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Get Reimbursed
for Out-of-Pocket

If you paid out of pocket for care from a
dental provider who isn’t in your network,
you may be able to get some of your
money back. Fill out the dental claim form
included in this document and mail it to us
along with a signed statement (sometimes
called a “superbill”) from your dentist.

You’ll need to file your claim within
15 months of the date of care.

S 20 Stay in network
(> and save on

your next visit.

You'll pay less for your care when
you go to a provider in your
network. Here’s how to find one.

Please send your form to:

BlueCross BlueShield of Tennessee
Claims Service Center

1 Cameron Hill Circle Suite 0002
Chattanooga, TN 37402-0002

Note: Save a copy of the completed
claim form and superbill/statement
for your records.

Online:

@ bcbst.com/finddentalcare

Use the BCBSTNSM app:
¢) Tap Get Care, then Dental.

| understand it is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.


https://www.bcbst.com/finddentalcare
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ADA American Dental Association® Dental Claim Form

HEADER INFORMATION

[ ] statement of Actual Services [ ] EPSDT/Title XIX

1. Type of Transaction (Mark all applicable boxes) D Request for Predetermination/Preauthorization

2. Predetermination/Preauthorization Number

POLICYHOLDER/SUBSCRIBER INFORMATION (Assigned by Plan Named in #3)

DENTAL BENEFIT PLAN INFORMATION

12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

3. Company/Plan Name, Address, City, State, Zip Code

13. Date of Birth (MM/DD/CCYY) [14. Gender 15.Policyholder/Subscriber ID (Assigned by Plan)

3a. Payer ID

(v e [

OTHER COVERAGE (Mark applicable box and complete items 5-11. If none, leave blank.)

16. Plan/Group Number 17. Employer Name

4.Dental? [ | Medical? [ ]

(If both, complete 5-11 for dental only.)

5. Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

PATIENT INFORMATION

19. Reserved For Future

6. Date of Birth (MM/DD/CCYY) 7. Gender

(v [ [

8. Policyholder/Subscriber ID (Assigned by Plan)

18. Relationship to Policyholder/Subscriber in #12 Above

D Self D Spouse D Dependent Child D Other

Use

9. Plan/Group Number 10. Patient’s Relationship to Person named in #5

Self D Dependent D Other

Spouse

20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

11. Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code

21. Date of Birth (MM/DD/CCYY) 22.Gender 23. Patient ID/Account # (Assigned by Dentist)

11a. Other Payer ID

[l F[

RECORD OF SERVICES PROVIDED

e G0 o] oot [ mton [ [ [ 2

1

2

3
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5

6
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9
10
33. Missing Teeth Information (Place an “X” on each missing tooth.) 34. DiagnosisCodeListQuaIifier‘ | ‘ (ICD-10=AB) 31a. Other

1 2 3 4 5 6 7 8 9 10 M 12 13 14 15 16 | 34a. Diagnosis Code(s) A c Fee(s)

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 (Primary diagnosis in “A”) 32. Total Fee
35. Remarks
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION (alll dates in MM/DD/CCYY format)

36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all
charges for dental services and materials not paid by my dental benefit plan, unless prohibited by
law, or the treating dentist or dental practice has a contractual agreement with my plan prohibiting all
or a portion of such charges. To the extent permitted by law, | consent to your use and disclosure
of my protected health information to carry out payment activities in connection with this claim.

X

Patient/Guardian Signature

Date

39. Enclosures (Y or N)
39a. Date Last SRP

38. Place of Treatment l:| (e.g. 11=office; 22=0/P Hospital)

(Use “Place of Service Codes for Professional Claims”)

40. Is Treatment for Orthodontics?

[ No (skip41-42) [ ] Yes (Complete 41-42)

41. Date Appliance Placed (MM/DD/CCYY)

37. | hereby authorize and direct payment of the dental benefits otherwise payable to me, directly
to the below named dentist or dental entity.

X

Subscriber Signature

Date

42. Months of Treatment 43. Replacement of Prosthesis

D No D Yes (Complete 44)

44. Date of Prior Placement (MM/DD/CCYY)

45. Treatment Resulting from

D Occupational illness/injury D Auto accident D Other accident

46. Date of Accident (MM/DD/CCYY) ‘ 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is not
submitting claim on behalf of the patient or insured/subscriber.)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

48. Name, Address, City, State, Zip Code

53. | hereby certify that the procedures as indicated by date are in progress (for procedures that require
multiple visits) or have been completed.

Signed (Treating Dentist) Date

53a. Locum Tenens Treating Dentist? D

54. NPI 55. License Number

56. Address, City, State, Zip Code 56a. Provider Specialty Code

49. NPI 50. License Number 51. SSN or TIN
52. Phone ( ) _ 52a. Additional 57. Phone ( ) _ 58. Additional
Number Provider ID Number Provider ID

©2024 American Dental Association
J43024 (Same as ADA Dental Claim Form — J43124, J43224, J43424, J43024T)

To reorder call 800.947.4746
or go online at ADAstore.org
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https://ADAstore.org

Dental Claim Form Completion Instructions for Members

To file the claim:

1. Complete item numbers 1-2, 4-22 and 36-37 on the ADA form on the previous page
2. Attach a signed superbill or statement from your dentist

3. Mail completed form to:

BlueCross BlueShield of Tennessee
Claims Service Center

1 Cameron Hill Circle Suite 0002
Chattanooga, TN 37402-0002

Note: Save a copy of the completed claim form and superbill/statement for your records.

Header Information

The “header” gives information about the type of claim being filed.

HEADER INFORMATION
1. Type of Transaction (Mark all applicable boxes)

D Statement of Actual Services D Request for Predetermination/Preauthorization
[ ]EPSDT/Title XIX

2. Predetermination/Preauthorization Number

1. Type of Transaction. If services have been performed, check the “Statement of Actual Services” box.
If you are requesting an estimate, check the Predetermination box. If the claim is through the Early
and Periodic Screening, Diagnosis and Treatment Program, mark the box marked “EPSDT/Title XIX"

2. Predetermination/Preauthorization Number. If the services were previously approved, enter the
predetermination claim number.

Insurance Company/Dental Benefit Plan Information

DENTAL BENEFIT PLAN INFORMATION
3. Company/Plan Name, Address, City, State, Zip Code

3. Name, Address, City, State, Zip Code. This is for the insurance company/benefit plan information
where you are sending the claim form.This field has already been populated with the BlueCross
BlueShield of Tennessee address.



Other Coverage

This area of the claim form is for other dental or medical coverage information. This is needed to check for
coordination of benefits.

OTHER COVERAGE (Mark applicable box and complete items 5-11. If none, leave blank.)
4.Dental? [ | Medical? [ ] (If both, complete 5-11 for dental only.)
5. Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

6. Date of Birth (MM/DD/CCYY) 7. Gender 8. Policyholder/Subscriber ID (Assigned by Plan)
[ M JF[ Ju

9. Plan/Group Number 10. Patient’s Relationship to Person named in #5
D Self D Spouse D Dependent D Other

11. Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code

4. Other Dental or Medical Coverage. If there is no other coverage, check the box marked “No” and
skip to Item #12. If there is other coverage for the patient, check the box marked “Yes” and complete
Iltems #5 - 11.

5. Other Insured’s Name (Last, First, Middle, Suffix). Enter the name of the policyholder of the other
insurance.

6. Date of Birth (MM/DD/CCYY). Enter the date of birth of the person listed in Item #5.The date must be
entered with two digits each for the month and day and four digits for the year of birth.

7. Gender. Enter the gender of the person who is listed in Iltem #5. Check “M” for male “F” for female or
“U” for undisclosed.

8. Subscriber Identification Number. Enter the ID number of the person who is listed in ltem #5.
9. Plan/Group Number. Enter the group number of the other policy.

10. Patient’s Relationship to Other Insured (Check applicable box). Enter the patient’s relationship to the
other (secondary) insured named in ltem #5.

11. Other Carrier Name, Address, City, State, Zip Code. Enter the other insurance information.

Policyholder/Subscriber Information

This section is for information about the insured person (policyholder/subscriber) who may
or may not be the patient.

POLICYHOLDER/SUBSCRIBER INFORMATION (Assigned by Plan Named in #3)
12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

13. Date of Birth (MM/DD/CCYY) [14. Gender 15.Policyholder/Subscriber ID (Assigned by Plan)

[mIF [

16. Plan/Group Number 17. Employer Name




12.

13.

14.

15.

16.

17.

Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code. Enter the complete name,
address and zip code of the primary insured/employee.

Date of Birth (MM/DD/CCYY). A total of eight digits are required in this field; two for the month, two
for the day of the month, and four for the year.

Gender. This applies to the primary insured, who may or may not be the patient. Check “M"” for male
“F"” for female or “U"” for undisclosed.

Subscriber Identification Number. Enter the subscriber identification number of the primary insured.
This number should be on the ID card.

Plan/Group Number. Enter the primary insured’s group plan/policy number. This number should be
on the ID card.

Employer Name. If applicable, enter the name of the insured’s employer.

Patient Information

The information in this section of the claim form pertains to the patient.

PATIENT INFORMATION

18. Relationship to Policyholder/Subscriber in #12 Above 19. Reserved For Future

D Self D Spouse D Dependent Child D Other Use

20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

21. Date of Birth (MM/DD/CCYY) 22. Gender 23. Patient ID/Account # (Assigned by Dentist)
[ F[
18. Relationship to Primary Insured (Check applicable box). Mark the appropriate box. If the patient is

19.

20.

21.

22.

also the primary insured, mark the box titled “Self” and skip to Item #36.

Student Status. Check “FTS” if patient is a dependent and a full-time student. Check “PTS"” if the
patient is a dependent and a part-time student. If neither applies, skip to Item #20.

Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code. Enter the complete name and
address of the patient.

Date of Birth (MM/DD/CCYY). A total of eight digits are required in this field; two for the month, two
for the day of the month, and four for the year of birth of the patient.

Gender. This applies to the patient. Check “M"” for male “F” for female or “U” for undisclosed.

Attach a signed superbill/statement from your dentist that reflects the treatment you received and skip
to Item # 36.



Authorizations

This section gives consent for treatment. It also gives permission for the payer to send payment directly
to the dentist.

AUTHORIZATIONS

36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all
charges for dental services and materials not paid by my dental benefit plan, unless prohibited by
law, or the treating dentist or dental practice has a contractual agreement with my plan prohibiting all
or a portion of such charges. To the extent permitted by law, | consent to your use and disclosure
of my protected health information to carry out payment activities in connection with this claim.

X

Patient/Guardian Signature Date

37. | hereby authorize and direct payment of the dental benefits otherwise payable to me, directly
to the below named dentist or dental entity.

X

Subscriber Signature Date

36. Patient Consent. The patient or guardian must sign and date here. This signature confirms responsi-
bility for treatment costs and is the release of information for the purpose of collecting payment.

37. Insured’s Signature. This is an authorization for payment of benefits to the dentist. Do not sign this
block if the (out-of-network) dentist has been paid and the payment should to go to the subscriber.
Note: In-network providers must file claims and will receive payment.



BlueCross BlueShield of Tennessee

1 Cameron Hill Circle | Chattanooga, TN 37402 | bcbst.com

BlueCross BlueShield of Tennessee (BlueCross)
complies with applicable Federal civil rights laws
and does not discriminate on the basis of race,
color, national origin, age, disability or sex'.
BlueCross does not exclude people or treat them
less favorably because of race, color, national
origin, age, disability or sex.

BlueCross:

* Provides people with disabilities reasonable
modifications and free appropriate auxiliary
aids and services to communicate effectively
with us, such as: (1) qualified sign language
interpreters and (2) written information in
other formats, such as large print, audio and
accessible electronic formats.

* Provides free language assistance services
to people whose primary language is not
English, such as: (1) qualified interpreters and
(2) information written in other languages.

If you need these reasonable modifications,
appropriate auxiliary aids and services, or
language assistance services, contact a
consumer advisor at the number on the back
of your Member ID card or call 1-800-565-9140
(TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability or sex, you

can file a grievance (“Nondiscrimination
Grievance”). For help with preparing and
submitting your Nondiscrimination Grievance,
contact a consumer advisor at the number

on the back of your Member ID card or call
1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate
form to use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination
Grievance in person or by mail, fax or email.
Address your Nondiscrimination Grievance to:
Nondiscrimination Grievance; c/o Manager,
Operations, Member Benefits Administration;
1 Cameron Hill Circle, Suite 0019, Chattanooga,
TN 37402-0019; (423) 591-9208 (fax);
Nondiscrimination_OfficeGM@bcbst.com
(email).

You can also file a civil rights complaint with
the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/
ocr/portal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services,
200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

You can contact BlueCross’s Nondiscrimination
Coordinator at 423-535-1010 (TTY: 1-800-
848-0298 or 711); Nondiscrimination_
CoordinatorGM@bcbst.com (email); or
Corporate Compliance, 1 Cameron Hill Circle,
1.4, Chattanooga, TN 37402.

This notice is available at BlueCross'’s website:
bcbst.com.

BlueCross BlueShield of Tennessee, Inc.,
an Independent Licensee of the BlueCross
BlueShield Association.

BlueCross BlueShield of Tennessee is a
Qualified Health Plan Issuer in the Health
Insurance Marketplace.

' Consistent with the scope of sex discrimination
described at 45 CFR 92.101(a)(2))

ATTENTION: If you speak English, free
language assistance services and appropriate
auxiliary aids and services are available to you.
Please call the Member Service number on the
back of your Member ID card or
1-800-565-9140 (TTY: 1-800-848-0298).

ATENCION: Si habla espafiol, tiene a su
disposicion servicios gratuitos de asistencia
con el idioma, asi como ayudas y servicios
auxiliares adecuados. Llame al niumero de
Servicio de atencién a miembros que figura
en el reverso de su tarjeta de identificacion de
miembro o al 1-800-565-9140

(TTY: 1-800-848-0298).

oloas M ,8giumd el Gaxi e 13] tolwl
8acbuall l9sYl9 wloasly dgilxall dyeslll 62 Luusall
S929all clacVl doas 29, JLasVl > ‘muLmJI
25,0L ol ey Lol gzl dgd Bl e
(1 -800- 848 0298 il wilgl) 1 -800-565-9140

AR NRERPX, KPHRMHEENESHED

HEE‘%, LR 8 & RSB B AR TS, ST 8
ID FEEE BARFEIFSRAEE 1-800-565-9140
(B=pEEE4R (TTY): 1-800-848-0298) o

LUU Y: Né&u quy vi néi tiéng Viét, quy vi sé dugc
cung cép cac dich vu hd trg ngén ngit mién phi
va cac dich vu va cong cu hé trg phu hop. Vui
Iong goi dén s& clia bd phan Dich vu Hdi vién o}
mat sau Thé ID Thanh vién clia quy vi hodc s&
1-800-565-9140 (TTY: 1-800-848-0298).

F9|: [ot=0{]E A5t = E 2, F& Ao X2
MH|A B SEBE R 7|79 MH|AT} HZELIC
ZHARLID FHE HHO| 7HUX} MH|A MoPHS Ei=
1-800-565-9140(TTY: 1-800-848-0298)HO =
THBHSEA| 7| HERfLICE

ATTENTION : Si vous parlez frangais, des
services gratuits d’assistance linguistique et
des aides et services auxiliaires appropriés sont
a votre disposition. Veuillez appeler le numéro
du Service adhérents indiqué au dos de votre
carte d’assuré adhérent ou le 1-800-565-9140
(TTY/ATS : 1-800-848-0298).

lsﬂa’[a mtmut:nunsn unang, umuuamu
2ogtlioMuuwNa uas muaoauns ua: muuamum
W guliiuvhw. n: auﬁmmuuzsjwauamua mnan
mustumJuo ID g=n3nz9yui @
1-800-565-9140 (TTY: 1-800-848-0298).

GANTHNE- AIFCE 292614 NP 98 PRI ACAF
AMANCET RGN, (8T CEPT AT AT
ARCNP @NFA: NANAYT (DFOLLP BCN AL
NT@ $ANAT AA AT *MC DL N
1-800-565-9140 (TTY: 1-800-848-0298) &L0-/::

ACHTUNG: Wenn Sie Deutsch sprechen,
stehen Ihnen kostenlose Sprachassistenzdienste
und geeignete Hilfsmittel und Dienstleistungen
zur Verfiigung. Bitte rufen Sie die Nummer

des Mitgliederdienstes auf der Riickseite

Ihrer Mitglieds-ID-Karte oder 1-800-565-9140
(TTY: 1-800-848-0298) an.

1 2L 571 A IYsr2ld] olietl 1, dl ARl A2
[Fi3es SUML Al aulw i 4194 A4S UHAL

i ALzl GUAsH 99, sul 59 dHizL A6 1D 518l
Wiegutel A Al otz Guz »igAl 1-800-565-9140
(TTY: 1-800-848-0298) Uz sid. 3.

BELY | AAEEHELICLZHBAIE, B|H
DZEY—E X CBIREHBE - H—E 2
CRAVERTET, 2RIDA— KOEEICE

HORBHY—EXESH S \F1-800-565-9140
g‘;Y 1-800-848-0298) % T. HEFEIC T ER
2T

PANSININ: Kung kayo ay nagsasalita ng
Tagalog, magagamit para sa inyo ang libreng
mga serbisyong tulong sa wika at kaukulang
mga karagdagang tulong at mga serbisyo.
Mangyaring tawagan ang numero ng Serbisyo
sa Miyembro na nasa likod ng inyong Kard ng
ID ng Miyembro o sa 1-800-565-9140

(TTY: 1-800-848-0298).

IS aﬁm@'ﬁaﬁﬂ%% AT o for 0w
TOT TEAT A0 mewaﬁtam
I 1 FOAT AT FTT 1D TS ey 130 7
I 49T T4 AT 1-800-565-9140

(TTY: 1-800-848-0298) 1% iet FL|

BHUMAHWE! Ecnun Bel roBopuTe no-pyccky,
Bam 6yayT npenocTtaBneHbl yCnyru si3bIKOBOM
NOAAEPXKN M COOTBETCTBYHOLLME
BCMOMoraTesibHble CpeacTBa U CEPBUCHI Ha
6ecnnaTHoli ocHoBe. [No3BoHuUTeE B OTAEN
00CNyXV1BaHNS YH4aCTHUKOB MO HOMEPY,
yKasaHHOMy Ha obpaTHol cTopoHe Batueii
WOEHTUMKALIMOHHON KapTbl y4aCTHUKA, 1N no
Homepy 1-800-565-9140 (TTY: 1-800-848-0298).

SaS oloas S o cuo ()b ol @ S iazgs
23 wawlio [SaS cloas 9 @ waclue 9 0K by
oylodts b caiund ginc Sy 9005 . 2iiwd® lods G jiawd
L 393 cugiac o)l cuiny o Lacl oloas

(TTY: 1 -800-848-0298) 1-800-565-9140

A8y gulas

ATANSYON: Si w pale Kreyol Ayisyen, genyen
sevis asistans gratis pou lang ansanm ak éd
pou sévis oksilyé apwopriye k ap disponib pou
ou. Tanpri rele nimewo Sévis Manm ki sou

do kat ID Manm ou an oswa 1-800-565-9140
(TTY: 1-800-848-0298).

UWAGA: Osoby postugujace sie jezykiem
polskim moga bezptatnie skorzysta¢ z pomocy
jezykowej oraz rozwigzan i ustug pomocniczych.
Prosimy zadzwoni¢ pod numer dziatu

obstugi ubezpieczonych podany na odwrocie
karty identyfikacyjnej cztonka lub numer
1-800-565-9140 (TTY: 1-800-848-0298).

ATENGAO: Se vocé fala Portugués, servigos
gratuitos de assisténcia linguistica e recursos
e servigos auxiliares apropriados estao
disponiveis para vocé. Ligue para o nimero
de telefone do servigo de Atendimento ao
Membro informado no verso de seu cartdo
de identificagdo de membro ou para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: se parla italiano, sono
disponibili per Lei servizi gratuiti di assistenza
linguistica nonché aiuti e servizi ausiliari
adeguati. Chiami il numero del Servizio per

i membri riportato sul retro della Sua scheda
identificativa del membro oppure il numero
1-800-565-9140 (TTY: 1-800-848-0298).

BAA’aKOHWIINIDZIN: Diné bizaad

bee yanilti‘go, t'aa jiik'eh saad bee
aka’ana’awo’ bee aka’anida’awo’i dod
t'dadoole’é binahji’ bee adahodoonitigii
diné bich’{’ anidahazt'i'i bee
bika’'aanida’awo’i nd dahdlg. T'aa shoddi
Bit Ha'dit’éhi Bika’ana’awo’ Bit Ha'dit’éhi
ID naaltsoos nittizi bine’déé’ bindmboo
bee hodiilnih doodago 1-800-565-9140
(TTY: 1-800-848-0298).

WICHDICH: Wann du Deitsch schwetzscht

un brauchscht Hilf fer communicat-e kenne
mer dich helfe unni as es dich ennich eppes
koschde zellt. Mir kenne differnti Sadde
Schprooch-Hilf beigriege aa fer nix. Ruf

der Member Service Number uff die hinnerscht
Seit vun dei Member ID Card uff odder
1-800-565-9140 (TTY: 1-800-848-0298).

FAASILASILAGA: Afai e te tautala i le
faa-Samoa, o loo avanoa mo oe auaunaga
fesoasoani mo gagana e aunoa ma se

totogi faapea ma fesoasoani fa‘aopo‘opo ma
auaunaga talafeagai. Faamolemole vala‘au

le numera o le Member Service (Auaunaga
mo Tagata Auai) o lo‘o i tua o lau pepa ID o le
Member (Tagata Auai) po o le 1-800-565-9140
(TTY: 1-800-848-0298).

GAKIULA: Gare iga go kapetal Faluwasch,
ye toore paliuwal yamem bwe tepangug

rel gamatefal lane kapetal Faluwasch. Fale
peshem kol yegili nampal Member Service ila
yelog liugul tagurul Member ID kard la yam
gare 1-800-565-9140 (TTY: 1-800-848-0298).

ATENSION: Guaha setbisio siha para hagu
yanggen fifino’ CHamoru hao, dibatde na
setbision inayudon fumino’ CHamoru yan
propriu na inasisten trastes yan setbisio siha.
Put fabot agang i numiron Setbision Membro
gi santatten i katta-mu Member ID pat
1-800-565-9140 (TTY: 1-800-848-0298).

25SPP3390150 (08/25)
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