
Dental Services Provider Manual 03/15/08 
 

 FORMS 
 

i 
 

Number Name Revision Date 
DHHS 130 Claim Adjustment Form 130 03/2007 
DHHS 205 Medicaid Refunds 01/2008 
DHHS 931 Health Insurance Information Referral Form 01/2008 

 Authorization Agreement for Electronic Funds 
Transfer 

12/2005 

DHEC 0762 Children’s Rehabilitative Services Orthodontic 
Referral Form 

06/2002 

DHHS 219-DG Medicaid Enrollment Data Group Dentist and 
Attachments (two pages) 

07/2006 

DHHS 219-DI Medicaid Enrollment Data Individual Dentist and 
Attachments (three pages) 

07/2006 

DHHS 214 Prior Authorization Form 04/1997 
IRS W-9 Request for Taxpayer Identification Number and 

Certification (W-9 Form) (three pages) 
12/1996 

 S.C. Medicaid Dental Program Referral Form for 
Broken Appointments 

 

ADA J400 Example Dental Claim Form 2006 
ADA J400 Example Dental Claim Form Reporting Third-Party 

or Medicare Information 
2006 

CMS-1500 Example Dental Claim Form 
Oral and Maxillofacial Surgeons Only 

08/2005 

CMS-1500 Example Dental Claim Form Reporting Third-Party 
and/or Medicare Payments or Denials 
Oral and Maxillofacial Surgeons Only 

08/2005 

 Sample Remittance Advices  
 Sample ECF for American Dental Association 2006 

Claim Form 
 

 Sample ECF for the CMS-1500 Claim Form  



 

 



 

 

 
South Carolina Department of Health and Human Services 

Form for Medicaid Refunds 
 

Purpose:  This form is to be used for all refund checks made to Medicaid.  This form gives the information needed to properly 
account for the refund.  If the form is incomplete, the provider will be contacted for the additional information. 
 

Items 1, 2 or 3, 4, 5, 6, & 7 must be completed.              Attach appropriate document(s) as listed in item 8. 
 

1.  Provider Name:   __________________________            
 

2.  Medicaid Legacy Provider #              
          (Six Characters) 
       OR 

3.  NPI#     & Taxonomy    
 
4.  Person to Contact: ________________________ 5.  Telephone Number:  ______________________ 
 
6.  Reason for Refund:   [check appropriate box] 
 

   Other Insurance Paid (please complete a – f below and attach insurance EOMB) 
        a Type of Insurance: (  )  Accident/Auto Liability  (  ) Health/Hospitalization 
        b  Insurance Company Name ___________________________________________ 
        c  Policy #:__________________________________________________________ 
        d   Policyholder: ______________________________________________________ 
        e   Group Name/Group:  ________________________________________________ 
        f   Amount Insurance Paid:______________________________________________ 

   Medicare 
       (  )  Full payment made by Medicare 
       (  )  Deductible not due 
       (  )  Adjustment made by Medicare 

   Requested by DHHS (please attach a copy of the request) 

   Other, describe in detail reason for refund: 
    ______________________________________________ 
    ______________________________________________ 

______________________________________________ 
______________________________________________ 

 

7.  Patient/Service Identification:  
 

Patient Name Medicaid I.D.# 
    (10 digits) 

Date(s) of 
   Service 

      Amount of 
Medicaid Payment 

Amount of 
   Refund 

     
     
     
     
     
 

8.  Attachment(s):  [Check appropriate box] 
 

   Medicaid Remittance Advice (required) 

   Explanation of Benefits (EOMB) from Insurance Company (if applicable) 

   Explanation of Benefits (EOMB) from Medicare (if applicable) 

   Refund check 
 

Make all checks payable to: South Carolina Department of Health and Human Services 
Mail to: SC Department of Health and Human Services 

Cash Receipts 
Post Office Box 8355 
Columbia, SC 29202-8355 
 
 

DHHS Form 205 (01/08)      



 

 

  
 
 

 
 

Provider or Department Name:  ________________________________   Provider ID or NPI:   ____________________    
     
Contact Person:  _____________________   Phone #:  _______________________________   Date:   ______________ 
 
  
I       ADD INSURANCE FOR A MEDICAID BENEFICIARY WITH NO INSURANCE IN THE MEDICAID       
MANAGEMENT INFORMATION SYSTEM (MMIS) – ALLOW 25 DAYS 
 
Beneficiary Name: ___________________________________     Date Referral Completed: _______________________ 
 
Medicaid ID#:  ______________________________________     Policy Number:  ______________________________ 
    
Insurance Company Name:  ____________________________     Group Number:  ______________________________ 
 
Insured's Name:  _____________________________________     Insured SSN:  ________________________________ 
 
Employer's Name/Address:  __________________________________________________________________________ 
 
II       CHANGES TO AN INSURANCE RECORD THAT IS IN THE MMIS – MIVS SHALL WORK WITHIN 5 
DAYS 
 
_____   a.     beneficiary has never been covered by the policy – close insurance.  
 
_____   b.     beneficiary coverage ended - terminate coverage (date)  __________________________________ 
 
_____   c.     subscriber coverage lapsed - terminate coverage (date)   __________________________________ 
 
_____   d.     subscriber changed plans under employer - new carrier is  _________________________________ 
                                                            
                                                          - new policy number is  _________________________________ 
 
_____   e.    beneficiary to add to insurance already in MMIS for subscriber or other family member.   
 
    (name)  __________________________________________ 
 
ATTACH A COPY OF THE APPROPRIATE DOCUMENTATION TO THIS FORM. 
 
Submit this information to Medicaid Insurance Verification Services (MIVS). 
                                               Fax:               or          Mail: 
                                     803-252-0870                     Post Office Box 101110 
                           Columbia, SC  29211-9804 
 

 

III      NEW POLICY NUMBERS FOR INSURANCE IN THE MMIS WITH THE SUBSCRIBER SSN 
(SCDHHS is collecting new unique policy numbers and plans to replace existing insurance records through MMIS 
online modification as computer resources are available.) 

 
Medicaid Beneficiary ID: _______________________________   SSN: _______________________________________ 
 
Carrier Name/Code: ________________________________   New Unique Policy Number:  _______________________ 
 
Submit this information to South Carolina Department of Health and Human Services (SCDHHS).       
                            Fax:                     or            Mail: 
                                 803-255-8225                        Post Office Box 8206, Attention TPL 
                                                                                             Columbia, SC  29202-8206 
                            
 
DHHS 931 – Updated January 2008 

SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES 
MEDICAID HEALTH INSURANCE INFORMATION REFERRAL FORM 



 

 

South Carolina 
Department of Health and Human Services 

AUTHORIZATION AGREEMENT FOR ELECTRONIC FUNDS TRANSFER 
 
Provider Name:   
Provider DBA Name (if applicable): 
Medicaid Provider Number:      
Provider NPI Number:   
Provider EIN Number:   
Address:    
City:                    State:                       Zip:   

 
I (we) hereby authorize the Department of Health and Human Services to initiate credit entries and to initiate, if 
necessary, debit entries for any credit entries in error to my account indicated below and the financial institution 
named below, to credit and/or debit the same to such account. These credit entries will pertain only to the 
Department of Health and Human Services payment obligations resulting from Medicaid services rendered by the 
provider. 

I (we) understand that credit entries to the account of the above named payee are done with the understanding that 
payment will be from federal and/or state funds and that any false claims, statements or documents or 
concealments of a material fact, may be prosecuted under applicable federal or state laws. 

I (we) certify that the information shown is correct and that this account is used solely for business purposes.  I 
(we) further agree to provide thirty (30) days written notice to the address shown below prior to revoking or 
revising this authorization. 

Please contact your bank to obtain the correct electronic deposit information: 
 
Financial Institution:    
Address:   
City:           State:                     Zip:   

Transit/ABA Number:            

Account No.:    

Type of Account:             Checking              Savings 

 
Signed:                                                                                                (Signature) 
                                                                                                 (Print) 
Title:                                                  
Date:   

Contact Name:                                                                   Phone: _______________           

RETURN TO: 

Department of Health and Human Services 
Medicaid Provider Enrollment 

P. O. BOX 8806 
COLUMBIA, S.C.  29202-8809 

FAX (803) 699-8637 
Revised 12/05



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 



 

 

S.C. Medicaid Dental Program 
Referral Form for Broken Appointments 

 
This form is used to refer Medicaid beneficiaries who are non-compliant.  The referral will be 
followed up by appropriate Department of Health and Environmental Control (DHEC) staff and 
efforts will be made to encourage beneficiary compliance.  Please provide as much information 
as you can to assist in contacting the beneficiary or the beneficiary’s parent/guardian. 

 

Dentist __________________________________________________________ 
 

 Phone Number ____________________________________________________ 
 

Dental Office Contact Person ________________________________________ 
 

Beneficiary’s Name 
 

Medicaid ID Number Date of Birth 

Beneficiary’s Phone Number 
 

Parent/Caregiver’s Name 
 

Beneficiary’s Address 

CHECK ONE BLOCK BELOW 

Missed Sedation/Complex/Emergency Appointment (URGENT)  

Missed Restorative Appointment (Moderate)  

Missed Preventive Appointment (Minor)  

Reason Given for Missed Appointment: 
 

Other Concerns/Comments: 
 

 
Beneficiary’s Name 
 

Medicaid ID Number Date of Birth 

Beneficiary’s Phone Number 
 

Parent/Caregiver’s Name 
 

Beneficiary’s Address 

CHECK ONE BLOCK BELOW 

Missed Sedation/Complex/Emergency Appointment (URGENT)  

Missed Restorative Appointment (Moderate)  

Missed Preventive Appointment (Minor)  

Reason Given for Missed Appointment: 
 

Other Concerns/Comments: 
 



 

 

 

 



 

 

 



 

 



 

 



 

 

Sample Remittance Advice 
 
  PROVIDER ID.                                               PROFESSIONAL SERVICES             PAYMENT DATE                   PAGE  
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES                                             +------------+                +----+ 
| 1111111111   |                                                REMITTANCE ADVICE               | 03/26/2008 |                |  1 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM                                              +------------+                +----+ 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|PROVIDERS|      CLAIM      |      |SERVICE RENDERED|  AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME     |M  |TLE. 18|COPAY  | TITLE | 
| OWN REF.|   REFERENCE     |      | DATE(S) |      |  BILLED| PAYMENT|T|     ID.  |F M                | O |ALLOWED|AMT    |  18   | 
|  NUMBER |      NUMBER     |PY IND|MMDDYY   | PROC.|        |MEDICAID|S|  NUMBER  |I I LAST NAME      |  D|CHARGES|       |PAYMENT| 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |4444444444444444B|      |         |      |        |        | |1234567890| JOHN DOE          |   |       |       |       | 
|T22222222|              01 |      |021508   |D1120 |   35.00|   31.00|P|          |                   |000|       |  0.00 |   0.00| 
|         |              02 |      |021508   |D1203 |   17.00|   17.00|P|          |                   |000|       |  0.00 |   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |           TOTALS|      |        2|      |   52.00|   48.00| |          |                   |   |       |   0.00|   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
+---------+-----------------+------+---------+------+--------+--------+-+-+--------+-------------------+---+-------+-------+-------+ 
|                                           |            |   |      $48.00|                                                        |   
|                                           +------------+   +------------+    STATUS CODES:      PROVIDER NAME AND ADDRESS       |  
FOR AN EXPLANATION OF THE                    CERT. PG TOT    MEDICAID PG TOT                     +---------------------------------+ 
ERROR CODES LISTED ON THIS                 +-------------+  +-------------+    P = PAYMENT MADE  | SMILE DENTAL PRACTICE           | 
FORM REFER TO:  "MEDICAID                  |       $0.00 |  |       $48.00|    R = REJECTED      | 111 DENTAL ST                   | 
PROVIDER MANUAL".                          +-------------+  +-------------+    S = IN PROCESS    | ANYWHERE  , SC     29532-1111   | 
                                             CERTIFIED AMT   MEDICAID TOTAL    E = ENCOUNTER     |                                 | 
IF YOU STILL HAVE QUESTIONS+-------------+ +-------------+  +-------------+    +---------+       |                                 | 
PHONE THE D.H.H.S. NUMBER  |       $0.00 | |       $0.00 |  |         0.00|    |         |       +---------------------------------+ 
SPECIFIED FOR INQUIRY OF   +-------------+ +-------------+  +-------------+    +---------+                                         |  
CLAIMS IN THAT MANUAL.     FEDERAL RELIEF   MAXIMUS AMT      CHECK TOTAL      CHECK NUMBER                                         |  
                                       +-------------+     +-------------+     +---------+                                         |   
                                       |        0.00 |     |         0.00|     |         |                                         |  
                                       +-------------+     +-------------+     +---------+       +---------------------------------+ 
  



 

 

Sample Remittance Advice —Void/Replacement 
This page of the sample Remittance Advice shows a paid claim, as well as a Void/Replacement claim  

for which both the Void and the Replacement processed during the same payment cycle. 
 

# Z11111 JANE DOE DDS                                                         
 .999999999999.                  Y                                                                                                  
  PROVIDER ID.                                               PROFESSIONAL SERVICES             PAYMENT DATE                   PAGE  
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES                                             +------------+                +----+ 
| 1111111111   |                                                REMITTANCE ADVICE               | 03/26/2008 |                |  1 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM                                              +------------+                +----+ 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|PROVIDERS|      CLAIM      |      |SERVICE RENDERED|  AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME     |M  |TLE. 18|COPAY  | TITLE | 
| OWN REF.|   REFERENCE     |      | DATE(S) |      |  BILLED| PAYMENT|T|    ID.  |F M                | O |ALLOWED|AMT    |  18   | 
|  NUMBER |      NUMBER     |PY IND|MMDDYY   | PROC.|        |MEDICAID|S|  NUMBER  |I I LAST NAME      |  D|CHARGES|       |PAYMENT| 
+---------+-----------------+------+---------+------+--------+--------+-+----------+-------------------+---+-------+-------+-------+ 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|T22222222|4444444444444444B|      |         |      | 1192.00|  243.71|P|1234567890|M   JONES          |   |       |   0.00|       | 
|         |              01 |      |021508   |D0428 |  800.00|  117.71|P|          |                   |   |       |       |   0.00| 
|         |              02 |      |021508   |D0425 |  392.00|  126.00|P|          |                   |   |       |       |   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |VOID OF ORIGINAL CCN 9999999999999999B PAID 02/28/04       | |          |                   |   |       |       |       | 
|T33333333|5555555555555555U|                |      |1412.00-| 273.71-| |8888888888| M   JONES         |   |       |       |       |  
|         |              01 |      |012108   |D0425 |1112.00-| 143.71-| |          |                   |   |       |       |       |    
|         |              02 |      |012108   |D0434 | 300.00-| 130.00-| |          |                   |   |       |       |       |      
|         |                 |                |      |        |        | |          |                   |   |       |       |       |        
|         |REPLACEMENT OF ORIGINAL CCN 9999999999999999B PAID 02/28/04| |          |                   |   |       |       |       | 
|T33333333|6666666666666666B|      |         |      | 1001.50|   42.75|P|8888888888|M   JONES          |   |       |   0.00|       | 
|         |              01 |      |012108   |D0425 |  142.50|   42.75|P|          |                   |   |       |       |   0.00| 
|         |              02 |      |012108   |D0434 |  859.00|    0.00|R|          |                   |   |       |       |   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |           TOTALS|      |        2|      | 2193.50|  286.46| |          |                   |   |       |   0.00|   0.00| 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
|         |                 |      |         |      |        |        | |          |                   |   |       |       |       | 
+---------+-----------------+------+---------+------+--------+--------+-+-+--------+-------------------+---+-------+-------+-------+ 
|                                           |            |   |     $286.46|                                                        |   
|                                            +------------+   +------------+    STATUS CODES:      PROVIDER NAME AND ADDRESS       |  
FOR AN EXPLANATION OF THE                    CERT. PG TOT    MEDICAID PG TOT                     +---------------------------------+ 
ERROR CODES LISTED ON THIS                 +-------------+  +-------------+    P = PAYMENT MADE  | JANE DOE DDS                    | 
FORM REFER TO:  "MEDICAID                  |       $0.00 |  |      $286.46|    R = REJECTED      |                                 | 
PROVIDER MANUAL".                         +-------------+  +-------------+    S = IN PROCESS    | 111 DENTAL ST                   | 
                                             CERTIFIED AMT   MEDICAID TOTAL    E = ENCOUNTER     | ANYWHERE  , SC     29532-1111   | 
IF YOU STILL HAVE QUESTIONS+-------------+ +-------------+  +-------------+    +---------+       |                                 | 
PHONE THE D.H.H.S. NUMBER  |       $0.00 | |       $0.00 |  |         0.00|    |         |       +---------------------------------+ 
SPECIFIED FOR INQUIRY OF   +-------------+ +-------------+  +-------------+    +---------+                                         |  
CLAIMS IN THAT MANUAL.     FEDERAL RELIEF   MAXIMUS AMT      CHECK TOTAL      CHECK NUMBER                                        |  
                                       +-------------+     +-------------+     +---------+                                         |   
                                       |        0.00 |     |         0.00|     |         |                                         |  
                                       +-------------+     +-------------+     +---------+       +---------------------------------+ 
  



 

 

Sample Remittance Advice —Void Only 
This page of the sample Remittance Advice shows claim-level Voids without corresponding Replacement claims. 

 
PROVIDER ID.                                                     +----------------+              PAYMENT DATE                  PAGE       
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES              |     CLAIM      |             +------------+                +----+ 
| 1111111111   |                                                 |  ADJUSTMENTS   |             | 03/26/2008 |                |  2 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM               |                |             |            |                +----+ 
                                                                 +----------------+             +------------+                     |    
+---------+-----------------+---+---------+------+--------+--------+-+-+-+----------+----------+---+------+------------------------+ 
|PROVIDERS|      CLAIM      |   |SERVICE RENDERED|  AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME|M  | ORG  |                        |    
| OWN REF.|   REFERENCE     |PY | DATE(S) |      |  BILLED| PAYMENT|T|    ID.   |          F  M| O |CHECK |    ORIGINAL CCN        |  
|  NUMBER |      NUMBER     |IND|MMDDYY   | PROC.|        |MEDICAID|S|  NUMBER  |LAST NAME I  I|  D| DATE |                        |   
+---------+-----------------+---+---------+------+--------+--------+-+----------+--------------+---+----  |------------------------+ 
|         |                 |   |         |      |        |        | |          |              |   |      |                        |    
|         |                 |   |         |      |        |        | |          |              |   |      |                        |   
|T22222222|7777777777777777U|             |      | 513.00-| 197.71-| |1122334455|JONES     M   |   |022804| 5555555222222222D      | 
|         |              01 |   |012108   |D0425 | 453.00 | 160.71-|P|          |              |   |      |                        |    
|         |              02 |   |012108   |D0434 |  60.00 |  33.00-|P|          |              |   |      |                        |      
|         |                 |             |      |        |        | |          |              |   |      |                        |     
|         |                 |             |      |        |        | |          |              |   |      |                        |  
|         |                 |             |      |        |        | |          |              |   |      |                        |   
|T22222222|8888888888888888U|             |      | 513.00-| 197.71-| |6677889900|JONES     M   |   |022804| 6666666666222222D      | 
|         |              01 |   |012108   |D0425 | 453.00 | 160.71-|P|          |              |   |      |                        |    
|         |              02 |   |012108   |D0434 |  60.00 |  33.00-|P|          |              |   |      |                        |      
|         |                 |             |      |        |        | |          |              |   |      |                        |    
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|T22222222|0000000000000000U|             |      | 513.00-| 197.71-| |9876543210|JONES     M   |   |022804| 7777777772222222D      | 
|         |              01 |   |012108   |D0425 | 453.00 | 160.71-|P|          |              |   |      |                        |    
|         |              02 |   |012108   |D0434 |  60.00 |  33.00-|P|          |              |   |      |                        |      
|         |                 |             |      |        |        | |          |              |   |      |                        |     
|         |          TOTALS |           3 |      |1539.00-| 593.13-| |          |              |   |      |                        |   
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        |         
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
|         |                 |             |      |        |        | |          |              |   |      |                        | 
+---------+-----------------+-------------+------+--------+--------+-+----------+--------------+---+------+------------------------+ 
                                                            MEDICAID TOTAL     CERTIFIED AMT      FEDERAL RELIEF     TO BE REFUNDED  
                                        DEBIT BALANCE      +-------------+     +-------------+   +-------------+      IN THE FUTURE   
                                        PRIOR TO THIS      |         0.00|     |     0.00|   |   |         0.00|        +----------+ 
                                        REMITTANCE         +-------------+     +-------------+   +-------------+        |      0.00| 
                                       +-------------+                                                                  +----------+ 
                                       |         0.00|       ADJUSTMENTS       MAXIMUS AMT                                                
                                       +-------------+     +-------------+     +-------------+     PROVIDER NAME AND ADDRESS                 
                                                           |     0.00    |     |             |   +---------------------------------+ 
                                        YOUR CURRENT       +-------------+     +-------------+   | JANE DOE DDS                    | 
                                        DEBIT BALANCE        CHECK TOTAL       CHECK NUMBER      |                                 | 
                                       +-------------+     +-------------+     +---------+       | 111 DENTAL ST                   | 
                                       |      593.13 |     |         0.00|     |         |       | ANYWHERE  , SC   22222-1111     | 
                                       +-------------+     +-------------+     +---------+       +---------------------------------+ 



 

 

Sample Remittance Advice —Gross Level Adjustments 
This page of the sample Remittance Advice shows four gross-level adjustments. 

Gross-level adjustments always appear on the final page of the Remittance Advice. 
 
    PROVIDER ID.                                                  +---------------+            PAYMENT DATE                 PAGE  
+--------------+  DEPT OF HEALTH AND HUMAN SERVICES              |                |             +------------+                +----+ 
|    Z11111    |                                                 |  ADJUSTMENTS   |             | 03/26/2008 |                |  3 | 
+--------------+   SOUTH CAROLINA MEDICAID PROGRAM               |                |             |            |                +----+ 
                                                                 +----------------+             +------------+                       
+---------+-----------------+-------------+-----------+----------+--------------+------+----------+---------+-----------+----------+ 
|PROVIDERS|      CLAIM      |   SERVICE   |PROC / DRUG|RECIPIENT |RECIPIENT NAME|ORIG. |  ORIGINAL|         |DEBIT /    |    EXCESS| 
| OWN REF.|    REFERENCE    |   DATE(S)   |           |   ID.   |          F M |CHECK |   PAYMENT|  ACTION |CREDIT     |          | 
|  NUMBER |      NUMBER     |   MMDDYY    |   CODE    | NUMBER   |LAST NAME I I |DATE  |          |         |     AMOUNT|    REFUND| 
+---------+-----------------+-------------+-----------+----------+--------------+------+----------+---------+-----------+----------+ 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 2    |0000000000001111U|      -      |           |          |              |      |          |DEBIT    |   -2389.05|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 4    |0000000000002222U|      -      |           |          |              |      |          |DEBIT    |   -1949.90|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 5    |0000000000003333U|      -      |           |          |              |      |          |DEBIT    |    -477.25|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|TPL 6    |0000000000004444U|      -      |           |          |              |      |          |DEBIT    |    -477.25|          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |          |         |           |          | 
|         |                 |             |           |          |              |      |PAGE TOTAL:         |    5293.45|      0.00| 
+---------+-----------------+-------------+-----------+----------+--------------+------+----------+---------+-----------+----------+ 
                                                            MEDICAID TOTAL     CERTIFIED AMT      FEDERAL RELIEF      TO BE REFUNDED 
                                        DEBIT BALANCE      +-------------+     +-------------+   +-------------+      IN THE FUTURE  
                                        PRIOR TO THIS      |         0.00|     |         0.00|   |         0.00|        +----------+ 
                                        REMITTANCE         +-------------+     +-------------+   +-------------+        |      0.00| 
                                       +-------------+                                                                  +----------+ 
                                       |         0.00|       ADJUSTMENTS       MAXIMUS AMT                                           
                                       +-------------+     +-------------+     +-------------+     PROVIDER NAME AND ADDRESS         
                                                           |         0.00|     |         0.00|   +---------------------------------+ 
                                        YOUR CURRENT       +-------------+     +-------------+   |  JANE DOE DDS                   | 
                                        DEBIT BALANCE        CHECK TOTAL       CHECK NUMBER      |  111 DENTAL ST                  | 
                                       +-------------+     +-------------+     +---------+       |  ANYWHERE , SC 29202-1111       | 
                                       |      5293.45|     |         0.00|     |         |       |                                 | 
                                       +-------------+     +-------------+     +---------+       +---------------------------------+ 



 

 

Sample ECF for American Dental Association 2006 Claim Form 
 

RUN DATE 05/01/2007 000099822           SC DEPARTMENT OF HEALTH AND HUMAN SERVICES                  CLAIM CONTROL #0000000000000000B 
REPORT NUMBER CLM3500                              EDIT CORRECTION FORM                           PAGE 44802 ECF 44802 PAGE  1 OF  1 
    ANALYST ID PROV                                    DENTAL - 31                                  EMC                              
    SIGNON ID                           CLAIM RESTART DATE   /  /      DOC IND N                  ORIGINAL CCN:                      
                                                                                                       ADJ CCN:                      
 TAXONOMY:                PRV ZIP: 29526                                                                      EDITS                  
    1        2        3            4       5     6     7       8                   9                                                 
PROVIDER  P AUTH#  OWN REF#  RECIPIENT ID TPL INJURY EPSDT DIAGNOSIS        RECIPIENT NAME          INSURANCE EDITS                  
 ZA1111                       1111111111               N     V72.2          NEED    A NAME    01-400  01-733                  
 NPI: 2222222222                                                                                                                     
                                                                     10 DATE OF BIRTH 02/06/2002    CLAIM EDITS                      
 LINES 1 THRU 15 SERVICE PROVIDER    NPI: 0000000000    TAXONOMY:                                                                    
11     12                 13          14       15     16       17     18    19    20       21       LINE EDITS                       
RES  ALLOWED     LN   INDIVIDUAL   DATE OF   TOOTH   TOOTH   PLACE   PROC  MOD  UNITS    CHARGE                                      
                 NO    PROVIDER    SERVICE   NUMBER SURFACES         CODE                           ******************************   
                                                                                                    **    AGENCY USE ONLY       **   
          .00     1     ZA0000     03/13/07                    3    D0120  000   001       47.00    **     APPROVED EDITS       **   
                                                                                                    **                          **   
          .00     2     ZA0000     03/13/07                    3    D1120  000   001       45.00    **   REJECTED LINE EDITS    **   
                                                                                                    **                          **   
          .00     3     ZA0000     03/13/07                    3    D0272  000   001       32.00    ******************************   
                                                                                                                                     
          .00     4     ZA0000     03/13/07                    3    D1203  000   001       25.00    !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
                                                                                                    !  CLAIMS/LINE PAYMENT INFO  !   
                  5                  /  /                                                           !                            !   
                                                                                                    !  EDIT        PAYMENT DATE  !   
                  6                  /  /                                                           !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
                                                                                                                                     
                  7                  /  /                                                                                            
                                                                                                                                     
                  8                  /  /                                                                                            
                                                                                                                                     
                  9                  /  /                                                                                            
                                                                                                                                     
                 10                  /  /                                                                                            
                                                                                                                                     
                                                                                                                                     
      22            23                     24                                                                                        
  INS CARR        POLICY                INS CARR                                                                                     
   NUMBER         NUMBER                  PAID                     25  TOTAL CHARGE      149.00                                      
                                                                                                                                     
01        4267887103                                               26  AMT REC'D INS        .00                                      
                                                                                                                                     
02                                                                 27  BALANCE DUE                                                   
                                                                                                                                     
                         RETURN TO:                          INSURANCE POLICY INFORMATION                                            
RESOLUTION DECISION ___  MEDICAID CLAIMS RECEIPT                                                                                     
                         P. O. BOX 2136                                                                                              
                         COLUMBIA, S.C. 29202-2136                                                                                   
                                                                                                                                     
                         PROVIDER:                                                                                                   
                         ACME PEDIATRIC DENTAL                                                                                   
                         111 OAK STREET                                                                                  
                         CONWAY               SC 00000-0000                                                                          
               "PLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"                   
               * INDICATES A SPLIT CLAIM                                                                                             
                   



 

 

Sample ECF for the CMS-1500 Claim Form 
RUN DATE 12/01/2007 000008032           SC DEPARTMENT OF HEALTH AND HUMAN SERVICES                  CLAIM CONTROL #0000000000000000A 
REPORT NUMBER CLM3500                              EDIT CORRECTION FORM                           PAGE  7641 ECF  7641 PAGE  1 OF  1 
    ANALYST ID                                   HIC - 21  PRAC SPEC - 54                           EMC Y                            
    SIGNON ID                                                          DOC IND  N                 ORIGINAL CCN:                      
 TAXONOMY:                SFL ZIP: 30901          PRV ZIP:                                             ADJ CCN:                      
    1           2          3      4      5      6       7           8             9                           EDITS                  
 PROVIDER   RECIPIENT    P AUTH  TPL  INJURY  EMERG  PC COORD     ---- DIAGNOSIS ----               INSURANCE EDITS                  
    ID         ID        NUMBER        CODE                       PRIMARY   SECONDARY                                                
  ZX0000    1111111111                                             170.1         .                  CLAIM EDITS                      
  NPI: 1234567890                                                                                                                    
                                                                                                    LINE EDITS                       
                                                                                                    01) 852                          
 10 RECIPIENT NAME - NEED     A NAME             11 DATE OF BIRTH  03/23/1949   12 SEX   M                                      
                                                                                                    ******************************   
   13        14               15       16     17     18               19         20     21  22      **    AGENCY USE ONLY       **   
   RES    ALLOWED    LN    DATE OF   PLACE   PROC    MOD              INDIVIDUAL CHARGE  PAY  UNITS **     APPROVED EDITS       **   
                     NO    SERVICE           CODE                     PROVIDER     IND              **                          **   
                                                            23                                      **   REJECTED LINE EDITS    **   
                                                            NDC                                     **                          **   
                                                                                                    ******************************   
              .00     1    09/05/07    11   99204                      ZA0000       50.00     1.000                                  
          NPI: 1111111111     TAXONOMY: 200000000X                                                  !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
                      2      /  /                                                                   !  CLAIMS/LINE PAYMENT INFO  !   
          NPI:                TAXONOMY:                                                             !                            !   
                      3      /  /                                                                   !  EDIT        PAYMENT DATE  !   
          NPI:                TAXONOMY:                                                             ! 01-852         09/29/06    !   
                      4      /  /                                                                   !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
          NPI:                TAXONOMY:                                                                                              
                      5      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                      6      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
      24                25                  26                                                                                         
 INS CARR           POLICY             INS CARR                                                                                      
  NUMBER            NUMBER               PAID                     27  TOTAL CHARGE       50.00                                       
                                                                                                                                     
01 620    250063050A                         8.82                 28  AMT REC'D INS       8.82                                       
                                                                                                                                     
02                                                                29  BALANCE DUE        50.00                                       
                                                                                                                                     
03                                                                30     OWN REF #   JOHNDOE                                        
                                                                                                                                     
RESOLUTION DECISION ___                                                                                                              
                                                                                                                                     
  ADDITIONAL DIAG CODES:       .        .        .        .        .        .                                                        
                                                                                                                                    
                        RETURN TO:                          INSURANCE POLICY INFORMATION                                             
                        MEDICAID CLAIMS RECEIPT                                                                                      
                        P. O. BOX 1412                                                                                               
                        COLUMBIA, S.C. 29202-1412                                                                                    
                                                                                                                                     
                        PROVIDER:                                                                                                    
                        ACME DENTAL                                                                                    
                        P O BOX 1111                                                                                                
                        AUGUSTA              GA 00000-0000                                                                           
                                                                                                                                     
               "PLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"                   
               * INDICATES A SPLIT CLAIM                                                                                             

 


