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Dental Claims Overview

= Dental Claims are submitted by
dentists and oral surgeons for dental
services

* Member receives a service

* Provider submits a claim

e Claims include information about the
Member, Provider, and service

* The claim is submitted to the State
Medicaid Agency

* The claim is approved and paid or denied
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Dental Claims

How to complete the process of entering a Dental Claim

evoBrEx Privileged and Confidential ©2022CNSI 4



Dental Claims Submission

4. Wyoming Medicaid

}. f- Serving Wyoming Medicaid Providers and Members

HOME| PROVIDER ~ MEMBER ~ Search n

Provider Home

| Provider Portal

Provider Locator

Provider Dental

Provider Publications And Trainings *
Contact Us

Download Forms

Fee Schedules

References

Resources

BA/CH Enrollment

Web Registration

© O © @ 6

evoBrEx

Privileged and Confidential

Access the Medicaid Website
at:
https://www.wyomingmedic

aid.com/

Select Provider at the top of
the page. A drop-down list
appears

Select Provider Portal from
the options in the menu

© 2022 CNSI
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https://www.wyomingmedicaid.com/

Dental Claims Submission

X Log in to the BMS system:

s " * Log in to the Provider
Degartucat _ — Portal with your Single
of fenes o AR Sign-On (SSO) username

and password

A7 wi B

- 1Y After logging in, an
Sign In - Non Production authentication screen
. O N displays to authenticate
access to the system.

Password

[] remember me

New users click here

OR

Need Help Signing In?

QyoBr!)x" Privileged and Confidential © 2022 CNSI



Dental Claims Submission

&
>
Wyoming
Department
of Health

D

Receive a code via SMS to
authenticate

United States

Phone number

\

Back to factor list

455,

=
Wyoming

Department
of Health

O

Setup Okta Verify

evoBrEx

= L]
=
Wyoming
Department
of Health

<

Setup Google Authenticator

Privileged and Confidential

After logging in, the Multi-
Factor Authentication
(MFA) appears to
authenticate access to the
system:

Verify authentication based
on your setup selection:

« Select Send code for
SMS

« If you chose Google
Authenticator, enter that
code

« If you did an OKTA
push, accept the push

© 2022 CNSI
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Dental Claims Submission

Wyoming

Department

of Health

evoBrEx

Privileged and Confidential

Next, choose the domain and
role:

» Select the applicable
domain from the Domain
drop-down list

 Select Claims Access from
the Profile drop-down list

 Select Go

© 2022 CNSI
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Dental Llaims Submission

o : If you are already logged in to
W My INBOX k 'ad 3 External Links ~ Favorites » 1 Ip .
| . the Provider Portal, you can
] *: —— ad 2 Calendar - Change your prOfIIe:
ol - Bt s 15:39 ™™ 1. Select My Inbox.
. = -
B B s 2. Select Change Profile.
AR ar _
R i s Next, choose the domain and
role:

» Select the applicable
Wyoming domain from the Domain

Department drop-down list

 Select Claims Access from
of Healt& the Profile drop-down list

 Select Go

evoBrEx Privileged and Confidential ©2022CNSI 9



Dental Claims Submission

Y, Wroming
47 by, Department < My Inbox~ | Claims~ I
2% of Health

& > Provider Portal

Provider ID/NPL: 58

My Remin
Filter By ~
Alert Type
0 av

il CLAIM SUBMISSION
Submit Professional
Submit Institutional

Suby

ental

Search Template

Wl MANAGE CLAIMS

Adjust/Void Claim Provider

[ INQUIRE CLAIMS

Inguire Claims

W RaLIST

RA List

[l INQUIRE PHARMACY CLAIMS

Inguire Pharmacy Claims - Provider

* ok oA

Alert Date
| av

No Records Found!

Name: Test BACH Test

Due Date

av

© Ask Medicaid i Note Pad @ Extemal Links ~

Read 2021 August
av

~ Calendar
A save Filters ¥ My Filters™ 0916
Mo Tu

2 3

9 10

16 17

23 24

Em

+*

30 August 202
Monday

We

18
25

1

Th

19
26

Today

% My Favorites ~

Fr

& Print

Sa

© Help

Su

evoBry
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To enter Dental Claims in
BMS:

1. Select Claims.
2. Select Submit Dental.

© 2022 CNSI
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Dental Claims Submission

To enter Dental Claims
information, required fields are
indicated with an *.

~+| 1. Provider ID, National

' Provider Identifier (NPI), or
Provider # is auto-
populated. Confirm this is
the correct NPI.

City/Town: | OTHER

I e 2. Enterin all caps the
applicable Taxonomy Code
associated with Provider.

Country: | UNITED STATES | * Zip Code:

(7] Is the Billing Provider alse the Rendering Provider? (OYes @No

D: * Type + | * Taxonomy Code

Is the Billing Provider alsc the Supervising Provider? (@Yes CNe 3 I O r th e ad d reSS e n te r
. I

Is this service the result of a referral? OYes @No

OO0 3 =z
i B

Is this service the result of a Primary Care Referral? OYes @No Ad d reSS L i n e 1 a n d Z i p
# BENEFICIARY INFORMATION * COd e .

4. Select Validate Address.

evoBrEx Privileged and Confidential © 2022 CNSI 11



Dental Claims Submission

G Ask Medicaid I Note Pad @ External Links ~ “ My Favorites v & Print © Help

& > Provider Portal 3 Submit Dental Claim
[« JeIE | @ Submit Claim || By Save as Template || @ Reset
#  Dental Claim
ote: Asterisks () denote required fields.
Basic Claim Info
Provicer | Beneficiary | Gisim | Service:
# PROVIDER INFORMATION ~
BILLING PROVIDER INFORMATION

Provider ID * Type: | NPI ~ * Taxonomy Code

I Address validation successful I
Address Ling 1: | 508 Livingston Ave Address Line 2:
(Enter Street Adcrass or PO Box Only)
Address Line 3: CityiTown: | Cheyenne v
State/Province: | WYOMING v|* County; Laramie -
Country: | UNITED STATES ~* Zip Code: | 82007 | * -[ 1966 © Validate Address

e Is the Billing Provider also the Rendering Provider? ("¥es @No
RENDERING PROVIDER
Frovider ID. * Type. v |* Taxenomy Code:
(7] Is the Billing Provider also the Supervising Provider? @Yes ONo
0 Is this service the result of a referral? (CiYes @No
9 Is this service the result of a Primary Care Referral? (Ci¥es @No

= BENEFICIARY INFORMATION

evoBrEx Privileged and Confidential

BMS validates the address
information and displays the
following message:

“Address validation successful”
message is displayed

» |If a message displays
“International Address,”
change the Country to
United States and re-
validate.

© 2022 CNSI 12



Dental Claims Submission

1 ]* Tvee | ] my
7] Is the Billing Provider also the Supervising Provider? (@Yes ONo
2] Is this service the result of a referral? (CiYes @No
2] I5 this service the result of a Primary Care Referral? (CiYes @No

iz BENEFICIARY INFORMATION

BENEFICIARY
iary ID:
Last Name: * First Name: [ |* Middie Initials: Suffix;
nnnnnnnnnnn
9 Does the beneficiary have insurance other than Medicaid? (CiYes @No

evoBrEx Privileged and Confidential

If the Rendering Provider is
not the Billing Provider, enter
information as follows:

1. Enter the NPI.

2. Select the type from the
Type drop-down list—NPI.

3. Enter the Taxonomy Code
of Rendering Provider.

If care is a result of a referral,
enter referring Provider’s
information.

© 2022CNSI 13



Dental Claims Submission

Under Beneficiary

[ YW @ supmit Claim || By save as Tempiate | @ Reset

9 Is the Billing Provider also the Rendering Provider?
* Type: ~ | * Taxonomy Code:

0 Is the Billing Provider also the Supervising Provider?
7] Is this service the result of a referral?
2] I5 this service the resuit of Referral?
i BENEFICIARY INFOI
BENEFICIARY

Beneficiary ID *

nnnnnnnnnnn

9 Does the beneficiary have insurance other than Medicaid?

Information, required fields
are indicated with an *:

1. Enter Beneficiary ID. This
is the Member’s Medicaid
ID. These numbers begin
with 0600/0800/00000.

2. Enter First and Last
Name, Date of Birth
(DOB), and Gender.

evoBrEx

* |f other insurance besides
Medicaid, select Yes.

Privileged and Confidential © 2022 CNSI 14



Payer Responsibility Code:

Payer ID Number:

wwwwwwwwwwwwwwwwww

evoBrEx

Add Another

Privileged and Confidential

Under Other Insurance
Information section, required
fields are indicated with an *.

1. Select Primary from the Payer
Responsibility Code drop-
down list.

2. If the Payer ID number is not
known, then enter 99999.
There are no system
validations for the Payer ID and
Group/Policy Number fields.

Complete all required fields
indicated with an *.

 To add Secondary Payer
Information, select Add
Another.

© 2022CNSI 15



Dental Claims Submission

CLAIM DATA

Service End Date:

evoBry

Privileged and Confidential

Under Claim Information,
required fields are indicated
with an *:

1. Enter the Patient
Account No. to identify
the Member.

2. Select the applicable
location from Place of
Service drop-down list.

3. Enter the Service Start
and End Dates.

© 2022CNSI 16



A M o e U]

B BASKE LINE ITEM INFORMATION

Lk o SRR i 1 BT SN Lna ) Inpanings Fieraton

B BIC SERVICE LINE ITEME

eyoBr!x(” Privileged and Confidential

If your claim requires a Prior
Authorization (PA), complete
the fields for the PA information:

1. Enter the PA number in the
Prior Authorization
Number field.

2. For Agency PA, select Yes
or No.

3. Under the Claim Note
section, answer the
questions as applicable,
select Yes or No.

If the claim has back up
documentation, select Yes.
This suspends the claim for 30
days for processing.

© 2022 CNSI 17



Dental Claims Submission

When answer is Yes to “Does this
claim require a diagnosis code?”,
required fields are indicated with an

B Does this claim require a diagnosis code? ®Yes (_No *:
DIAGNOSIS ‘ _ . .
1. The only option for Diagnosis
Diagnosis Code Category: ‘ ICD-10-CM w|* Code Category is ICD-10-CM.
Diagnosis Codes: 1 ROS9  |* > F402 2 F487 . .
' 2. Enter the applicable codes in the

Diagnosis Codes fields.

Do not place additional characters (.)
when adding information as the
system will not recognize the
diagnosis code as valid.

For example: Enter F402 instead of
F4-02.

When diagnosis codes are added,
diagnosis pointers will be needed in
Basic Claim Information.

eyoBrbx‘” Privileged and Confidential © 2022 CNSI 18



Dental Claims Submission

Complete the Basic Service Line-
Item information, required fields
are indicated with an *:

1. Enter the service date from in

BASIC SERVICE LINE ITEMS

— S the Service Date fields.

2. Enter Procedure Code, Fees
and Units/Quantity.

Quantity:

= Place of Service is not needed.

8l e 3. Enter Diagnosis Pointers.

T — ‘ : = Prior Authorization only needs
entered at the header of the

claim, unless line specific.
4. Select Add Service Line Item.

= The claim automatically returns
to the top of the claim.

evoBrx Privileged and Confidential ©2022CNSI 19



Dental Claims Submission

@ Submit Claim

= SERVICE LINE ITEM INFORMATION

© Close

Service Line ltems

Revenue Code:

HCPCS Code:

Service Date

Last Date of Service:

Service Units:

Total Line Charges:

Operating Physician ID: (If different from header)

Other Operating Physician |D: (If different frem header):
Rendering Physician ID: (If different from header):

Referring Physician ID: (If different from header):

Mational Drug Code: Quantity:

Unit:

v | Qualifier:

~ | Prescription/Link No:

© Add Service

Line

Item

Modifiers: 1 2

HCPCS

Desct

Type
Type
Type

Type

ripfion:

overed Line Charges:

£ £ < 4

= Update Service Line Item

Characters Remaining

80

Previously Entered Line Item Information
Click a Line No. below to view/update that Line Item Information

Click on Insurance Info to enter each Line's Insurance Information.
i Dates
Line Revenue HCPCS Modifiers

No Codge Code :
1 2 3 4 ServiceDate LastDOS

Units Charges

Non
Charg

covered

es

Total Submitted Charges: $0.00

evoBrEx

Privileged and Confidential

At the bottom of the
Claims page, Service
Line items must be
entered before Claim
Submission

After all lines of the claim
are entered at the bottom
of the claim submission
form, if no primary
insurance is being billed,
select Submit Claim

A pop-up window opens
with claim information and
the option to attach
documents, if needed

© 2022CNSI 20



Dental Claims Submission

Once the submitted

i Submitted Claim Details M
TON: Billing Provider ID: Beneficiary ID: information is validated in
Total Number of Lines: Billing Provider Name: Beneficiary Name: B M S ’ th e Syste m d |S p | ayS th e
e Dental Submitted Claim

B Cover Sheet - Details page.
Please select the document(s) to be malledifaxed:

"] Hysterectomy Forms [} medical Documentation "] Forms

] History and Physical [ predictive Madeling ] NDC Drug Dosing and Gost Info

| Reports [l anesthesia Records Tl woluntary Sterilization Forms

| EOB Insurance [ Ambulance O] Diagnostic Tests

] Notes

Cl other

L2l Generate Covershest @ Resst

e\,[OBl’i)xm Privileged and Confidential © 2022CNSI 21



Dental Claims Attachment

& Frint @ Help

Submitted Professional Claim Details

TCH:
Total Humber of Lines:
Total Clabm Charge:

Cowver Shest

Please select the document(s) 1o be mailed Taxed:

Hyslerectomy Forms
History and Physical
Biports

| EQB Insurance
Motes

Oithviee

‘dltmnal Documents

& Deee

Document Type *

Sl w

Document Name *

Billing Provider ID:
Billing Provider Name:
Date of Service:

Maedical Documentation
Predictive Modeling
Andsthvisia Récords

Ambulance

File Name * [Size < 30 MB) O

Chocse File

Beneficiary I0:

Beneficiary Mame:

Foams

HOC Drug Dosing and Cost Info

Vialuntary Sterilization Forms

Diagnostic Tests

’!emarks

=i Generate Coversheel (2 Resel

Ea3

TCH

@ Cissa

evoBrEx

Privileged and Confidential

Select the type of electronic
document to attach from the
options listed or choose a file
from your computer:

Documents size is limited to 25
pages per attachment.

1. Select the paper clip icon,
then search for and select a
file to upload from your
computer.

2. Select Save to save the file.
A message displays “File
Uploaded Successfully”.

Repeat these steps if you have
multiple documents to attach to
a claim.

© 2022 CNSI 22



Dental Claims with TPL

How to complete the process of entering a Dental Claim with Third
Party Liability (TPL)

evoBrEx Privileged and Confidential © 2022 CNSI 23



« TPL (Third-Party Liability) is: Other insurance, other health insurance, other medical coverage, or other
insurance coverage

» Medicare, Medicare replacement, Medicare supplemental plans, commercial companies like Blue Cross
Blue Shield or Cigna, Disability and Workman's comp are all examples of TPL.

« HMS is our TPL vendor and can be reached at 1-888-996-6223
- Within the IVR, say Report TPL or Update insurance to speak with someone.
« TPL can be direct billed, through a clearing house or from Medicare, if applicable

« An EOB or Explanation of Benefits, is a document that is acquired from a primary insurance that explains
what was paid and what reason or adjustment codes were applied to the overall payment

evoBr.‘x(” Privileged and Confidential © 2022 CNSI
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Dental Claims Submission

Y, Wroming
47 by, Department < My Inbox~ | Claims~ I
2% of Health

& > Provider Portal

Provider ID/NPL: 58

My Remin
Filter By ~
Alert Type
0 av

il CLAIM SUBMISSION
Submit Professional
Submit Institutional

Suby

ental

Search Template

Wl MANAGE CLAIMS

Adjust/Void Claim Provider

[ INQUIRE CLAIMS

Inguire Claims

W RaLIST

RA List

[l INQUIRE PHARMACY CLAIMS

Inguire Pharmacy Claims - Provider

* ok oA

Alert Date
| av

No Records Found!

Name: Test BACH Test

Due Date

av

© Ask Medicaid i Note Pad @ Extemal Links ~

Read 2021 August
av

~ Calendar
A save Filters ¥ My Filters™ 0916
Mo Tu

2 3

9 10

16 17

23 24

Em

+*

30 August 202
Monday

We

18
25

1

Th

19
26

Today

% My Favorites ~

Fr

& Print

Sa

© Help

Su

evoBry

Privileged and Confidential

To enter Dental Claims in
BMS:

1. Select Claims.
2. Select Submit Dental.

© 2022 CNSI
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Dental Claims Submission

To enter Dental Claims
information, required fields are
indicated with an *.

) 1. Provider ID, National
Provider Identifier (NPI), or
i Provider # is auto-
populated. Confirm this is
the correct NPI.

Address Line 2

corm: G 2. Enterin all caps the
State/Province: | OTHER v|* County: | OTHER h applicable Taxonomy COde

Country: | UNITED STATES v|* Zip Code: . . P .
(7] Is the Billing Provider alse the Rendering Provider? (OYes @No a S S O CI ate d WI t h rOV I d e r'
RENDI
N e 3. For the address, enter
- H
(7] Is the Billing Provider alse the Supervising Provider? (@Yes CNe
. .
(7] Is this service the result of a referral? OYes @No Ad d reSS LI n e 1 a n d 2 I p
e Is this service the result of a Primary Care Referral? (OiYes @No

- Code.
4. Select Validate Address.

evoBrEx Privileged and Confidential © 2022 CNSI 26



Dental Claims Submission

-fr‘*‘r'Drﬁ.muﬁn < My Inbox~  Claims~ s .
BMS validates the address

@ Ask Medicaid | Note Pad @ External Links + My Favorites v = Print [-

R T B information and displays the

[Tl @ submit Claim || By Save as Template | @ Reset

~:| following message:

Note: Asterisks (") denote required fields.

“Address validation successful”

& PROVIDER INFORMATION ~

. .
BILLING PROVIDER INFORMATION | I IeSSage IS d ISpIayed
Provider ID * Type: NPI ~ * Taxonomy Code: *
.
I Address validation successful I L4 If a l I IeSSage d ISpIayS
Address Line 1: | 508 Livingston Ave * Address Line 2: 113 H 7
(St s PO 8050 International Address
Address Line 3: City/Town: | Cheyenne v)* !
state/Province: | WYOMING v)* County: | L = h th e CO t to
country: [ UNITED sTATES m A Zip Code: | 82007 | -[ 1966 © Validate Address C a n g e u n ry

(7] Is the Billing Provider also the Rendering Provider? (OYes @No U -t St t d
RENDERING PROVIDER n I ed a es a n re_
.
Provider ID: * Type: v |* Taxonomy Code: Va I Id ate
.

(7] Is the Billing Provider also the Supervising Provider? (@Yes (CNo
(7] Is this service the result of a referral? (OYes @No
9 Is this service the result of a Primary Care Referral? (iYes @No
#  BENEFICIARY INFORMATION o3

e\,[OBl’i)xm Privileged and Confidential © 2022 CNSI 27



Dental Claims Submission

#% > Provider Portal 3 Submit Dental Claim
Ocuse ol ve s Tel
9 Is 0 the
RENDERING
Provider 1D | ~|* Taxonomy Code: :

iYes @No
|* e |
7] Is the Billing Provider also the Supervising Provider? (@Yes ONo
2] Is this service the result of a referral? (CiYes @No
2] I5 this service the result of a Primary Care Referral? (CiYes @No
i  BENEFICIARY INFORMATION
BENEFICIARY
neficiary 1D
Last Name: First Name: [ |* Middie Initials: Suffix;
nnnnnnnnnnn
9 Does the beneficiary have insurance other than Medicaid? iYes @No

evoBrEx

Privileged and Confidential

If the Rendering Provider is
not the Billing Provider, enter
information as follows:

1. Enter the NPI.

2. Select the type from the
Type drop-down list—NPI.

3. Enter the Taxonomy Code
of Rendering Provider.

If care is a result of a referral,
enter referring Provider’s
information.

© 2022 CNSI 28



Dental Claims Submission

Under Beneficiary
Information, required fields
are indicated with an *:

[ YW @ supmit Claim || By save as Tempiate | @ Reset

eSS | 1. Enter Beneficiary ID. This
is the Member’s Medicaid

7] Is the Billing Provider also the Supervising Provider? (@Yes ONo

D e ID. These numbers begin
HH BENEFCARYINFO' = S With 0600/0800/00000-

BENEFICIARY

e : 2. Enter First and Last

ast Name: * First Name: = Suffix .

nnnnnnnnnn e e 2 ‘ Name, Date of Birth
9 Does the beneficiary have insurance other than Medicaid? I ("iYes @No I ( D 0 B ) ’ a n d G e n d e r .

_ - If other insurance besides

Medicaid, select Yes.

evoBrx Privileged and Confidential ©2022CNSI 29



Under Other Insurance
Information section, required
fields are indicated with an *.

1 - 1. Select Primary from the Payer
— - Responsibility Code drop-
Payer ID Number 2 :* Subscriber Member ID: . . dOWn IiSt-
. S > 2. If the Payer ID number is not
known, then enter 99999.

Add Another There are no system
validations for the Payer ID and
Group/Policy Number fields.

Complete all required fields
indicated with an *.

« To add Secondary Payer
Information, select Add
Another.

evoBr.‘x(” Privileged and Confidential © 2022 CNSI 30



Dental Claims Submission

CLAIM DATA

Service End Date:

evoBry

Privileged and Confidential

Under Claim Information,

required fields are indicated

with an *;

1.

Enter the Patient
Account No. to identify
the Member.

. Select the applicable

location from Place of
Service drop-down list.

Enter the Service Start
and End Dates.

© 2022 CNSI
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A M o e U]

B BASKE LINE ITEM INFORMATION

Lk o SRR i 1 BT SN Lna ) Inpanings Fieraton

B BIC SERVICE LINE ITEME

eyoBr!x(” Privileged and Confidential

If your claim requires a Prior
Authorization (PA), complete
the fields for the PA information:

1. Enter the PA number in the
Prior Authorization
Number field.

2. For Agency PA, select Yes
or No.

3. Under the Claim Note
section, answer the
questions as applicable,
select Yes or No.

If the claim has back up
documentation, select Yes.
This suspends the claim for 30
days for processing.
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Dental Claims Submission

When answer is Yes to “Does this
claim require a diagnosis code?”,
required fields are indicated with an

2] Does this claim require a diagnosis code? @Yes (_No *.
DIAGNOSIS ‘ )
1. The only option for Diagnosis

Di e Cods Catomery: ICD-10-CM w|* .
e d . - Code Category is ICD-10-CM.
Diagnosis Codes: 1 ROS9  |* 2 F402 3 F487

2. Enter the applicable codes in the
Diagnosis Codes fields.

Do not place additional characters (.)
when adding information as the
system will not recognize the
diagnosis code as valid.

For example: Enter F402 instead of
F4-02.

When diagnosis codes are added,
diagnosis pointers will be needed in
Basic Claim Information.

eyoBrbx‘” Privileged and Confidential © 2022 CNSI 33



Dental Claims Submission

Complete the Basic Service Line-
Item information, required fields
are indicated with an *:

1. Enter the service date from in

BASIC SERVICE LINE ITEMS

— S the Service Date fields.

2. Enter Procedure Code, Fees
and Units/Quantity.

Quantity:

* Place of Service is not needed.

8l e 3. Enter Diagnosis Pointers.

— ' * Prior Authorization only needs
: ° entered at the header of the

claim, unless line specific.
4. Select Add Service Line Iltem.

* The claim automatically returns
to the top of the claim.

evoBrx Privileged and Confidential ©2022CNSI 34



Previously Entered Line Item Information
Click a Line No. below to view/update that Line ltem Information
Click on Insurance Info to enter each Line's Insurance Information.

Service Dates
Line No Proc. Code
From To

1 03/02/2022 03/02/2022 T2027

Total Submitted Charges: $200.00

Prior Auth Number

Enter Insurance Info P\ copy | |l Delete

evoBrEx

Enter Insurance Infao

Privileged and Confidential

At the bottom of the Claims page,
enter each Claim Line’s insurance
information:

1. Select Insurance Info to
enter the other insurance
payments and adjustments.
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[«JelCW | & Easic Claim Form BReset

Warning: Insurance Detail Reason Code(s) is invalid.  sfilms we we ==

Professional Claim

Note: asterisks () denote reguired fields

INSURANCE INFORMATION

To save the information, Click 'Basic Claim Form' button.
0 Does the Beneficiary have insurance other than Medicaid?

OTHER INSURANCE INFORMATION

1. Service Line Other Payer Information

Primary Ea_)jer 1#P#99999#C|-Commercial Insuran ~ | *
Responsibility:

1.Reason Code S0 ‘_* - - Amount:
2.Reason Code PRz o - Amount:

© Add Another Payer

$50.00

$150.00

Amount Paid:

(@Yes (_No

$100.00

Adjustment Quantity:

Adjustment Quantity:

*

Remittance Date:

© 2dd Another Reason Code

evoBrEx

Privileged and Confidential

If you see this error code:
“Warning: Insurance
Detail Reason Code(s) is
Invalid”

Check to make sure you
did not enter the letters of
the reason code as
shown in the example
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Dental Claims Submission

Delta Dental -Sample EOB

Delta Dental Claim Number: AB-445-24445
Group Name: Delta Dental Plans Assoc
123 Smile St Subscriber: John Wright
Subscriber ID:  XXXX5555
Cheyenne, Wy Patient: John Wright
Patient DOB:  1/1/1950
82009 Dentist: AJ M. Dentist
F
TH SURF SERVICE Procedure | Submitted | Approved | Contract | Delta Remark Remark
Date Code amount Amount Allowed Dental Code Codes
Payment | Amount
4 M 01/18/2022 | D1110 116.00 116.00 116.00 100 16.00 45

For benefit year starting 1/1/2018
$25.00 of $25.00 Annual Deductible Met to Date
5180.80 of 52,500.00 Annual Maximum Used to Date

Reference Code:

45: Contractual Agreement

evoBrEx

Privileged and Confidential

Proprietary codes and their
descriptions are shown in
this sample Explanation of
Benefits (EOB), this is used
for adjustment reasons.

© 2022 CNSI
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Dental Claims Submission

I A Basic Claim Form I

INOTE! asterskKs () aenote requirea neias

INSURANCE INFORMATION

To save the information, Click 'Basic Claim Form' button.
g Does the Beneficiary have insurance other than Medicaid?

OTHER INSURANCE INFORMATION

1. Service Line Other Payer Inform‘

Primary quer I 1#P#999994C|-Commercial Insuran v I*
Responsibility:

45 $16.00

1.Reason Code: Amount:

2 Reason Code: Amount:

mm dd
$100 00 * Remittance Date:

© Add Another Reason Code

Amount Paid-

Adjustment Quantity:

Adjustment Quantity:

¥yyy

© Add Ancther Payer ‘

evoBrEHx

Privileged and Confidential

If the Beneficiary has
insurance other than
Medicaid:

1.
2.

Select Yes.

Primary Payer
Responsibility auto-
populates.

Enter total Amount Paid
from primary payer.

Enter all proprietary
reason codes from the
EOB in the Reason Code
fields.

When finished, select
Basic Claim Form.
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Dental Claims Submission

Reference

Claim Adjustment Reason
Codes

Filter by code:

Q 123 Reset

Filter codes by status:

Show All To Be Deactivated Deactivated

Deductible Amount
Start: 01/01/1995

Coinsurance Amount
Start: 0101995

Co-payment Amount
Start: 01/01/1995

The procedure code is inconsistent with the modifier used. Usage: Refer to the 835 Healthcare Policy
Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/011995 | Last Modified: 03/01/2020

The procedure code/type of bil nconsistent with the place of service. Usage: Refer to the 835 Healthcare
Policy Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 03/01/2018

The procedure/revenue code is inconsistent with the patient's age. Usage: Refer to the 835 Healthcare Policy
Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 07/01/2017

The procedure/revenue code is inconsistent with the patient's gender. Usage: Refer to the 835 Healthcare Policy
Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01011995 | Last Modified: 07/01/2017

The procedure code is inconsistent with the provider type/specialty (taxonomy). Usage: Refer to the 835
Healthcare Policy Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 07/01/2017

The diagnosis is inconsistent with the patient's age. Usage: Refer to the 835 Healthcare Policy Identification
Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01995 | Last Modified: 07/01/2017

The diagnosis is inconsistent with the patient's gender. Usage: Refer to the 835 Healthcare Policy ldentification
Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 07/01/2017

The diagnosis is inconsistent with the procedure. Usage: Refer to the 835 Healthcare Policy Identification
Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01995 | Last Modified: 07/01/2017

The diagnosis is inconsistent with the provider type. Usage: Refer to the 835 Healthcare Policy Identification
Segment (loop 2110 Service Payment Information REF), if present.
Start: 01011995 | Last Modified: 07/01/2017

Privileged and Confidential

Adjustment codes must be
proprietary and not from the
commercial insurance. Go to

x12.org

1.

2.

Go to Reference, in the top
right-hand corner.

Go to Claim Adjustment
Reason Codes.

Scroll down to the proprietary
code list and select a remark
code that most accurately
compares to the commercial
code.

Enter this for the Reason Code
on the other insurance form.

© 2022 CNSI
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Dental Claims Submission
* At the bottom of the

_—_ Claims page, Service Line

S -SIIE_-RVI:ELINEITEMINFORMA110N ItemS must be entered
before Claim Submission

Revenue Code:

o A : : « After all lines of the claim
z are entered at the bottom

Descripfion:
. Characters Remaining 20
Last Date of Service:

5 of the claim submission

* form, if no primary
Operating Physician ID: (If different from header) Type v 1 p
Other Operating Physician |D: (If different frem header): Type h H H b H b H | I d
- INSurance IS being oilieq,
Rendering Physician ID: (If different from header): Type v
- -
Referring Physician 1D: (If different from header): Type v Se I e Ct S b t I a
ubmit Claim
National Drug Code: Quantity: Unit: v | Qualifier. ~ | Prescription/Link No:

© add Service Line tem || O Update Service Line Item o A po p-u p Wi ndOW Opens
Previously Entered Line Item Information Wi t h CI a i m i n fo r.m ati o n a n d
Click a Line Mo. below to view/update that Line Item Information Total Submitted Charges: $0.00 th e o pt i O n to atta C h

Click on Insurance Info to enter each Line's Insurance Information.

Line Revenue HCPCS Modifiers  Dates Units  Charges LB ELOEE d OCU m e ntS if n eed ed

01
No Code Code Charges
1 2 3 4 ServiceDate LastDOS

e\,[OBl’i)xm Privileged and Confidential © 2022CNSI 40



Dental Claims Submission

Once the submitted

i Submitted Claim Details - : . . ) .
— ching Pover ety 15 information is valldgted in
Total Number of Lines: Billing Provider Name: Beneficiary Name: BMS, the system dlsplays the
Total Claim Charge: Date of Service: Dental Submitted Claim
o Details page.
i Cover Sheet A

Please select the document(s) to be mailedifaxed:

| Hysterectomy Forms [_| Medical Documentation ' Forms

] History and Physical [l predictive Modeling Ul WDE Drug Dosing and Cost Info
| Reperts [ Anesthesia Records Tl Voluntary Sterilization Forms
[ 0B Insurance [] Ambulance O Dizgnostic Tests

L) Motes

' Other

evoBrEx Privileged and Confidential © 2022 CNSI 41



Dental Claims Attachment

& Frint @ Help

Submitted Professional Claim Details

TCH:
Total Humber of Lines:
Total Clabm Charge:

Cover Sheest
Please select the documentis) 1o be mailed Taxed:
Hyslerectomy Forms
History and Physical
Biports
| EQB Insurance
Motes

Oithviee

‘dltmnal Documents

& Deee

Document Type * Document Name *

Sl w

Billing Provider ID:
Billing Provider Name:
Date of Service:

Maedical Documentation
Predictive Modeling
Andsthvisia Récords

Ambulance

File Name * [Size < 30 MB) O

Chocse File

Beneficiary I0:

Beneficiary Mame:

Foams
HOC Drug Dosing and Cost Info
Vialuntary Sterilization Forms

Diagnostic Tests

=i Generate Coversheel (2 Resel

Ea3

’!emarks TCH

@ Cissa

evoBrEx

Privileged and Confidential

Select the type of electronic
document to attach from the
options listed or choose a file
from your computer:

Documents size is limited to 25
pages per attachment.

1. Select the paper clip icon,
then search for and select a
file to upload from your
computer.

2. Select Save to save the file.
A message displays “File
Uploaded Successfully”.

Repeat these steps if you have
multiple documents to attach to
a claim.
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Dental Claims Tertiary Claim

How to bill a Tertiary Claim

evoBrEx Privileged and Confidential

2022 CNSI



« TPL (Third-Party Liability) is: Other insurance, other health insurance, other medical coverage, or other
insurance coverage

» Medicare, Medicare replacement, Medicare supplemental plans, commercial companies like Blue Cross
Blue Shield or Cigna, Disability and Workman's comp are all examples of TPL.

« HMS is our TPL vendor and can be reached at 1-888-996-6223
- Within the IVR say Report TPL or Update insurance to speak with someone.
« TPL can be direct billed, through a clearing house or from Medicare, if applicable

« An EOB or Explanation of Benefits, is a document that is acquired from a primary insurance that explains
what was paid and what reason or adjustment codes were applied to the overall payment

evoBr.‘x(” Privileged and Confidential © 2022 CNSI
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Dental Claims Submission

Y, Wroming
47 by, Department < My Inbox~ | Claims~ I
2% of Health

& > Provider Portal

Provider ID/NPL: 58

My Remin
Filter By ~
Alert Type
0 av

il CLAIM SUBMISSION
Submit Professional
Submit Institutional

Suby

ental

Search Template

Wl MANAGE CLAIMS

Adjust/Void Claim Provider

[ INQUIRE CLAIMS

Inguire Claims

W RaLIST

RA List

[l INQUIRE PHARMACY CLAIMS

Inguire Pharmacy Claims - Provider

* ok oA

Alert Date
| av

No Records Found!

Name: Test BACH Test

Due Date

av

© Ask Medicaid i Note Pad @ Extemal Links ~

Read 2021 August
av

~ Calendar
A save Filters ¥ My Filters™ 0916
Mo Tu

2 3

9 10

16 17

23 24

Em

+*

30 August 202
Monday

We

18
25

1

Th

19
26

Today

% My Favorites ~

Fr

& Print

Sa

© Help

Su

evoBry

Privileged and Confidential

To enter Dental Claims in
BMS:

1. Select Claims.
2. Select Submit Dental.

© 2022 CNSI
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Dental Claims Submission

To enter Dental Claims
information, required fields are
indicated with an *.

~+| 1. Provider ID, National

' Provider Identifier (NPI), or
Provider # is auto-
populated. Confirm this is
the correct NPI.

City/Town: | OTHER

I e 2. Enterin all caps the
applicable Taxonomy Code
associated with Provider.

Country: | UNITED STATES | * Zip Code:

(7] Is the Billing Provider alse the Rendering Provider? (OYes @No

D: * Type + | * Taxonomy Code

Is the Billing Provider alsc the Supervising Provider? (@Yes CNe 3 I O r th e ad d reSS e n te r
. I

Is this service the result of a referral? OYes @No

OO0 3 =z
i B

Is this service the result of a Primary Care Referral? OYes @No Ad d reSS L i n e 1 a n d Z i p
# BENEFICIARY INFORMATION * COd e .

4. Select Validate Address.

evoBrEx Privileged and Confidential © 2022 CNSI 46



Dental Claims Submission

G Ask Medicaid I Note Pad @ External Links ~ “ My Favorites v & Print © Help

& > Provider Portal 3 Submit Dental Claim
[« JeIE | @ Submit Claim || By Save as Template || @ Reset
#  Dental Claim
ote: Asterisks () denote required fields.
Basic Claim Info
Provicer | Beneficiary | Gisim | Service:
# PROVIDER INFORMATION ~
BILLING PROVIDER INFORMATION

Provider ID * Type: | NPI ~ * Taxonomy Code

I Address validation successful I
Address Ling 1: | 508 Livingston Ave Address Line 2:
(Enter Street Adcrass or PO Box Only)
Address Line 3: CityiTown: | Cheyenne v
State/Province: | WYOMING v|* County; Laramie -
Country: | UNITED STATES ~* Zip Code: | 82007 | * -[ 1966 © Validate Address

e Is the Billing Provider also the Rendering Provider? ("¥es @No
RENDERING PROVIDER
Frovider ID. * Type. v |* Taxenomy Code:
(7] Is the Billing Provider also the Supervising Provider? @Yes ONo
0 Is this service the result of a referral? (CiYes @No
9 Is this service the result of a Primary Care Referral? (Ci¥es @No

= BENEFICIARY INFORMATION

evoBrEx Privileged and Confidential

BMS validates the address
information and displays the
following message:

“Address validation successful”
message is displayed

» |If a message displays
“International Address,”
change the Country to
United States and re-
validate.

© 2022 CNSI 47



Dental Claims Submission

1 ]* Tvee | ] my
7] Is the Billing Provider also the Supervising Provider? (@Yes ONo
2] Is this service the result of a referral? (CiYes @No
2] I5 this service the result of a Primary Care Referral? (CiYes @No

iz BENEFICIARY INFORMATION

BENEFICIARY
iary ID:
Last Name: * First Name: [ |* Middie Initials: Suffix;
nnnnnnnnnnn
9 Does the beneficiary have insurance other than Medicaid? (CiYes @No

evoBrEx Privileged and Confidential

If the Rendering Provider is
not the Billing Provider, enter
information as follows:

1. Enter the NPI.

2. Select the type from the
Type drop-down list—NPI.

3. Enter the Taxonomy Code
of Rendering Provider.

If care is a result of a referral,
enter referring Provider’s
information.

© 2022 CNSI 48



Dental Claims Submission

Under Beneficiary

[ YW @ supmit Claim || By save as Tempiate | @ Reset

9 Is the Billing Provider also the Rendering Provider?
* Type: ~ | * Taxonomy Code:

0 Is the Billing Provider also the Supervising Provider?
7] Is this service the result of a referral?
2] I5 this service the resuit of Referral?
i BENEFICIARY INFOI
BENEFICIARY

Beneficiary ID *

nnnnnnnnnnn

9 Does the beneficiary have insurance other than Medicaid?

Information, required fields
are indicated with an *:

1. Enter Beneficiary ID. This
is the Member’s Medicaid
ID. These numbers begin
with 0600/0800/00000.

2. Enter First and Last
Name, Date of Birth
(DOB), and Gender.

evoBrEx

* |f other insurance besides
Medicaid, select Yes.

Privileged and Confidential © 2022CNSI 49



Payer Responsibility Code:

Payer ID Number:

wwwwwwwwwwwwwwwwww

evoBrEx

Add Another

Privileged and Confidential

Under Other Insurance
Information section, required
fields are indicated with an *.

1. Select Primary from the Payer
Responsibility Code drop-
down list.

2. If the Payer ID number is not
known, then enter 99999.
There are no system
validations for the Payer ID and
Group/Policy Number fields.

Complete all required fields
indicated with an *.

 To add Secondary Payer
Information, select Add
Another.

© 2022 CNSI 50



Dental Claims Submission

CLAIM DATA

Service End Date:

evoBry

Privileged and Confidential

Under Claim Information,
required fields are indicated
with an *:

1. Enter the Patient
Account No. to identify
the Member.

2. Select the applicable
location from Place of
Service drop-down list.

3. Enter the Service Start
and End Dates.

© 2022CNSI 51



A M o e U]

B BASKE LINE ITEM INFORMATION

Lk o SRR i 1 BT SN Lna ) Inpanings Fieraton

B BIC SERVICE LINE ITEME

eyoBr!x(” Privileged and Confidential

If your claim requires a Prior
Authorization (PA), complete
the fields for the PA information:

1. Enter the PA number in the
Prior Authorization
Number field.

2. For Agency PA, select Yes
or No.

3. Under the Claim Note
section, answer the
questions as applicable,
select Yes or No.

If the claim has back up
documentation, select Yes.
This suspends the claim for 30
days for processing.

© 2022 CNSI 52



Dental Claims Submission

When answer is Yes to “Does this
claim require a diagnosis code?”,
required fields are indicated with an

B Does this claim require a diagnosis code? ®Yes (_No *:
DIAGNOSIS ‘ _ . .
1. The only option for Diagnosis
Diagnosis Code Category: ‘ ICD-10-CM w|* Code Category is ICD-10-CM.
Diagnosis Codes: 1 ROS9  |* > F402 2 F487 . .
' 2. Enter the applicable codes in the

Diagnosis Codes fields.

Do not place additional characters (.)
when adding information as the
system will not recognize the
diagnosis code as valid.

For example: Enter F402 instead of
F4-02.

When diagnosis codes are added,
diagnosis pointers will be needed in
Basic Claim Information.

eyoBrbx‘” Privileged and Confidential © 2022 CNSI 53



Dental Claims Submission

Complete the Basic Service Line-
Item information, required fields
are indicated with an *:

1. Enter the service date from in

BASIC SERVICE LINE ITEMS

— S the Service Date fields.

2. Enter Procedure Code, Fees
and Units/Quantity.

Quantity:

= Place of Service is not needed.

8l e 3. Enter Diagnosis Pointers.

T — ‘ : = Prior Authorization only needs
entered at the header of the

claim, unless line specific.
4. Select Add Service Line Item.

= The claim automatically returns
to the top of the claim.

evoBrEx Privileged and Confidential ©2022CNSI 54



Dental Claims Submission

At the bottom of the Claims page,
enter each Claim Line’s insurance
Total Submitted Charges: $500.00

Previously Entered Line Item Information
Click a Line No. below to view/update that Line Item Information.

Click on Insurage Info to enter each Line's Insurance Information.

information:
. service Dates odifiers Diagnosis _
L,:,':f : o Proc. Code Hodt PR s:l:l:gt:: Units Prior Auth Number . 1 . SeleC t Insu rance |n fo to
From To 1 2 3 4 1 2 3 4

1 09/15/2021  09/15/2021 93799 1 500.00 1 Bcopy | | 1l Delste enter the Other |nsurance
- B payments and adjustments.
’

eyoBrEx(” Privileged and Confidential © 2022 CNSI 55



[«JelCW | & Easic Claim Form BReset

Warning: Insurance Detail Reason Code(s) is invalid.  sfilms we we ==

Professional Claim

Note: asterisks () denote reguired fields

INSURANCE INFORMATION

To save the information, Click 'Basic Claim Form' button.
0 Does the Beneficiary have insurance other than Medicaid?

OTHER INSURANCE INFORMATION

1. Service Line Other Payer Information

Primary Ea_)jer 1#P#99999#C|-Commercial Insuran ~ | *
Responsibility:

1.Reason Code S0 ‘_* - - Amount:
2.Reason Code PRz o - Amount:

© Add Another Payer

$50.00

$150.00

Amount Paid:

(@Yes (_No

$100.00

Adjustment Quantity:

Adjustment Quantity:

*

Remittance Date:

© 2dd Another Reason Code

evoBrEx

Privileged and Confidential

If you see this error code:
“Warning: Insurance
Detail Reason Code(s) is
Invalid”

Check to make sure you
did not enter the letters of
the reason code as
shown in the example
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Dental Claims Submission

This is an example of what two Explanation of Benefits (EOB) will look like and how you will

bill for a Tertiary Claim.

Delta Dental
123 Smile St

Cheyenne, Wy

Delta Dental -Sample EOB

Patient:

Group Name:
Subscriber: John Wright
Subscriber ID:  XXXX5555

Claim Number: AB-445-24445
Delta Dental Plans Assoc

John Wright

Patient DOB:  1/1/1950

22009 Dentist: Al M. Dentist
..[..
TH SURF SERVICE Procedure | Submitted | Approved | Contract Delta Remark Remark
Date Code amount Amount Allowed Dental Code Codes
Payment | Amount
4 M 01/18/2022 | D1110 116.00 116.00 116.00 100 16.00 45

Reference Code:

For benefit year starting 1/1/2018
$25.00 of $25.00 Annual Deductible Met to Date
$180.80 of $2,500.00 Annual Maximum Used to Date

45: Contractual Agreement

Other Insurance Co- Example

Dr. Dentist
123 Smile St
Cheyenne, Wy
82009
PROVIDER
BILLED ALLOWED OTHER INSURANCE PATIENT PAYABLE
ADJUSTMENT /
CHARGES AMOUNT DISALLOWED ADJUSTMENT LIABILITY AMOUNT
$474.00 $82.89 $391.11 $0.00 $0.00 $82.89
LESS PAID TO CODES LISTED AS “S" OR“C" $0.00
TOTAL RECOVERED THIS PAYMENT CYGLE  —————————30.00
TOTAL PAYABLE $82.89
Reference Code:

23: Other Paid amount

evoBrEx

Privileged and Confidential
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Dental Claims Submission

Upon opening this screen, select

#H Dental Claim

Note: astensks (") denole requined fieids

g INSURANCE INFORMATION

To save the infomation, Cick 'Basic Claim Form® buSon
9 Deoets the Benehiciary have nswrance othar than Medica?
OTHER INSURANCE INFORMATION

1. Service Ling Other Payer Information

Primary Payer e ——, .
Reesponsibiity — A Amount Paid

1.Reazon Code 45 Amount
2FAeazon Code 2 Amount

) Add Anoer Fayes

7. Service Line Other Payer information

Frmary Payer T PETE

REEDD:'ISJI]II;T)' ZFCRIO00OWC-Cammprcal IRSuran v ® Amoond Paid
1.Reason Code 3 Amuoiant

2Reason Code 1 Ameant

& Deiete Paper

wves o

Yes for “Other Insurance
information”

 The Primary Payer
Responsibility auto-populates

Enter Amount Paid.
2. Enter all reason codes in the

Reason Code fields.
' Remiftance Dale =

Adjustment Guantity

Adjustment Cuantity

Adjustment Cuantity

Adjusiment Cuantity

3. To add more than one reason
‘ code, select Add Another
Reason Code.

« When finished, select Basic
Claim Form.

evoBrEx

T You will want your Total Paid plus
your total Adjustments to equal
the total paid for Medicaid. This
Is how your primary insurance
will balance.
Privileged and Confidential © 2022CNSI 58



Dental Claims Submission

Reference

Claim Adjustment Reason
Codes

Filter by code:

Q 123 Reset

Filter codes by status:

Show All To Be Deactivated Deactivated

Deductible Amount
Start: 01/01/1995

Coinsurance Amount
Start: 0101995

Co-payment Amount
Start: 01/01/1995

The procedure code is inconsistent with the modifier used. Usage: Refer to the 835 Healthcare Policy
Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/011995 | Last Modified: 03/01/2020

The procedure code/type of bil nconsistent with the place of service. Usage: Refer to the 835 Healthcare
Policy Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 03/01/2018

The procedure/revenue code is inconsistent with the patient's age. Usage: Refer to the 835 Healthcare Policy
Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 07/01/2017

The procedure/revenue code is inconsistent with the patient's gender. Usage: Refer to the 835 Healthcare Policy
Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01011995 | Last Modified: 07/01/2017

The procedure code is inconsistent with the provider type/specialty (taxonomy). Usage: Refer to the 835
Healthcare Policy Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 07/01/2017

The diagnosis is inconsistent with the patient's age. Usage: Refer to the 835 Healthcare Policy Identification
Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01995 | Last Modified: 07/01/2017

The diagnosis is inconsistent with the patient's gender. Usage: Refer to the 835 Healthcare Policy ldentification
Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 07/01/2017

The diagnosis is inconsistent with the procedure. Usage: Refer to the 835 Healthcare Policy Identification
Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01995 | Last Modified: 07/01/2017

The diagnosis is inconsistent with the provider type. Usage: Refer to the 835 Healthcare Policy Identification
Segment (loop 2110 Service Payment Information REF), if present.
Start: 01011995 | Last Modified: 07/01/2017

Privileged and Confidential

Adjustment codes must be
proprietary and not from the
commercial insurance. Go to

x12.org

1.

2.

Go to Reference, in the top
right-hand corner.

Go to Claim Adjustment
Reason Codes.

Scroll down to the proprietary
code list and select a remark
code that most accurately
compares to the commercial
code.

Enter this for the Reason Code
on the other insurance form.

© 2022 CNSI
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Dental Claims Submission
* At the bottom of the

_—_ Claims page, Service Line

S -SIIE_-RVI:ELINEITEMINFORMA110N ItemS must be entered
before Claim Submission

Revenue Code:

o A : : « After all lines of the claim
z are entered at the bottom

Descripfion:
. Characters Remaining 20
Last Date of Service:

5 of the claim submission

* form, if no primary
Operating Physician ID: (If different from header) Type v 1 p
Other Operating Physician |D: (If different frem header): Type h H H b H b H | I d
- INSurance IS being oilieq,
Rendering Physician ID: (If different from header): Type v
- -
Referring Physician 1D: (If different from header): Type v Se I e Ct S b t I a
ubmit Claim
National Drug Code: Quantity: Unit: v | Qualifier. ~ | Prescription/Link No:

© add Service Line tem || O Update Service Line Item o A po p-u p Wi ndOW Opens
Previously Entered Line Item Information Wi t h CI a i m i n fo r.m ati o n a n d
Click a Line Mo. below to view/update that Line Item Information Total Submitted Charges: $0.00 th e o pt i O n to atta C h

Click on Insurance Info to enter each Line's Insurance Information.

Line Revenue HCPCS Modifiers  Dates Units  Charges LB ELOEE d OCU m e ntS if n eed ed

01
No Code Code Charges
1 2 3 4 ServiceDate LastDOS

e\,[OBl’i)xm Privileged and Confidential © 2022CNSI 60



Dental Claims Submission

Once the submitted

i Submitted Claim Details - : . . ) .
— ching Pover ety 15 information is valldgted in
Total Number of Lines: Billing Provider Name: Beneficiary Name: BMS, the system dlsplays the
Total Claim Charge: Date of Service: Dental Submitted Claim
o Details page.
i Cover Sheet A

Please select the document(s) to be mailedifaxed:

| Hysterectomy Forms [_| Medical Documentation ' Forms

] History and Physical [l predictive Modeling Ul WDE Drug Dosing and Cost Info
| Reperts [ Anesthesia Records Tl Voluntary Sterilization Forms
[ 0B Insurance [] Ambulance O Dizgnostic Tests

L) Motes

' Other

evoBrEx Privileged and Confidential ©2022CNSI 61



Dental Claims Attachment

& Frint @ Help

Submitted Professional Claim Details

TCH:
Total Humber of Lines:
Total Clabm Charge:

Cover Sheest
Please select the documentis) 1o be mailed Taxed:
Hyslerectomy Forms
History and Physical
Biports
| EQB Insurance
Motes

Oithviee

‘dltmnal Documents

& Deee

Document Type * Document Name *

Sl w

Billing Provider ID:
Billing Provider Name:
Date of Service:

Maedical Documentation
Predictive Modeling
Andsthvisia Récords

Ambulance

File Name * [Size < 30 MB) O

Chocse File

Beneficiary I0:

Beneficiary Mame:

Foams
HOC Drug Dosing and Cost Info
Vialuntary Sterilization Forms

Diagnostic Tests

=i Generate Coversheel (2 Resel

Ea3

’!emarks TCH

@ Cissa

evoBrEx

Privileged and Confidential

Select the type of electronic
document to attach from the
options listed or choose a file
from your computer:

Documents size is limited to 25
pages per attachment.

1. Select the paper clip icon,
then search for and select a
file to upload from your
computer.

2. Select Save to save the file.
A message displays “File
Uploaded Successfully”.

Repeat these steps if you have
multiple documents to attach to
a claim.
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Course Review

e Dental Claim Overview
e Dental Claim Submissions

* Dental Claims with Third Party Liability
(TPL)

* Dental Claim Tertiary Claim

e Dental Claim Attachments

eVOBM)XM Privileged and Confidential

© 2022 CNSI
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