MEMBER DENTAL CLAIM FORM

HEADER INFORMATION
1. Type of Transaction (Mark all applicable boxes)

D Statement of Actual Services D Request for Predetermination/Preauthorization
EPSDT /Title XIX

Please submit claim to:
Dental Claims
P.O. Box 69406
Harrisburg, PA 17106-9406

&1§) WYOMING

An independent licensee of the Blue Cross and Blue Shield Association

2. Predetermination/Preauthorization Number

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

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

PO OLD B R INFORMATION (Fo ance Company Named in #
12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

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

Cwm HE

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

OTHER COVERAGE (Mark applicable box and complete 5-11. If none, leave blank.)

4. Dental? D Medical? D (if both, complete 5-11 for dental only.)

16. Plan/Group Number 17. Employer Name

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

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

PA

N N O
18. Relationship to Policyholder/Subscriber in #12 Above

DSeIf D Spouse D Dependent Child D Other

ORMA
19. Reserve For Future Use

Cw [

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

DSeIf D Spouse I:l Dependent I:l Other

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

9. Plan/Group Number

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

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

21. Date of Birth (MM/DD/CCYY) |22. Gender 23. Patient ID/Account # (Assigned by Dentist)
M F
R ORD O R PRO DED
24. Procedure Date nggrr:f ngfh 27.Tooth Number(s) 28.Tooth | 29. Procedure 29a..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 |:| D (ICD-9 = B; ICD-10 = AB) 31a. Other

12 3 4 5 6 7 8 9 10 11 12 13 14 15 16 |343 Diagnosis Code(s) A c Fee(s)

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 | (Primary diagnosisin“A”) B D 32. Total Fee‘
35. Remarks

AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

38. Place of Treatment

(e.g. 11=office; 22=0/P Hospital) |39. Enclosures (Y or N)

O

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

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.

4

0. Is Treatment for Orthodontics?

D No (Skip 41-42) D Yes (Complete 41-42)

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

X 4

Patient/Guardian Signature

Date

2. Months of Treatment
Remaining:

43. Replacement of Prosthesis

I:I No I:IYes (Complete 44)

44, Date of Prior Placement (MM/DD/CCYY)

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

4

5. Treatment Resulting from

DOccupationaI illness/injury D Auto accident D Other accident

X 4

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

TREATING DENTIST AND TREATMENT LOCATIO

53. | hereby certify that the procedures as indicated by date are in progress (for procedures that require

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

multiple visits) or have been completed.

Signed (Treating Dentist) Date

54. NPI

55. License Number

5

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

6. Address, City, State, Zip Code 56a. Provider

Specialty Code

52. Additional Provider ID 52a. Phone Number 5

( )

7.Phone Number 58. Additional Provider ID

( )
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WYOMING

An independent licensee of the Blue Cross and Blue Shield Association

ATTENTION: Free language assistance services are
available to you. Appropriate auxiliary aids and
services to provide information in accessible formats
are also available free of charge. Call 1-800-442-2376
(TTY: 711) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicién
servicios gratuitos de asistencia linguistica. También
estan disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacion
en formatos accesibles. Llame al 1-800-442-2376
(TTY: 711) o hable con su proveedor.

FE MRERBX], HMTLUAGREREESH
BIR#., WS EREEE WS TEEARTE, L
EERRRIBMEF, BFHE 1-800-442-2376 (TTY:
711) SR IGMREE R, |

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlose Sprachassistenzdienste  zur
Verfugung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung.
Rufen Sie 1-800-442-2376 (TTY: 711) an oder
sprechen Sie mit lhrem Provider.

PAALALA: Kung nagsasalita ka ng Tagalog,
magagamit mo ang mga libreng serbisyong tulong sa
wika. Magagamit din nang libre ang mga naaangkop
na auxiliary na tulong at serbisyo upang magbigay ng
impormasyon sa mga haa-access nha format.
Tumawag sa 1-800-442-2376 (TTY: 711) o makipag-
usap sa iyong provider.

ATTENTION : Si vous parlez Frangais, des services
d'assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-442-2376 (TTY: 711)
ou parlez a votre fournisseur.
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H&3ELICE  1-800-442-2376 (TTY:711) HOo=
H2A5tAHLE ME| A HS

Hu Hu o

ZH 0| E2lot Al L.

LUU Y: Néu ban néi tiéng Viét, chang t6i cung cép
mién phi cac dich vu hé tre ngon nglr. Cac ho tro' dich
vu phu hop dé cung cap thong tin theo cac dinh dang
dé tiép can cling dugc cung cép mién phi. Vui long
goi theo sb 1-800-442-2376 (Nguoi khuyet tat: 711)
ho&c trao d6i véi ngudi cung cap dich vu cia ban.

ATTENZIONE: se parli Italiano, sono disponibili
servizidi assistenza linguistica gratuiti. Sono inoltre
disponibili gratuitamente ausili e servizi ausiliari
adeguati per fornire informazioni in formati accessibili.
Chiama I' 1-800-442-2376 (tty: 711) o parla con il tuo
fornitore.

BHMAMAHWE: Ecnu Bbl roBOpuUTE Ha PYCCKUK, BaMm
AOCTYNHbI 6ecnnaTtHble YCnyrn A3bIKOBOW NOAAEPKKMN.
CooTBeTCTBYIOLME BCMOMOraTernbHble cpeactea U
ycnyru no npegocTaBneHuio  UHgopmauum B
OOCTYNHbIX hopmartax Takke nNpeaocTaBnsalTCA
6ecnnatHo. [lo3BoHnTe no TenedoHy 1-800-442-
2376 (TTY: 711) wnm obpatutecb K CBOEMY
NOCTaBLLUKY YCIyT.

PERHATIAN: Layanan bantuan bahasa gratis
tersedia untuk Anda. Bantuan dan layanan tambahan
yang sesuai untuk menyediakan informasi dalam
format yang mudah diakses juga tersedia gratis.
Hubungi 1-800-442-2376 (TTY: 711) atau hubungi
penyedia layanan Anda.
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YA'AT'EEH: Dii naaltsoos niha nih&jiigii doo shit
bééhdzin da, t'aa jiik’ehgo saad bee akét'ée’ dooleet.
Naaltsoos hoélg holne’igii dooleet t'aa shikaadéét niha
nihaji’igii,tddhadoohaagu.Bee hodiilnih 1-800-442-
2376 (TTY: 711) nashdoot doo niljj’ nihat bééhdzinigii
yahoot'éét.
This Notice is Being Provided as Required by the
Affordable Care Act
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