MEMBER DENTAL CLAIM FORM

HEADER INFORMATION \

1. Type of Transaction (Mark all applicable boxes)

[ statement of Actual Services [ Request for Predetermination/Preauthorization
O epspT / Title XIX

. BlueCross
BlueShield
Minnesota

Please submit claim to:
United Concordia
Dental Claims Administrator
P.O. Box 69449
Harrisburg, PA 17106-9449

2. Predetermination/Preauthorization Number

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
3. Company/Plan Name, Address, City, State, Zip Code

OTHER COVERAGE (Mark applicable box and complete 5-11. If none, leave blank.)
4. Dentatz (1 Medicalz [ (if both, complete 5-11 for dental only.)

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)
12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

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

Om OF

17. Employer Name

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

| 16. Plan/Group Number

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

18. Relationship to Policyholder/Subscriber in #12 Above 19. Reserve For Future Use

6. Date of Birth (MM/DD/CCYY) 7. Gender

Om OF

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

Oser O Spouse O Dependent Child O other
20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

9. Plan/Group Number 10. Patient’s Relationship to Person named in #5

Oser O Spouse O Dependent O other

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

21. Date of Birth (MM/DD/CCYY) 22. Gender 23. Patient ID/Account # (Assigned by Dentist)
Om OF
RECORD OF SERVICES PROVIDED
24. Procedure Date )ifgr:j ngih 27. Tooth Number(s) 28. Tooth | 29. Procedure Z9a.'Diag. 29b. 30. Description 31. Fee
(MM/DD/CCYY) Cavity | System or Letter(s) Surface Code Pointer | Qty.

1
2
3
4
5
33. Missing Teeth Information (Place an “X” on each missing tooth.) 34. Diagnosis Code List Qualifier |_| I_ (ICD-9 = B; ICD-10 = AB) 31a. Other

12 3 4 5 6 7 8 910 11 12 13 14 15 16 | 34a. Diagnosis Code(s) A c Fee(s)

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 | (Primary diagnosis in “A”) B D 32. TotalFee | ¢ 0.00
35. Remarks

AUTHORIZATIONS

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.

X

Patient/Guardian Signature

Date

ANCILLARY CLAIM/TREATMENT INFORMATION
38. Place of Treatment (e.g. 11=office; 22=0/P Hospital)

39. Enclosures (Y or N)

D Yes D No

(Use “Place of Service Codes for Professional Claims”)

40. Is Treatment for Orthodontics?
[ No (skip 41-42) [ Y es (Complete 41-42)

41. Date Appliance Placed (MmiDD/CCYY)

43. Replacement of Prosthesis

D No D Yes (Complete 44)

42. Months of Treatment

44. Date of Prior Placement (MM/DD/CCYY)
Remaining:

37. | hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to
the below named dentist or dental entity.

X

Subscriber Signature Date

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is not
submitting claim on behalf of the patient or insured/subscriber.)

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

45. Treatment Resulting from

O Occupational illness/injury [ auto accident [ other accident

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

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

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

49. NPI 50. License Number 51. SSN or TIN

56a. Provider

56. Address, City, State, Zip Code e

52. Additional Provider ID 52a. Phone Number

( )

57. Phone Number
( )

58. Additional Provider ID

5743 (9-19)

Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.



Any person who knowingly and with intent to defraud any insurance company or other person files
an application for insurance or statement of claim containing any materially false information or
conceals for the purpose of misleading, information concerning any fact material thereto, commits a
fraudulent insurance act which is a crime and subjects such person to criminal and civil penalties.

CA: For your protection California law requires that the following appear on the form: Any person

who knowingly presents a false claim for the payment of a loss is guilty of a crime and may be
subject to fines and confinement in state prison.

DC & RI: 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.

FL: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer files a
statement of claim or an application containing any false, incomplete or misleading information
is guilty of a felony in the third degree.

IN & OK: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive an
insurer, makes any claim for the proceeds of an insurance policy containing any false,
incomplete or misleading information is guilty of a felony.

KY: Any person who knowingly and with intent to defraud any insurance company or other person
files a statement of claim containing any materially false information or conceals, for the
purpose of misleading, information concerning any fact material thereto commits a fraudulent
insurance act, which is a crime.

LA: 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.

NJ: Any person who knowingly files a statement of claim containing any false or misleading
information is subject to criminal and civil penalties.

NY: Any person who knowingly and with intent to defraud any insurance company or other person
files an application for insurance or statement of claim containing any materially false
information, or conceals for the purpose of misleading, information concerning any fact
material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject
to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each
such violation.

VA: Any person who within the intent to defraud or knowing that he is facilitating a fraud against
an insurer, submits an application or files a claim containing a false or deceptive statement may
have violated the state law.

TN & WA: It is a crime to knowingly provide false, incomplete or misleading information to an
insurance company for the purpose of defrauding the company. Penalties include imprison-
ment, fines and denial of insurance benefits.

MD: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss
or benefit or who knowingly or willfully presents false information in an application for
insurance is guilty of a crime and may be subject to fines and confinement in prison.

AZ: For your protection Arizona law requires the following statement to appear on this form. Any
person who knowingly presents a false or fraudulent claim for payment of a loss is subject to
criminal and civil penalties.



Lol BlueCross
@ BlueShield
NOTICE OF NONDISCRIMINATION PRACTICES Minnesota
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable
Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or gender. Blue Cross does not exclude people or treat them differently because
of race, color, national origin, age, disability, or gender.

Blue Cross provides resources to access information in alternative formats and languages:

o Auxiliary aids and services, such as qualified interpreters and written information
available in other formats, are available free of charge to people with disabilities to assist
in communicating with us.

e Language services, such as qualified interpreters and information written in other
languages, are available free of charge to people whose primary language is not English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on
the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or gender, you can file a
grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
e by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560

e or by phone at: 1-800-509-5312

Grievance forms are available by contacting us at the contacts listed above, by calling
1-800-382-2000 or by using the telephone number on the back of your member identification
card. TTY users call 711. If you need help filing a grievance, assistance is available by
contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights

e electronically through the Office for Civil Rights Complaint Portal, available at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

e by phone at:
1-800-368-1019 or 1-800-537-7697 (TDD)

e or by mail at:
U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F
HHH Building
Washington, DC 20201

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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This information is available in other languages. Free language assistance services are available by
calling the toll free number below. For TTY, call 711.

Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al
1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931.
Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah.
Wac 1-866-251-6736. Markay tahay dad magalku ku adag yahay (TTY), wac 711.

slmdmpdaipas, ooﬁooo?f)‘?10%80)5@1@11030%0)@5%50%1. o2 1-866-251-6744 con TTY
289, o 711 ooorgﬁ.,

ol sl 1-866-569-9123 &8l Jeail Aulaall 4 galll sao Lusalf bt ol 5860 iy palh Cadat i€ 4
T &0 G

Néu quy vi noi Tiéng Viét, ¢6 sén cac dich vu hé tro ngén nglr mién phi cho quy vi. Goi sé
1-855-315-4015. Ngwei dung TTY xin goi 711.

Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf
1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MRERPX , RATUAGBRMLENTSHIRSE . FBIT 1-855-315-4017, BEES
(TTY) , FE8EIT 711,

Ecnun Bbl roeopuTe no-pycckn, Bel moxeTe Bocnonb3osaTbeA becnnaTtHbIMW yenyramu
nepeeoayuka. 3e0HUTe 1-855-315-4028. [InA ncnonesoBaHua TenedoHHoOro annapaTa ¢
TEKCTOBbBIM BbIXOA0M 3BOHUTE 711.

Si vous parlez francais, des services d’assistance linguistique sont disponibles gratuitement.
Appelez le +1-855-315-4029. Pour les personnes malentendantes, appelez le 711.

ATICT 099514 DP9 P22 A1ddet ACS Addet (11-855-315-4030 LM+ A TTY (1 7us

BtZ 018 A EotAlE 4%, F& o] X[ MH[A T MBELICH 1-855-904-2583 © =2
HMatst A2, TTY AFEALE 711 E T35 sl Al 2.

17¢59c59959090l0, DNIVOINIVGoLCHDWITY lncHrws. Lolnme 1-866-356-2423
F950. TTY, Wiktwwma 711

Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga
serbisyo sa wika. Tumawag sa 1-866-537-7720. Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht lhnen fremdsprachliche Unterstitzung zur Verfligung.
Wahlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.

Lﬁﬁ?@tﬁgﬁémmﬁwmfgms gﬁmﬁ:ﬁmmmﬂﬁgmmmﬁﬁﬁﬁ’tgﬂ gm‘}gﬁmme 1-855-906-2583
mLm{i TTY ayugiaiuntwe 7114

Diné k'ehji yanitt'''go saad bee yat't' & t'aajiik'e bee nikéd'a'doowolgo éi na'ahoot't'. Koji éi béésh
bee hodiilnih 1-855-902-2583. TTY biniiyégo éi 711 ji" béésh bee hodiilnih.
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