENCOUNTERS=  0  ***

***  FEB   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 2     DOLLARS=       222.24     ENCOUNTERS=  0  ***

***  MAR   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 6     DOLLARS=       723.92     ENCOUNTERS=  0  ***

***  APR   9999  TOTALS:  UNIQUE PROVIDERS= 4  CLAIMS= 8     DOLLARS=       940.44     ENCOUNTERS=  0  ***

***  MAY   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 4     DOLLARS=       502.21     ENCOUNTERS=  0  ***

***  JUN   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 6     DOLLARS=       751.94     ENCOUNTERS=  0  ***

  COS 08        TOTALS:  UNIQUE PROVIDERS= 6  CLAIMS= 28     DOLLARS=     3,352.50     ENCOUNTERS=  0

PROGRAM ID:  UPI002                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 6

RUN NAME: INTA                                  MEDICAID MANAGEMENT INFORMATION SYSTEM                             CUMULATIVE PAGE 23

RUN DATE: 9/99/ 9999                               RIP II MEDICAL SERVICES REPORT                                                   

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  AID CATEGORY: 52 - SSI - DISABLED (FP) BIRTH DATE: 99-99-9999         COUNTY: 99-COUNTY NAME

                          * * * * * * * * * * * * * * * COS 11  /  INPATIENT * * * * * * * * * * * * * * *                          

                                    ADM     DRG   NAT  DISCHARGE   DSCH

PROVIDER              PROV ID       DATE    CODE  ADM    DATE      STAT  PROCEDURE DESCRIPTION                                 DISCHARGE DIAGNOSIS DESCRIPTION

--------              -------       ----    ----  ---  ---------   ----  ---------------------                                 -------------------------------

***  OCT   9999  TOTALS:  UNIQUE PROVIDERS= 1  CLAIMS= 1     DOLLARS=     2,090.40     ENCOUNTERS=  0 LENGTH OF STAY= 5  ***

***  FEB   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 2     DOLLARS=     9,881.54     ENCOUNTERS=  0 LENGTH OF STAY= 8  ***

***  MAR   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 2     DOLLARS=     9,218.64     ENCOUNTERS=  0 LENGTH OF STAY= 9  ***

***  APR   9999  TOTALS:  UNIQUE PROVIDERS= 2  CLAIMS= 2     DOLLARS=     6,678.26     ENCOUNTERS=  0 LENGTH OF STAY= 4  ***

***  MAY   9999  TOTALS:  UNIQUE PROVIDERS= 1  CLAIMS= 1     DOLLARS=     4,241.55     ENCOUNTERS=  0 LENGTH OF STAY= 5  ***

***  JUN   9999  TOTALS:  UNIQUE PROVIDERS= 1  CLAIMS= 1     DOLLARS=     1,128.19     ENCOUNTERS=  0 LENGTH OF STAY= 1  ***

  COS 11        TOTALS:  UNIQUE PROVIDERS= 4  CLAIMS= 9     DOLLARS=    33,238.58     ENCOUNTERS=  0 LENGTH OF STAY= 32

                         * * * * * * * * * * * * * * * COS 16  /  LABORATORIES * * * * * * * * * * * * * * *                        

                                             SPEC    PLC

PROVIDER              PROV ID      DOS       CODE    SRV PROCEDURE DESCRIPTION                              ORDERING PROVIDER ID (ORP)  ORP TYPE CODE

--------              -------      ----      ----    --- ---------------------                              -----------------------------------------

***  JAN   9999  TOTALS:  UNIQUE PROVIDERS= 1  CLAIMS= 7     DOLLARS=        28.27     ENCOUNTERS=  0  ***

  COS 16        TOTALS:  UNIQUE PROVIDERS= 1  CLAIMS= 7     DOLLARS=        28.27     ENCOUNTERS=  0

PROGRAM ID:  UPI002                              NEW YORK STATE DEPARTMENT OF HEALTH                                          PAGE 7

RUN NAME: INTA                                 MEDICAID MANAGEMENT INFORMATION SYSTEM                             CUMULATIVE PAGE 24

RUN DATE: 9/99/ 9999                           RIP II MEDICAL SERVICES REPORT                                                   

                                    RECIPIENT NAME: XXXXXXXXXXXXXXXXXXXXXXXRECIPIENT ID: XXXXXXXX

  SEX: M  AID CATEGORY: 52 - SSI - DISABLED (FP) BIRTH DATE: 99-99-9999         COUNTY: 99-COUNTY NAME

                        * * * * * * * * * * * * * * * COS 19  /  TRANSPORTATION * * * * * * * * * * * * * * *                       

                                             SPEC    PLC

PROVIDER              PROV ID      DOS       CODE    SRV PROCEDURE DESCRIPTION                              ORDERING PROVIDER ID (ORP)  ORP TYPE CODE

--------              -------      ----      ----    --- ---------------------                              -----------------------------------------

