Dental Services Provider Manual Manual Updated 02/01/09

FORMS

Number Name Revision Date
DHHS 130 Claim Adjustment Form 130 03/2007
DHHS 205 Medicaid Refunds 01/2008
DHHS 931 Health Insurance Information Referral Form 01/2008

Authorization Agreement for Electronic Funds 01/2009
Transfer
DHEC 0762 Children’s Rehabilitative Services Orthodontic 11/2005
Referral Form
DHHS 219-DG | Medicaid Enrollment Data Group Dentist and 07/2006
Attachments (two pages)
DHHS 219-DI | Medicaid Enrollment Data Individual Dentist and 07/2006
Attachments (three pages)
DHHS 214 Prior Authorization Form 06/2008
IRS W-9 Request for Taxpayer Identification Number and 12/1996

Certification (W-9 Form) (three pages)

S.C. Medicaid Dental Program Referral Form for
Broken Appointments

ADA J400 Example Dental Claim Form 2006

ADA J400 Example Dental Claim Form Reporting Third-Party 2006
or Medicare Information

CMS-1500 Example Dental Claim Form 08/2005
Oral and Maxillofacial Surgeons Only

CMS-1500 Example Dental Claim Form Reporting Third-Party 08/2005

and/or Medicare Payments or Denials
Oral and Maxillofacial Surgeons Only

Sample Remittance Advices

Sample ECF for American Dental Association 2006 10/2008
Claim Form

Sample ECF for the CMS-1500 Claim Form 10/2008




I South Carolina Department of Health and Human Services - Claim Adjustment Form 130 I

Prowider Mame: [Plzase use black or blue ink when completng form)

Prowder Address

Provider City , State, Zip: Total paid amount on the crginal claim:
Original CCMN:
Frovider 1D MPI:
Recipient ID
Adjustment Type: COriginator:
() Void (Woid/Replace (JDHHS  (OmMccs (O Provider  (OMIVS

Reason For Adjustment: (Fill One Cnly )

() Insurance payment different than original claim () Medicaid paid twice - void only

() Keying errors () Incorrect provider paid

C- Incorrect recipient billed ['_:l Incorrect dates of service paid

[__} YVoluntary provider refund due to health insurance (] Frovider filing error

[_-} Voluntary provider refund due to casualty {:j IMedicare adjusted the claim

C- Voluntary provider refund due to Medicare l‘:;‘l Other

Foar Agency Use Only Analyst 1D:

() Hospital/Office Visit included in Surgical Package
() Independent lab should be paid for service () Web Tool error

() Assistant surgeon paid as primary surgeon () Reference File error

() Multiple surgery claims submitted for the same DOS () MCCS processing error

() MMIS claims processing error () Claim review by Appeals
() Rate change

Comments

Signature: Date:

Phone;

I DHHS Form 130 Revision date: 03-13-2007 '



South Carolina Department of Health and Human Services
Form for Medicaid Refunds

Purpose: This form is to be used for all refund checks made to Medicaid. This form gives the information needed to properly
account for the refund. If the form is incomplete, the provider will be contacted for the additional information.

Items 1, 2 or 3, 4, 5, 6, & 7 must be completed. Attach appropriate document(s) as listed in item 8.

1. Provider Name:

2. Medicaid Legacy Provider # I:I I:I I:I I:I I:I I:I

(Six Characters)

o v JOIOOOOOOON & axenemy LIOCIOO IO
4. Person to Contact: 5. Telephone Number:

6. Reason for Refund: [check appropriate box]

D Other Insurance Paid (please complete a — f below and attach insurance EOMB)

Group Name/Group:
Amount Insurance Paid:

a Type of Insurance: ( ) Accident/Auto Liability ( ) Health/Hospitalization
b Insurance Company Name

c Policy #:

d Policyholder:

e

f

1 Medicare
() Full payment made by Medicare
() Deductible not due
() Adjustment made by Medicare

| Requested by DHHS (please attach a copy of the request)
D Other, describe in detail reason for refund:

7. Patient/Service ldentification:

Patient Name Medicaid 1.D.# Date(s) of Amount of Amount of
(10 digits) Service Medicaid Payment Refund

8. Attachment(s): [Check appropriate box]
1 Medicaid Remittance Advice (required)
H Explanation of Benefits (EOMB) from Insurance Company (if applicable)
H Explanation of Benefits (EOMB) from Medicare (if applicable)

|:| Refund check

Make all checks payable to: South Carolina Department of Health and Human Services
Mail to: SC Department of Health and Human Services

Cash Receipts

Post Office Box 8355

Columbia, SC 29202-8355

DHHS Form 205 (01/08)



SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID HEALTH INSURANCE INFORMATION REFERRAL FORM

Provider or Department Name: Provider ID or NPI:

Contact Person: Phone #: Date:

| ADD INSURANCE FOR A MEDICAID BENEFICIARY WITH NO INSURANCE IN THE MEDICAID
MANAGEMENT INFORMATION SYSTEM (MMIS) - ALLOW 25 DAYS

Beneficiary Name: Date Referral Completed:
Medicaid ID#: Policy Number:
Insurance Company Name: Group Number:

Insured's Name: Insured SSN:

Employer's Name/Address:

1 CHANGES TO AN INSURANCE RECORD THAT IS IN THE MMIS - MIVS SHALL WORK WITHIN 5
DAYS

a. beneficiary has never been covered by the policy — close insurance.

b.  beneficiary coverage ended - terminate coverage (date)

c. subscriber coverage lapsed - terminate coverage (date)

d. subscriber changed plans under employer - new carrier is

- new policy number is

e. beneficiary to add to insurance already in MMIS for subscriber or other family member.

(name)

ATTACH A COPY OF THE APPROPRIATE DOCUMENTATION TO THIS FORM.

Submit this information to Medicaid Insurance Verification Services (MIVS).
Fax: or Mail:

803-252-0870 Post Office Box 101110
Columbia SC 29211-9304

111 NEW POLICY NUMBERS FOR INSURANCE IN THE MMIS WITH THE SUBSCRIBER SSN
(SCDHHS is collecting new unique policy numbers and plans to replace existing insurance records through MMIS
online modification as computer resources are available.)

Medicaid Beneficiary 1D: SSN:

Carrier Name/Code: New Unique Policy Number:

Submit this information to South Carolina Department of Health and Human Services (SCDHHS).
Fax: or Mail:
803-255-8225 Post Office Box 8206, Attention TPL
Columbia, SC 29202-8206

DHHS 931 - Updated January 2008




South Carolina
Department of Health and Human Services
Electronic Funds Transfer (EFT) Authorization Agreement

PROVIDER INFORMATION

Provider Name

Medicaid Provider Number

Provider NPl Number

Provider Address

City State Zip

BANKING INFORMATION {Please include a copy of the electronic deposit information on bank

letterhead. This is required and the information will be used to verify your bank account information).

Financial Institution Name

Financial Institution Address

City State Zip

Routing Mumber (nine digit)

Account Number

Type of Account (check one) DChecking DSavings

| (we) hereby authorize the Department of Health and Human Services to initiate credit entries and
to initiate, if necessary, debit entries for any credit entries in error to my account indicated below and
the financial institution named below, to credit and/or debit the same to such account. These credit
entries will pertain only to the Depariment of Health and Human Services payment obligations
resulting from Medicaid services rendered by the provider.

| (we) understand that credit entries to the account of the above named payee are done with the
understanding that payment will be from federal and/or state funds and that any false claims,
statements or documents or concealments of a material fact, may be prosecuted under applicable
federal or state laws.

| (we) certify that the information shown is correct. | (we) agree to provide thirty (30) days written
notice to the address shown below prior to revoking or revising this authorization.

Contact Name: Phone Number:

Signed {Signature)
{Print)

Title Date

All EFT requests are subject to a 15-clay pre-certification period in which all accounts are verified by
the qualifying financial institution before any Medicaid direct deposits are made.

RETURN COMPLETED FORM TQ:

Department of Health and Human Services
Medicaid Provider Enroliment
P.O. BOX 8809, COLUMBIA, S.C. 29202-8809
FAX (803) 699-8637

EFT/Revised 01/09



- }
Children's Rehabilita;ive Services
Orthodontic Referral Form
Patient's Mame Date of Birth Name of Parent/Guardian
Address City/State/Zip Phone #

Have the child position their teeth in the centric position. Record all measurements in the order given and
round off to the nearest millimeter [mm).

Score all conditions listed.
1. Owerjel in milimeters.....(class I's only / positive numbers omly) ... ...

2. Overbite in milimelers...(positive MUATBEIS DY) - ..o..ooeee e

3. Reverse or Megative Overjet in millimeters .. {Class iil's ONLY)............Number _____ mmx 5=
4. Anterior open bite inmilimeters. ... MNumber _ mmxd=
5 Number of Radiographically Documented impacted Teeth ... Number of feeth ____ x 5=
*Crowded or blocked out teeth do nol count®

Ga. Moderale crowding (<6 nﬁlﬁm.lﬂrs} 2 points per arch...............Numberof Arches _ x2=
6b. Severe crowding (=6 millimeters) 4 points per arch ..., MNumber of Arches . x4 =

. 7a. Tolal Number of ieeth (upper & lower) in anterior crossbite .......... Number ofteeth ___ x2=
b, Total Number of teeth {upper & lower) in posterior crossbite. . Numberofteeth ¢ 2=
8. Habits affecting arch development {Specifl) ... o2 pINLS
TOTAL

Other Comments

The South Caraling CRS Program sets 35 poirts as the minemiim
necessary 10 be consideted for orthodontic reatment by the

programm. include fgh qualfy facial and inlra-oral photographs

with aif refarrats. It impacted tesih are reported, then alse inciuge g Nature of Refarting Dentist or Orthodonfist Date
radfographic docirmentalion. Some unususl siivalions may exist

when children do rot meet the 38-paint minimum yet thelr condlion ( 1
represents @ very serogs prablemn_ In such cases, the referring Frint narme Phone Number

crtferdontic! o dentic! showd docurment (he unigue circumsiances

(especiaily any disproportionaie skeletal growth patiem) and include
justification in the *Cther Comments® saction above, along with

photegraphs and radiograchic documentation. Children refered o Addness

the GRS Frogram shouwld take the completed form and supporting
dacyurnentanon o the nearest hoolth departrent lo complete 8 CRS

FProgram application. The CRE program will determine eligibiliy.

EHEC OTEE (1182005) . SOUTH CAROLINA DEPARTMENT OF HEALTH AND ENVIRONMENTAL CONTROL



South Carolina Forward completed formto: Medicaid Provider Enroliment
Department of Health and Human Services Post Office Box 8809

Columbia, South Carolina 25202-8809
MEDICAID ENROLLMENT DATA
GROUP DENTIST

ERLNEET A ARE FOR AGENCY USE ONLY AND NO INFORMATION SHOULD BE ENTERED BY THE MEDICAID PROVIDER.
ITEMS IN BOLD CAPITALS MUST BE COMPLETED OR THIS FORM WILL BE RETURNED TO YOU.
ITEMS MARKED WITH AN ASTERISK (*) SHOULD BE COMPLETED BASED ON THE CODES LISTED ON THE BACK OF THIS FORM.

Medicaid No 2 Provider Type 4 Sort Ke

| HNNNNNRERENEER

3 NAME OF GROUP

5 Tax Payer Identification Name (If different from group name)

Physical Location Address
7 NUMBER AND STREET

0 STATE 11 ZIP + 4

9 CITY
O L L HTT

Payment Address (If different from mailing address)
6 In care of, Attention, Building Name, etc.

8 Number and Street, PO Box or Routs No.

3 STATE 14 ZIP +4

12 City
(T L LT

15 CGUNTY’ 16 TELEPHONE {INCLUDE AREA CODE) 17 IRS EMPLOYER ID NO. 18 Medicare No.

(LD P Ly

19 Type Ownership 2n EC Indicator 21 PRACTICE LW R VSN 27 Enroll Status Fﬂﬁ

24 LIST NAMES AND SC MEDICAID INDIVIDUAL PROVIDER NUMBER of all practitioners who participate in your group.
Medicaid provider numbers are not required for practitioners for whom an Individual Provider Enrollment Form is attached.
Practitionar Name Medicaid Number Practitioner Name Medicaid Number

25 CLIA Number Cert Type® 26 NPIN 27 NPIISSUE DATE

(T [ (LTI [T

Attach Copy of CMS CLIA Certificate

Effective Date Expiration Date
IH T T
28 TAXONOMY CODE Taxonomy Code Taxonomy Code

ATTENTION: A statistically valid random sampling technique with extrapolation may be uzed for determining overpaymentsiunderpayments to medical providers.

I certify that T have read the conditions of participation and payment on the reverse side of this form, that Tunderstand and agree to the conditions
of participation an the reverse side of this form, that the enroliment information | have fumnished is true, accurate, and complete and that | will report
any change affecting my enrollment. | further certify that | will obtain authorization from each Medicaid patient to release to SCOHHS medical
information necessary for pracessing Medicaid claims.

Signature and Title of Authorized Agent: Date
A facsimile stamp is not acceptable.

DHHS Form 2158-DG (July 2006)
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AS A CONDITION OF PARTICIPATION AND PAYMENT, | UNDERSTAND AND AGREE;

That this agreement shall not be assigned or
transferrad.

That upon acceptance of this agresment, the
South  Carolina Department of Healh and
Human Services (SCDOHHS) will issue a
Medicaid provider number, which must be used
in filing all claims.

That services shall be provided fo Medicaid
recipients in compliance with Title VI of the Civil
Rights Act of 1964, Section S04 of the
Rehabilitation Act of 1973, as amended, and the
Age Discrimination Act of 1973 and any
requlations promulgated pursuant to any of these
Acts.

In accordance with Title VI of the Civil Rights Act
of 1964 (42 U.5.C. 2000 et s2g.) and regulafions
pursuant thereto, (45 CFR Part 80, 1996 as
amended). In accordance with Title W1 of the
Civil Rightz Act of 1964 (42 U.S.C. 2000 gt. seq.)
and itz implementing regulation at 45 CFR Part
80, the provider must take adequate steps fo
ensure that persons with limited English skills
receive free of charge the language assistance
necessary fo afford them meaningful and equal
access to the benefiis and services provided
under thiz agreement.

That adeguate and comect fiscal and medical
records shall be kept fo disclose the extent of
services renderaed and fo assure that claims for
funds are in accordance with all applicable laws,
regulations, and policies.

That all fizcal and medical records shall be
retained for a period of three {3) years after last
payment was made for gervices rendered. If amy
litigation, claim, audit, or other acfion invelving
the records has been initiated pror fo the
expiration of the three (3) years, the records
shall ke retained until completion of the action
and resolution of all issues which arize from it or
until the end of the three (3) year period,
whichever is later.

That, for the purposes of reviewing, copying, and
reproducing documents, access shall be allowed
to all records concerning services and payment
under this agreement to the SCDHHS, the State
Auditor's Office, the South Carclina Attorney
General's Office, the Depariment of Health and
Human Services andfor their designse during
normal business hours.

That wupon request,  information must  be
fumished regarding any claim for payment fo the
SCDHHS.

That reguests for reimbursement for services
shall reflect any third party payment received
and that any payment received subseguent fo
claims filing shall be reported.

That Medicaid will reimburzs the co-insurance
andlor deductible portions (cost sharing) of
Medicare claims for recipients  with  both
coverages only if the provider accepts Medicars
assignment. Cost sharing is limited by the
Medicaid allowed amount for the service.

That Madicaid reimburzement is always mads to
the provider of services and that the recipient
shall not be biled pending receipt of such
payment.

That Medicaid reimburzement iz payment in full
and that the provider shall not bill, request,
demand, solicit, or in any manner receive or
accept payment from the recipient or any other
person, family member, relative, organization or
entity for care or services to a recipient/patient
except as may otherwise be allowsd under
Federal regulations or in accordance with
SCDOHHS policy.

=

That this statement applies only to thosse
recipients for whom Medicaid claims are filed
and that it in no way reguirez that the provider
render services to any Medicaid recipient.

Either party may terminate this agresment upon
providing the cther party with thirty {30) days
written notice termination.  Such  termination
shall be sent by Cerified Mail, Refum Receipt
Requested, and be effective thirty (30) days after
the date of receipt.

That the provider ghall disclose full and complete
information  as  to ownership,  businsss
fransactions, and criminal activity in accordance
with 42 CFR 455.104 through 455106 (1283).
Furthermors, the provider shall discloze any
felony convictions under Federal or State law in
accordance with 22 CFR 1001.101 Subpart B
through 1001.1701 Subpart C {1999).

That, for any dispute arising under this
agreement, the provider shall have as his sole
and exclusive remedy the right fo request a
hearing from SCOHHS within thirty (30) calendar
days of the Commission action which he
believes himself aggrieved. Such procesdings
shall be in accordance with SCOHHS appeals

procedures and S.C. Code Ann. 1-23-310 st

s2g. (1978, as amended). Judicial review of any
final agency adminisirative decision shall be in
accordance with S.C. Code Ann. 1-23-380
{1976, as amended).

That the provider shall safeguard the uze and
disclogure of information concerning applicants
for or recipients of Title XX (Medicaid) services
in accordance with £2 CFR Part 431 Subpanrt F
{1981}, SHHSFC’s regulation R.126-170, et seg,
Code of Laws of South Carclina (1976) YVolume
27 a= amended, and all applicable State laws
and regulations.

That none of the funds provided under this
agreement shall be used for any partisan palitical
activity, or to further the election or defeat of any
candidate for poltical office, or otherwise in
violation of the "Hatch Act”.

That all services rendered and claims submitted
shall ke in compliance with all applicable federal
and state laws and regulations and in
accordance with SCOHHS policies, procedures,
and Medicaid Provider Manuals.

That all information provided on the Medicaid
enrollment form is incorporated as a part of this
agreement.

That the provider shall be held personally ligble
for all claims submitted by him or on his behalf
as evidenced by his endorsement of his
Medicaid reimbursement check.

That Medicaid reimbursement (payment of
claims) is from state and federal funds and that
any falsification (false claims, statement or
documents) or concealment of material fact may
be prosecuted under applicable state and federal
laws.

That the provider must comply with all
requirements of the Americans with Disabilities
Act of 1950 (ADA), as applicable.

That the provider shall comply with all terms and
conditions of the Drug Free Workplace Act, 5.C.
Code Ann. Section 44-107-10 et 2eq (15976, as
amended) if this agreement iz for a stated or
estimated wvalue of Fifty Thousand Deollars or
more.

That in accordance with 31 U.S.C. 1352, funds
received through this agresment may not be
expended to pay any person for influencing or
attempting to influence an officer or employee of
any agency, a Member of Congress, an officer or

employee of Congress, or an employee of a
Member of Congress in conneclion with any of
the following covered Federal actions: the
awarding of any Federal contract, the making of
any Federal grant, the making of any Federal
lpan, the entering intc of any cooperative
agresment, and the extension, continuation,
renewal, amendment, or modification of any
Federal contract, grant, lean, or cooperafive
agresment. This restriction is applicable to all
contractors and subconfractors.

The  Health Insurance  Portability and
Accountakbility Act  (HIPAA)  Adminisirative
Simplification: Standard Unigue Health |dentifier
for Health Care Providers regulations (42 CFR
165 Subparts & & D), states that all covered
entities: health plans, health care
clearinghouses, and those health care providers
who fransmit any health information in electronic
form in connection with a standard transaction
must use the identifier obtained from the
Mational Plan and Provider Enumeraficn System
(NPPES) no later than May 23, 2007.

Pursuant to the Standard Unique Health
Identifier regulations (42 CFR 165 Subparts & &
D), and if the provider is a covered health care
provider as defined in 42 CFR §162 402, the
provider agrees to disclose itz MPI to SCOHHS
once cbtained from the NPPES. Provider alzo
agress to use the WPl it cbtained from the
MPPES to identify itself on all standard
tranzactions that it conducts with SCOHHS.

COUNTY CODES (ITEM 15)

Abbeville Greenwood

02 Ajken 25 Hampton
03  Allendale 26 Homy
04 Anderzon 27 Jasper
05 Bamberg 28 Kershaw
08  Barnwell 29  Lancaster
07 Beaufort 30 Laurens
02 Berkeley 3 Lese
05 Calhoun 32  Lexington
10 Charleston 33 McCormick
11 Cherckes 24 Marion
12 Chester 35 Marlboro
13  Chesterfield 36 Mewberry
14 Clarendon 37 Cconse

5  Coleton 37 Orangeburg
18  Darlington 39 Pickens
17 Dillon 40 Richland
18 Dorchester 41 Saluda
1% Edgefield 42 Spartanburg
20 Fairfield 43 Sumter
21 Florence 44 Union
22 Georgetown 45 Williamsburg
23 Greenville 46 York

B0 Georgia within SC Sve. Area

B1 Georgia cutside SC Swve. Area

E2  Morth Carolina within SC Service Area
E3 Morth Carolina outside SC Service Area
64  Other

PRACTICE SPECIALTY (ITEM 21)

03
33
43
66
EN
PE

Dentistry

Orthodontics
Pedodontics
Oral Surgery
Endodontist
Periodontist

CLIA (ITEM 25)

s—HTITOR

Accraditation
Complance
FPMP
Registration
Partial Accredited
Waiver

Agreement — July 2008
DG



South Carolina Forward completed form to: Medicaid Provider Enroliment
Department of Health and Human Services Post Office Box 8809
Columbia, South Carolina 29202-8809

MEDICAID ENROLLMENT DATA
INDIVIDUAL DENTIST
ARE FOR AGENCY USE ONLY AND NO INFORMATION SHOULD BE ENTERED BY THE MEDICAID PROVIDER.

ITEMS IN BOLD CAPITALS MUST BE COMPLETED OR THIS FORM WILL BE RETURNED TO YOL.
ITEMS MARKED WITH AN ASTERISK (*) SHOULD BE COMPLETED BASED ON THE CODES LISTED ON THE BACK OF THIS FORM.

edcand No 2PI'Vi[hI’T}'|]e : 0 e

[ald] | INERNRENEEE

3 PROVIDER'S NAME

5 Tax Payer ldentification Name

Physical Location Address
7 NUMBER AND STREET

10 STATE 11 ZIP + 4

8 CITY

Payment Address (If different from mailing address)
5 In care of, Attention, Building Name, etc.

8 Number and Street, PO Box or Route No.

12 City 13 STATE 14 ZIP +4 15 COUNTY™

e e e |

16 TELEPHONE (INCLUDE AREA CODE) 18 _IRS EMPLOYER ID NO. SOCIAL SECURITY NO. 19 MEDICARE ID NO.

(LD L L Jer [ L] L[] L]

*List in Field 5 the Tax Fayer Name that mateh Td¥ in Field 18"

20 EC Ind. 21 LICENSE NO. 22 LICENSE ISSUE DATE 23 STATELIC. BOARD"
LD LEHIHT L
25 PRIMARY SPECIALTY* 26 Secondary Specialty* |27 Group Numbers

If @ member of a PA, enter ID number assigned by Medicaid.

28 Enroll Status oll Date 30 CLIA Number Cert Type*

Attach Copy of CMS CLIA Certificate
31 NPI NO. 32 NPIISSUE DATE Effective Date Expiration Date

33 TAXONOMY CODE Taxonomy Code Taxonomy Code

ATTENTION: A statistically valid random sampling technique with extrapolation may be used for determining overpaymentsiundsrpayments to medical providers.

[ certify that T have read the conditions of participation and payment on the reverse side of this form, that T understand and agres to the conditions
of participation on the reverse side of this form, that the enrollment information | have furnished is true, accurate, and complete and that | will report
any change affecting my enrollment. | further cerify that | will obtain authorization from each Medicaid patient to release to SCOHHS medical
information necessary for processing Medicaid claims.

Signature and Title of Authorized Agent: Date

A facsimile stamp is not acceptable.

DHHS Form 219-D1 (July 2008)
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AS A CONDITION OF PARTICIPATION AND PAYMENT, | UNDERSTAND AND AGREE;

That thiz agresment shall not be assigned or
transferred.

That upon acceptance of this agreement, the
South Carolinag Depariment of Health and
Human Services (SCDHHS) will issue a
Medicaid provider number, which must be used
in filing all claims.

That services shall be provided fto Medicaid
recipients in compliance with Title W1 of the Civil
Rights Act of 1984, Seclion 504 of the
Rehabilitation Act of 1973, as amendead, and the
Age Discrimination Act of 1375 and any
requlations promulgated pursuant to any of
these Acts.

In accordance with Title VI of the Civil Rights
Act of 1984 (42 US.C. 2000 et seg) and
requlations pursuant thersto, (45 CFR Part 80,
1896, as amended). In accordance with Title V1
of the Civil Rights Act of 1964 (42 U.S.C. 2000
2t zeq.) and itz implementing regulation at £5
CFR Part 80, the provider must take adequate
steps to ensure that persong with limited English
skills receive free of charge the language
assistance necessary to afford them meaningful
and equal access fo the benefils and services
provided under this agreement.

That adequate and correct fiscal and medical
records shall be kept fo discloze the extent of
services rendered and to assure that claims for
funds arz in accordance with all applicabile laws,
regulations, and policies.

That all fizcal and medical records shall be
retained for a period of three (3) years after last
payment was made for services rendered. If
amy liigation, claim, audit, or other action
imvalving the records has besn initiated prior to
the expiration of the three (3) years, the records
shall be retained until completion of the action
and resclution of all issues which arise from it or
until the end of the three (3) year period,
whichever is later.

That, for the purposes of reviewing, copying,
and reproducing documents, access shall be
allowed to all records conceming ssrvices and
pavment under this agreement fo the SCDHHS,
the State Auditor's Office, the Scuth Carclina
Attorney General's Office, the Depariment of
Health and Human Services andfor their
designee during normal business hours.

That upon reguest, information must be
furnished regarding any claim for payment fo
the SCDHHS.

That reguests for reimbursement for services
shall reflect any third party payment received
and that any payment received subssguent to
claims filing shall be reporied.

That Medicaid will reimburse the co-insurance
andfor deductible portions (cost sharing) of
Medicare claims for recipients with  both
coverages only if the provider accepts Medicare
assignment. Cost sharing is limited by the
Medicaid allowsd amount for the service.

kg

That Medicakd reimbursement is always made
o the provider of services and that the recipient
shall not be billed pending receipt of such
payment.

That Medicaid reimbursement iz payment in full
and that the provider shall not Lill, request,
demand, solicit, or in any manner receive or
accept payment from the recipient or any other
perzon, family member, relative, organization or
entity for care or ssrvices fo a recipient'patient
except as may otherwise be allowed under
Federal regulations or in accordance  with
SCDHHS policy.

That this statement applies only to those
recipients for whom Medicaid claims are filed
and that it in no way requires that the provider
render gervices to any Medicaid recipient.

Either party may terminate this agreement upon
providing the other party with thirty (30) days
written notice termination.  Such termination
shall be sent by Certified Mail, Return Receipt
Requestad, and be effective thirty (30} days
after the date of receipt.

That the provider shall disclose full and
complete information as to ownership, business
fransactions, and criminal activity in accordance
with 42 CFR 455.104 through 435106 (1599).
Furthermore, the provider shall disclose any
felony convictions under Federal or State law in
accordance with £2 CFR 1001.101 Subpart B
through 1001.1701 Subpart C {1999).

That, for any dispute arising under this
agreement, the provider shall have as his sole
and exclusive remedy the right to request a
hearing from SCOHHS  within thirty (30}
calendar days of the Commission action which
he believes himzelf aggrieved. Such
proceedings  shall be in accordance  with
SCDHHS appeals procedurss and S5.C. Code
Ann. 1-23-310 et. seq. (1976, as amended).
Judicial review of any final agency
administrative decision shall be in accordance
with S.C. Code Ann. 1-23-380 (1978, as
amended).

That the provider shall safeguard the use and
dizclosure of information coneerning applicants
for or recipients of Title X1X (Madicaid) services
in accordance with 42 CFR Part 421 Subpart F
(1991), SHHSFC's regulation R.12E6-170, et
2eq., Code of Laws of Scuth Carglina {1978)
Volume 27 as amended, and all applicable
State laws and regulations.

That none of the funds provided under this
agreement shall be used for any parisan
political activity, or to further the election or
defeat of any candidate for political office, or
otherwise in violation of the "Hatch Act™

That all services rendered and claims submitted
shall be in compliance with all applicable federal
and state laws and regulations and in
accordance with SCOHHS policies, procedures,
and Medicaid Provider Manuals.

=

That all informafion provided on the Medicaid
enroliment form iz incorporated as a part of this
agresment.

That the provider shall be held persenaly lizble
for all claims submitted by him or on hig behalf
as evidenced by his endorzement of his
Medicaid reimburzement check.

That Medicaid reimbursement (payment of
claims) iz from state and federal funds and that
any falsification (falze claims, statement or
documents) or concealment of material fact may
be prosecuted wunder applicable state and
federal laws.

That the provider must comply with all
reguirements of the Americans with Disabilities
Act of 1990 (ADA), as applicable.

That the provider shall comply with all terms and
conditions of the Drug Fres Workplace &cf, S.C.
Code Ann. Section 44-107-10 et seq. (1976, as
amended) if this agreement is for a stated or
estimated walue of Fifty Thousand Dollars or
more.

That in accordance with 31 U.S.C. 1352, funds
received through this agreement may not be
expended fo pay any person for influsncing or
attempting fo influence an officer or employes of
any agency, a Member of Congress, an officer
or employes of Congress, or an employse of a
Member of Congress in connection with any of
the following covered Federal actions: the
awarding of any Federal contract, the making of
any Federal grant, the making of any Federal
lcan, the entering info of any cooperative
aagreement, and the extension, continuation,
renewal, amendment, or modification of any
Federal contract, grant, loan, or cooperative
agreement. This resfriction iz applicable to all
contractors and subcentractors.

The Health Insurance  Portabilty  and
Accountability Act (HIPAA)  Administrative
Simplification: Standard Unigue Health

Identifier for Health Care Providers regulations
(42 CFR 165 Subparizs A & D), states that all
coversd entities:  health plans, health care
clearinghcuses, and those health care providers
who transmit any health information in electrenic
form in connection with a standard fransaction
must use the identifier obtained from the
Mational Plan and Provider Enumeration
System {(NPPES) no later than May 23, 2007.

Pursuant fo the Standard Unigue Health
Identifier regulations (42 CFR 165 Subparts A &
D), and if the provider is a coversd health care
provider as defined in 42 CFR §162.402, the
provider agrees to dizclose its MPI to SCDHHS
once obiained from the MPRPES. Provider also
agrees to use the NP1 it obtained from the
MPPES to identify itsef on all standard
transactions that it conducts with SCDHHS.

Agreement — May 2006



|[COUNTY CODES (ltem 15) |

01
02
03
04
05
06
o7
08
09
10
11
12
13
14
15
16
17
18
19
20
21
22
23

G0
61
62
63
G4

Abbeville 24 Greenwood
Alken 25  Hampton
Allendale 26 Horry
Anderson 27 Jasper
Bamberg 28  Kershaw
Barnwell 29 Lancaster
Beaufort 30 Laurens
Berkeley 31 Lee
Calhoun 32 Lexington
Charleston 33 McCormick
Cherokee 34 Marion
Chester 35 Marlboro
Chesterfield 36 Newberry
Clarendon 37 Oconee
Colleton 38 Orangeburg
Darlington 39  Pickens
Dillon 40 Richland
Dorchester 41 Saluda
Edgefield 42  Spartanburg
Fairfield 43 Sumter
Florence 44 Union
Georgetown 45 Williamsburg
Greenville 46 York

Georgia within SC service area
Georgia outside SC service area

MNorth Carolina within SC service area
North Carolina outside SC service area
Other

|STATE LICENSE BOARD (ltem 23)

01
02
03
04
05
06
07
08
09
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26

PRIMARY & SECONDARY SPECIALTY

(Item 25 & 26)

08

35

43

G6

EN

PE

Dentistry

Orthodontics
Pedodontics
Oral Surgery
Endodontist

Periodontist

DI (May 2006)

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Florida
Georgia
Hawaii
Idaho
lllinois
Indiana
lowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana

27 Nebraska
28 Nevada

29  New Hampshire

30  New Jersey
31 New Mexico
32 New York

33 North Carolina
34 North Dakota
35 Ohio

36 Oklahoma

37 Oregon

358  Pennsylvania
39 Rhode Island
40  South Carolina
41 South Dakota
42  Tennessee
43 Texas

44 tah

45  Vermont

46 Virginia

47  Washington
48  West Virginia
49  Wisconsin

50 Wyoming

51 Canada

[CLIA (Item 30)

A

C

P

Accreditation
Compliance
PPMP
Registration
Partial Accredited

Waiver



MAIL TO: DEPT. OF HEALTH AND HUMAN SERVICES, P. O. BOX 8206, COLUMBIA, S. C. 29202-8206

PRIOR AUTHORIZATION 1

CLAIM CONTROL NUMBER (DO NOT WRITE IN THIS SPACE)
TYPEWRITER ALIGNMENT
[ ] [ J ® ® ® [ ® ® ® ® [ ] Y
[ PROVIDER INFORMATION \
PROVIDERS NAME NP1 OWN REFERANCE # DATE SUBMITTED
l | 1l [
2 3 4 5 1 [ j
STREET ADRESS
6
CITY/ STATE/ZIP NAME AND CITY OF MEDICAL PROVIDER PRIOR AUTHORIZATION #
\U | | o I
f RECIPIENT INFORMATION
RECIPIENT NAME (FIRST, MIDDLE INITIAL, LAST) RECIPIENT ID NUMBER BIRTH DATE

i | L

_J\

K‘O

(’ SERVICE TYPE OF REQUESTED _ EPSDT _ ( ALLOWED N\
INDICATOR  SERVICE CODE MODIFIER SALE #BILLINGS REFERRAL PROPOSED CHARGE AUTHORIZED 4 BILLINGS DELETE
[}
W] | el e ] el Jel ]l el = 2
1| SERVICE NAME TOOTH# TOOTH SURFACES AUTHORIZED CHARGE EXPIRATION DATE

| Jasl Lo ] . Pl ]

SERVICE TYPE OF REQUESTED _EPSDT ALLOWED
INDICATOR  SERVICE CODE MODIFIER SALE #BILLINGS REFERRAL PROPOSED CHARGE AUTHORIZED 4 BILLINGS DELETE

33[ 734 I

TOOTH# TOOTH SURFACES

A | ' L
41 42 : 43 : :

L T 1|« ][] w ]

AUTHORIZED CHARGE EXPIRATION DATE

29| I30I I 31 I I32l I

] SERVICE NAME

39| I 40[

SERVICE TYPE OF REQUESTED  EPSDT

s REVIEWED BY (FOR DEPARTMENT USE ONLY)

ALLOWED
INDICATOR  SERVICE CODE MODIFIER SALE #BILLINGS REFERRAL PROPOSED CHARGE AUTHORIZED  # BILLINGS DELETE
]
44[ I 45[ 46 I |47 | I 4a| I49 sol i | 511 I 52| I 53
i SERVICE NAME TOOTH # TOOTH SURFACES AUTHORIZED CHARGE EXPIRATION DATE
1] 1 1
54 I I 55[ |5s[ 57 : SBL ' i
SERVICE TYPE OF REQUESTED _ EPSDT ALLOWED
INDICATOR  SERVICE CODE MODIFIER SALE ¥BILLINGS REFERRAL PROPOSED CHARGE AUTHORIZED  # BILLINGS DELETE
1
59[ —l eol 61 I |62 I I ssl |s4| lesL i I 66 67 68
4 SERVICE NAME TOOTH # TOOTH SURFACES AUTHORIZED CHARGE EXPIRATION DATE
] : ) )
69 70 71 72 i 73 1 :
SERVICE TYPE OF REQUESTED _ EPSDT ALLOWED
INDICATOR  SERVICE CODE MODIFIER SALE #BILLINGS REFERRAL PROPOSED CHARGE AUTHORIZED  # BILLINGS DELETE
1
74 l | 75 I 76 I ] 77 [ I 78[ |79| I eoL : ] 81 82 83
5| SERVICE NAME TOOTH# TOOTH SURFACES AUTHORIZED CHARGE EXPIRATION DATE
1] 1 ]
\[8¢ ] ssl Iasl | ) 87 : ael i i l

BUCCAL

IUC:AL
Cross (X) Missing Teeth

X

DOCUMENTATION TOTAL LINES
ATTACHED ENTERED

TOTAL PF\OPOSED
ARGES

TOTAL AUTHORIZED
CHARGES

ol Jo

92 '

-

J

EXPLAIN MEDICAL NECESSITY FOR EACH PROCEDURE BELOW )

X

s« PROVIDERS SIGNATURE
DHHS FORM 214 (4/97) REVISED (6/08) Replaces DSS Form 3204 (1-79) which may be used until exhausted.



o V-9

(Rev. January 2003)

Department cof the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

Give form to the
requester. Do not
send to the IRS.

Name

2.

Business name, if different from above

Individual!

Check appropriate box: D Sole proprietor D Corporation

Exempt from backup

|:| Partnership |:| Other » D withholding

Address (number, street, and apt. or suite no.)

Print or type

Requester's name and address (optional)

City, state, and ZIP code

List account number(s) here (optional)

See Specific Instructions on page

Taxpayer ldentification Number (TIN)

Enter your TIN in the approprate box. For individuals, this is your social security number (SSN).
However, for a resident alien, sole proprietor, or disregarded entity, see the Part | instructions on ‘ | + | + | ‘ |
page 3. For other entities, it is your employer identification number (EIN). If you do not have a number,

see How to get a TIN on page 3.

Note: if the account is in more than one name, see the chart on page 4 for guidefines on whose number

fo enter.

Social security number

ar

Employer identification number

| 4[]

m Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and

2. lam not subject to backup withholding because: (a) | am exempt from backup withholding, or (b} | have not been notified by the Internal
Revenue Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has

notified me that | am no longer subject to backup withholding, and

3. lama U.S. person (including a U.S. resident alien).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

provide your correct TIN. {See the instructions on page 4.)

Sign Signature of
Here U.S. person P

Date 0

Purpose of Form

A person who is required to file an information return with
the IRS, must obtain your correct taxpayer identification
number (TIN) to report, for example, income paid to you, real
estate transactions, mortgage interest you paid, acquisition
or abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding,
or

3. Claim exemnption from backup withholding if you are a
U.S. exempt payee.

Note: /f a requester gives you a form other than Form W-9
to request your TIN, you must use the requester’s form if it is
substantially sirmilar to this Form W-9.

Foreign person. If you are a foreign person, use the
appropriate Form W-8 (see Pub. 515, Withholding of Tax on
Nonresident Aliens and Foreign Entities).

Nonresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption from U.S. tax on certain types of income,
you must attach a statement that specifies the following five
iterns:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien.

2. The treaty article addressing the income.

3. The article number {(or location) in the tax treaty that
contains the saving clause and its exceptions.

4. The type and amount of income that qualifies for the
exemption from tax.

5. Sufficient facts to justify the exemption from tax under
the terms of the treaty article.

Cat. No. 10231X

Form W-9 (Rev. 1-2003)



Form W-9 (Rey. 1-2003)

Page 2

Example. Article 20 of the U.S.-China income tax treaty
allows an exemption from tax for scholarship income
received by a Chinese student temporarily present in the
United States. Under U.S. law, this student will become a
resident alien for tax purposes if his or her stay in the United
States exceeds b calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated April 30,
1984) allows the provisions of Article 20 to continue to apply
even after the Chinese student becomes a resident alien of
the United States. A Chinese student who qualifies for this
exception (under paragraph 2 of the first protocol) and is
relying on this exception to claim an exemption from tax on
his or her scholarship or fellowship income would attach to
Form W-9 a statement that includes the information
described above to support that exemption.

If you are a nonresident alien or a foreign entity not
subject to backup withholding, give the requester the
appropriate completed Form W-8.

What is backup withholding? Perscns making certain
payments to you must under certain conditions withhold and
pay to the IRS 30% of such payments {29% after December
31, 2003; 28% after December 31, 2005). This is called
“backup withholding.” Payments that may be subject to
backup withhelding include interest, dividends, broker and
barter exchange transactions, rents, royalties, nonemployee
pay. and certain payments from fishing boat operators. Real
estate transactions are not subject to backup withholding.

You will not be subject to backup withholding on payments
you receive if you give the requester your correct TIN, make
the proper certifications, and report all your taxable interest
and dividends on your tax return.

Payments you receive will be subject to backup
withholding if:

1. You do not furnish your TIN to the requester, or

2. You do not certify your TIN when required (see the Part
[l instructions on page 4 for details), or

3. The IRS tells the requester that you furnished an
incorrect TIN, or

4. The IRS tells you that you are subject to backup
withholding because you did not report all your interest and
dividends on your tax return (for reportable interest and
dividends only), or

5. You do not certify to the requester that you are not
subject to backup withholding under 4 above (for reportable
interest and dividend accounts opened after 1983 only).

Certain payees and payments are exempt from backup
withheolding. See the instructions below and the separate
Instructions for the Requester of Form W-9.

Penalties

Failure to furnish TIN. If you fail to furnish your correct TIN
to a requester, you are subject to a penalty of $50 for each
such failure unless your failure is due to reasonable cause
and not to willful neglect.

Civil penalty for false information with respect to
withholding. If you make a false statement with no
reasonable basis that results in no backup withhelding, you
are subject to a $500 penalty.

Criminal penalty for falsifying information. Willfully
falsifying certifications or affirmations may subject you to
criminal penalties including fines and/or imprisonment.
Misuse of TINs. If the requester discloses or uses TINs in
violation of Federal law, the requester may be subject to civil
and criminal penalties.

Specific Instructions

Name

If you are an individual, you must generally enter the name
shown on your social security card. However, if you have
changed your last name, for instance, due to marriage
without informing the Social Security Administration of the
name change, enter your first name, the last name shown on
your social security card, and your new last name.

If the account is in joint names, list first, and then circle,
the name of the person or entity whose number you entered
in Part | of the form.

Sole proprietor. Enter your individual name as shown on
your social security card on the "Name” line. You may enter
your business, trade, or “doing business as (DBA)” name on
the "Business name” line.

Limited liability company (LLC). If you are a single-member
LLC {including a foreign LLC with a domestic owner) that is
disregarded as an entity separate from its owner under
Treasury regulations section 301.7701-3, enter the owner's
name on the "Name” line. Enter the LLC’s name on the
"Business name” line.

Other entities. Enter your business name as shown on
required Federal tax documents on the "Name” line. This
name should match the name shown on the charter or other
legal document creating the entity. You may enter any
business, trade, or DBA name on the "Business name” line.
Note: You are requested to check the appropriate box for
your status (individual/sole proprietor, corporation, etc. ).

Exempt From Backup Withholding

If you are exempt, enter your name as described above and
check the appropriate box for your status, then check the
"Exempt from backup withholding” box in the line following
the business name, sign and date the form.

Generally, individuals (including sole proprietors) are not
exempt from backup withholding. Corperations are exempt
from backup withholding for certain payments, such as
interest and dividends.

Note: /' you are exempt from backup withholding. you should
still complete this form to avoid possible erroneous backup
withholding.

Exempt payees. Backup withholding is not required on any
payments made to the following payees:

1. An organization exempt from tax under section 501(a),
any IRA, or a custodial account under section 403(b)(7) if the
account satisfies the requirements of section 401(0)(2);

2. The United States or any of its agencies or
instrumentalities;

3. A state, the District of Columbia, a possession of the
United States, or any of their political subdivisions or
instrurmentalities;

4. A foreign government or any of its political subdivisions,
agencies, or instrumentalities; or

5. An international organization or any of its agencies or
instrumentalities.

Other payees that may be exempt from backup
withholding include:

6. A corporation;
1. A foreign central bank of issue;

8. A dealer in securities or commodities required to register
in the United States, the District of Columbia, or a
possession of the United States;



Form W-9 (Rev. 1-2003)

Page 3

9. A futures commission merchant registered with the
Commodity Futures Trading Commission;

10. A real estate investment trust;

11. An entity registered at all times during the tax year
under the Investment Company Act of 1940;

12. A commoen trust fund operated by a bank under
section 584(a);

13. A financial institution;

14. A middlerman known in the investment community as a
nominee or custodian; or

15. A trust exempt from tax under section 664 or
described in section 4947,

The chart below shows types of payments that may be
exempt from backup withholding. The chart applies to the
exempt recipients listed above, 1 through 15.

If the payment is for . .. THEN the payment is exempt

for ...

Interest and dividend payments All exempt recipients except

for 9

Broker transactions Exempt recipients 1 through 13.
Also, a person registered under
the Investment Advisers Act of

1940 who regularly acts as a

broker

Barter exchange transactions
and patronage dividends

Exempt recipients 1 through 5

Payments over $600 required
to be reported and direct
sales over $5,000

Generally, exempt recipients
1 through 7 ¢

' See Form 1099-MISC, Miscellaneous Income, and its instructions.

® However, the following payments made to a corporation (including gross
proceeds paid to an attorney under section 6045(), even if the attormey is a
corporation) and reportable on Form 1099-MISC are not exempt from backup
withholding: medical and health care payments, attomeys’ fees; and payments
for services paid by a Federal executive agency.

Part |I. Taxpayer Identification
Number (TIN)

Enter your TIN in the appropriate box. If you are a resident
alien and you do not have and are not eligible to get an
SSN, your TIN is your IRS individual taxpayer identification
number {TIN). Enter it in the social security number box. If
you do not have an ITIN, see How to get a TIN below.

If you are a sole proprietor and you have an EIN, you may
enter either your SSN or EIN. However, the IRS prefers that
you use your SSN.

If you are a single-owner LLC that is disregarded as an
entity separate from its owner (see Limited liability
company (LLC) on page 2), enter your SSN (or EIN, if you
have one). If the LLC is a corporation, partnership, etc., enter
the entity’s EIN.

Note: See the chart on page 4 for further clarification of
name and TIN combinations.

How to get a TIN. If you do not have a TIN, apply for one
immediately. To apply for an SSN, get Form $5-5,
Application for a Social Security Card, from your local Social
Security Administration office or get this form on-line at
www.ssa.gov/online/ss5.html. You may also get this form
by calling 1-800-772-1213. Use Form W-7, Application for
IRS Individual Taxpayer Identification Number, to apply for an
ITIN, or Form $5-4, Application for Employer Identification
Number, to apply for an EIN. You can get Forms W-7 and
55-4 from the IRS by calling 1-800-TAX-FORM
(1-800-829-3676) or from the IRS Web Site at www.irs.gov.

If you are asked to complete Form W-9 but do not have a
TIN, write "Applied For” in the space for the TIN, sign and
date the form, and give it to the requester. For interest and
dividend payments, and certain payments made with respect
to readily tradable instruments, generally you will have 60
days to get a TIN and give it to the requester before you are
subject to backup withholding on payments. The 60-day rule
does not apply to other types of payments. You will be
subject to backup withholding on all such payments until you
provide your TIN to the requester.

Note: Writing "Applied For” means that you have already
applied for a TIN or that you intend to apply for one soon,

Caution: A disregarded domestic entity that has a foreign
owner must use the appropriate Form W-8.



S.C. Medicaid Dental Program
Referral Form for Broken Appointments

This form is used to refer Medicaid beneficiaries who are non-compliant. The referral will be
followed up by appropriate Department of Health and Environmental Control (DHEC) staff and
efforts will be made to encourage beneficiary compliance. Please provide as much information
as you can to assist in contacting the beneficiary or the beneficiary’s parent/guardian.

Dentist

Phone Number

Dental Office Contact Person

Beneficiary’s Name Medicaid ID Number Date of Birth

Beneficiary’s Phone Number Beneficiary’s Address

Parent/Caregiver’s Name

CHECK ONE BLOCK BELOW

Missed Sedation/Complex/Emergency Appointment (URGENT)

Missed Restorative Appointment (Moderate)

Missed Preventive Appointment (Minor)

Reason Given for Missed Appointment:

Other Concerns/Comments:

Beneficiary’s Name Medicaid ID Number Date of Birth

Beneficiary’s Phone Number Beneficiary’s Address

Parent/Caregiver’s Name

CHECK ONE BLOCK BELOW

Missed Sedation/Complex/Emergency Appointment (URGENT)

Missed Restorative Appointment (Moderate)

Missed Preventive Appointment (Minor)

Reason Given for Missed Appointment:

Other Concerns/Comments:




AA Dental Claim Form

HEADER INFOEMATION

1. Type Of THen S eC00n (Mary &l apilicaiie toRes)
l:l Stalement of Actu sl Seruices l:l Request ior Predetermination Freautorization
[ JerzoTmie iy

EXAMPLE DENTAL CLAIM FORM

2. Rredetermninaion/ Froaut orization Mumixse

POLICYHOLDER/SUBSCRIBER INFORMATIOMN (For Insurance Company Mamsd in 43)

1234567 OR Emergency IF APPLICABLE

IMSURANCE COMPANY/DENTAL BEMEFIT PLAN INFORMATION

4. CompanyFlan Hame, Address, City, Stake, Jip Code
Medicaid Claims Receipt

12, Polcyh okder Sy becriiar Marme (Last, Arel, Liddie initial, Sullyd, Address, Sty Slake. Zip Coce

PO Box 2136 OPTIONAL
3 13, Date ot BFh (MO DAY 14 Gender 15, Folfcyhoies S becr bar 100 (B5N of 106
Columbia SC 29202-2136 Cw [
OTHER COVERAGE 16 Fan/Groups Humber 17, Employer Hame
4. Ciher Dental o echcal Coverate” DND (SripG-14) l:l‘r'es(a:mpzﬁs-hj

3. P OF Polich Oldker Skt Der in #4 (Lasl, First, Micde hilial, Seilia

PATIENT INFORMATION
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v [F

2. Flan fGroup M ber 10 PANENT 5 FEIANCASRID G PEISON NAMEG I #5
[Ceet [Jopuse [ oependent [ ctrer

11, Ciher Insurance Com pan y/Oentd Bonelil Aan Nane, Address, Ciby, Slale, Zip Code

20 Mame (Last, Fiest, il I-nI'I
John Doe

1801 Main St
Columbia SC 28202

RECORD OF SERVICES PROVIDED

24 Fromdue Dae 0= 25 27, Tooh Mmber e 23 Tooth
(WD DY) E{aa{;' ;‘:‘Eﬁ o Lefieris Surtace
i |oo/on/oo00 35100
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] i
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¥ Signature 00/00/0000
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]
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ADA Dental Claim Form EXAMPLE DENTAL CLAIM FORM

HEADER INFOERMATION

1 TP O TTnS e (REVE o 2R Asie 2ves) REPORTING THIRD-PARTY OR MEDICARE INFORMATION
l:‘ Stalement of Actual Serices D Request lor Predetermination /Freaut orization
| |ErsoTmie
2. Fredetermin aion / Freauh orlzation Murmker POLICYHOLDER/SUBSCRIEER INFORMATION (For Insurance Company Mamad in #3)
1234567 OR Emergency IF APPLICABLE 12, Palcshokler Subecr |t Mame d_sst, Arst, Mddie Initsl, Sullxg, Address, Sy, Sial, Zip Coda
INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION $25.00
A CrrnpanyPlan Hame, Acklress, City, State, Zip Code OR 1, if denied
Medicaid Claims Receipt 50.00
PO Box 2136 OPTIONAL
] 1A, Date 01 BRI (NI VG Y 14 Gender 16, POCHnCInE /5 becniber |0 (BSH o 104
Columbia SC 29202-2136 e [ | 888888888
CTHER COVERAGE 16 FlanJGroups Hurnber 17. Employsr Hame
4 Ciher Dental o Reclhcal Coverage® DND (Ship -1} l:l‘r'lzs(ctmpEES-h) 134
8 hrmie Of Policynoices /S beciar in #4 (Lagt, First, Mcd e killal, SUi PATIENT INFORMATION

£, Ciabe of Birth (MDD 0 vy 7. Geader £ Pl oy oider Bukecn e 10 (SEM O 1089
[ w [F 222222222 20, Mare (Last, Fira, Micde
O Flan (Group m bee 10 Pabent s Ralancnzhlpi Person Namee n #5 John Doe
401 Selt 5 D& pen et Citu .
(et [Jsmoe []ospmeen [ obe 1801 Main St

11, Ciher insurance Compan y/Denta Berefil Flan Mame, Address, City, Sigle, Zip Code
586.00

OR 1, if denied

000

RECORD OF SERVICES PROVIDED

Ea s
24, Frooedure Dae 27 Tooh Mumbars) 5 Tooth
(WD DAY ) Lot | or Lefieris) Surtace . Fe
1 |00/00/0000 35:00
z | 00/00/0000 42,00
a | 00/00/0000 26, 00
4 | 00/00/0000 15 30, 00
5| 00/00/0C00 16 1800
& | 00/00/0000 16 75 100
7 |DOV00/0000 &6 65100
2 1
a i
10 !
WISSING TEETH INFORRIATION Primary [ !
1]
to2 3 1942 15 sl A B T oD E|F @ H o1 Feelz) !
34 iPlace an ¥ o each missh g o) :
22 021 20018 18 17| T 8 AR G PO oM oM L K fmiklFe 291 100
35 Remarks
$111.00 (Ta
AUTHORIZATI ANCILLARY CLAIMTREATMENT INFORMATION
36, | have ke n cikee [or &l 3 Fare o1 Tresmment 3%, humber ol Enclosures 00 092
tharges T dental o itz by, or Fisdigraph (z] Omal begals)  edsls)
the Tealing dents plan prohibitng 2l o & oorion of EI Frovicker's Cfice D hozpta D ECF |:| Crher |:| l:l |:|
such chages. To and chsdosure oimy poteded hea b
narrmaton tocEr ‘cannEction win A, 40 1z Traaiment for Crihodontcs? 44, Date appliznce Aaced (WD DASTY Y
¥ Signature on 00/00/0000 [[re @ipai-z [ s camgets 4142
PAUENT (A 0 S At e DAt 42 Aont s Of Tresimen! |43 Rep oementol Frocihesis? | 44, Daie Frior Flaoenent (MKD0CsT v
aining
[ v [ ves ecoempiate <2)

37 |herebyaudho e and dirsct paymentiol the dental e nigz paet e ome, direct v bothe bEonnamed

cefst o denial enbity 45 Treatment Fezuitng fom
¥ l:l Ceoupatenal il inessanpry l:l Ao arcicen t D Ciher aocicent
Subegiber sign alure Dale 45, Date of Aozicent (MWD DATCTY | AT, Auto Accicent Sate
BILLING DENTIST OR DENTAL ENTITY Leaws bank il danlist o dental eclily is not submiting TREATING DENTIST AND TREATMENT LOCATION INFORMATION
Claim on behalt af e palient o s sy e e 52, [herp by carlfy thal o procaedures =5 hdcated by dabeare | n progress dor procedu nes that reou e muiine
WG] O fawe neern conn o aled .
45, Hame, Aedrezs, Oity, Staie, Ap Cods
X
Signed Mreating Dent=h Diabe
b HF 0000000000 55 Lioarioo hamber
. e, S Tp s 122300000
A5 1A A0 Lioen oo farm ber &1 S8M or TIH 000 A ST
COLUMBIA SC 200000000
25, Phonz i 57. Fhone 53, Acdifond
ke L ' - s2a ﬁﬂa}-'.dc'grr'gfu Fanmber | i - Frovacir |0
©2008 American Dental Association Ta Aznorcier call 1-800-947-4746

Je00 [Samia az ADA Dentsl CIRm Fonm - J401, 402 002, 00y o goonling sl schacallog. g

A
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1500 EXAMPLE DENTAL CLAIM FORM

o<
=
=
HEALTH INSURANCE CLAIM EORM ORAL AND MAXILLOFACIAL SURGEONS OMLY z
APPROVED BY NATIOMAL UNIFORM GLAIM COMMITTEE 0805 o
[TT [Flca FICA |—|—|_+
1. MEDICARE MEDIGAID TRIcAR CHAMFVA Lo OTHER | 1s. INSURED'S |.0. NUMBER {For Frogram in ham 1) "
l:lfﬂ.fsn'lmrs # |:| (Medicsid #) |:| rSponaors- S35N) |:| {Mamber i) |:| ey orm,l rssr\u |:| {10y 1234567890
2. PATIENT'S NAME [Last Nama, First Nams, Midds Iritial) 3 PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Lsst Hame, First Name, Middls Initial)
| |
L M| f[]
5. PATIENT'S ADDRESS (No., Strest) 6. PATIENT RELATIONSHIF TO INSURED 7. INSURED'S ADDRESS [No., Strest)
sme SpousaD CHIdD r::u-er|:|
CITY STATE | 8. PATIENT STATUS cITY STATE =
[=]
single | | Mamied[ | other[ | =
ZIF CODE TELEPHONE (Include Area Cods) ZIF CODE TELEPHONE (Include Arsa Cods) g
Full-Tirme Pan-Tims =4
) Employed |:| Student Student El ( ) [=]
0. OTHER INSURED'S NAME (Last Nama, First Name, Midls Initial) 10. 15 PATIENT'S GONDITION RELATED TO: 11, INSURED'S FOLICY GROUF OR FECA NUMBER =
=
[m]
w
a. OTHER INSURED'S FOLICY OR GROUF NUMEBER . EMPLOYMENT? {Current or Previcus) 2. INSUREDYS DATE OF BIRTH SEX g
| |
[Jves v | v O |2
k. ?-‘LHEH IE%UHEDI%DATE OF BIRTH SEX b. AUTO ACCIDEMNT? PLAGE (Stats) b. EMPLOYER'S NAME OR SCHOOL NAME E
| | »[] il [Jves [Juo | z
c. EMPLOYER'S NAME CR SCHOOL NAME c. OTHER ACCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME =
|:| YES D NO g
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d, RESERVED FOR LOGAL USE d. 15 THERE ANDTHER HEALTH BENEFTT FLAN?T =
l:l YES |_| NO I yes, return to and complets item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 12, INSURED'S OR AUTHORIZED PERSCON'S SIGNATURE | authorize
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the releass of any medical or other information necessary peyrment of medical benefits to the undersignad physician or supplisr for
to process this caim. | also request payment of govemment benefits sither to rmys=lf or to the party who accepts assignment sarvices dezcrbed below,
beslow,
simnen SIGNATURE ON FILE DATE e —
14 DATE OF CURRENT: ILLNESS {First symptom) OR 15, IF PATIENT HAS HAD SAME CF SIMILAR, ILLNESS. |16, DATES PATIENT UNAELE TO WORK IN CURRENT OCCUPATION
fafd I bt | = ‘ INJURY {Accident) OR GIVE FIRST DATE Qs | BB | i T | W MM DD VY
PREGNANCY(LMP) | ! FROM ! T ! !
17. NAME OF REFERRINE PROVIBER OR OTHER SOURCE e TB@SFITALIZATION DATES RELATED TO CURRENT SERVICES
170, | WPl FROM i i O o
10. RESERVED FOR LOCAL UIBE 20. OUTSICE LAE? § CHARGES
1ve [fal |
29, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY [Relats ftars 1, 2, 3 a4 to ltem 24E by Lins) 22, AID RESUBMISSION
HERE AIGINAL REF. MO
V72 2 (OPTIONAL) a _ |
23, FRIOR AUTHORIZATION NUMBER
2, . a
4 A DATE[S) OF SERVICE E. C. | D. PROCEDURES, SEAVICES, OF SUPFLIES E. F. G, H T i =
From To FLACE OF] {Explain Unusual Circumstancas) DIAGNOSIS B fes] 1D RENDERING [=]
MM DD YY MM _ DD ¥Y |SERVEE| EMG | CFT/HCPCE | MODIFIER FOINTER § CHARGES UAITS | P | ouaL PROVIDER 1D, # >
=
I I | ! | I | i Rttt o
pojoo (oo | oo oo oot |y | esooz L | 60100 | | [ we | 1111111111 S
=
I | | I 1 | I | Fr——1-3 3. .7 ~—~~~-——-
oo foo oo |oofoofoo|11 |y | 20870 | Poor | | 206100 | | [ nen | 1111111111 o
~ " IF EMERGEMNCY) E
L o | o | | 7T B g
| I | I 1 | | | I 1 | | | | MF a
I ! | I | | | e o
O O S R N O N T Y A A I B -
1 1 | 1 1 1 1 Il =
=
T O T T Y A O O 1 I o
| | 1 | | 1 | W
-
! ! ! ! | ! I | e =
I N I I A S I I
25. FEDERAL TAX |.D. NUMEER 85N EIN 26. PATIENT'S ACCOUNT NO. 27. AQCEFT ASSIGNMENT? | 25 TOTAL CHARGE 20, AMOUNT FAID 30. BALANCE DLE
| I I
L0 SMITHMARY [ Ives [ Jno $ 320/00 | ¢ . |s 320/00
1. SIGNATURE OF PHYSICIAN OR SUPFLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & FH # (555 ) EE5-RRER
INCLUDING DEGREES OR CREDENTIALS ABC Dental
{1 certity that the statements on the reverss COMPLETE IF SERVICES WERE RENDERED a
apply to this bil and are mads a part thereof.) IN & FACILITY OTHER THAN THE PATIENT'S HOME OR 123 Oak St PAY-TO PROVIDER IN THIS FIELD
PROVIDER'S OFFICE Anywhere, SC 22222-2222
SIGNED DATE * 9995999999 g S

NUCC Instruction Manual available at: www.nucc.org APPROVED OMEB-0938-0999 FORM CMS-1500 (08-05)



—

S G e W M

1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIOMAL UNIFORM CLAIM COMMITTEE 0805

—|_|_|PICA

EXAMPLE DENTAL CLAIM FORM

REFPORTING THIRD-FARTY ANDIOR MEDICARE PAYMENTS OR DENIALS
ORAL AND MAXILLOFACIAL SURGEONS ONLY

PICA |_|_|_

1. MEDICARE MEDICAID TRICARE CHAMPVA

R FECA
CHAMPUS HEALTH PLAN — BLK LUNG
l:lstn'l'mrs #) D (Madicaid #) D (Sponsor's SSN) D MemberiDw) D (58N or 10) D iBaN D (1o

GROUP

OTHER

1a. INSURED'S |.0. NUMEBER

1234567890

({For Prograrm in em 1)

2. PATIEMT'S NAME (Last Mame, First Mame, Midds Iritial)

3. PATIENT'S BIRTH DATE
MM | DD |
| |
I

SEX

M[_]

F[ ]

4. INSURED'S NAME [Last Mame, First Marne, Middle Initial)

5. PATIENT'S ADDRESS (Mo, Strest)

1
6. PATIENT RELATIONSHIP TO INSURED

Se|f|:| SpouseD Ch'ldl:l r;m-.arD

7. INSURED'S ADDRESS (No., Stresty

cITY STATE

ZIF CODE TELEPHONE (Include Area Code)

( )

4. PATIENT STATUS

single || Married

Full-Ti
EmD'U'!E'dD ulk-Tims

]

Other |__|

Student Student

Pan—TimeD

CITY STATE

ZIF CODE TELEPHOMNE (Include Arsa Cods)

( )

9, OTHER INSURED'S NAME (Last Name, First Name, Middle Initisl)

a OTHER INSURED'S POLICY OR GROLUP NUMBER

YYYYYYYYYYYY

b. %‘THEH IMEURED'S DATE OF BIRTH SEX

10, 1S PATIENT'S CONDITION RELATED Ti:

a. EMPLOYMENT? (Current or Previous)

[ ]ves

b. AUTO ACCIDENT?

|:|N0

11, INSURED'S POLICY GROUP OR FECA NUMBER

J 00000004

& INSURED'S DATE OF BIRTH SEX
(L] oo bkl

|| I

b. EMPLOYER'S NAME OR SCHOOL NAME

PATIENT AND INSURED INFORMATION ——— | <— CARRIER—»

| FLACE (Stats)
| w1 ] [Jres [, | $1500
c. EMPLOYER'S NAME CR SGHOOL NAME c. OTHER ACCIDENT? ¢, INSURANGE PLAN NAME OF PROGRAM MAME
$25.00 [Jres [ no 132
d. INSURANCE PLAN NAME OR FROGRAM NAME 10d. RESERVED FOR LOGAL USE d. 15 THERE AMOTHER HEALTH BENEFTT PLANT
401 1if denied, 6 if crime victim l:‘ YES |_| N If yes, return to and complets item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED FERSOMS SIGNATURE | authorize
12 PATIEMT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the releass of any medical or other information necessany payrnent of medical bansfits to the undersignad phisician or supplisr for
b process this claim. | also request payment of govemment benefits sither to riysslf orto the party who accspts assignment sarvicas described below,
below.
sienen SIGNATURE ON FILE LATE — Y
14, DATE OF CURRENT: ILLNESS (First symptor OR 15, IF PATIENT HAS HAD SAME OF SIMILAR ILLNESS. | 16, DATES PATIENT UNABLE T WORK IN CURRENT OCGUPATION
i | b | i ‘ INJURY (Accident) OR GIVE FIRST DATE Rkt | B8 | W iy | NEe! ) w MM | DD VY 4
| | PREGHNANCY (LMF) | | ! ! T ! !
17. NAME OF REFERRNE PROVMIGER OR OTHER SOURCE 178 18 HDSFITALIZATION DATES RELATED TO CURAENT SERVICES
MW DD Y MM DD YY
17b. | NPl FREM I I TO | I
10, RESERVED FOR LOGAL USE 20, OUTSI0E LAE? § CHARGES
P1ve ([l |
21, DIAGNOSIS OR NATURE OF ILLNESS O INJURY (Relate flams 1, 2, 3 df 4 to llem 24E by Lina) 22 MEDIGAID RESUBMISSION
V72 2 (OPTIONAL @RIGINAL REF. MO,
1. 0= (_ ) a -
23, FRIOR AUTHORIZATION NUMEER
sl 4, o
24 A DATE[S) OF BEAVICE B T. | O. PROGEDURES, SEAVICES, OR SUFFLIES E. F. . H] T I =
From To FLACE OF| (Explain Unusual Gircumstances) DIAGHOSIS s ﬁ D, REMDERING o
MM DD ¥Y MM DD ¥Y [SEAVKE| EMG | CPT/HCPCS | MODIFIER POINTER § CHARGES UNTS | Pl | QuaL. FRCVIDER ID. & =
=
| I | 1 | I | Fm—q——-——--—=————--— I
ooj oo |00 | oo oo | oo 11 |v | smoo2 L | 60100 | | [ we 1111411111 S
=
I | | I 1 | | | = s .. — ————
coioo foo |oofoo{oo|1 [v | 20870 | Pl 206100 | | [ we 1111111111 x
A ™" IF EMERGEMNCY) E
L L ] | T g
| 1 | 1 1 | | | 1 1 | | | | il =2
7]
I ! I | | | Fo— - x
A N S T O A T T L | [ S
' =
| | | | | | =
| -~ 1" —"~—"~—"~"~"~""~""~""~>""™>"7™"77 Q
| ! | | | | | | | | | ! | ! | | NP1 o
=
1 | | 1 | | | | F=—qm—————— =
[ N O T I I | NP -
2. FEDERAL TAX 1.D. NUMEER 88N EIN 26, PATIENT'S AGCOUNT NO. 27. ACCEPT ASSIGNMENT? | 23, TOTAL CHARGE 20, AMOUNT PAID 30, BALANGCE DUE
(For goat. clarns, s55 bac | , |
L] SMITHMARY [Jves [ |wo $ 32000 | ¢ 40 100[s  320{00

3. SIGNATURE CF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR GREDENTIALS
{1 certify that the statements on the reverse
apphy to this bil and ars made a part therecf.)

32, SERVICE FACILITY LOCATION INFORMATION
COMPLETE IF SERVICES WERE RENDERED
IN A FACILITY OTHER THAN THE PATIENTS HOME OR
PROVIDER'S OFFICE

33 BILLING PROVIDER INFO & PH # (555 ) HEER-BRAR
ABC Dental

123 Oak 5t PAY-TO PROVIDER IN THIS FIELD
Anywhere, 5C 22222-2272

SIGNED DATE

*99999999599

k.

S P

NUCC Instruction Manual available at: www.nucc.org

APFROVED OMB-0938-0998 FORM CMS-1500 (08-05)



Sample Remittance Advice

PROVIDER 1D. PROFESSIONAL SERVICES PAYMENT DATE PAGE
e + DEPT OF HEALTH AND HUMAN SERVICES Fom e + Fo———t
| 1111111111 | REMITTANCE ADVICE ] 03/26/2008 | 1 1]
Fom e + SOUTH CAROLINA MEDICAID PROGRAM Fom - + +-———t
Fomm e o ——————— . - o ——— Fmm e ——— o ——— Fotm e ———— o —————— [ T R o —— o ——— +
| PROVIDERS| CLAIM | |SERVICE RENDERED| AMOUNT|TITLE 19]|S|RECIPIENT |RECIPIENT NAME IM JTLE. 18]COPAY | TITLE |
| OWN REF.| REFERENCE | | DATE(S) | | BILLED] PAYMENT|T] ID. |F M ] O JALLOWED|AMT ] 18 |
| NUMBER | NUMBER |PY IND|MMDDYY | PROC.| |[MEDICAID]S|] NUMBER |1 I LAST NAME | DJCHARGES] |PAYMENT |
Fomm o Fom——— R B — B R — F R — B SR S [ R Fom Fom e +
| | | | | | | 1 | | | | |
| |4444444444444444B] | | | | | 11234567890] JOHN DOE | | | | |
| 722222222 01 | ]021508 |D1120 | 35.00] 31.00|P] | ]000]| ] 0.00 | 0.00]
| | 02 | ]021508 |D1203 | 17.00] 17.00]P]| | ]000]| ] 0.00 | 0.00]
| | | | | | | 1 | | | | |
| | | | | | | 11 | [ | | |
| | | | | | | 1 | | | | |
| | | | | | | 1 | 1 1 | | |
| | | | | | | 1 | | | | |
| | | | | | | 11 | [ | | |
| | | | | | | 1 | | | | |
| | | | | | | 1 | 1 1 | | |
| | | | | | | 1 | | | | |
| | | | | | | 11 | [ | | |
| | | | | | | 1 | | | | |
| | | | | | | 1 | 1 1 | | |
| | | | | | | 1 | | | | |
| | | | | | | 11 | [ | | |
| | | | | | | 1 | | | | |
| | | | | | | 1 | 1 1 | | |
| | | | | | | 1 | | | | |
| | | | | | | 11 | [ | | |
| | | | | | | 1 | 1 1 | | |
| | TOTALS]| | | | 52.00] 48.00] | | | | | 0.00] 0.00]
| | | | | | | 1 | 1 1 | | |
| | | | | | | 11 | | | | |
T - Sy Fom——— R - Fom Fomm e Fom Fotmt o e Fom et Fom Fom +
| I $48.00] |

[ et Tt + Fom e + STATUS CODES: PROVIDER NAME AND ADDRESS |
FOR AN EXPLANATION OF THE CERT. PG TOT MEDICAID PG TOT o +
ERROR CODES LISTED ON THIS 4——mmmmm B + P = PAYMENT MADE | SMILE DENTAL PRACTICE |
FORM REFER TO: "MEDICAID $0.00 | | $48.00] R = REJECTED ] 111 DENTAL ST |
PROVIDER MANUAL™. e + e + S = IN PROCESS | ANYWHERE , SC 29532-1111 |
CERTIFIED AMT MEDICAID TOTAL E = ENCOUNTER | |

IF YOU STILL HAVE QUESTIONS+---—--———————+ +—commm B + Fomm + | |
PHONE THE D.H.H.S. NUMBER | $0.00 | 1 $0.00 | | 0.00] | | e +
SPECIFIED FOR INQUIRY OF Fomm e + e + Fomm + |
CLAIMS IN THAT MANUAL. FEDERAL RELIEF MAXIMUS AMT CHECK TOTAL CHECK NUMBER |
e + oo + o ———— + |

| 0.00 | | 0.00] | | |



Sample Remittance Advice —Void/Replacement

This page of the sample Remittance Advice shows a paid claim, as well as a Void/Replacement claim

for which both the Void and the Replacement processed during the same payment cycle.
# 711111 JANE DOE DDS

-999999999999. Y

PROVIDER 1ID. PROFESSIONAL SERVICES PAYMENT DATE PAGE
Fomm + DEPT OF HEALTH AND HUMAN SERVICES Fom e + t-———t
| 1111111111 | REMITTANCE ADVICE | 0372672008 | | 11
Fom e + SOUTH CAROLINA MEDICAID PROGRAM Fom e + Fo———t
Fomm o Fom——— R B — B R — F R — B SR S [ R Fom Fom e +
| PROVIDERS]| CLAIM | |SERVICE RENDERED| AMOUNT|TITLE 19]S|RECIPIENT |JRECIPIENT NAME IM  |JTLE. 18]COPAY | TITLE |

| OWN REF.| REFERENCE | | DATE(S) | | BILLED] PAYMENT|T] ID. |F M ] O JALLOWED]AMT ] 18

| NUMBER | NUMBER |PY IND]|MMDDYY | PROC.] |MEDICAID]S|] NUMBER |1 I LAST NAME ] DJCHARGES] |PAYMENT |
Fomm o Fom——— R B — B R — F R — B SR S [ R Fom Fom e +
| | | | | | | |
| T22222222 | 4444444444444444B] | | | 1192.00] 243.71|P]|1234567890|M JONES | | | 0.00] |
| | 01 | ]021508 |D0428 | 800.00] 117.71|P] | | | | | 0.00]
| | 02 | ]021508 |D0425 | 392.00] 126.00]P] | | | | | 0.00]
| | | | | | | 1 | | | | |
| | | | 1 | | | | |
| |VOID OF ORIGINAL CCN 9999999999999999B PAID 02/28/04 | 1 | | | | | |
] T33333333]5555555555555555U | |1412.00-] 273.71-] |8888888888| M JONES | | | | |
| | 01 | ]012108 |D0425 ]1112.00-] 143.71-] | | | | | | |
| | 02 | ]012108 |D0434 | 300.00-] 130.00-] | | | | | | |
| | | | 11 | [ | | |
| |REPLACEMENT OF ORIGINAL CCN 9999999999999999B PAID 02/28/04] | | | | | | |
| T33333333|66666666666666668 | | | | 1001.50] 42_75|P| 8888888888 |M JONES | | | 0.00] |
| | o1 | ]012108 |D0425 | 142.50] 42 _75|P]| | | | | | 0.00]
| | 02 | ]012108 |D0434 | 859.00] 0.00|R] | | | | | 0.00]
| | | | | | | 1 | | | | |
| | TOTALS] | 2] | 2193.50] 286.46] | | | | | 0.00] 0.00]
| | | | | | | 1 | | | | |
| | | | | | | 11 | 11 | | |
Fomm e R Fomm R B S —— B B T S S o [ S Fom e Fom e +
| | | | $286.46 |
| Fomm e + Fomm e + STATUS CODES: PROVIDER NAME AND ADDRESS |
FOR AN EXPLANATION OF THE CERT. PG TOT MEDICAID PG TOT e e e E L L L e P L et +
ERROR CODES LISTED ON THIS o + + P = PAYMENT MADE | JANE DOE DDS |
FORM REFER TO: "MEDICAID | $0.00 | | $286.46] R = REJECTED | |

PROVIDER MANUAL™. Fomm + e + S = IN PROCESS | 111 DENTAL ST |
CERTIFIED AMT MEDICAID TOTAL E = ENCOUNTER | ANYWHERE , SC 29532-1111 |
IF YOU STILL HAVE QUESTIONS+---—--——————- R + e + Fomm e + | |
PHONE THE D.H.H.S. NUMBER | $0.00 | | $0.00 | | 0.00] | | B +
SPECIFIED FOR INQUIRY OF Fomm + o + e + Fomm + |

CLAIMS IN THAT MANUAL. FEDERAL RELIEF MAXIMUS AMT CHECK TOTAL CHECK NUMBER |
e + oo + o ———— + |
| 0.00 | | 0.00] | | |



|
T22222222|////////////////Ul
o1 |
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|
8888888888888888U|
o1 |

02 |
|

|
0000000000000000U |
o1 |

02 |

PROVIDER ID.
o + DEPT OF HEA
| 1111111111 |
S —— +  SOUTH CARO
o e +
|PROVIDERS| CLAIM |
| OWN REF.|  REFERENCE |
| NUMBER | NUMBER I
o e +
|
|

T22222222

122222222

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
| TOTALS
I

I

I

I

|

o ————— ——————— —————— —

o

Sample Remittance Advice —Void Only
This page of the sample Remittance Advice shows claim-level Voids without corresponding Replacement claims.

o + PAYMENT DATE PAGE
LTH AND HUMAN SERVICES | CLAIM | Fomm e + +————t
| ADJUSTMENTS | | 0372672008 | | 2]
LINA MEDICAID PROGRAM | | | | Fo———t
- + o + |
——te——— e Fmmm o o ettt o [ TP . e e +
|SERVICE RENDERED| AMOUNT|TITLE 19]S|RECIPIENT |RECIPIENT NAME|M | ORG | |
PY | DATE(S) | | BILLED] PAYMENT|T] I1D. F M] O JCHECK | ORIGINAL CCN |
IND |[MMDDYY | PROC.] IMEDICAID]S| NUMBER |JLAST NAME I 1] D] DATE | |
———tm e o o o ot T R i ettt +
| | | | 1 | 1 1 | |
| | | | 1 | | | |
| | 513.00-] 197.71 | 11122334455]|JONES M | 1022804 5555555222222222D |
]012108 |D0425 | 453.00 | 160.71-|P] | | | | |
]012108 |D0434 | 60.00 | 33.00-|P] | | | | |
| | | 1 | | | |
| | | 11 | [ | |
| | | 1 | 1 1 | |
| | 513.00-] l97.7l—| | 6677889900 | JONES M | ]022804] 6666666666222222D |
]012108 |D0425 | 453.00 | 160.71-|P] | | | | |
]012108 |D0434 | 60.00 | 33.00-|P] | | | | |
| | | 1 | 1 1 | |
| | | 1 | 1 1 | |
| | 513.00-] 197.71—| ]9876543210| JONES M | 1022804 7777777772222222D |
]012108 |D0425 | 453.00 | 160.71-|P] | | | | |
]012108 |D0434 | 60.00 | 33.00-|P] | | | | |
| | | 1 | 1 1 | |
3] ]1539.00-] 593.13-] | | | | | |
| | | 11 | [ | |
| | | 1 | 1 1 | |
| | | 1 | 1 1 | |
| | | 1 | | | |
| | | 11 | | | |
————————————— B e T e T L s s St =
MEDICAID TOTAL CERTIFIED AMT FEDERAL RELIEF TO BE REFUNDED
DEBIT BALANCE Fom e + Fom e Fom e + IN THE FUTURE
PRIOR TO THIS | 0.00] | 0.00] | 0.00] o ——— +
REMITTANCE Fom + Fom Fom + | 0.00]
o —— + o ——— +
| 0.00] ADJUSTMENTS MAXIMUS AMT

o + Fomm e + Fomm e PROVIDER NAME AND ADDRESS
| 0.00 | | . +
YOUR CURRENT o + o | JANE DOE DDS |
DEBIT BALANCE CHECK TOTAL CHECK NUMBER | |
o + Fomm e + Fomm + | 111 DENTAL ST |
| 593.13 | | 0.00] | | | ANYWHERE , SC 22222-1111 |
o —— + o —— + [ + g +



PROVIDER ID.
S + DEPT OF HEA
I 711111 I
oo +  SOUTH CARO
o o~ +
|PROVIDERS| CLAIM |
| OWN REF.| REFERENCE I
| NUMBER | NUMBER I
o e +
| |
ITPL 2 | 0000000000001111U |
| |
ITPL 4 | 0000000000002222U |
| | |
ITPL 5 | 0000000000003333U

|
TPL 6 | 0000000000004444U

 —————— —————
T ——————————— ——

Sample Remittance Advice —Gross Level Adjustments

This page of the sample Remittance Advice shows four gross-level adjustments.
Gross-level adjustments always appear on the final page of the Remittance Advice.

Fomm e + PAYMENT DATE PAGE
LTH AND HUMAN SERVICES | I + -t
| ADJUSTMENTS | | 0372672008 | | 31
LINA MEDICAID PROGRAM | | | ot
oo + e +
————————————— +—————
SERVICE |PROC /7 DRUG|RECIPIENT |RECIPIENT NAMEJORIG. | ORIGINAL] |DEBIT / | EXCESS|
DATE(S) | | ID. | F M JCHECK | PAYMENT] ACTION |CREDIT | |
MMDDYY | CODE | NUMBER |[LAST NAME I 1 |DATE | | | AMOUNT | REFUND|
————————————— e et
I [ I [ I | | | I
- | | | | | |DEBIT | -2389.05] |
I [ I I I | | | I
- | | | | | |DEBIT | -1949.90] |
I [ I [ I | | | I
- | | | | | |DEBIT | -477.25] |
I [ I I I | | | I
- | | | | | |DEBIT | -477.25] |
I [ I [ I | | | I
I I I I I | | | I
I [ I I I | | | I
I I I | | | | | |
I [ I [ I | | | I
I I I I I | | | I
I [ I I I | | | I
I I I | | | | | |
I [ I [ I | | | I
I I I I I | | | I
| | | | | PAGE TOTAL: | 5293.45] 0.00]
————————————— B T L T S i T e L T et o
MEDICAID TOTAL CERTIFIED AMT FEDERAL RELIEF TO BE REFUNDED
DEBIT BALANCE Fomm e + Fomm e S e e + IN THE FUTURE
PRIOR TO THIS | 0.00] | 0.00] | 0.00] o +
REMITTANCE tom + Fom + + | 0.00]
o + o ——— +
| 0.00] ADJUSTMENTS MAXIMUS AMT
Fomm - + Fomm e + Fomm e + PROVIDER NAME AND ADDRESS
| 0.00] | 0.00] o +
YOUR CURRENT Fomm e + Rl + | JANE DOE DDS |
DEBIT BALANCE CHECK TOTAL CHECK NUMBER | 111 DENTAL ST |
Fomm - + Fomm e + Fomm + | ANYWHERE , SC 29202-1111 |
| 5293.45] | 0.00] | | | |
o + o + o ——— + e +



Sample ECF for American Dental Association 2006 Claim Form

RUN DATE 05/01/2007 000099822 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES CLAIM CONTROL #0000000000000000B
REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 44802 ECF 44802 PAGE 1 OF 1
ANALYST 1D PROV DENTAL - 31 EMC
SIGNON 1D CLAIM RESTART DATE / / DOC IND N ORIGINAL CCN:
ADJ CCN:
TAXONOMY : PRV ZIP: 29526 EDITS
1 2 3 4 5 6 7 8 9
PROV/XWALK P AUTH# OWN REF# RECIPIENT ID TPL INJURY EPSDT DIAGNOSIS RECIPIENT NAME INSURANCE EDITS
ZA1111 1111111111 N V72.2 NEED A NAME 01-400 01-733

NPI1: 2222222222
10 DATE OF BIRTH 02/06/2002 CLAIM EDITS
LINES 1 THRU 15 SERVICE PROVIDER NP1:- 0000000000 TAXONOMY :

11 12 13 14 15 16 17 18 19 20 21 LINE EDITS
RES ALLOWED LN INDIVIDUAL  DATE OF  TOOTH  TOOTH PLACE PROC MOD UNITS CHARGE
NO  PROV/XWALK  SERVICE  NUMBER SURFACES CODE
*x AGENCY USE ONLY **
.00 1 ZA0000 03/13/07 3 D0120 000 001 47.00 *x APPROVED EDITS ol
Ex **
.00 2 ZA0000 03/13/07 3 D1120 000 001 45.00 **  REJECTED LINE EDITS *x
.00 3 ZA0000 03/13/07 3 D0272 000 001 32.00
.00 4 ZA0000 03/13/07 3 D1203 000 001 25.00 rrrrrrnprrRRRRR RN RN
I CLAIMS/LINE PAYMENT INFO !
5 / 7/ ! !
I EDIT PAYMENT DATE I
6 / 7/ rrrrrrnrrrRRRRR RN RNy
7 / 7/
8 / 7/
9 /7 7/
10 / 7/
22 23 24
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 25 TOTAL CHARGE 149.00
01 4267887103 26 AMT REC"D INS .00
02 27 BALANCE DUE
RETURN TO: INSURANCE POLICY INFORMATION
RESOLUTION DECISION MEDICAID CLAIMS RECEIPT

P. 0. BOX 2136
COLUMBIA, S.C. 29202-2136

PROVIDER:

ACME PEDIATRIC DENTAL

111 OAK STREET

CONWAY SC 00000-0000
"PLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"
* INDICATES A SPLIT CLAIM



Samp
RUN DATE 12/01/2007 000008032
REPORT NUMBER CLM3500

ANALYST 1D HIC - 21 PRAC SPEC - 54
SIGNON ID DOC IND N
TAXONOMY : SFL ZIP: 30901 PRV ZIP:
1 2 3 4 5 6 7 8 9
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD ---- DIAGNOSIS ----
ID ID NUMBER CODE PRIMARY  SECONDARY
ZX0000 1111111111 170.1
NPI: 1234567890
10 RECIPIENT NAME - NEED A NAME 11 DATE OF BIRTH 0372371949 12 SEX M
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY
NO SERVICE CODE PROVIDER IND
23
NDC
.00 1 09/05/07 11 99204 ZA0000 50.00
NPIZ 1111111111 TAXONOMY: 200000000X
2 / 7/
NPI: TAXONOMY :
3 / 7/
NPI: TAXONOMY :
4 / 7/
NPI: TAXONOMY :
5 / 7/
NPI: TAXONOMY =
6 / 7/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 50.00
01 620 250063050A 8.82 28 AMT REC"D INS 8.82
02 29 BALANCE DUE 50.00
03 30 OWN REF #  JOHNDOE
RESOLUTION DECISION
ADDITIONAL DIAG CODES:
RETURN TO: INSURANCE POLICY INFORMATION

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
ACME DENTAL
P O BOX 1111

AUGUSTA GA 00000-0000

le ECF for the CMS-1500 Claim Form

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

CLAIM CONTROL #0000000000000000A

PAGE 7641 ECF 7641 PAGE 1 OF 1

EMC Y

ORIGINAL CCN:

UNITS

1.000

ADJ CCN:
EDITS
INSURANCE EDITS

CLAIM EDITS

LINE EDITS
01) 852

** **

AGENCY USE ONLY
APPROVED EDITS

*x

*k B

*k E

REJECTED LINE EDITS

** **

1 CLAIMS/LINE PAYMENT INFO !
1 1
1 EDIT PAYMENT DATE !

! 01-852 09/29/06 1
EERR RN RN RN RN R nny

""PLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

* INDICATES A SPLIT CLAIM
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