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Once information has been entered on Hdr 1 per the 837 Dental claim instructions, proceed to Hdr 2. Enter any
required information and change the Other Insurance Indicator from the default “N” to “Y” as shown below.

Two additional tabs will now be visible between Hdr 3 and Srv 1.
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Click on the Ol Tab after entering required information on Hdr 3 per the 837 Dental claim instructions. Within the
Ol Tab, the Payer Responsibility Field is defaulted to "P" and does not change. Select the appropriate value for
the Claim Filing Indicator from the drop down box.

|= '/ 837 Dental

Payer Responsibility |F v
Benefits Assignment | hd

E=S OB &

Total Charge [l O1 Amount [N Billed Amount ” Services

Hdr 1 | Hdr 2 | Hdr 3 OI\OIAdj]SrVI |srv2 |

x ‘

Claim Filing Ind Code

Release of Medical Data

Payer Claim Reference |

o

Carrier Code

om

Add O]
Copy Ol

Policy Holder A Automohile Medical
Carrier Code |001 Subscriber ID |387654321 BEL Elue Cross/Blue Shield Ml
Last Name |[JONES First Name |JANE A —
L] (L F

Last Name First Marme

JOMNES

Delete Ol

Find...

Last Mame

First Mame ast Subrmit Ot Status

Print

Close

PRO104 V1.0 6.21.16



Once this step is complete, Tab to the Carrier Code field. If this is the first entry for this recipient,
double click in the Carrier Code field and go to the second screen shot example below and complete the required
information as indicated. If this is not the first entry for this recipient, select the recipient information from the

drop-down menu of the Carrier Code field.
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Enter the Medicaid ID in the Client ID field. Select the valid value for the Carrier Code of the primary insurer
from the drop down box, click the tab button and the carrier name will be populated. Select the relationship to
the insured. Enter policy holder information. When all information is entered select save then chose Select to

populate the carrier information on the Ol tab.
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When the Carrier/Client information has been completed on the Ol Tab, click on the Ol Adj Tab and enter the
following required information; Provide other insurance payment information in the Paid Date and Amount Paid

fields. This amount will be deducted from your billed amount.

Enter the valid value for the Adjustment Group Code along with the Reason Code as reported on the primary
payers EOB.

All of the dollar amounts entered must equal the total dollar amount being billed to Medicaid. The Non-
Covered Amount field is not required. This field can only be used without Adjustment Group and Reason
Codes.
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Required information for the SRV 1 and SRV 2 tabs should be completed per the instructions for the 837 Dental
claim.
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