
1133 SW Topeka Boulevard
Topeka, Kansas 66629-0001

*
Dental Claim Form

58. Diagnosis Code Index (optional)

1. 2.. 3. 4. 5. 6. 7. 8.

1.

2.

3.

4.

5. 6. 7.

Dentist’s pre-treatment estimate Specialty (see backside)
Dentist’s statement of actual services

Medicaid Claim
EPSDT

Prior Authorization #

Carrier Name

Carrier Address

City State ZIP

Over
Allowance

59. Examination and treatment record - list in order from tooth no. 1 through tooth no. 32
Description of Service

(including x-rays, prophylaxis materials used, etc)Surfaces
Tooth
No. or
letter

15-106 10/01 *An Independent Licensee of the Blue Cross and Blue Shield Association.

Date
Service

Performed

Mo.     Day     Yr.

TOTALS

Procedure
Code

Allowed
Amount

Insured
ResponsibilityCharge

Amount
Over the

Allowance

Percent of
Allowance
Payable

Charges  Allowed  To be Paid Insured
Responsibility

The allowed amount is based on the information available at the time of review. The allowed amount is subject to your deductibles,
coinsurance, and/or contract maximums met the date the claim is processed. If this coverage is secondary to other insurance, payment
may be reduced. Benefits must be in effect at time services are provided. Predetermination of benefits does not guarantee coverage.
Remember to include the “date of service” when submitting a claim.

NOTES:

For questions or information about deductibles, coinsurance, and contract maximums, please contact customer service prior to the
services at 785-291-4180 or 1-800-432-3990, Premier Blue* 785-291-4010 or 1-800-332-0028.

Contract Maximum   Benefit Period

Waiting Period Met Yes                 No               N/A
Mo.     Day     Yr.

Date on which waiting period will be met

Deductible

Deductible

Internal Use Only

42. Name of Billing Dentist or Dental Entity

46. Address

43. Phone Number
(               )

50. City 51. State 52. ZIP

44. Provider ID # 45. Dentist Soc. Sec. or T.I.N.

47. Dentist License # 48. First visit date of current
series:

49. Place of treatment

Office Hosp. ECF Other

53. Radiographs or models enclosed?

Yes, How many? No

54. Is treatment for orthodontics?

If service already commenced  

Yes No

55. If prosthesis (crown, bridge, dentures), is this
initial placement?     Yes      No

If no, reason for replacement Date of prior placement Date appliances placed  Total months of
treatment remaining

56. Is treatment result of occupational illness or injury?           No   Yes
Brief description and dates

57. Is treatment result of            auto accident?          other accident?          neither

Brief description and dates
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8. Patient Name (Last, First, Middle)

12. Date of Birth (MM/DD/YYYY)

17. Relationship to Insured/Employee

Other

9. Address 10. City 11. State

/ /
13.  Patient ID # 14.  Sex

M            F

15.  Phone Number

(               )

16.  ZIP

18. Employer/School

Name Address

P
A
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T

Self Spouse Child

29. Marital Status

Single Other
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19. Ins./Emp. ID#/SSN 20. Employer Name 21. Group #

22. Insured/Employee Name (Last, First, Middle)

23. Address 24. Phone Number
(               )

25. City 26. State 27. ZIP

28. Date of Birth (MM/DD/YYYY)
/ /

30.  Sex

M       F

31. Is Patient covered by another plan
No (Skip 32-37) Yes: Dental or Medical

32. Policy #

33. Other Insured’s Name

34. Date of Birth (MM/DD/YYYY)

/ /

35.  Sex

M        F

36.  Plan/Program Name

40. Employer/School

Name Address

38. Insured/Employee Status

Employed Part-Time Status Full-Time Student Full-Time Student

41. I hereby authorize payment of the dental benefits otherwise payable to me directly to
the below named dental entity.

Signed (Employee/Insured) Date (MM/DD/YYYY)
X

Signed (Patient/Guardian) Date (MM/DD/YYYY)
X

39. I have been informed of the treatment and associated fees. I agree to be responsible for all charges
for dental services and materials not paid by my dental benefit plan, unless 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 under applicable law, I authorize release of any information relating to this
claim.

37. Employer/School

Name Address

Married

BCBSKS Representative
Approved by: Date approved

Mo.     Day     Yr.

1     2      3    4      5      6      7     8               9    10   11   12   13   14   15   16            A    B    C    D    E             F    G    H    I    J

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

Permanent Primary



BLUE SHIELD DENTAL CERTIFICATION FORM

Patient and Identification number - This is the name of the patient and their Blue Cross and Blue Shield identification
number.

Provider, Provider's City/State - This is the name of your dental provider and his or her location.

Waiting Periods - If you have a waiting period under your dental coverage, the form is marked to indicate whether or not
the waiting period has been met. Benefits will not be provided until applicable waiting periods are met.

Maximum Dental Benefit Per Benefit Period - Some dental contracts have a maximum benefit limit per contract year.
We allow dental benefits up to that maximum amount. Charges over that amount are your responsibility. If your coverage
has a contract maximum shown and you have had prior dental services, contact our Customer Service Center to find out
how much of your maximum you have used and the amount left PRIOR to the time additional services are performed.

Procedure Code - This code tells us what procedure your provider plans to perform.

Provider's Charge - This is the amount your dental provider plans to charge you for the procedure listed.

Blue Shield Allowance - This is the amount we allow toward reimbursement of the listed procedure. This amount is subject
to any financial responsibility you may have under the benefits, such as deductible and/or coinsurance. Blue Shield Allowances
are reviewed for change annually. Although this pre-certification indicates that it is valid for 90 days, if the service is actually
received in a calendar year different than the calendar year in which the pre-certification was issued, the Blue Shield Allowance
may be different.

% Of Allowance Payable Under Your Contract - Dental benefits are subject to various levels of reimbursement depending
on the procedure being performed. The percentage of the allowance we will pay is shown along with the amount of payment.

Deductible  - If your dental coverage requires you meet a deductible before we pay toward the services, your deductible
responsibility will be shown in this column.

Amount Over The Allowance - This amount is the difference between what your dental provider is charging you and what
we allow. If your provider is a Contracting Dental provider, this amount is a write off to the provider and is not billable to
you. If your provider does not have a contracting agreement with our Company, this difference becomes your responsibility.
You may contact our Customer Service Center at the number shown on the front of this form to verify whether or not a
provider is Contracting with us.

Insured's Responsibility - Based on the information provided at the time of review, we have determined this amount to
be your responsibility. Please be aware this amount may change if services not predetermined are billed, other dental or
medical services are billed prior to these services, or charges are different than those predetermined.

Your dental provider has sent a predetermination to us to review upcoming services for possible benefits. Please review
the results of this predetermination carefully, as it provides you with information about your financial responsibility following
the services. Below is an explanation of the information shown on the front side of the form.




