Dental Claim Form

HEADER INFORMATION

1. Type of Transaction (Mark all applicable boxes)
I:‘ Statement of Actual Services I:‘ Request for Predetermination/Preauthorization

(] ePspT/Title xix

Send Completed Claim Form To:
Dental Claims Administrator

P.O. Box 69436

Harrisburg, PA 17106-9436

®O

Arkansas
BlueCross BlueShield

A etepar it Licara of tha s Crom aeet B Shiskd Apacistom

2. Predetermination/Preauthorization Number

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Name, Address, City, State, Zip Code

12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

13. Date of Birth (MM/DD/CCYY) 14. Gender

Cw L

15. Policyholder/Subscriber ID (SSN or ID#)

OTHER COVERAGE

4. Other Dental or Medical Coverage? D No (Skip 5-11) DYes (Complete 5-11)

16. Plan/Group Number 17. Employer Name

5. Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

PATIENT INFORMATION

6. Date of Birth (MM/DD/CCYY) 7. Gender 8. Policyholder/Subscriber ID (SSN or ID#)

19. Student Status

[Jrrs  [Jets

18. Relationship to Policyholder/Subscriber in #12 Above

[]selft [ ]spouse [ | DependentcChid [ | Otner

Cw L

10. Patient’ s Relationship to Person Named in #5

D Self D Spouse I:‘ Dependent I:‘ Other

9. Plan/Group Number

11. Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code

20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

22. Gender

v L

21. Date of Birth (MM/DD/CCYY) 23. Patient ID/Account # (Assigned by Dentist)

RECORD OF SERVICES PROVIDED

1 |
2 |
3 |
4 |
5 !
6 !
l !
8 !
9 |
10 1
MISSING TEETH INFORMATION Permanent Primary 32. Other |
34, (Place an X' on sach missing tooth 1 2 3 4 5 6 7 8|9 10 11 12 13 14 15 16| A B Cc D E|F G H 1| J Fee(s) 1
32 31 30 29 28 27 26 25|24 23 22 21 20 19 18 17| T S R Q P|O N M L K [33TotalFee !
35. Remarks
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all

charges for dental services and materials not paid by my dental benefit plan, unless prohibited by law, or
the treating dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of
such charges. To the extent permitted by law, | consent to your use and disclosure of my protected health
information to carry out payment activities in connection with this claim. Any person who knowingly presents|
a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an
application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

39. Number of Enclosures (00 to 99
Radiograph(s)  Oral Image(s) Model(s)

38. Place of Treatment

D Provider’s Office D Hospital I:‘ ECF I:‘ Other

40. Is Treatment for Orthodontics?

[INo (skip41-42) [ |Yes (Complete 41-42)

41. Date Appliance Placed (MM/DD/CCYY)

X
Patient / Guardian signature Date

37. 1 hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to the below named

42. Months of Treatment

43. Replacement of Prosthesis?
Remaining

D No D Yes (Complete 44)

44. Date Prior Placement (MM/DD/CCYY)

dentist or dental entity.

45. Treatment Resulting from

D Occupational illness/injury D Auto accident I:‘ Other accident

X

Subscriber signature

Date

46. Date of Accident (MM/DD/CCYY) | 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is not submitting

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

claim on behalf of the patient or insured/subscriber)

48. Name, Address, City, State, Zip Code

53. | hereby certify that the procedures as indicated by date are in progress (for procedures that require multiple
visits) or have been completed.

X
Signed (Treating Dentist) Date

54. NPI 55. License Number

56A. Provider

56. Address, City, State, Zip Code Specialty Code

49. NPI 50. License Number 51. SSNor TIN
52. Phone 52A. Additional 57. Phone 58. Additional
Number ~ ( ) - Provider ID Number ( ) - Provider ID

07-47 R10/08




HOW TO FILE A CLAIM

1. Complete boxes 1 — 23.

2. Please make sure box 15 contains your member number as it appears on your ID
card. Do not use your social security number in this box.

3. Be sure to sign the authorization to release information in box 36.

4. Ask your dentist to complete boxes 24 — 58, or attach an original itemized billing
from the dentist on his/her letterhead or approved ADA claim form that includes all
information requested in boxes 24-58.

5. Attach all related Explanation of Benefits statements for other coverage if applicable.
6. Send completed claim form to:

Dental Claims Administrator

PO Box 69436

Harrisburg, PA 17106-9436
NOTE: Subscriber submitted claim forms must be submitted within 180 days of the date
of service. Claims which cannot be identified due to incomplete subscriber information
will be returned.

HOW TO REACH US

Phone: * Members - (888) 223-4999
* Providers - (888) 224-5213

Write: Dental Customer Service
PO Box 69437
Harrisburg, PA 17106-9437



NON-DISCRIMINATION AND LANGUAGE ASSISTANCE NOTICE

NOTICE: Our Company complies with applicable federal and state civil rights laws and does
not discriminate, exclude, or treat people differently on the basis of race, color, national
origin, age, disability, or sex.

We provide free aids and services to people with disabilities to communicate effectively with
us, such as qualified sign language interpreters, written information in various formats (large
print, audio, accessible electronic formats, other formats), and language services to people
whose primary language is not English, such as qualified interpreters and information written
in other languages. If you need these services, contact our Civil Rights Coordinator.

If you believe that we have failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Civil Rights Coordinator
601 Gaines Street, Little Rock, AR 72201
Phone: 1-844-662-2276; TDD: 1-844-662-2275

You can file a grievance in person, by mail, or by email. If you need help filing a grievance
our Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201
Phone: 1-800-368-1019; TDD: 1-800-537-7697

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATTENTION: Language assistance services, free of charge, are available to you. Call
1- 844-662-2276.

ATENCION: si habla esparfiol, tiene a su disposicién servicios gratuitos de asistencia
linglistica. Llame al 1-844-662-2276 .

ER  REERERE TS SR LI EEGE SRR - 552E 1-844-662-2276.

CHU Y: Néu ban n6i Tiéng Viét, c6 cac dich vu hd trg ngén ngi» mién phi danh cho ban.
Goi sO 1-844-662-2276

FO: 20 E AMESHA= B2, A0 K& AHIAS f22 0|E6ta = JASLICH 1-844-
662-2276 H2 2 Mololl = AIL.

NOTICE 1557 09232016



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa 1-844-662-2276.

BHUMAHMWE: Ecnu Bbl roBOpuTE Ha PYCCKOM SA3blKe, TO BaM AOCTYMHbI 6ecnnaTtHble ycryru
nepesofa. 3BoHUTE 1-844-662-2276.

sl 1-844-662-2276 5se3 Ulas iy salll saclusall cilard Gl 5 655 ¢y yall Gaaa®s i€ 13) 1A2adle

ATANSYON: Siw pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou.
Rele 1-844-662-2276.

ATTENTION : Sivous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-844-662-2276.

UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowe;.
Zadzwon pod numer 1-844-662-2276.

ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue
para 1-844-662-2276.

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-844-662-2276.

BB : BAFEZHESINDGEE. BHOSEXXEZ CFIRAWVEETES . 1-844-662-2276
£T. BEFEICTITERKRSESLY,

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-844-662-2276.

1-844-662-2276 Juai¥ a .l ailly Ulae Ladiall iy salll cilanall g dpus ,all 22l Gaaats < 13) ;A2adla,

YUoll: % A Al sl &, Al [(A:es ol UstA Al dAHIRL MR GUAsd B. Sl 53
1-844-662-2276.

et & e oy fEd] averar € |7 sk forw Qo # 7O FETHaT HAT0 Iuered 2 1-844-662-2276
T FHI F|

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj.
Hu rau 1-844-662-2276.

1-844-662-2276 (2 S IS .0 Do lfid miaglae B0 Bladd (S 23 (S o) 58 o il 53 ) Gl el

tU0gIL: 11999 VIVCDIWIFI 299, NIVVINIVFOBCTDAIVWITI, LoBVCTJa,
ccuHVIWo LI, s 1-844-662-2276.

LALE: Ne kwoj konono Kajin Majol, kwomarofi bok jerbal in jipaf ilo kajin ne am ejjelok
wonaan. Kaalok 1-844-662-2276

NOTICE 1557 09232016
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