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

UTAH MEDICAID SPECIFIC DENTAL COB TEMPLATE
UHINt 2.5 Tool

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

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

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

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

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

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

For additional information please refer to the Utah Medicaid Companion Guides
http://health.utah.gov/hipaa/quides.htm.
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g Original claim unless doing a i | ﬂ
Fie Toos View Help Replacement or Cancel of a m
previously paid claim.
[ Montor | Dental ]
Bil Type: |Original Claim =~ ~|  OhgralRet# | — n “J -
Select the Payer TPN
Option: ¢ FRegular & COB  Property and Casualty Claim Number y
1. ~ Click for the COB option 3. Carrier /
" Dentizt pre-tieatment estim Mame: |Utah Medicaid - FFS
% Dentist statement of actual service | “io: |HTUUDUU4-DU1 . Utah Medicaid j
2. Carrier &ddress
" Medicaid Claimn Pricr Authorization H 4. Address
¢ EPSDT | _
& N . City B. State
- ane | | J
7. Zip Code
Production 8. Relationship to Subscriber/Emplayer 3, Emplover/School
(Butch) % Gef  Spouse  Child ¢ Other Name Address

Fatient Information

10 * Patient Lazt Mame * Firzt Mame tiddle Initial 15, " Birthdate [mm/dd/ccyy] 16, 7 Patient 1D #
|

11. 7 Address 17. Gender

| M CF

12 7 City 13 7 State 18. Phone Murnber

| ur =l

14 *Zip Code

’7

e Bill Type: Use drop-down list to select the bill type. If a Replacement or Cancel of
a Prior PAID Claim enter the TCN of the Original Medicaid Paid Claim to be
replaced/cancelled in the Original Ref# box. Enter all 17 digits with no hyphens or
spaces.

e Option: Select the radio button COB if the patient is covered by another plan and
reporting Coordination of Benefit information.

o Dental Pre-Treatment Estimate option is currently not available.
e Type the Prior Authorization Number if applicable.
e Relationship to Subscriber: Select the radio button that indicates self.

e Box 10. Patient Information auto populates when using Patient Demography
Repository.

e Box 16 is the Patients Medicaid ID number or SSN number.
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File  Tools  Wiew  Help
[ Wonio [ Fiojessnal | Insiiona
19, IDH/S5MN 2. Group #
22. Subzcriber/Employes Marme * Payer
| ast First Rezponzibility
| | Seq
Middle Initial Sufix Fimary ]

Subszcriber Information

23, Address 24. Phone
28,7 City 2. * State 27, " Zip Cod 28. ° Birthdate [rom/dd/
28, Marital Status M. Gender 38, Emplovrnent Status

BEE
e,

FY

Dental

1. Other coverage type

coM e =]

Production

{Butch)

39, | have been informed of the treatment plan and agzociated fees,
| agree to be responzible for all charges for dental services and
materialz not paid by my dental benefit plan, unless the treating
dentizt or dental practice has a contractual agreement with my plan
prohibiting all or a portion of such charges. To the extent permitted
under applicable lav, | authorize release of any information relating
tar thiz clainn.

HO Yes

& Dentalor  Medical
32. Palicy Murber |
Other Subscriber
33 7 Last Mame “ Firzt Mame tiddle |nitial
Address
City State Zip Code
| ut =| | -
* Member [0
34, " Bithdate [mm/dd/coyy] 35, Gender
| M CF

37. * Relationship to Subscriber 36, * Responsibiliy Seq

| ﬂ |F'limar_l,J j

Benefits Aszzignment Feleasze of Information
# ez 7 Mo # ez 7 Mo

40, Other Payer

*Plan Mame *Plan 1D

41, | hereby authorize payment of the dental benefite
othenwize pavable to me directly to the below named dental
ity

Signed

O ez O Mo

e Subscriber Information auto populates when using Patient Demography

Repository.

o Payer Responsibility Sequence: select Primary from the drop-down list.

e Box 31: Select the radio button Dental.

e Box 36 Responsibility Sequence: select Primary from the drop-down list.
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¥ -[5[

File  Tools

Production

(Butch)

[ oo | Fossona | st Dental

Prowider Infarmation ﬂ
Other Paper Provider

Prowider Type Entity Type Provvider ID
| = = =
|

Other Payer Rendering Provider
Entity Type Provider 1D

=1 -
Amounts Reported by Other Payer

Clairn &rmount [nfarmation \A \m’y
Fayer Paid dmoun Approved Amount Allowye ¥ mount Patient Rezpong Amount

Coverad Amount Dizcount Amount Patient Paid Amount

I I

Claim Level Adjuztment Information

[Hower ower each box for description and value)

| rrrrrrrrrrrrr
x| rrrrrrr-r—rr-rrrrrrrr |~
ﬂlﬂl_l_l_l_ |_|_l_ [ r rrrr— r-—r [ - @[~
ﬂlﬂl_ o To add additional line information, type over

Service Line Number and tab. This opens the

ﬂl ﬂl— IR fields to report TPL for the Line Number entered.

Line Level &djustrmert Information /
[mmddd oo Service Lineft Bundled Line Mumber

Line Adjudication D ate

I— Service Line Paid dmount Paid Service Unit Count

Froduct/Service 1D | |
| J Procedure Code Description Procedure Modifier

[Hower ower each box for descrption and value)

| rrrrrrrrrrrrr
x| rrrrr

e Patient Responsibility must be reported at both Claim Level and Line Level.
Report Write-off Amounts as reported by other Payer.

e Thetool requires Line Level information. Claim level payment information can be
reported on the first line. No other line level information needs to be submitted as
Medicaid will pay based on claim level information. The claim will pay at the
claim level. Patient Responsibility is what Medicaid reviews to pay the provider.
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I* UHINt 2.5

Tools

File

Wiew  Help

44. EIN (TAX ID) or SSN
No hyphens

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

ng Dentist from the drop-down list.

Box 44 Provider ID#: select Electronic Identification Number from the drop-down

list. Type the Tax ID or SSN no hyphen or spaces. The identification number
must match the NPI. For more information, please contact Provider Enrollment at

e Box 42 Billing Dentist: select the Billi
[ ]

800-662-9651 or 801-538-6155 option
[ ]

Type the NPI Number of the Dentist.

3 option 4.

Box 45 Dentist SSN/TIN: select National Provider ID (NPI) from the drop-down list.
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ey UHINt 2-5

File Tools “iew Help

Irstitutional

Claim Service Date

Dental

" Patient Account Mumber or Claim Mumber  Service Date Dizcharge Date  Admizzion Date  Referral Date [mmddocy)
[rmddcoyy] [mmddcoyy) [rmddcoyy]
Referral Provider Lazt Mame  Referral Provider First Hame  SSH/EIM Provider 1D
58. Diagrosis Cods Index [not used] Enter Total charges for Dates of Service.
1. 2| =N 4| 5. No comma, enter decimal for cents.
59, Examination ahd Treatment Plans - List Testh in Order /
Frior )
fdd I[:b)viartfleDD[ Tooth | Swrface | Quadrar| Guadrar| Prosthes EI:tc:mE EEE:%S E[DDdCBEdL Lty Descript| Fee
[MMDDN
Del j j j N7A !

Production

(Butch)

with Tk

B0. [dentify all mizzing teeth with "MI™, teeth to be extracted with "Ex", and impacted teeth

Payment
A Total Fee

$0.00

Parmanant Prirary B. Other plan prat
CMaxdlowsble |
D.Deductible  [MOT USED
£1. Remarks for unuzual services E. Carrier
F. Carrier Fays ’7
G. Patient Pays ’7
-
4| [ »
Download Status | _ . .

Frint | Fill Tezt Data | Clear Al | Subrnit |

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

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

e Note: Do not delete aline located in the middle of charges. Type over the line to

correct the information. Only the last line can be deleted, otherwise it causes an
error at Medicaid. The claim is rejected.
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" UHINt 2.5 Leave Blank if the Rendering Provider
is the same as the Billing Provider

File  Toolk Wiew Help

Institutional

Treatment Location
E3. Address where treatment D@s performed

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

procedures, B4 City

Signed Frovider List |
E5. State

% Ve J

" Mo i :I

EE. Zip

Lazt Mame/Organization Mane

Firzt MHame

Treating Dentist D Type

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

| >

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

e Click Submit when finished to send the claim.

e Watch for Window that indicates that transmission was completed.
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