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Dental Refresher Workshop
    
Presented by 
The Department of Social Services 
& HP Provider Representative Melisa 
Garcia 



 2  
CT interChange MMIS 

Training Topics 

What’s New?? 
• Client Eligibility Verification  
• Program Limitations 
• Prior Authorization 
• ADA 2012 Claim Form 
• Web Claim Submission  
• Frequent Claim Denials 
Available Resources 
• Claim Resolution Guide 
• Fee Schedule 
• Provider Bulletins 
Questions & Comments 
 



 3  
CT interChange MMIS 

 
Client Eligibility Verification  
 
DSS recommends that providers verify a client’s 
eligibility on the date of service prior to providing 
services.  
 
To verify a client’s eligibility through the secure Web site 
www.ctdssmap.com  – click on the Eligibility tab on the main menu 

 

http://www.ctdssmap.com/
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Client Eligibility Verification 

• Enter enough data to satisfy at least one of the valid search 
combinations; click search 
When entering a full name as part of your search, a 
middle initial is required if present in his/her Connecticut 
Medical Assistance Program (CMAP) profile 
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Web Eligibility Screen Enhancements 

Search by Service Type Codes 
• Providers will now be able to search by up to five (5) 
different service type codes.  The service type codes allow 
providers to verify the client’s eligibility benefit coverage for 
specific services.  
 
The first service type code field defaults to 30 – Health 
Benefit Plan Coverage.  If the provider searches by that 
default selection, it will return with all the service type 
codes that are covered for the client’s benefit plan. 
 
The specific service type codes for Dental providers is “35” 
for “Dental Care” 
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Web Eligibility Screen Enhancements 

Search by Service Type Codes 
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Web Eligibility Screen Enhancements 

Search by Service Type Codes 35 – Dental Care 
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Web Eligibility Screen Enhancements 

• The eligibility verification request screen has been enhanced 
to verify eligibility to the end of the current month. 

 
• The eligibility response is based on current eligibility and is 
subject to change. Please validate again on the actual date 
of service.  
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Web Eligibility Screen Enhancements 
Charter Oak client eligibility search response   
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Web Eligibility Screen Enhancements 
HUSKY B client eligibility search response   
 
 
 
 
 
 
 
 
 
 
 
 
• HUSKY B copay amounts will not show on the eligibility screen, 

provider should refer to the dental fee schedule. 
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Dental Fee Schedule  
 
• Select Provider Fee Schedule Download from Provider menu 
• Click “I accept” to the Connecticut Provider Fee Schedule End 
User License Agreement page 

• Provider Fee Schedules are listed by provider type.  Choose 
Dental by clicking on the PDF or CSV link.  

 



 12  
CT interChange MMIS 

 
Dental Fee Schedule  
 
Dental Fee Schedule updated January 1, 2013 
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Dental Fee Schedule  
 
Dental Fee Schedule updated January 1, 2013 
 
• Dental procedure codes D1203, D1204 and D1206 are no 
longer effective as of December 31, 2012.  
 

• Dental providers should start using D1208 instead of D1203, 
D1204 and D1206 for dates of service January 1, 2013 and 
forward.  
 

• Dental fee schedule was updated with a 12/31/2012 end 
date for D1203, D1204 and D1206 
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Dental Fee Schedule  
  

 
 
 
 
 
 
 
 
 

• PR means Post Authorization Review is required to be 
obtained from Connecticut Dental Health Partnership(CTDHP) 
AFTER the service has been performed 
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Dental Fee Schedule  
 
• PA means Prior Authorization is required to be obtained from 
CTDHP BEFORE the service is performed 
 

• <21 means that Prior Authorization is required for patients under 
the age of 21 
 

• >21 means that Prior Authorization is required for patients 21 years 
of age and older 

 

•  PA means that Prior Authorization is required for all patients 
 

• Providers can access the dental fee schedule at 
www.ctdssmap.com  to determine which procedure codes 
require PA or PR (slides 12 & 14). 
 

• Providers should refer to the CTDHP Web site www.ctdhp.com 
and access the provider manual to determine if a procedure 
complies with the Medical Services Policy. 
 
 

http://www.ctdssmap.com/
http://www.ctdhp.com/
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Prior Authorizations  
 
• Electronic prior authorization or post procedure review 
requests may be done electronically via the www.ctdhp.com 
provider Web portal.  
To upload a Prior Authorization request, follow the steps 
outlined below:  

 1. Access the www.ctdhp.com Web site and click on 
 "Provider Partners.” 

 2. Enter your Billing NPI and Tax ID numbers in the 
 appropriate boxes and click on "Submit."  
 3. A new screen will appear, click on "Prior 
 Authorization Upload."  
 4. Follow instructions for prior authorization or post 
 procedure review requests.  
 
 

http://www.ctdhp.com/


 17  
CT interChange MMIS 

 
Prior Authorizations  
 
• Hard copy submissions for the non-orthodontic services 
that require PA or PR should be submitted to: 
 CT Medicaid Prior-Authorizations 
 C/O Dental Benefit Management, Inc. / CTDHP 
 P.O. Box 40109 
 Philadelphia, PA 19106-0109 
 

• For any questions regarding PAs or to request an emergency 
PA, call CTDHP Provider Relations and Services at: 
1-888-445-6665  Monday through Friday, 8 a.m. to 5 
p.m. (EST), excluding holidays 

 

*  Please Note: Do not submit any PAs or PRs to HP or 
DSS, the PAs and PRs  will be returned to your office! 
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Prior Authorizations  
 
• Allow fifteen (15) business days for the review, processing of 
prior authorization and post procedure review requests.  
 

• CTDHP will enter the information for the approved PAs and 
PRs in HP’s system.  
Denied PA/PR requests will not be entered; however, the 
provider will be informed via a written response. 

 
• PA approval status may be verified via the CT Medical 
Assistance Program Web site at www.ctdssmap.com.  
The Prior Authorization (PA) Search allows providers to 
see if the PA or PR has been entered into the system prior 
to submitting their claims. 

 
 
 

http://www.ctdssmap.com/
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Prior Authorizations Inquiry  
 
• On the provider secure Web site www.ctdssmap.com, under 
“prior authorization” select “prior authorization search”.  

• Enter a client ID and click search to bring up prior 
authorizations for a specific client.  

 
 

http://www.ctdssmap.com/
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Prior Authorizations  
 Prior Authorization (PA) Inquiry 
 
 
 
 
 
 
 
 
 
 
• BeneCare PAs usually begin with a “B”.  
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Program Limitations 
 
Provider Bulletin 2012-38 “ Change of Dental Benefit 
Assignment by Dental Provider to Benefit Assignment 
by Client” 
 

• The benefit limitations for services delivered to all clients 
changed from a provider based benefit assignment to a 
client based benefit assignment which mirrors commercial 
dental plan reimbursement.  This took effect on November 1, 
2012 for all clients. 

  
• All dental providers who deliver services to clients should 
check to ensure that each client is eligible to receive dental 
services by verifying the client’s eligibility status and 
dental history before performing any treatment on a client. 
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Program Limitations 
 
• To verify when a procedure was last performed on a client, 
go to the www.CTDHP.com Web site and click on the link on 
the left hand side of the Home Page labeled "Provider 
Partners" then click on “Sign In”. 

1) Choose the link labeled “Client Inquiry.”   
 

2) Enter the client’s Medicaid ID number and date of birth and 
click “Submit.” 
 

3) The screen will return the client’s current eligibility status 
for the date of the inquiry as well as a listing of all historical 
dental procedures performed on file for this client.  The 
procedures reported go back to 2008 
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Program Limitations 
Once per calendar year vs. one time per 365 days.  
 

•As of November 1, 2012 the frequency for services limited by 
a one time per year benefit, will now be calculated by calendar 
year and not a rolling 365 days.  
 

•If the dental service was provided in October 2012 and the 
provider wants to provide the service again in May 2013, the 
system will allow payment for these services because the 
system evaluates the claims based on being performed and 
paid in a calendar year.  
 

•When a client requires services more then the program 
permits, the provider must request a prior authorization from 
CTDHP.  
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Provider Bulletins 
 Provider Bulletins 
• Access the Publications page via our Web site 

www.ctdssmap.com and select “Publications” from either 
the Information box on the left hand side of the home page 
or from the “Information” drop-down menu. 
 

• The “Bulletin Search” menu allows you to search for specific 
bulletins (by year, number, or title) as well as for all 
bulletins relevant to your provider type. 
 When searching by title, you can search by any word as 

long as that word is in the title of the bulletin.  
  
  
 
 

http://www.ctdssmap.com/
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Provider Bulletins 
 
Provider bulletin search by Year “12” and Number “38” to pull 
up a specific bulletin.  
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Provider Bulletins 
 
Provider bulletin search by Year “13” and Provider Type 
“Dentist” to pull up all the bulletins for 2013 pertaining to 
Dentist Providers.  

 
  
  
 
 



 27  
CT interChange MMIS 

 
Provider Bulletins 
 
Provider Bulletin 2013-04 “Elimination of Paper Re-
enrollment Applications” 
• As of March 1, 2013, paper provider re-enrollment 
applications submitted to HP will no longer be accepted. 
 

• If a paper application is received from a provider who is 
required to submit their re-enrollment application via the 
Wizard, the paper application will not be processed and will 
be returned to the provider with instructions to use the 
online Wizard.  
 

• Dental providers must submit their provider re-enrollment 
application via the online Wizard located on the 
www.ctdssmap.com. 

 
 
 

http://www.ctdssmap.com/
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Provider Re-Enrollment 
•Re-enrollment Period 
 Dentist and Dentist groups are required to re-

enroll every two (2) years. 
 
Dental providers will receive a reminder letter 
when the provider is due for re-enrollment (30 
days prior to the end of their previous 
enrollment contract).  

 
This letter contains the Application Tracking 
Number (ATN). The ATN and NPI or AVRS ID are 
required to access re-enrollment application. 

 
 



 29  
CT interChange MMIS 

Provider Re-Enrollment 

• Select “Provider Re-Enrollment” from the Provider drop-
down menu 
 
 
 
 
 
 

• To log-in to your Re-Enrollment Application, enter the ATN and NPI or AVRS 
ID 
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Web Claim Inquiry 
 
• At the “Claims” menu select “claim inquiry” to view claims 
processed regardless of the submission method 

• Search by: 
Internal Control Number (ICN) 
Client ID and date of service (no greater range than 93 
days) 
Pending claims 
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Web Claim Submission 

Dental claims can be submitted through the secure Web site 
by signing into www.ctdssmap.com.  

 Once on the secure site, select Dental from the claims 
drop-down menu. 

 
Claim types that can be submitted through the secure Web 
site www.ctdssmap.com: 
 
• Primary and Secondary/Third Party Liability (TPL) claims.  
 

• Re-submission and adjustments if they are within timely 
filing.   
 

http://www.ctdssmap.com/
http://www.ctdssmap.com/
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Web Claim Submission 
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Web Claim Submission 

 
 
 
 
 

• If the provider is billing for a behavior management 
procedure code (D9920) along with other dental services,  
they must bill the related diagnosis code (318-319) to the 
behavior management service in the diagnosis field.    
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Web Claim Submission 

 
 
 
 
 
 
 

Required fields: 
• Carrier Code – 3-digit carrier code identifying the other 
insurance (OI) carrier. 

• Paid Amount – Enter amount paid by OI, if OI denied the 
claim enter zero.  

• Paid Date -   Enter the date the OI paid or denied the claim.  
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Web Claim Submission 

Once you hit the submit button, the claim results are 
immediate. 
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Web Claim Submission 

Web Claim function buttons 
 
Paid claim 
 
 
Denied claim 
 
 
 
Suspended claim 
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ADA 2012 J434 Dental Claim Form 
•  As of May 1, 2013 the 2006 ADA J404 dental claim form is no 
longer accepted and will be returned to the provider.  
 

•  All dental providers who submit paper claims to HP are 
required to submit their paper claims on the 2012 ADA J434 
red dental claim form.  
To order 2012 ADA claims forms provider can go to 
www.adacatalog.org or call 1-800-947-4746. 

• Please note this new claim form will not effect claims that are 
submitted electronically or through the Web site.  
 

• The J434 ADA claim form has updates including new fields 
which will allow dental providers to place the International 
Classification of Diseases (ICD-9) codes that are used to report 
diagnoses associated with dental office services.  
 

 

http://www.adacatalog.org/
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ADA 2012 J434 Dental Claim Form 
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ADA 2012 J434 Dental Claim Form 

 
 
 
 
 
 
 
 
 
 
Reminder:  
• Field 52a – Enter the billing provider’s taxonomy code. 
• Field 54a – Enter the performing provider’s taxonomy code.  
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ADA 2012 J434 Dental Claim Form 

2012 ADA Claim form updates: 
 
• Field 4 – Changed options to “Dental?” or “Medical?” This field 
is not required.  

• Field 29a Diag. Pointer – If you enter a diagnosis in field 34a, 
you will need to enter the corresponding letter in field 29a.  

• Field 29b Qty. – Enter the correct quantity of the service(s) 
provided.  

• Field 31a Other Fee(s) – Previously field 32 – this field is not 
required.  

• Field 32 Total Fee – Previously field 33 – Enter the total of all 
fees.  

• Field 33 Missing Teeth Information – Removed primary teeth 
designation.  

 



 41  
CT interChange MMIS 

ADA 2012 J434 Dental Claim Form 

2012 ADA Claim form updates: 
 
• Field 34 Diagnosis Code List Qualifier – If you enter a 
diagnosis code on your claims, you will need to enter “B” for 
an ICD-9 diagnosis code or “AB” for ICD-10 diagnosis code.  
At this time you will always enter “B”. 

  
• Field 34a Diagnosis Code (s) – Enter the primary diagnosis in 
field “A”. Any additional diagnosis codes are to be entered in 
fields B-D.  
 

• Field 38 Place of Treatment – Enter place of service code, e.g. 
11- office or 22 – O/P hospital.  
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Frequent Claim Denials   

EOB 261 “Tooth Number Missing” 

EOB 262 “Tooth Number Invalid” 

EOB 4211 “Tooth Number/Procedure Code Combination Invalid” 

 
• A good reference for these denials is bulletin 2009-25 “Tooth 
Numbers to be Used in Conjunction with Specified Procedure 
Codes”.   
It informs dental providers about the proper tooth numbers to use 

when submitting claims which involve CDT codes which require 
tooth numbers and/or letters.  
This bulletin also defines the proper format to use when submitting 

claims which involve supernumerary teeth.  
Certain procedures have age restrictions on specified codes and 

this bulletin informs dental providers of the age limitations that are 
included on the Medicaid Dental Fee schedule. 
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Frequent Claim Denials   

EOB 6148 “One restoration per tooth surface allowed per year” 

EOB 6431 “One bitewing radiograph allowed per year client 21 & 
over” 
 

• To avoid this error message, DSS recommends that 
providers verify a client’s eligibility on the date of service 
prior to performing said service and the client’s claim 
history 

 
To verify when a procedure was last performed on a client, go 

to the www.CTDHP.com Web site and click on the link on the 
left hand side of the Home Page labeled "Provider Partners," 
next click on “Sign In”, and then “Client Inquiry.”  
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Claim Resolution Guide   

Provider Manual Chapter 12 – Claim Resolution Guide 
• This guide lists commonly posted Explanation of Benefit (EOB) 
codes and provides a brief explanation of the reason why 
claims were either suspended or denied.  

 
• This guide provides a detailed description of the cause of each 
EOB and more importantly, the necessary correction to the 
claim, if appropriate, in order to resolve the error condition.  

 
• This guide also provides tips to assist providers to where they 
need to go to find additional information to help on correcting 
their claims.  
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Claim Resolution Guide   

EOB 621 “Billing provider entity type qualifier to provider 
type/specialty mismatch”  

 
• Cause  
The submitted billing provider entity type qualifier indicates 
an individual (1) and the determined provider type and 
specialty on file for the provider indicates a group (2); or 
the submitted billing provider entity type qualifier indicates 
a group (2) and the determined provider type and specialty 
on file for the provider indicates an individual (1). 
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Claim Resolution Guide   

EOB 621 “Billing provider entity type qualifier to provider 
type/specialty mismatch”  
 

• Resolution 
 The Entity Type Qualifier is submitted in loop 2010AA 
segment NM102 of the ASC X12N HIPAA 837D claim 
transaction and must contain a value that is appropriate for 
the billing provider’s type and specialty.  Valid values for 
this field are “1” (person) and “2” (non-person entity).  
Billing providers that are contracted with the CT Medical 
Assistance Program as individual practitioners must submit 
an entity type qualifier of “1”; groups and organizations 
must submit an entity type qualifier of “2”. 
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Dental Billing  
 ICD-10 Changes  
 

• On October 1, 2014 the ICD-9 code set used to report medical 
diagnosis will be replaced by ICD-10 code sets.  
 

• The transition to ICD-10 is required for all providers, payers, 
and vendors.  
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Training Session Wrap Up 

Where to go for more information www.ctdssmap.com 
• Important Messages and Provider Bulletins  

CTDHP Provider Relations and Network Support will assist 
with PA, claim history and Provider Enrollment: Monday 
through Friday, 8 a.m. to 5 p.m. (EST), excluding holidays. 
• 1-888-445-6665 

Member Services to assist clients in finding dentist. 
• 1-866-420-2924 

HP Provider Assistance Center (PAC) to assist with claims: 
Monday through Friday, 8 a.m. to 5 p.m. (EST), excluding 
holidays. 
• 1-800-842-8440 
• 1-800-688-0503 (EDI Help Desk)  

http://www.ctdssmap.com/
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Time for Questions  

            Questions & Answers 
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