/ AHCCCS ON-LINE

CLAIM SUBMISSION
MANUAL

Section 4.d:

ADA (Dental)

\_

~




Dental

Claim Submission

Claims submitted to AMCCCS prior to 4100 PM will be processed within 24 to 48 hours, Once the claim has been sent for processing, It can no longer be
modified via the web, After the processing deadling, corrections will need to be submitted as a Replacement or Vold, The claim will not be accepted If any
required data elements are missing, The claim will also be rejected if the recipient is not eligible for coverage at the time the service is rendered, Claims
vill be processed under the folloning Identification Number (Non+Person Entity):

Payer/Receiver Electronic Transmitter Identification Number: 866004791

NOTE: You cannot view the protanting status of claims submitted by other users.

Enter New Claim

Type of Claim:| Prebumsional ¥

Prolensicral
Ingtitubonyl

Click on the down arrow
and select Dental

View Claim Processing Status
Submisgion nm[:}; ‘ | E

10/04/113
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Claim Submission

Claims submitted to AMCCCS prior to 4:00 PM will be processed within 24 to 48 hours. Once the claim has been sent for processing, it can no longer be
modified via the wab. After the processing deadline, corrections will need to be submitted as a Replacement or Void. The claim will not be accepted if any
required data elemants are missing, Tha claim will also be rajacted if the recipiant is not eligible for coverage at the time the service is renderad. Claims
wil be processed under the folloning Identification Number (Non-Persen Entity):

Payer/Receiver Electronic Transmitter Identification Number: 866004791

NOTE: You cannot view the processing status of claims submitted by other users

Type of Claim: EXSTNIN ¥ ’_[ Click on GO

View Claim Processing Status

Submission Dm(l}:_ _

Enter New Claim
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Dental Claim Submission Melo
* [ndicatan o required fiald.

—_—

Submter | Prowders | Pabent/Subscnber | Other Payer | Attachments | Tooth Status | Clom Informabon | Service ines

Organization Name: TEST/CASE
Electronic Transmitter 10 Number: 53222
Information Contact Name: Escobedo, Albet
Information Contact Telephone Number: 602:417-4562

(lick on Provider Coant ) (o
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Dental Claim Submission kel
* Indicates o required fiald,

Submltli Prowdcr:_ﬂenﬁubﬂnbﬂ Other Payer ' Attachments | Tooth Status | Claim Informabion | Service Lines

Billing Provider | Rendenng Provider | Refarning Provider | Service Facilty

Billing Provider

Fnter lll?hilli.llg or o *TaxiDy 1244718
Group Tax ID here

Ossn O

p
Click either
§SNor EIN

Provider Commaercial Number:

J

* CHMS Nabiona Provider [0 (NP1): 5999999999

*Entity Type: () parson O MonPerson Ebly

Health Care Provider Taxonomy Code:

Enter your NPI

Provider Name:
Information Contact Name: Click on either
Information Contact Telephone Number: . i
Service Locator Code/Address: Em{m or Non When dl]lle.
Pay-To Locator Code/Address: 500 c]j{*k tlf FIND
e R Wi |1 il d i‘
I the billing provider and "1 button
the rendering provider are \ J
the same you must enter the
taxonomy code | Swmt | [ Coml |

Taxonomy codes are national specialty codes used by

providers to indicate their specialty at the claim level
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Dental Claim Submission Help
* Indicates » required fiald,

Submitter | Providers | Pabent/Subscnber | Other Payer | Attachments | Tooth Status | Claim [nformation | Service Lines

Billing Provider | Rendenng Provider | Referring Provider | Service Facility

Billing Provider

*Tax101 12248788 | Ossn O

Provider Commaercial Number: 231724

* CMMS National Provider 10 (NP1): W

* Entity Type: () parson O Non-Person Entity (_ L
| After clicking the \
*" Health Care Provider Taxonomy Code: F[ ND bll ttonl tll@
PrerderFome T ‘o
Information Contact Name: Pl ﬂ'ﬂdﬂ ‘S
Information Contact Telephone Number: 6024174000 information should
Service Locator Code/Address: 01 ¥ ;210511::‘:?:!0;04 appeal‘

701 £ JEFFERSON

Pay-To Locator Code/Address: 01 ¥ BMOENIX, AZ 83004

" Required ONLY when Billing and Rendering provider are the same.

(Du not click the Submit button \

[ swmn || Connt |

Click the Rendering Provider

tab after clicking the find
hutton IATIES oA

N —
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Dental Claim Submission Halp
* Indicates o required fiald,

Submter | Providers | Patient/Subscnber | Other Payer | Altachments | Tooth Status | Clam Information | Service Lines

Billing Provider | Rendenng Provider | Referning Provider | Service Facility

Rendering Provider

Provider Commercial Number:
Futer the NPI CHMS Nationa Provider 10 (NP1): [essssssss  [Fre] ¢

I *Entity Type: () parson O Non-Parsen Entity

Provider Name: g :
oo (lick either Person or
Performing Health Care Provider Taxonomy Code:

Non-Person

[WllllWl

Click

Person (if the ID number comes up as a person’s name)
or

No-person (if the ID comes up with a company’s name)

When done entering
iformation, click FIND
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Dental Claim Submission

Submeter | Providers | Patient/Subscniber | Other Payer | Attachments | Tooth Status | Claim Information | Service Lines |

Bennyg Provider | Refernng Provider | Service Facilty

Rendering Provider
Provider Commercial Numbers 231728 |
* CHMS National Provider 10 (WP1): sesssssss

*Entity Type: () parson () Non-Darson Entity

Provider Name:
Parforming Health Care Provider Taxonomy Code:

Do not click the Submut l—p[ IR

button

1 Click the Patient/Subscriber
tab after you clicked the

\ﬁml button J
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Halg
* Indicates a required fiald.




Dental Claim Submission Helg
* [ndicates a required finld.
 Submiter | Providers | Pabent/Subscnber | Other Payer | Attachments | Tooth Status | Clam Information | Service Lines

Insured or Subscriber

Enter the * Member 10 Number/Date of Birth: AS1ATR2 | 01011988
Members = '
(FaFaldl mmm:
AHCCCS ID and Gender
their date of birth Residentiol Address , When done click
Payer Responsibdty: - e the FIND button
[swmit_| | Cooanl | \
Click on the down arrow 'md LA Poyer Reaporsiitty Four
B-Payw R iy F
make your selection G Porr AN O
- (Pl L} . P B
(P = AHCCCS is primary) e ot
= M F.Payer R ity Ning
(U= Unknown etc,) P cedsarr e
H : Payer Rasocnsitility Eleven
S - Secondary
T - Tedlary
V- Unindan

P = AHCCCS is Primary /

U =You don’t know

AHCCCS On-line Claims Submission User Manual 65 Update 10/04/2013



Dental Claim Submission Kglp

* Indicates & required fiald,
 Submitter | Providers | Pabient/Subscniber | Other Payer | Attachments | Tooth Status | Claim Informabion | Service Lines

Insured or Subscriber

* Mamber 10 Number Date of teth av12esrs2 | nouree) | (Fng
Person Name: TESTRECORD, NEW S

Gender: M
st 5 1
'leltmﬂimlu-m vj
Do not click the Submit  f—» (oame ) (oo ]
button
Click the Clamn
[nformation tab after you E—
| clicked the find button
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Dental Claim Submission

Halp
* Indicates a required fiald.

Submitter | Providers | Patient/Subscniber | Other Payer | Attachments | Tooth Status | Claim Information | Service Lines

Claim Information

Original Reference Number:

/
Fill-in all the
fields that have a
red asterisk

\

A Prior Authorization Number:

Place in which Accident Occurred:
* Provider Signature on File:

* Provider Accept Assignment:

* Benefit Assignment:

* Release of Information Consent:

/

button

\L

Do not click the Subinit

(Click the Service Lines tab

y,

* Patient Control Number: _

511

11 QFFICE

| (Accidant)

D Employmant D Othar Accident D Auts Accident

¥ (State)

@Yﬂ ONO

@ Affignad Oﬂﬂ Adgigned

OY" OHG @Ho! Applicable

@ Informed Congent o Yas

\mrlm Code: _

Service Date: |

** Required ONLY if "Date of Current Injury” is antered.
*** Required ONLY if “Auto Accident” selected.

| Swmit | [ Concel |

Privacy Policy | Contact AHCCCS | WIPAA | @ Copyright AHCCCS
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Dental Claim Submission Halg
* [ndicates a required fiald,
Submitter | Providers | Patient/Subscnber | Other Payer | Attachments | Tooth Status | Claim Information | Service Lines |

Diagnosis Codes(Relate Items Principal, 1, 2, or 3 by line to the Diagnosis Code Pointer)

*Standard: ©)1c0-9 O1c0:10  * Principal Diagnosis Code: 7999 | Other Diagnosis Codes: 1 2 3

Fill-in all the fields that have a red asterisk

Universal Nationsl Tooth Designation Syitem

Service Line
* Service Date: 07162012 | * Diagnosis Code Pointers: principal ¥ 1 [J 2 [0 3 [
" Fou: § 208 ' Place of Service: v
b p'“;:::‘::ni‘m ' Line Ttem Control Number: |
ADA Modifier Codes: | {2 |3 .1' . Otalhmmﬂnlioﬂodw;_ :z 3 -l :5
Procedure Count:| |
* Tooth Number: E
* Tooth Surface (1-3) 1 |O-Ocdusal ¥/ 3 |L:lingwsl ¥ 3] v 4 v 5 v
**Other Payer: Primary ID. . Paid Amount s' Units | | Procedure Code/Qualifier
v
**Medicare: Paid Amount § Units Procedure Code/Qualiier | L=
Other Adjustment(s): Medicare Daductible § | Medicare Colnsurance $ |
?’_ _\ Medicare Other Adjustments |
""Re ¥;‘.FE: &5 | Last/Organization Name | Y
WS page 15 set-up o
emerpo;e Ime at nq]time. all = i
the information enter here
is for one line, when done / ** All ot g ot group.
click the ADD button Do not click the submnit

\ ) button
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Dental Claim Submission Halo
* Indicates a required fiald.
Submitter | Providers | Patient/Subscriber | Other Payer | Attachments | Tooth Status | Claim Information | Service Lines |

Diagnosis Codes(Relate Items Principal, 1, 2, or 3 by line to the Diagnosis Code Pointer)

*standard: ()1c0-9 O1c0-10 * Principal Diagnosis Code! :rm Other Diagnosis Codes: 1 1 3

Universal National Tooth Detignation Syitem

Service Line

'Snmunm:: . * Diagnosis Code Pointers: princion) [ 1 [0 20 3 ]
Fe§ | Place of Service: v
* ADA Procedure Coder | Line Ttem Control Number:
ADAModifiercodesi ;| 12 |3 || | Oral Cavity Designation Codess | |2/ |3 14 |3
Procedure Counli .
el | (Aﬂer you click on the FIND
Wit e, 8 2| ] 4 ¥ 5L{ button line 1 will appear at he
" 0therPuYen frimer 10 Poid Amowrt § | Uni [ Dottom and a blank screenwill
""Medicare pyd Amount § | unt | | procadure Code/Quitr | appear for you to enter another
Other Adjustment(s): madicare Deductible § | Medicare Coingurance § line if needed
Date Claim Pald: pihge Payer | Mediare | Othar Adjustments J j
**Rendering Provider: Tyxonamy Coda Last/ Organization Nama | | v
First Name | wot| | Commarcial #

If no other Lines are
"* Al of nan IlEE[lE'd. thfk IllE line of group.

Line Service :E: Hu-dHn-lendHu-cl Tooth Surface Surface Surface Surface Surface IH[P):t:: rayer ' £ E==—rarn dehbhc“hi::: Prtr Patr
Mo, Date 113 4 @ 1 1 3 4 5 o 1
Code Amount  Amount
A1 or1e1202392 H 0 L 208,00 0.00 0 000 0 0.00 0.00
'Wt.l'll HOI.W 0.00 fD.OO ﬂhﬂﬂ H+W
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