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Make a check list of any of the ideas you learn during this course so you can do 

what you feel is important for your office. 

If you have any questions, feel free to email me with them or we can set up a call 

for additional training.  ctaxin@links2success.biz 

Delta Dental's compliance position regarding the Health Insurance Portability and 
Accountability Act (HIPAA), Adoption of ICD-10 Code Sets. Updated as of October 
2016. 
Summary of law 
In January 2009, the U.S. Department of Health and Human Services (HHS) 
adopted the International Classification of Diseases, 10th Revision (ICD-10) code 
sets as the HIPAA standard to replace the ICD-9 Volumes 1 and 2 (diagnoses), and 
3 (procedures). The ICD-10 rule requires the adoption of these code sets in 
applicable HIPAA covered transactions beginning on October 1, 2015. Each year 
CMS may release an updated set of codes to address changes and new 
developments. 
In March 2016, CMS released its annual update for the 2017 ICD-10-CM and PCS 
codes for patient encounters occurring from October 1, 2016, through September 
30, 2017.  They held this off until now since we were so shorthanded and behind 
with Covid. 
 
What this means to Delta Dental 
The ICD-10-CM codes are used for reporting diagnoses and ICD-10-PCS codes for 
reporting of inpatient hospital services and surgical procedures. Within the dental 
community, it is generally agreed dental care is only impacted by ICD-10-CM 
diagnosis codes. Since October 1, 2015, Delta Dental is able to receive these 
codes. 
Although the ICD-10-CM code set is used in the U. S. for classifying diagnoses and 
reasons for visits in all health care settings including oral health and dental 
disease codes, the codes are primarily directed to medical care with very few 
capturing outpatient’s dental care. Even so, their use will be instrumental in the 
automated processing of enhanced benefit solutions, in the development of 
wellness programs and dental research. 
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Compliance position 

Delta Dental adopted the ICD-10 code sets and completed testing of its systems 
and business processes as required. The enterprise has also updated its systems 
for the 2017 CMS ICD-10 code sets that became effective October 1, 2016. 
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https://healththroughoralwellness.com/Home 

 

https://nam.edu/integration-of-oral-health-and-primary-care-communication-coordination-
and-referral/ 

 
https://healththroughoralwellness.com/Home 
 
https://www.unitedconcordia.com/benefits/oral-health-resources/medical-conditions-oral-
health 
 
prhttps://www.guardianlife.com/dental-insurance/dental-health-and-wellness-study 
 
CIGNA Dental Oral Health Integration Program® 
 
https://www.aetna.com/insurance-producer/dental-plans- 

ogramsmi-pregnancy-video.html 
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Maximizing Revenue “Takes A Team to Accomplish” 
 
If a doctor did not have a team, would he be able to conduct the vision and mission of his 
practice? Are all the team members aware of those goals, which should be a part of their goals 
also?  
Teamwork is not for the faint of heart but for the strong, it is conducted by amazing people who 
work in the field of helping others. We will review the systems that are available plus the tools 
needed to conduct the vision. 
 
Without the time and skill of the team to manage systems and poor or inconsistent execution 
causing work not completed because we are not set up for success. We will discuss and go over 
the systems so your office can set up a system that best suits your practice. 
 
Objective: 
Issues Within the Dental Billing Cycle 

1. Problem: Plan-specific Claim Denials. 
2. Problem: Plan-specific Claim Denials. 
3. Problem: Timely Filling Denials. 
4. Problem: Inactive Insurance Denials. 
5. Problem: Inactive Insurance Denials. 
6. Problem: Out of Network Denials. 
7. Problem: Paid Claims Unaccounted for and Not Closed. 
8. Problem: Overpayments  
9. Problem: Pre-authorization/Provider/Facility Assignment Necessary Prior to Treatment. 
10. Problem: Dental Claims Required Medical EOB For Benefits Consideration. 
11. Problem: Incorrect Accounting for Patient Balances. 
12. Problem: Unapplied Suspended Credits Falsely Increase Patient Balances 
 
Many of the above have legal issues within them and each person, yes the team must 
understand the updated Truth and Lending laws, the No Surprise Act, Every Insurance 
Company you deal directly that are using vocabulary to approve a procedure on the Pre-
Authorization and then either deny or downgrade.  
Finally, the updated tools to use that can help you conduct the end of day with all numbers 
and accounts closed for that day and an amazing day sheet that has been checked and reflects 
the accomplishment of the day. 
 
We will also go over the direct issues your office is having so you can feel free to ask any 
questions and I will try to present an answer that will help. Either in the course or directly to 
you by email.  
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Insurance plan payout criteria are set by the patient’s employer, depending on how much they’ll 
pay for the benefit. If treatment falls outside these criteria, the claim will not be paid. As part of 
the legal contract between the patient’s employer and the insurance company, it is irreversible. 
(Example: denial of a crown based on frequency limits of five years.) Appeals will fail and waste 
valuable staff time. 
 
Solution: Benefits verification or pre-authorization delineates these parameters. No need to 
sacrifice standards of care or ethics; if insurance won’t pay, the patient is responsible up to the 
allowable fee if you’re in-network, and a good-sized part of this should be collected prior to 
treatment. 
 
Problem: Timely Filling Denials. 
 
Insurance companies save millions when offices don’t send and/or follow up on claims within 
established time limits. Again, this is part of the legal contract and cannot be overturned. 
Adequate daily claims submission and follow-up is only one part of the equation. Once a claim 
gets past dental software checks for common errors (such as no date of birth or lack of 
attachments) and is submitted electronically, it needs to pass through the insurance company’s 
software. If it doesn’t match up with what the company has in their database for all relevant 
information (subscriber, provider, patient, and insurance company) a digital notice will be 
returned (known as electronic remittance advice, or ERA) regarding any errors. These often go 
unnoticed and unworked by office staff. A claim may not register as received, or subsequently 
rejected, if the insurance information is incorrect; these will also get lost. Incomplete supporting 
documentation will also bog down the process. Busy offices may miss requests for additional 
information, and the claim will age itself into timely filling rejection. This is a big problem with 
Medicaid, who allows only 90 days for initial submission and 45 days for response to their 
queries. And if the patient information is incorrect, dollars billable to insurance will end up on 
the patient balance sheet, causing more lost time. 
 
Solution: Diligence and initiative-taking protocols for claim submission will reduce errors. 
Fewer errors mean staff time can be focused on proper execution and tracking, rather than fixing 
mistakes. Pre-authorization and regular audits of patient information will keep things current and 
correct. Creation of claims at checkout will ensure timely filling. Regular, diligent, and thorough 
assembly of documentation for every claim—with complete submission of said information—
works wonders. This is time well spent and saves time and money down the road. 
 
Problem: Inactive Insurance Denials. 
 
If the given plan is inactive on the date of service (DOS), or DOS is earlier than the effective 
date, the insurance won’t pay. End of story, unless somehow the issue is mistaken late activation 
on the part of the insurance company, which is exceedingly rare. 
 
Solution: Benefits verification and pre-authorization keeps problems at bay. Utilize eligibility 
verification typically part of most dental practice management software packages. A third-party 
eligibility service such as Extra Dent’s Claims eligibility service may also be worth the money. 
With the click of a mouse, you should be able to verify eligibility of all scheduled patients for the 
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day, and only have to call those that did not pass the software for updates and corrections, or to 
make them aware that their insurance is inactive (making them responsible for the bill). 
 
Problem: Out of Network Denials. 
 
The insurance company’s allowable fees are less than what the dentist would normally charge, 
holding prices down for the subscriber (and especially, for them) if the dentist takes part. 
Insurance is designed to influence people to seek in-network providers, so there are less helpful 
benefits when out-of-network providers are used. It is also hoped that dentists will take part, 
giving the company more power to influence subscriber behavior. Outside of these parameters 
there is no recourse for appeal or recovery. Medicaid and other DHMO will simply not pay out 
of network. 
 
Solution: Know the in-network effective dates and do not treat patients unless everyone is aware 
of the billing responsibilities ahead of time—and that at least some money will be collected at 
the time of service—if you’re out of network. Do not hold claims until you’re in-network, as this 
would be insurance fraud; actual DOS is easy to prove. There are also fraud and breach-of-
contract issues if you list other providers as rendering services while you obtain credentialing. 
The rendering provider is who performed the treatment and the claim form must correctly attest 
to that fact. 
 
Problem: Paid Claims Unaccounted for and Not Closed. 
 
Once insurance checks or electronic funds transfers (EFTs) are received they are to be entered 
into the software and the claim closed—unless payment is only partial, in which case the claim is 
left open. Explanation of benefits (EOBs) are not sent by mail when EFT payments are issued, so 
EOBs must be obtained from the company’s web portals. Often, key team members don’t have 
access to the bank account in which the EFT would appear, so they don’t know when these will 
arrive. If the owner (or other personnel with access) does not let them know with specifics 
quickly, these lags create a backlog of work. Additionally, EOBs require significantly focused 
time to enter and reconcile all funds for proper accounting and correct balances. Partial payments 
uncollected or not transferred to the patient statement can get lost in the shuffle. 
 
Solution: All mail must be sorted daily with insurance payments entered and deposited daily. 
Staff must diligently close paid claims when payment is entered; if EFT is part of the picture, the 
staff should know the scheduled regular drops by insurance companies so they may obtain EOB 
breakdowns on time. EFT payments should be entered into the software within 24 hours of 
deposit into the bank. 
 
Problem: Pre-authorization/Provider/Facility Assignment Necessary Prior to Treatment. 
 
Certain DHMOs require patient assignment to specific facilities or providers, and if they end up 
not matching after the fact, the insurance company will deny the claim. As part of the contractual 
agreement between in-network providers, patients, and the insurance, this cannot be overturned; 
benefits follow the active assignment on the DOS. Appeals will be a waste of time. 
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Solution: Verification of assignment is crucial at DOS to ensure that the patient is still actively 
assigned to the proper facility or provider. 
 
Problem: Dental Claims Required Medical EOB For Benefits Consideration. 
 
Larger insurance companies such as Aetna, Cigna, Met Life, and Delta Dental now require 
medical plan consideration of the claim for most surgical procedures. This is a delaying tactic, an 
added obstacle to payment that keeps money in their pockets longer and increases the likelihood 
that they won’t have to pay. They know that medical plans aren’t covering the treatment for the 
most part. However, in their defense, not long-ago providers could sometimes receive extra 
benefits by tapping both medical and dental insurances since these were mostly independent and 
there were no regulations to prevent it. Also, there wasn’t a clear-cut pathway for refunding 
medical insurance for overpayment, where in the case of added dental insurance, there’s been a 
protocol in place to properly coordinate benefits and payment. For dental insurance companies to 
reduce their payouts to providers in these surgical cases, they need the EOB from the medical 
carrier; as a result, they make providers send this information before they pay anything. These 
claims may be unrecoverable due to the time it takes to send to medical insurance, receive a 
determination, then file with the dental insurance. Most dental offices are not equipped or 
knowing to file with the medical carrier, and without a medical EOB, the claim will be denied. 
 
Solution: File medical and dental claims at the same time to prevent prompt filing and get both 
on file. If you do not know the cross coding, file with ADA codes. Learn how to fill out a CMS 
1500 form and mail all supporting documentation with the claim. It is especially important to 
know what fields need to be filled out to get a claim on file. Learn what diagnostic codes go with 
the ADA codes you are sending. As soon as you get any correspondence from the medical 
carrier, send it to the dental insurance. In most cases, you’ll receive an EOB denying the medical 
claim due to a coding issue. It does not matter what the actual denial was for; if you send the 
denial to dental, they should try to review the dental claim for processing based on a medical 
claim denial.  
 
Problem: Capitation Reimbursement Should Signal Closure of DHMO Claims. 
 
A unique aspect of DHMO plans is that they reimburse based on patient volume rather than per 
specific procedure, so there shouldn’t be specific claims created on those procedures. If plans 
pay on specific procedures, only those claims should be sent out. Sometimes the office sends out 
a claim, and there’s no EOB with denial from the plan because there wasn’t supposed to be a 
claim in the first place. The claim stays open and ages when it shouldn’t have been created in the 
first place. 
  
Solution: The office must know which plans are DHMOs and know how to manage them. The 
plan may have copays and will have monthly per-patient compensation rather than per-procedure 
claims. The team must be aware not to make those procedures insurable at plan setup for the 
patient and avoid creating claims which falsely stay open and inflate the accounts receivable. 
  
 Problem: Incorrect Accounting for Patient Balances. 
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If the team cannot read EOBs and manage allowable fees, insurance write-offs, and state 
regulations of non-covered procedures as well as primary and secondary plans, the patient’s 
balance may be artificially inflated or otherwise inaccurate. If the EOB was incorrectly entered, 
there is no balance to recover, and write-off must be accurately accounted for. 
 
Solution: Ensure your team knows how to read EOBs and manage the patient ledger. 
  
Problem: Unapplied Suspended Credits Falsely Increase Patient Balances 
 
If prepayments for procedures are not posted, the patient balance is falsely inflated. Suspended 
credits must be properly applied toward charged out services. 
  
Solution: Ensure that the office runs weekly suspended credit reports, applying credits toward 
completed procedures. 
 
Most management of the dental billing cycle falls within these stated potential issues. Before 
putting your nose (and those of your staff) to the grindstone unnecessarily, examine your office 
protocols and team performance. You might save everyone a lot of time and hassle and beef up 
your revenue stream considerably! 
 

 

 

 

 

 

 

 

 

 

 

 

 

Know the plans coming into your office 
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Forms that need attention 
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Example of dental treatment diagnostic codes 

 

I highly recommend having your CBCT scan Credentialed for two important reasons. 1.  you become a 

radiology facility by contacting Rad Site: Gary Carnealg@radsitequality.com  which allows you to take 
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scans for others providers including ENT, Oral Surgeons, Endodontic and other parts of our industry.  

The patient is not your active patient but a patient in the radiology which only gives you the ability to  
 

Many of these codes are covered under the Enhanced Benefit Plans 

 

 

 

 

 

 

 

 

 

 

 

Box 25: Area of Oral Cavity 
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This box is the quadrant or arch of the  

services rendered. Numerical codes  

should be used to indicate the area,  

not UL or LR. Not sure what the  

numerical codes are? Here is the list: 

• 00 — entire mouth 
• 01 — maxillary arch 
• 02 — mandibular arch 
• 10 — upper right quadrant 
• 20 — upper left quadrant 
• 30 — lower left quadrant 

40 — lower right quadrant 
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Diagnostic Test should be added for better diagnostic codes and approvals.  
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Take the Scan and send to the referring provider who sent them to you. They can pay you and then 

they or you can set up a claim billing only the Technical Component of the CBCT with modifier. 

If you want to take a CBCT for your own patient and send it out to be read, you can also bill for the 

Technical and then the reading by a radiologist by working with either:   

Beam Readers: Barney  education@beamreaders.com 
Are your dental practice billing bone grafts to medical insurance? If not, you will want to read on! 
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