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1.0

2.0

Description of the Procedure, Product, or Service

Physician fluoride varnish services are defined as preventive procedures provided by or under the
supervision of a physician. This includes caries screening, recording of notable findings in the
oral cavity, preventive oral health and dietary counseling, and administration of topical fluoride
varnish. Such services shall maintain a high standard of quality and shall be within the reasonable
limits of services customarily available and provided to most persons in the community with the
limitations hereinafter specified. Only the procedure codes listed in this policy are covered
under the N.C. Medicaid Physician Fluoride Varnish Program.

The Division of Medical Assistance (DMA) has adopted procedure codes and descriptions as
defined in the most recent edition of Current Dental Terminology (CDT 2015).

1.1 Definitions
None Apply.

Eligibility Requirements
2.1 Provisions

2.1.1 General

(The term “General’” found throughout this policy applies to all Medicaid and
NCHC policies)
a. An eligible beneficiary shall be enrolled in either:
1. the NC Medicaid Program (Medicaid is NC Medicaid program, unless
context clearly indicates otherwise); or
2. the NC Health Choice (NCHC is NC Health Choice program, unless
context clearly indicates otherwise) Program on the date of service and
shall meet the criteria in Section 3.0 of this policy.
b. Provider(s) shall verify each Medicaid or NCHC beneficiary’s eligibility
each time a service is rendered.
c. The Medicaid beneficiary may have service restrictions due to their
eligibility category that would make them ineligible for this service.
d. Following is only one of the eligibility and other requirements for
participation in the NCHC Program under GS 108A-70.21(a): Children must
be between the ages of 6 through 18.

2.1.2 Specific

(The term “Specific” found throughout this policy only applies to this policy)
a. Medicaid

None Apply.
b. NCHC

NCHC beneficiaries are not eligible for physician fluoride varnish services.

CDT 2015 (including procedure codes, descriptions, and other data) is copyrighted by the American
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Dental Association. © 2014 American Dental Association. All rights reserved.
Applicable FARS/DFARS apply.
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2.2 Special Provisions

2.2.1 EPSDT Special Provision: Exception to Policy Limitations for a
Medicaid Beneficiary under 21 Years of Age

a. 42 U.S.C. §1396d(r) [1905(r) of the Social Security Act]

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) is a
federal Medicaid requirement that requires the state Medicaid agency to
cover services, products, or procedures for Medicaid beneficiary under 21
years of age if the service is medically necessary health care to correct or
ameliorate a defect, physical or mental illness, or a condition [health
problem] identified through a screening examination (includes any
evaluation by a physician or other licensed practitioner).

This means EPSDT covers most of the medical or remedial care a child
needs to improve or maintain his or her health in the best condition possible,
compensate for a health problem, prevent it from worsening, or prevent the
development of additional health problems.

Medically necessary services will be provided in the most economic mode,
as long as the treatment made available is similarly efficacious to the service
requested by the beneficiary’s physician, therapist, or other licensed
practitioner; the determination process does not delay the delivery of the
needed service; and the determination does not limit the beneficiary’s right to
a free choice of providers.

EPSDT does not require the state Medicaid agency to provide any service,
product or procedure:

1. thatis unsafe, ineffective, or experimental or investigational.
2. that is not medical in nature or not generally recognized as an accepted
method of medical practice or treatment.

Service limitations on scope, amount, duration, frequency, location of
service, and other specific criteria described in clinical coverage policies may
be exceeded or may not apply as long as the provider’s documentation shows
that the requested service is medically necessary “to correct or ameliorate a
defect, physical or mental illness, or a condition” [health problem]; that is,
provider documentation shows how the service, product, or procedure meets
all EPSDT criteria, including to correct or improve or maintain the
beneficiary’s health in the best condition possible, compensate for a health
problem, prevent it from worsening, or prevent the development of additional
health problems.

b. EPSDT and Prior Approval Requirements

1. If the service, product, or procedure requires prior approval, the fact that
the beneficiary is under 21 years of age does NOT eliminate the
requirement for prior approval.

2. IMPORTANT ADDITIONAL INFORMATION about EPSDT and
prior approval is found in the NCTracks Provider Claims and Billing
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Assistance Guide, and on the EPSDT provider page. The Web addresses
are specified below.

NCTracks Provider Claims and Billing Assistance Guide:
https://www.nctracks.nc.gov/content/public/providers/provider-
manuals.html

EPSDT provider page: http://www.ncdhhs.gov/dma/epsdt/
2.2.2 EPSDT does not apply to NCHC beneficiaries

2.2.3 Health Choice Special Provision for a Health Choice Beneficiary age 6
through 18 years of age

The Division of Medical Assistance (DMA) shall deny the claim for coverage for
an NCHC beneficiary who does not meet the criteria within Section 3.0 of this
policy. Only services included under the NCHC State Plan and the DMA clinical
coverage policies, service definitions, or billing codes are covered for an NCHC
beneficiary.

3.0 When the Procedure, Product, or Service Is Covered

Note: Refer to Subsection 2.2.1 regarding EPSDT Exception to Policy Limitations for
Medicaid Beneficiaries under 21 Years of Age.

3.1 General Criteria Covered

Medicaid and NCHC shall cover the procedure, product, or service related to this policy

when medically necessary, and:

a. the procedure, product, or service is individualized, specific, and consistent with
symptoms or confirmed diagnosis of the illness or injury under treatment, and not in
excess of the beneficiary’s needs;

b. the procedure, product, or service can be safely furnished, and no equally effective
and more conservative or less costly treatment is available statewide; and

c.  the procedure, product, or service is furnished in a manner not primarily intended

for the convenience of the beneficiary, the beneficiary’s caretaker, or the provider.

3.2  Specific Criteria Covered

3.2.1 Specific criteria covered by both Medicaid and NCHC
None Apply.
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3.2.2 Medicaid Additional Criteria Covered

Medicaid covers a total of six oral screening packages (examination, preventive oral
health and dietary counseling, and application of fluoride varnish) per beneficiary from
the time of tooth eruption until the child is 3% years of age. These services can be
provided at well-child checkups, during a sick visit, or at a separately scheduled visit.

Example of Oral Screening Preventive Package Visits

Well-Child Visit (months) Procedure Performed
6 Yes (if teeth are erupted)
9 Yes (if teeth are erupted)
12 Yes
18 Yes
24 Yes
36 Yes

Begin providing the services as soon as the first teeth erupt. If services are provided at the
6- or 9-month well-child checkup, providers must wait at least 60 calendar days before
providing the service again. Ideally, the service should be performed every 3 to 6 months;
however, flexibility is allowed to permit scheduling in conjunction with visits for other
health services. Please note that the service can be provided until the beneficiary reaches
age 3% (or through age 41 months) since typically the 36-month well-child visit does not
occur until after the beneficiary’s third birthday.

3.2.3 NCHC Additional Criteria Covered
None Apply.




NC Division of Medical Assistance Medicaid and Health Choice
Physician Fluoride Varnish Services Clinical Coverage Policy No.: 1A-23
Amended Date: October 1, 2015

4.0 When the Procedure, Product, or Service Is Not Covered

Note: Refer to Subsection 2.2.1 regarding EPSDT Exception to Policy Limitations for
Medicaid Beneficiaries under 21 Years of Age.

4.1 General Criteria Not Covered

Medicaid and NCHC shall not cover the procedure, product, or service related to this

policy when:

a. the beneficiary does not meet the eligibility requirements listed in Section 2.0;

b. the beneficiary does not meet the criteria listed in Section 3.0;

c. the procedure, product, or service duplicates another provider’s procedure, product,
or service; or

d. the procedure, product, or service is experimental, investigational, or part of a clinical
trial.

4.2  Specific Criteria Not Covered

4.2.1 Specific Criteria Not Covered by both Medicaid and NCHC
None Apply.

4.2.2 Medicaid Additional Criteria Not Covered

Medicaid shall not cover physician fluoride varnish services when the criteria
specified in Sections 3.0 and 5.0 of this policy have not been met.

4.2.3 NCHC Additional Criteria Not Covered

a. NCGS 8§ 108A-70.21(b) “Except as otherwise provided for eligibility, fees,
deductibles, copayments, and other cost sharing charges, health benefits
coverage provided to children eligible under the Program shall be equivalent
to coverage provided for dependents under North Carolina Medicaid
Program except for the following:

1. No services for long-term care.

2. No nonemergency medical transportation.

3. No EPSDT.

4. Dental services shall be provided on a restricted basis in accordance with
criteria adopted by the Department to implement this subsection.”
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5.0

15123

Requirements for and Limitations on Coverage

Note: Refer to Subsection 2.2.1 regarding EPSDT Exception to Policy Limitations for
Medicaid Beneficiaries under 21 Years of Age.

5.1

5.2

5.3

Prior Approval
Medicaid shall not require prior approval for physician fluoride varnish services.
American Dental Association Guidelines

Only topical fluoride varnish materials professionally applied as recommended by the
guidelines of the American Dental Association Council on Scientific Affairs are accepted
for use in the dental care of Medicaid beneficiaries. Specific use of these materials must
follow the ADA Council on Scientific Affairs guidelines.

Limitations or Requirements

By State legislative authority, DMA applies service limitations to ADA procedure codes
as they relate to individual beneficiaries. These service limitations are applied without
modification of the ADA procedure description. Limitations that apply to an entire
category of service are described at the beginning of the appropriate subsection.
Limitations that apply to an individual procedure code are indicated by an asterisk (*)
beneath the description of that code. Claims for services that fall outside these limitations
will be denied unless special approval is granted for services deemed medically necessary
for a Medicaid beneficiary under age 21. Refer to Subsection 5.3.3 Request for Special
Approval of a Non-Covered Service or Service Outside the Policy Limitations.

CDT 2015 (including procedure codes, descriptions, and other data) is copyrighted by the
American Dental Association. © 2014 American Dental Association. All rights reserved.
Applicable FARS/DFARS apply.

5.3.1 Diagnostic: Clinical Oral Evaluation

Code Description
D0145 [ Oral evaluation for a patient under three years of age and
counsellng with primary caregiver
* replaced procedure codes D0150, D0120, and D1330
effective January 1, 2007
* includes early caries screening, evaluation of caries
susceptibility, and recording of other notable findings in the
oral cavity
includes preventive oral health and dietary counseling with the
primary caregiver
includes prescribing a fluoride supplement, if needed
must be billed in conjunction with D1206
limited to beneficiaries under 3% years of age
allowed once every 60 calendar days
limited to six times prior to the beneficiary reaching 3% years
of age
procedure code D1206 must be billed on the detail line before
D0145

A % % ok *

*
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5.3.2

5.3.3

Preventive: Topical Fluoride Treatment (Office Procedure)
Topical fluoride must be applied to all teeth erupted on the date of service.
Medicaid will only allow reimbursement for this procedure when teeth are
present and fluoride varnish is applied to the teeth.

Code Description

D1206 | Topical application of fluoride varnish

* replaced procedure code D1203 effective January 1, 2007

* must be billed in conjunction with D0145

* limited to beneficiaries under 3%z years of age

* allowed once every 60 calendar days

* limited to six times prior to the beneficiary reaching 3'2 years of
age

* procedure code D1206 must be billed on the detail line before
D0145

Request for Special Approval of a Non-Covered Service or Service
Outside the Policy Limitations

Providers may request special approval for a service that is non-covered by the
NC Medicaid program or falls outside the limitations stated in this policy, if that
service is deemed medically necessary for a Medicaid beneficiary under age 21.
All such requests must be submitted in writing prior to delivery of the
service. The request must include

a. acompleted CMS-1500 claim form,

b. any materials needed to document medical necessity (e.g., radiographs,
photographs), and

c. the completed Non-Covered State Medicaid Plan Services Request Form (for
beneficiaries under 21 years of age) or a cover letter that documents how the
service will correct or ameliorate a defect, physical or mental illness, or a
condition [health problem].

This includes documentation about how the service, product, or procedure will
correct or ameliorate (improve or maintain the beneficiary’s health in the best
condition possible, compensate for a health problem, prevent it from worsening,
or prevent the development of additional health problems) as well as the
effectiveness and safety of the service, product, or procedure.

Requests should be mailed to:

Assistant Director

Clinical Policy and Programs
Division of Medical Assistance
2501 Mail Service Center
Raleigh, NC 27699-2501
FAX: 919-715-7679

If the procedure(s) receives special approval and the beneficiary is Medicaid-
eligible on the date the service is rendered, the provider then can file for
reimbursement.
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6.0

7.0
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Note: A copy of the Non-Covered State Medicaid Plan Services Request Form (for
beneficiaries under 21 years of age) can be found on the EPSDT provider page:
http://www.ncdhhs.gov/dma/epsdt/

Providers Eligible to Bill for the Procedure, Product, or Service

To be eligible to bill for the procedure, product, or service related to this policy, the provider(s)
shall:

a. meet Medicaid or NCHC qualifications for participation;

b. have a current and signed Department of Health and Human Services (DHHS) Provider
Administrative Participation Agreement; and

c. bill only for procedures, products, and services that are within the scope of their clinical
practice, as defined by the appropriate licensing entity.

6.1 Provider Qualifications

6.1.1 Conditions of Participation

Licensed physicians and Non-Physician Practitioners (physician assistant, nurse
practitioner, registered nurse, and licensed practical nurse) who meet Medicaid’s
training requirement can render this service in eligible physicians’ offices. All
providers participating in the Medicaid program shall provide services in
accordance with the rules and regulations of the Medicaid program. Conditions
of participation are made available at the time of provider enroliment.

6.2 Provider Certifications

6.2.1 Provider Training and Continuing Education

Provider training is required as a condition of participation. Providers shall
receive Medicaid recognized training to prepare for the delivery of this service.
Only providers who have been trained are allowed to render the services and
submit claims for payment.

Additional Requirements

Note: Refer to Subsection 2.2.1 regarding EPSDT Exception to Policy Limitations for
Medicaid Beneficiaries under 21 Years of Age.

7.1  Compliance

Provider(s) shall comply with the following in effect at the time the service is rendered:

a. All applicable agreements, federal, state and local laws and regulations including the
Health Insurance Portability and Accountability Act (HIPAA) and record retention
requirements; and

b. All DMA’s clinical (medical) coverage policies, guidelines, policies, provider
manuals, implementation updates, and bulletins published by the Centers for
Medicare and Medicaid Services (CMS), DHHS, DHHS division(s) or fiscal
contractor(s).
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7.2

7.3

7.4

7.1.1 Record Retention

Providers are responsible for maintaining all financial, medical and other records
necessary to fully disclose the nature and extent of services billed to Medicaid.
These records must be retained for a period of not less than six years from the
date of service, unless a longer retention period is required by applicable federal
or state law, regulations or agreements.

Oral Screening Requirements

a. Early caries screening and detection of notable findings (obvious pathology of
hard and soft tissues) in the oral cavity using a dental mirror and directed light.

b. Counseling and educational materials on good oral hygiene practices and
nutrition for children.

C. Prescribing a fluoride supplement, if indicated, per the guidelines of the

American Association of Pediatrics:
http://aappolicy.aappublications.org/cgi/content/full/pediatrics;111/5/1113

Note: Itis critical to have the beneficiary’s drinking water tested for fluoride content
if the level of fluoride in the source of drinking water is unknown. Providers shall
refer the beneficiary to a dentist for continued treatment at the appropriate age based
on the beneficiary’s need for dental services.

d. Application of the fluoride varnish to all erupted primary teeth, beginning at
tooth eruption until the beneficiary is 3% years of age.

e. Documentation in the beneficiary’s health record shall include all of the
following:

1) an oral evaluation and any notable findings;

2) preventive oral health and dietary counseling with the primary caregiver;
3) application of fluoride varnish; and

4) referral to a dentist, if appropriate.

Application of the Fluoride Varnish

Fluoride varnish is practical, safe, and easy to apply to the teeth of infants and very young
children and is extremely useful in the prevention of early childhood caries. Teeth should
be wiped with a 2” x 2” gauze pad prior to fluoride varnish application. The varnish is
then applied in a thin layer to all surfaces of the teeth using a disposable brush.

Health Record Documentation

The provider must furnish upon request appropriate documentation, including beneficiary
records, supporting material, and any information regarding payments claimed by the
Provider, for review by the DMA, its agents, the Centers for Medicare and Medicaid, the
State Medicaid Fraud Control Unit of the Attorney General's Office, and other entities as
required by law. Providers cannot charge for records requested by Medicaid.
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8.0 Policy Implementation/Revision Information
Original Effective Date: February 1, 2001

Revision Information:

Date Section Revised Change
11/01/2007 Section 3.2 The coverage criteria was revised to indicate
that the procedure is limited to once every 60
days and the treatment can be covered through
the age of 3 % years effective with date of
service 01/01/2007.
3/12/2012 Throughout Technical changes to merge Medicaid and
NCHC current coverage into one policy.
10/01/2015 All Sections and Updated CDT-2015 procedure code descriptions
Attachments effective with date of service 1/1/2015.
10/01/2015 All Sections and Updated policy template language and added
Attachments ICD-10 codes to comply with federally
mandated 10/1/2015 implementation where
applicable.

15123
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Attachment A: Claims-Related Information

Provider(s) shall comply with the, NCTracks Provider Claims and Billing Assistance Guide, Medicaid
bulletins, fee schedules, DMA'’s clinical coverage policies and any other relevant documents for specific
coverage and reimbursement for Medicaid and NCHC:

A.

15123

Claim Type
Professional (CMS-1500/837P transaction)

International Classification of Diseases, Tenth Revisions, Clinical Modification
(ICD-10-CM) and Procedural Coding System (PCS)

Provider(s) shall report the ICD-10-CM and Procedural Coding System (PCS) to the highest level
of specificity that supports medical necessity. Provider(s) shall use the current ICD-10 edition and
any subsequent editions in effect at the time of service. Provider(s) shall refer to the applicable
edition for code description, as it is no longer documented in the policy.

Note: According to the ICD-10-CM Official Guidelines for Coding and Reporting, the word
“and” should be interpreted to mean either “and” or “or” when it appears in a title.

Examples: Provider does not have to be providing a cleaning to use the ICD code listed below.
e Z01.20 (Encounter for dental examination and cleaning without abnormal findings)
e Z01.21 (Encounter for dental examination and cleaning with abnormal findings

Code(s)

Provider(s) shall report the most specific billing code that accurately and completely describes the
procedure, product or service provided. Provider(s) shall use the Current Dental Terminology
(CDT 2015).

CDT Code Description

D0145 Oral evaluation for a patient under three years of age and counseling with
primary caregiver

D1206 Topical application of fluoride varnish

Note: Procedure code D1206 must be billed on the detail line before D0145.

Modifiers
Provider(s) shall follow applicable modifier guidelines.
Billing Units

Provider(s) shall report the appropriate procedure code(s) used which determines the billing
unit(s).

Place of Service

The oral screening package is allowed in the physician’s office, health department clinics,
Federally Qualified Health Centers (FQHC), Rural Health Clinics (RHC), and the beneficiary’s
residence.

11
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G. Co-payments

For Medicaid refer to Medicaid State Plan, Attachment 4.18-A, page 1, located at
http://www.ncdhhs.gov/dma/plan/sp.pdf.

For NCHC refer to G.S. 108A-70.21(d), located at

http://www.ncleg.net/EnactedL egislation/Statutes/HTML/BySection/Chapter 108A/GS 108A-
70.21.html.

H. Reimbursement

Providers shall bill their usual and customary charges.
For a schedule of rates, refer to: http://www.ncdhhs.gov/dma/fee/
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Attachment B: Examples for Filing Physician Fluoride Varnish Claims
(CMS-1500 Claim Forms)

The following three examples apply to NC Medicaid and are not intended to replace instructions issued
by the National Uniform Claim Committee (NUCC). The NUCC instruction manual can be found at

WWW.NuUcc.org.

15123 13
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Example 1:

1500 Periodic Oral Screening as a

o
w
Separate Procedure &
HEALTH INSURANCE CLAIM FORM P <
APPROVED BY NATICNAL UNIFORM CLAIM COMMITTEE 08/05 [}
[T PcA PICA [T T] i
1. MEDICARE MEDIGAID ZRICARE CHAMPVA FECA OTHER | 1a. INSURED'S 1.D. NUMBER (For Program in Item 1)
BLKLUNG
|| (wedicara &) [X] ivmclcaic )] (Eantars ssN) D (Member 1D4) D (SEhor i) D (S5N) D (D) 999.99.9999 A
2. PATIENT'S NAME (Last Name, First Name, Middle Inilial) 3. PATIENT‘%BJHTH DATE 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
Smith, Barbie 05 | 10} MEI F[X]
5. PATIENT'S ADDRESS (No.. Street) 5. FATIENT HELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
Self s Child Oth
123 Any Street D """“D . D E’D
S 8. PATIENT STATUS cITY STATE =z
" City AL R P R c
ingle arried Other =
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (include Area Code) é
] Full-Time Part-Time o
29999 ( 9]9) 555-5555 Employed Student Student l:l ( ) o
9. OTHER INSURED'S NAME (Last Name. First Name, Middla initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FEGA NUMBER L
]
a. OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (Current of Previous) 2. INSURED'S DATE OF BIRTH SEX 4
MM, DD |  YY 2
v [ | W1 O 2
b. OTHER "SSU?ED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLAGE (State) | . EMPLOVER'S NAME GR BCHOOL NAME 2
I
L K. e [ 2
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME =
w
) Cles  [wo z
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? =
D YES B NO If yes, return lo and complete item 8 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
1o process this claim. | also request payment of govemnment benefils eilher lo myself or lo the party who accepls assignment services described below.
below.
SIGNED DATE SIGNED_ Y
— il
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15.1F PATIENT HAS HAD SAME OF SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE T0 WORK IN CURBENT OGCUPA'HDN
v [ b& (A ‘ INJURY (Accident) OR GIVE FIRSTDATE MM | DD | MM b | w MM, DD 4
! ) PREGNANCY(LMP) : : FROM | ! TO ! !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
Hakie SEL R LA oibias it s MM, DD, YY MM |, DD, ~ YY
17b.] NP1 FROM i i T0 i :
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[dves [no I
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Refale llems 1, 2, 3 or 4 to llem 24E by Line) 22. MEDICAID RESUBMISSION
‘ CODE ORIGINAL REF. NO.
wLZ01 20 I
23. PRIOR AUTHORIZATION NUMBER
2. 4. |
24 A DATE(S)OF senvrce B. €. | . PROCEDURES, SERVICES, OR SUPPLIES E. F. G, < J. =
From PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS DAYS: EPSDY oy RENDERING =}
MM DD Yy MM BD YY |SERVICE| EMG CPT/HCPCS 1 MODIFIER PQINTER $ CHARGES UNITS Pan | QUAL. PROVIDER ID. # IE
1 : i : . : ; i i | ZZ) XXXXXXXXXX |=
0si13 deevbosies deevd 11l I poes 1 | § | | | 361 35] | [wer]” 9999999999 S
Gl L o | it fa | , | 2Z] XXXXXXXXXX |2
05113 lceyy 05113 lcovy 11 | D1206 A 160 04| | [~e| 9999999999 =
—d
3 1 1 1 | 1 1 | | e, ot e e o
W Y N e e b ) el e s Bl Lt 10 3
7
1 1 1 ! T e e o
o O O v Ve L [ 5
1 1 1 1 L L 1 L
=
i Ry [ | B | i R ——— 3
1 ; l 1 1 ! | 1 L L l _,_l__ NP w
=
1 1 1 1 1 1 P o] e e e e e ]
I | L . - N b
25. FEDERAL TAX 1.0. NUMBER SSN EIN 26. PATIENTS ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHAF[GE 29. AMOUNT PAID 30. BALANGE DUE
Or §ovl, GLaIMS, 888 Gack) | |
(N 01999B [Clves {jNO s 1 39| s s 52 | 39
1
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PHOV!DER INFO & PH # ( 91'9' 99-0999
INCLUDING DEGREES OR CREDENTIALS <
(I certify thal the statements on the reverse James Medical Center Bill James, MD

apply to this bill and are made a part thereof.)

123 Any Street

123 Any Street

("ify’ NC 290999.9999
b

a.

SIGNED i D__DATRS 16.Y.

City, NC 29999-9999
9999999999 ]“ ZL-XXXXXXX XXX

a.
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15123 14

APPROCVED OMB-0938-0999 FORM CMS-1500 (08-05)



NC Division of Medical Assistance
Physician Fluoride Varnish Services

Medicaid and Health Choice
Clinical Coverage Policy No.: 1A-23
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(1500)
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

Example 2:

Periodic Oral Screening in Conjunction
with an Office Visit

[TTrcA PICA [T T}
1. MEDICARE MEDICAID TRICARE CHAMPVA FE A OTHER | 0. INSURED'S 1.0. NUMBER {For Program in Hem 1)

[ actcare o) [ ] tedicaia #)[ ] (Sponsors sy [] vemeeriow) Drssw—r» []rssw oo 111-11-1111A

2. PATIENT'S NAME {Las! Name, First Nama, Middle Initial) a. PMEITIT BEIH'IH WE SEX 4. INSURED'S NAME {Lasl Nama, First Mame, Middia Initial)

Patty, Peppermint

04 103! 11 1] *[X

5. PATIENTS ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TQ INSURED

s«ﬂu SpouseD chﬂdB omer[ ]

7. INSURED'S ADDRESS (No., Street)

B. PATIENT STATUS
OlhcrEI

29999

( 919) 555-5555

123 Any Street

i RE
City

21P CODE TELEPHONE (Include Araa Code)

Single E:l Mameﬂ{:]
Employed I:I &luuenleg 5?&3:&?"

CITY STATE

ZIP CODE TELEFHONE {Include Area Coda)

.

9. OTHER INSURED'S NAME (Last Mame, First Name, Middio initial)

11018 PATIENT'S CONDITION RELATED TO:

a. OTHERA INSURED'S POLIGY OR GROUP NUMBER

a. EMPLOYMENT? (Currant o Previous)

o

YES

b OTHER INSURED'S DATE OF BIATH SEX

S
] ]

i i M

]

b. AUTO ACCIDENT?

]:l YES

PLACE (State)

L L
©. EMPLOYER'S NAME OR SCHOOL NAME

e |
c. OTHER ACCIDENT?

D YES D ND

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM, DD} XYY

— m[] e

b EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLANT
D YES D NO I yes, relum to and complele dem 9 a-d.

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

below.

SBIGNED

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other i

13, INSURED'S OR AUTHDRIZFED PEASON'S SIGNATURE | authorize

1o process this claim. | also requast payment of government benefits either o myself or to the party who accepls assignment

DATE

of medical benefits to the undarsigned physician or supplier for

14. ,&aTE OBEU FHE% ‘ ILWESS Lxsl symnm) oR

PFIEGNML'-"VILMF"!

HNR ifME A SIMI ILLNESS.
15. IF PATIENT HAS 3 L¢ﬁ\‘
GIVE FIRST DATE | D I

servicas described balow.
SIGNED e b
16. DATES mTIENBBNABLEJP WORKIN CUWN"I’ %CUPATJW A

17, Mi\ME QF FII:FSH RING PROVIDER OR OTHER SOURCE 17a. 18. HOSF’I’T&U ZATISg UATESY?(E LATED TO GUR’RENT SEFVWCES
s iR FERES TR SRR SR AT T
17b.| NP1 FROM |l I TO i J|
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? 5 OHAFDGES

[(Jres [no |

L H66 91

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltams 1, 2, 3 or 4 to Hem 24E by Line)

=

|

23, E!EDICA[D RESUBMISSION
O0DE CRIGINAL REF. NO.

23. PRIOA AUTHORIZATION NUMBER

T
B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, H. I J. =
PLACE L:I (Explain Unusual Circumstances) DIAGNOSIS N Teal o AENDERING o
¥Y _|SERVICE | EMG CPTHCPCS 1 MODIFIER FPOINTER £ CHARGES UNITS Pon | QUAL. PROVIDER ID. # 5
: : A ) | | : ; ; | 00 | | ZZ| XXXXXXXXXX |=
04125 lcovd 04125 covd 111 | 99212 [ N 75 100 | [~ ] 9999999999 S
_ XXXXXXXX z
2l 14 s | S A T A | P N e
04125 lcoyd 04125 lcovid 11 DO145 i 36135 v | 9999999999 &
, , [ 77] XXXXXXXXXX_ |7
311]4 125 kvl oal2s leevd il Ioizes L4 1 1 | | 16 ‘04 | [ Inei | 9999999999 %
v 1 1 1 ' 1 11 - -4 - - - - [+
o I O O O T A I L i | el | e %
L T ol i o e s i L I Y 2
R s B T I
L A ol i Sl T O Ll ] [ s

(I curtity thal the statements on the reverse
apply 1o this hill and are mada a parn thereof.)

SIHENED ifEL b, DATH)4-20-3 )

TCMT

.NCJSQS%QQ&IB

1
25. FEDERAL TAX 1.D. NUMBER 55N EIN 26. PATIENTS ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 208. TOTAL CHARGE 29, AMOUNT PAID 30. BALANGE DUE
} T g, claims, soe I |
03124P YES WO 3 127 | 39 3 1 3 127 | 39
- —— L ! L
31. SHANATURE OF PHYSICIAN OR SUPPLIER 32, SEAVICE FACILITY LOGATION INFORMATION 33. BILLING PROVIDER INFQ & PH # ( 919 ) 99:9999
INCLUDING DEGREES OR CREDENTIALS

Jones Medical Center
123 Any Street

Phillip Jones, MD
123 Any Street

City, NC-20900.0999
* 9999999999 VN I56.0.6.6.0.6.0.9.¢.4

NUCC Instruction Manual available at: www.nucc.org

15123

15

APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)



NC Division of Medical Assistance
Physician Fluoride Varnish Services

Medicaid and Health Choice
Clinical Coverage Policy No.: 1A-23
Amended Date: October 1, 2015

Example 3:

Periodic Oral Screening in Conjunction

o«
w
a . T
HEALTH INSURANCE CLAIM FORM with Health Check Screening £
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0805 (3]
[TLPe rea (TTTY
1. MEDICARE MEDICAID Fl CARE CHAMPVA FECA OTHER | 1a. INSURED'S 1.D. NUMBER (For Program in ltem 1)
BLKLUNG
|| eaicaro 4) [X] edicaic ] ] {Sponsors SsN) D (Member iDg) [:! N arb M T M) e 222-22-2222 A
2, PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PAHENI"S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middie Initial)
Brown, Charlie 06 | 15| vx]  f[]
5. PATIENT'S ADDRESS (No., Sireet) & PATIENT FIELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
i Child!
123 Any Street set| ] spouse[Jonio[ ] omer[]
CITY Cit 4 SﬁE 8. PATIENT STATUS cITY STATE =
y Singte D Married E Other D g
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) g
o Full-Time Pan-Tima o
29999 ( 919) 555-5555 Employed D Student Student ( ) o
9. OTHER INSURED'S NAME {Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER %
o
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current of Previous) a. INSURED'S DATE OF BIRTH SEX ©
MM |, DD | YY 3
ves  [T]no L3 ] B 2
b- OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b EMPLOYER'S NAME O SCHOOL NAME =
|| m . [ [ 2
< EMPLOVER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME =
Cles [T @
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? o
D YES D NO N yes, retum to and complele item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE [ authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autharize the release of any medical of olher information t of medical benelits o the Lndersigned physician or suppliar for
to process this claim, | also requast payment of government benefils either lo myself or to the parly who accepls assignment services described below.
below.
SIGNED DATE SIGNED B i
T R T R S A P T TR T TR
14, DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OF SIMILARLILLNESS. [ 16. DATES PATIENT UNABLE JO WORK IN CURRENT QCCUPATION
Mﬁ 1 bk W ‘ INJURY (Accident) OR GIVE FIRSTDATE MM | DD | MM DB ‘Pg NRII DD Yy 4
! ! PREGNANCY(LMP) ] 1 FROM Jl g TO !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. |5 HoSPITALZATION DATES RELATED TO GURRENT ggmnces
- ———= |
170, NP1 FROM | i T0 I E
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
[Dves [
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relale ltems 1, 2, 3 or 4 10 ltem 24E by Line) 22. MEDICAID RESUBMISSION
Z00 129 } CODE ORIGINAL REF, NO.
TS s oot W AR A s i
23. PRIOR AUTHORIZATION NUMBER
2. | Aol gy
Za. A DATE(S) OF GEAVICE B C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, H] T . z
From To PLACE (Explain Unusual Circumstances) DIAGNOSIS Con [ew| o RENDERING o
MM DD YY MM DD YY |SeRvicE| EMG | CPTMCPCS | MODIFIER POINTER s CHARGES unTs | P’ | Quat. PROVIDER ID. # E
: { 4 =
gl T | pULb o W T | 2Z| XXXXXXXXXX |E
06123 jcovy 06123 lcoyy 111 199392 4 I S 80 33 |E [~ | 9999999999 S
S 2 ik kg _ L ZZ]_ XXXXXXXXXX |2
06123 lcevt 06123 cevd11 | Iporas | 1 1 | 1 36 35 | | [~e ] 9999999999 i
3 ; - . " ; ‘ ; L 27 XXXXXXXXXX | E
i23 ! | I | 16 in4 | | [~et | 9999999999 5
4 1 i 1 1 1 i 1 Pt b R R S e 3
L S, S R | | . | [ Z
5 ! i i ( 1 ! ! 1 s e e b 5
AN T e (O O | | S I S S
S
' ! | 1 t 1 o b =
6 1| | e |t i | L 1| [w &
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL GHARGE 29. AMOUNT PAID 30. BALANCE DUE
T govt, claims, spa back) ; ;
0107 09878C vee | Jno s 132 172 | s 132 |72
31. SIGNATURE DF PHYSICIAN OR SUPPLIER 32. SERVIGE FACGILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( 919 ) -
INGLUDING DEGREES CH CREDENTIALS : : sl -
(I certify that the statements on the reverse Smith Medical Center William Smith, MD
apply o this bill and are made a part thereof.)
. 123 Any Street 123 Any Street
(”‘ify, NC 29999.9909 ("ltv NC 29999-99099
a. [ b
SIGNED DATHG-24-YY! 999999‘)99‘) i ZIXXXKXXXXXXX
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLICABLE PROGRAMS.

NOTICE: Any person who y files a of claim g any mi: or any faise, i F isleading i ion may
be guilty of a criminal act punlshahle wnder faw and may be subject to cleF penaitres

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND CHAMPUS PAYMENTS: A patient's si that p e made and authorizes release of any i yio

the claim and cerlifies that the informalion provided in Bluck‘ 1 lI:ruugh 125 Ium accurale and complete. In lhe case of a Medicare claim, the pallonts sigmlu:&
authorizes any entity to release to medical and ne ion. including employment status. and whether the person has employer group health
insurance, liability, no-faull, warker's ¢ ar ather i which is responsible to pay for the services far which the Medicare claim is made. See 42
CFR411.24(a). 3 tern 9 i o Ine patient’s sig authorizes releass of the information to the healih plan or agency shown. In Medicare assigned or
CHAMPUSp ian cases, the physician agrees o aocepnhs charge 1ol the ier or GHAMPUS fiscal intermediary as the full charge,

and the palient is responsible unhuI for the deductible, coinsurance and noncovered services, Coinsurance and the deductible are based upon the charge
daetermination of the Medicare carrier or CHAMPUS fiscal inlermadiary if this is less than the charge subinitted. CHAMPUS is not a haallh insurance program but
makes paymentfor health benelils provided through certain alfiliations with The Uniformed Services. Informalion on the patient’s spongor should be provided inthoge
items caplioned in “Ingured”; i.e., ilems 1a. 4,6, 7.9, and 1

BLAGK LUNG AND FECA CLAIMS
The provider agrees 1o accept the amount paid by the Government as payment in full. See Black Lung and FECA | l garding required p dure and
diagnosis coding syslems.

SIGNATURE OF PHYSICIAN OR SLIPF'L!EH (MEDICARE, CHAMPUS, FECA AND BLACK LI.ING}

I certify that the services sh 1this ytor persor wally hed by me or were furnished

ncident ko my professional serviee by my rmplnym under my m\ma(luam personal supanasion, rxrupt as otherwise ¥ itted by Medicare or CHAMPUS

reguiations.

Faor services 1o be congidered as “incident” to a I.lh)l‘:!wl.ln 5 pmtessmrul service, 1) they must be rendered under the physician's i | supervision

Ig}lhls.‘?'l&mmproye& 2) mev mus!besn mtegral | | part of s service, 3} they tbeotkinds co Ivmrnlshedlnphysman 5
fices, and 4) the ol ians must be included an the physician’s bills.

For CHAMPUS claims, Jlmlhmmmlymat I {arany employae) who rendarad services am nat ive duty bar of tha Unifor i or a civilian

of the United Stataz Government or a contracl employes of the Uniled States Government, aither civilian or military (refer to 5 USC 5536). For Black-Lung clanms.
I furiher certily that the services perlormed were for a Black Lung-related disorder.
Mo Part 8 Medicare benelits may be paid unless this form is received as required by existing law and regulations (42 CFR 424.32).
NOTICE: Any one who migreprasents or falsilies essantial informabon to receive payment lrom Federal funds requested by this form may upon conviclion be subject
to fine and imprisonment under applicable Fedaral laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION

(FPRIVACY ACT STATEMENT)

We are 1u1hori7ed byGMS CHAMPUS and OWCP 1o ask yau tor information needed In the administration of the Medicare. CHAMPUS, FECA, and Black Lung
isin section 205{a), 1862, 1872 and 15874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (8}, and
44 USG 3101;41 CFR 101 & seq and 10 USC 1079 and 1086; 5 USC 8101 ot seq; and 30 USC 901 et seq; 38 USC 613; E.O. 9397,

The information we ablain o complete claims under these programs is used to idenlify you and o determing your efigibility. ILis aiso used 1o decide if the services

+ and supplies you received are covered by these programs and to insure thal proper payiment is made.

The information may a{so be glven o ather provi of ices, carriers, liartas, medical review boards, healih plans, and other arganizations or Federal
ies, for the eb ion UlFedeuI isfons thit reguire UlhB( third parlies payers o pay primary to Federal program, and as olherwise necessary
starthese| For ple, itmay be yio out the benalits you have used to a hospital or doetor. Additional disclosures
through rouling uses for s In sy of records.

FOR MEDICARE CLAIMS: Sce the notice modifying system Mo, 08-70-0501, titled, ‘Carriar Medicare Claims Aecord,” published in the Eedoral Regisier. Vol, 55
Mo. 177, page 37549, Wed. Sept. 12, 1980, or a3 updated and republished,

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974, “Republication of Notice of Systems of Records,” Federal Register Viol. 55 Mo, 40, Wed Fob. 28,
1920, See ESA-5, ESA-G, ESA-12, ESA-13, ESA-3D, or as updated and republishad.

FOR CHAMPUS CLAIMS: PRINCIPLE PURPOSE(S). Toevaluate eligibility for medical care provided by civilian scurces and 1o pay L upon it
of aligiility and determination Ihat the services/supplies received are authorized by law.

BOUTINE USE(S): Infermation from claims and related docun'len!a may be grven Io the Dept. of Vieterans Alfairs, the Dept, of Haalth and Human Secvices andfor
the Dept. of T(ansponallon consisient with their ¥ under CHnMPUSJCW\MWh 10 the Deptl, of Justice for representation of
the yof Defenseincivi tothe Internal F Servi ival i iesin connection with recoupment
claims; and (o Gongressi Otfices in resy 1o inquiries mace at the raquest of the persun 0 wham a record pert&mf- ippmpnalpm«lne.uree may be madea
to other federal. state, local, foreign government agencies, privale business entities, and individual providars of care. on matters relating o entitiement, claims
adjudication, fraud, program abuse, utilization raview, ¥ ASSUMANCE, paar review, program integrity, third-party liability, coordination of benefits, and civil and
criminal litigalion related to the DDE[HHOH of CHAMPUS,
DISCLOSURES: Voluntary; however, failure to provida information will resultin dclw in payment or may result in denial of claim. Wilh the one exception discussed
below, thereare no penallies under these pragrams for refusing 1o supply However, failure Lo furmish infc | services rendered
of the amount charged would prevent payment of claims under these programs, Failure |o{urn|sl|dr1y other information, such as name or claim number, would delay
paymant of the claim. Failure to provide medical information under FECA could be deemed an obstruction.

Itis mandatory that you tell us it you know that another pary is responsibla for paying for your freatment. Section 11288 of the Social Security Actand 31 USC 3801-

3812 provide penallies for withholling this inlormation.

You shoukibe aware that P.L. 100-503, the “Compuler Matehing and Privacy Protection Actof 1988, permits the g fo veify in by way of comp |
MEDICAID PAYMENTS {PROVIDER CERTIFICATION)

| hereby agree to keep such records as are necessary to disclose fully the axtent of services provided to individuals under the State’s Title XIX plan and 10 fumigh

inie 2t g any pay I d for providing such sarvices as the State Agoncy or Dept. of Health and Human Services may request.

for those clai for pay tunder that prog with the exception

Hurther agree to accept, as payment in hﬂt the amount pad by the
of of similar cost-sharing chargﬁ

SIGNATURE OF PHYSICIAN (OR SUPPLIEH], | certify that the services isted above were y indicated and y to tha health of this patient and weare
parsonally furnished by me or my employes under my parsonal direclion.
MNOTICE: Thizis to cartily that the foregaing i Lon is e, te and cormy t thal pay and inn of thes claim will be frem Federal and State
Tunds, and that any lalse claima, of d s, of I ot a material fact, may be prosecuted under applicable Federal or Sfate laws.
§ 16 this Pap F inn Act of 1995, no peraens are required 1o respand 1o a coflaction of iformation unless it displays a valid OMB conteal nunber. Tha valid OMB

cantrol nirmber fof IS infannation coliechon is 0938-000B. The tme required to it lon coliection s esti to average 10 minutes per response, including e
time 16 revite instructions, smmm exisling dath resources. U:.lnm |*~e data needeyd, and complete and rmvigw e inf i ion. If you have any comments concerning the
accuracy of the tim m, prease wiile o0 ChS, Alin; PRA Hepons Cie; L 1500 Security Boulevard, Baltincra, karyians

" i
212441850, This adir emn;!ormn‘merrsam!-m & g,ﬁslumbmll:. l'.iON{)'( MAIL COMPLETED CLAIM FORMS TOTHIS ADDRESS.
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