Sample of a Ministry Claim Card
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Instructions:

1. Disregard this section.
2. Thisis the patient's new Personal health Number. This is a 10 digit number; therefore you have
to enter the final number in the dependent box
3. This was the patient's Dependent number, now used for the 10th number of the PHN. Also fill in
the patient’s name and birthdate.
These sections are pre-printed on your claim card. Do not alter these sections.
Disregard.
Disregard practitioner number but complete for referring practitioner.
This is pre-printed. Again, do not alter.
This section is used only where you wish to provide information vital to the claim. Do not use to
indicate re-billing.
9. Disregard.
10. This must be entered in month/day/year order.
11. Disregard.
12. This should indicate one of the following:
o full orthodontic records (fee item 01901)
recall (fee item 01901)
initial payment (fee item 93331)
quarterly payment (fee item 93333)
miscellaneous payment (fee item 89706, to be used only where directed).
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13. Fee items for the initial and quarterly payments are as outlined on the letter you received
approving treatment.

14. This is used where the family contributes to the cost.

15. This section must be signed by the practitioner.

16. Disregard.

Please send only the original to Pacific Blue Cross. Copies may be retained for your records or
destroyed.



Where payment of a claim is adjusted or refused, your remittance statement will indicate one of
the following codes:

Key to Explanatory Codes

AB All claim details refused due to missing Practitioner's signature (or stamp) on claim.
AC Payment refused due to incomplete or incorrect billing information.

AD Patient's age outside allowable limits for billing fee item.

AE Payment refused as date of service incorrectly coded.

AF Payment refused as claim submitted later than allowed maximum time period.

AH Billed payee not in effect for date of service.

AK Payment refused as Practitioner not certified to perform service indicated.

BB Coverage not in effect for date of service shown.

BD Claim refused- identification information missing or invalid.

BG Coverage no longer available under identification number shown.

Bl Patient not eligible under the identification shown.

CA Billed fee item not an allowable benefit.

CB Adjustment due to prior payment made in error, or as requested.

CD Payment refused or reduced as no referral indicated on billing card and/or patient history.
CF Payment refused (or reduced) as the allowed maximum payment amount for the service has
been reached.

CG Fee item number (and/or) amount adjusted in accordance with previously paid relevant
services.

CH Lab fee/specialist percentage included in amount.

CJ Adjusted to appropriate fee item, units and/or amount in accordance with information
provided.

CL Patient has coverage under identification number, dependent number and/or birth date
shown, please adjust your records.

CN Payment refused as specific service has already been performed by another Practitioner
CO Payment refused (or reduced) due to the previous payment of one or more relevant fee
services.

CP Payment refused as required relevant fee services not billed.

CQ Payment refused as service is not a benefit for the tooth/area billed.

CR Payment refused as requested information has not been received.

CS Refer to telephone call and/or letter of explanation.

CT Payment refused (or reduced) as the allowed maximum service units have been reached.
CW Payment refused as the service has been performed within the specified time period of
another relevant fee service.

CX Service has been referred to Special Care Section for consideration.

CZ Payment refused as the allowed maximum payments for relevant fee services have been
reached.

DA Payment refused as other required relevant fee service(s) not billed prior to this service.
DB Only partial payment of this service has been made due to the deduction of a previously
paid service which is considered to be included in this treatment.

DD Request for dental consultant approval not accepted on billing cards.

DE Payment amount reduced to the maximum allowable for the fee item.



DF
DO
EA
EC
EX
FC
FE
FG
FH
FJ
RA

Payment refused as a duplicate billing has been made.

Item not included in pre-authorized treatment plan.

This service is limited to once per tooth per lifetime and has been paid for previously.
Payment refused (or reduced) as annual maximum benefit for the patient has been reached.
Payment refused/reduced as annual maximum limit for x-rays has been reached.

Fee increased to applicable fee schedule amount.

Payment refused as no tooth number indicated.

Payment refused as arch is not indicated.

Payment refused as sextant is not indicated.

Payment refused as quadrant is not indicated.

Retroactive adjustment to paid fee item.

Payment Policy

Where a claim is correctly completed and the service billed has been authorized, payment can be
expected within 60 days of receipt of the claim. Re-billing within the 60 day period will only
cause delay in processing the original billing. Other payment policies include:

1.

Where treatment has been approved and initiated, a billing for an initial down-payment of 25%
will be accepted. The remainder of the fee will be divided into quarterly instalments and may be
billed with a date of service of the first of the month following the quarter. Please note that the
ministry's former policy of discounting fees to 90% has been discontinued and your treatment
plan will be evaluated on the basis of the 100% amount.

All billings must be submitted to Pacific Blue Cross within twelve months of the month following
the quarter. If you fail to bill accordingly, the total approved amount will be reduced by the
amount forfeited.

Once a treatment amount has been approved, no supplementary amount can be considered
without the prior approval of the Orthodontic Administrator. Both the practitioner and the
parent are advised of the approval terms and conditions

This approval is valid only while enhanced Ministry-sponsored medical coverage is in effect
through the Ministry. Should Ministry medical/dental coverage be cancelled for any reason,
the Ministry will only pay the quarterly payment directly following the end of coverage. The
family or participant must then assume the responsibility for payment of the outstanding
balance or the option of cancelling treatment.

Where surgery is anticipated, please advise the ministry at the time of the original application
for orthodontic benefits. Requests for oral surgery technical fees will be reviewed by the
ministry and pre authorization will be given in accordance with the Schedule E as negotiated by
the Medical Commission and the BC Dental Association.

In those cases where it is necessary for a patient to be placed on a recall prior to
commencement of treatment, the recall routine must be approved by the Orthodontic
Administrator and, if approved, only the amount outlined in the fee schedule may be charged
(i.e. fee item 01901 with a maximum of two recalls per year as necessary) .




