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UTAH MEDICAID SPECIFIC DENTAL COB TEMPLATE
UHINt 2.5 Tool

All EDI must pass through the Utah Health Information Network (UHIN), an independent, not-
for-profit, value added network serving all payers in Utah. Contact UHIN at www.uhin.org or call
801-466-7705.

Telephone Number for Medicaid EDI customer support is 801-538-6155 or 800-662-9651 menu
3, menu 5. Hours of operation are Monday through Wednesday (7 am to 12 noon and 1 pm to 6
pm) and Thursday (11 am to 12 noon and 1 pm to 6 pm). Closed on Fridays.

UHINt 2.5 is an internet based product offered by UHIN that can be used to interface between a
medical billing system and UHINet (UHIN’s internet portal). It can also be used to directly type
in claims, eligibility inquires, etc. This is not a Medicaid product. The user guide is on the
internet https://www.uhinet.com/uhint/install/UHINt 2.5 User Guide.pdf. For help installing,
security, or any technical question contact UHIN.

Submitter Maintenance and Provider Maintenance will need to be set up to submit claims.
Providers submitting to HT000004-001 need to be set up with NPI and (EIN) Tax ID. Required
fields by the UHINt tool are in Red. There are some Utah Medicaid specific fields in addition to
those that will need to be filled out to process the claim.

Transmit claims for all Medicaid programs (Non-Traditional Medicaid, Primary Care Network,
Select Access, Baby Your Baby, etc.) to Medicaid Fee-For-Service (FFS), HT000004-001.

If Primary Insurance paid $0.00 or denied the claim, send the claim electronically. When you
receive the denial from Medicaid, send the Primary Insurance EOB to the Office of Recovery
Services at fax number 801-536-8513.

For additional information please refer to the Utah Medicaid Companion Guides
http://health.utah.gov/hipaa/quides.htm.
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{Butch)

Download Status |
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Help

previously paid claim.

Original claim unless doing a
Replacement or Cancel of a

Dental ]

Eill Type: [Originl Claim ﬂ‘ﬁn Select the Payer TPN
1. 3. Carrier N
™ Dentist pre-treatment estimate Specialty “Name: | \
% Dentizt statement of actual service "I | j
2. Carrier Address
™ Medicaid Claim Prior Autharization # 4. Address
" EPSDT | !
. City f. State
* Mone BLC | | J
~
PAL | 7. Zip Code
3. Relationzhip to Subzcnber/Emplover 3. EmployerSchool
& Seff ¢ Spouse © Child € Other Mame rdd'e“
Patient Infarmation
10. * Patient Lazt Mame * Firzt Marne Middle [nitial 15. " Bithdate [mmddzeyy] 16 " Patient 1D #
11. " Address 17, Gender
| M F
12 % City 13 7 State 18. Phone Mumber
| |
14, " Zip Code
-
4| >
Frint | Fill Test Data Clear Al Submit |

Bill Type: Use drop down arrow to identify a Replacement or Cancel of a Prior

PAID Claim. Enter the TCN of the Original Medicaid Paid Claim to be

replaced/cancelled in the Original Ref# box. Enter all 17 digits with no hyphens or

spaces.

Repository.
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[ b | Polessonal | Iraiond pentat/” |

R 19 ID#ASSMN 21, Group # 3. Iz Patient ggfrered by another plan?
ubmission

_ | | " No & Yex  Dentalor O Medical

Click Yes for COB Option

22, Subszcriber/Employes Mame * Payer 32 Policy Mumber |
% f Responsibilit
Last First geqp Y Other Subscriber
| | Py =] ||| BiLosthame < Fist Hame Middle rital
Middle Initial Suffix fimary | | |
| | Address
Subszcriber Information |
23 Address 24. Phone City State  Zip Code
| [ | ut =1 |
28, " City 2B, " State 27, " Zip Codi 28. ¥ Birthdate [mmddoc * tember 1D
28, Marital Status 30, Gender 38, Employment Status 34 " Bithdate [mmddccyy] 35, Gender

(‘“M{?F| J | M O F

37. " Relationzhip to Subscrber 36. 7 Responsibility Seq

Production | j | ﬂ —

{Butch) Benefitz Azzignment Releasze of Information
ez 7 Ma & ez 7 Mo

40. Other Payer

39. | have been infarmed of the treatment plan and associated fees. * Plan Mame *Plan 1D

| agree to be responzible for all charges for dental zervices and
materialz not paid by my dental benefit plan, unlezs the treating
dentizt or dental practice has a contractual agreement with my plan
prohibiting all or a portion of such charges. Tao the estent permitted
under applicable law, | autharize release of any infarmation relating

to this claim. 41 | kereby authorize payment of the dental benefits
otherwize payable to me directly to the below named dental
entity.

E G Y % & ez  No  Signed

COE Option

Claim Filing Indicatar Other Subzcriber Secondary D Other Payer Patient  Other Payer Patient 1D

j | ﬂ tember 1D | j
| | |

Provider [nformation
Other Payer Provider

Provider Tupe Entity Type * Provider ID
Frimary Care Provide Perzon ﬂ |F'r0vider Commercial Mumber j

|Natiu:-na| Frawider Mumber
Qther Pager Rendering Provider
Entity Type Praowider 1D

i =] | =

e Subscriber Information auto populates when using Patient Demography
Repository.

e Must enter Provider Information under Other Payer Provider.

Page 3 of 7



January 2010
Utah State Dept. of Health DENTAL COB
Division of Medicaid and Health Financing UNINt 2.5 TEMPLATE

BRI rounts Reported by Other Payer

File  Tools “iew  Help m
mw \]

Information ﬂ

Fayer Paid Armaunt Approved Amount Allowed AnoLnt Fatiert Respanzibility &maount
|Amounl | |.t’-‘«mounl |Amounl
Covered Amourt [Clicccu wb Aeocy wnt Dabicent Doid Mooyt

Write-off Amounts Reported by Other Payer

Claim Level Adjustrment Informgtion
Group Code Reazon Code Monetary Amount Adjustment Duantity
| Cantractual Obligations j |42 |.t’-‘«mounl |1

| | |
To add additional line information, type over
Service Line Number and tab. This opens the
] fields to report TPL for the Line Number entered.

Production Line Level Adjustment Information
{Butch) [mrnddccyy) Service Linett |1 Bundled Line Numnber
Line Adjudication D ate S ) ) ) ]
lDate— Service Line Paid Arnount Faid Service Unit Count
£y t 1
* Product/Service D | man
|.-’-‘«merican Diental Assnciatilﬂ Frocedure Code Description Frocedure Modifier
e | o —
Group Code Reazon Code Monetary Amount  Adjustment Quantity

|F'atient R esponzibility \j |D1 |.t’-‘«mount |1
| | |

PATIENT RESPONSIBILITY MUST BE LISTED

T T | Jﬂ
oA | »

e Patient Responsibility must be entered for both Claim Level and Line Level.

e Thetool requires Line Level information. Claim level payment information can be
reported on the first line. No other line level information needs to be submitted as
Medicaid will pay based on claim level information. The claim will pay at the
claim level. Patient Responsibility is what Medicaid reviews to pay the provider.
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44. EIN (TAX ID) or SSN
No hyphens

| oo | Fuoessond | Instona DeF | 45. NP
[~ |
42. 7 Billing Dentizt or Dental Entity 44" Provider 1D B 45, ° Dentist S5MH/TI axonomy Code
| d |Electronic Ided Mational
" Last Mame First M ame Middle [nitial | |
46 " Address 47. Dentizt License # 49, Place of Treatment
| | * Facility Name I
50. * City 51. " State 52 * Zip Code | Otfice Rl =
| wt || | |
53, Radiographs or models enclozed? |
55, Pay-to-Provider Infarmation if different Orthodantics
Lazt/Organization First tiddle 54, 1z Treatment for Orthodontics?
| | | 7 Yes ™ Mo
D Secondary 1D If service already commenced:
| J | J Date appliances placed
Production | | Total Months of reatment
{Butch)
Address
| Total Months of remaining treatrent
City State
[ It |
Zip Code
BE. Related Causes 57, If auto accident iz related cause, indicate location of accident:
&, | j B | ﬂ State d Country
Date [mmddzoyw)
c| =

e Box 42 is the Billing Dentist. Select from the Provider Maintenance List.

e Box 44 isthe Tax ID or SSN no hyphen or spaces. The identification number must
match the NPI. For more information, please contact Provider Enroliment at
800-662-9651 or 801-538-6155 option 3 option 4.

e Box 45 is the National Provider ID (NPI).
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Dental l

Claim Service Date

" Patient Account Mumber or Claim Mumber  Service Date Dizcharge Date  Admizzion Date  Referral Date [mmddocy)
[rmddcoyy] [mmddcoyy) [rmddcoyy]
Referral Provider Lazt Mame  Referral Provider First Hame  SSH/EIM Provider 1D
58, Diagnoziz Code Indes [not uzed]
1. 2| 3 4| 5. Enter Total charges for Dates of Service.
No comma, enter decimal for cents.
59, Examination ahd Treatment Plans - List Testh in Order /
Frior )
fdd I[:b)viartfleDD[ Tooth | Swrface | Quadrar| Guadrar| Prosthes EI:tc:mE EEE:%S E[DDdCBEdL Lty Descript| Fee
[MMDDN
Del j j j N7A !
Production ED. Identify all missing teeth with “MI", teeth to be extracted with "EX", and impacted teeth Payrment
{Butch) wiith "IM" & Totsl Fee $0.00

B. Other plan pt

Permarnent Frirnary
CMaxdlowsble |
D.Deductible  [MOT USED
£1. Remarks for unusual services E. Carrier % ’7
F. Carrier Fays ’7
G. Patient Pays ’7

-
4| [ »

Pint | Fil TestDats | Clesral | submit |

e Enter the first Date of Service as the Claim Service Date. The date is returned on
the 277FE.

|

Download Status

e Box 59. Click ADD for additional lines. For each line enter a Date of Service in the
Date Field. Procedure Codes are the approved ADA codes. Feeis the money
amount billed. This field cannot have a comma but can have a decimal for cents.

e Box 59. Do not delete aline located in the middle of charges. Type over the line
to correct the information. Only the last line can be deleted, otherwise it causes
an error at Medicaid. The claim is rejected.
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" UHINt 2.5 Leave Blank if the Rendering Provider
is the same as the Billing Provider
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Institutional

Treatment Location
E3. Address where treatment D@s performed

B2, | hereby certify that the procedures as indicated by date are in progress [for
procedures that require multiple wisits] or have been complated and that the fees
zubmitted are the actual fees | have charged and intend to callect far those

procedures, B4 City

Signed Frovider List |
E5. State

% Ve J

" Mo i :I

EE. Zip

Lazt Mame/Organization Mane

Firzt MHame

Treating Dentist D Type

Production | J
{Butch) Payer &zzigned Rendering 1D
| | EIN/SEN T axonamy Code

| >

Diawwnload Status |
Fririt | Fill Test Data Clear &l Submit |

e Click Submit when finished to send the claim.

e Watch for Window that indicates that transmission was completed.
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