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• Introductions

• What’s New 

• Eligibility

• Medicaid Dental Benefit Information

• Office Reference Manual Overview

• Key Things You Should Know 

• Access and Availability 

• FAQs 

• Q&A



DentaQuest* acts as 
the Dental Benefits 

Manager for Anthem 
Blue Cross and Blue 
Shield (Anthem) and 

MDWise*



DentaQuest New Website

DentaQuest launched a new website at the end 
of June.  The website helps members find a 
provider and helps providers navigate the plans 
DentaQuest offers.  

http://www.dentaquest.com/


Member Eligibility Validation

• Eligibility should always be verified on the IHCP 
Provider Healthcare Portal. This portal is the 
source of truth for eligibility.

• Always check a member’s eligibility prior to 
rendering services. Check it the same day of the 
appointment. 

• Once the eligibility has been verified the 
provider can view the member’s Service History 
on the Dentaquest provider portal.  

https://www.in.gov/medicaid/providers/
https://www.in.gov/medicaid/providers/


DentaQuest Provider Portal

Provider Web Portal Home Page
The portal has many self-service functions that can help alleviate the need for calling in when you can 
easily look up the answers in a matter of seconds and avoid frustrating wait times. The Home Page is 
a reference point of navigation for self service functions within the portal. On this page click Related 
Documents, to locate the Office References Manuals. On the opposite side of the Home Page you 

can perform various other self service functions. Let’s explore some of the possibilities.

https://govservices.dentaquest.com/


Patient Eligibility



Service History
Patient Eligibility 



Service History Page







Office Reference 
Manual (ORM) 

Overview

All manuals can be accessed through the portal 
from the home page under Related Documents

ORM’s have a Table of Contents to help you 
quickly reference your question

ORM’s have Exhibits that describe which benefits 
are covered under each plan

Each exhibit will illustrate Codes>Description>Teeth Covered> 
Authorization Required>Benefit Limitations>Documentation 
Required



Office Reference 
Manual (ORM) 

Overview (cont.)

Frequently asked questions found 
in the ORM.

Timely Filing Limits 90 days from DOS
Secondary claims must be submitted with the primary EOB 

no later than 90 days from the date on the primary EOB

You may find some members have Dual Coverage under 
another DentaQuest administered plan; these claims will 

coordinate internally in our Claims Processing system. There 
is no need to wait for the Primary EOB

It is important to learn how to find 
information in the ORM. 



Refer to the ORM for codes that require Prior Auths

Service must be submitted and approved prior to 
treatment.

Failure to prior authorize will lead to system 
denial of claim. “Service requires prior 
authorization. No prior authorization is on file.”

Approved prior authorization on file will lead 
to system approval of claim.

All standard claims submission requirements must be met in order for claim to pay 



Providers have a choice. 
Submit now as a prior auth 
or later as a claim.

If they choose to submit as an auth 
clinical review process will occur & if 
approved claim will pay.

If they choose to submit as a claim 
clinical review process will occur & if 
approved claim will pay.

All standard claims submission requirements must be met in order for claim to pay 



Key Things You 
Should Know: 
Prior Auth 
Submission

Prior Auth (PA) Submission 
If a service you are rendering requires prior authorization and 
your initial submission has been denied, please DO NOT 
continuously resubmit the PA. As noted on the Provider 
Determination notice, you have 60 days from the denial to 
appeal. You should utilize this option if you are disputing the 
denial, or if by chance, you need to provide additional 
information, i.e., additional narrative, supporting 
documentation or forgotten x-rays. 

What does the processing policy “Service not reviewed” 
mean?

This processing policy means the service/code is reviewed 
retrospectively (after the claim is submitted). The ORM details 
the clinical criteria. The plans’ stance is the provider is to 
couple their clinical expertise and the criteria to determine if 
the member qualifies for the service. Ensure that all supporting 
documentation is included in the claim submission to support 
medical necessity. 



Key Things You 
Should Know: 
Provider 
Information 
Updates

Make sure your office information is up to date. 

Each provider is contractually required to notify DentaQuest 60 days prior 
to termination (9(b)ii) from the DentaQuest Medicaid Network. Please 
ensure that the DentaQuest Provider Update Form is submitted 60 days 
prior with the effective date as the 60th day from the notice. 

Each provider is responsible for notifying FSSA of a termination from a 
location. 

If you need to make updates to your office information or add plans for 
which you would like to treat members, please utilize the Standard Update 
Request Form.

You may access this information via the DentaQuest provider portal.

https://govservices.dentaquest.com

Customer Service is available for immediate assistance. Please contact our 
customer service line at 1-855-453-5286.

https://govservices.dentaquest.com/


Key Things You 
Should Know: 
Peer-to-Peer 
Request

Peer to Peer Request
What is a Peer to Peer?

A Peer to Peer is a meeting via telephone between a participating provider and a 
DentaQuest Dental Consultant. The intent of the Peer to Peer is to review edits, 
policies, procedures, and denial codes. The participating provider will have the 
opportunity to ask questions and gain clarity. The Peer to Peer is not an appeal 
process and no claims/authorizations will be overturned on a Peer to Peer. The 
claim/authorization is used as reference for the discussion only. 

How do I make a Peer to Peer Request?

• Make the request on the DentaQuest Provider Portal under Tools/Contact 
DentaQuest/DDS Peer to Peer Call Request

• Must be submitted no earlier than 48 hours prior to the date/time requested call

• What to include in the request:

• Caller name

• Provider name

• Reason for call: Peer to Peer Request

• Authorization/Claim number

• Claim line numbers Contact phone number for provider

• Time zone

• Time of day provider is available to receive the call 



Indiana Access and Availability to care for 
Medicaid Members

Your office is required to participate in the quarterly Access and Availability calls. 
Please Note: These are not spam calls from DentaQuest.

To ensure that all members can access services in a timely manner for their dental needs, we ask our Dental Providers
to work within the following appointment availability standards as determined by the MCE:

Anthem members

• Emergency Appointments: within 24 hours

o Emergency care appointments include, but are not limited to, a need to control bleeding, infection, 

imminent tooth loss, or treatments of injuries to teeth

• Urgent Appointments: within 24 hours 

o Urgent Appointments include, but are not limited to, a chipped tooth, sensitivity, and mild pain

• Routine Care: within 30 days

o Routine care includes, but is not limited to, routine cleaning and check-up

Follow-up appointments must be scheduled within 30 days of the present treatment date, as appropriate.



Indiana Access and Availability to care for Indiana 
MDWise Medicaid Members

Your office is required to participate in the quarterly Access and Availability calls. 
Please Note: These are not spam calls from DentaQuest.

To ensure that all members can access services in a timely manner for their dental needs, we ask our Dental Providers
to work within the following appointment availability standards as determined by the MCE:

MDWise Members

• Emergency Appointments: within 24 hours

o Emergency care appointments include, but are not limited to, a need to control bleeding, infection, 

imminent tooth loss, or treatments of injuries to teeth

• Urgent Appointments: within 72 hours 

o Urgent Appointments include, but are not limited to, a chipped tooth, sensitivity, and mild pain

• Routine Care: within 60 days

o Routine care includes, but is not limited to, routine cleaning and check-up
Follow-up appointments must be scheduled within 30 days of the present treatment date, as appropriate.



Your Frequently Asked Questions 
(Medicaid)

How to bill a member for non-covered service?
• Medicaid members must sign a comprehensive financial agreement (waiver) specific to the date of service, 

codes, descriptions of non-covered services, and fees for those services. A general “statement of 
responsibility form” or signed treatment notes are not sufficient documentation for billing for non-covered 
services.

What fee can I charge for a non-covered service? 
• When you bill for a service code that is outside of the member’s benefit limitation and the service code is 

noted on the Medicaid fee schedules, the fees on the Medicaid fee schedule should be used for non-covered 
services. 

• When you bill for a service code and the ADA is absent from the fee schedule based on the child/adult 
benefit your normal usual & customary fees can be billed. 

Can a member be balanced billed?
• Balanced bill means that members are billed for the difference between the Medicaid fee assigned and the 

usual & customary fees.  Medicaid Members cannot be balanced billed.



Your Frequently Asked Questions 
(Medicaid) (cont.)

What does it mean to “Hold Harmless”?

• In relation to Medicaid – a provision that stipulates that a covered person is not held 
liable for payment of covered services under these programs.

Can your office collect deductibles based on the members’ primary insurance?

• No deductibles or copayments are permitted for Medicaid-covered services. A provider 
shall be permitted to charge an eligible Member for goods or services which are not 
covered only if the Member knowingly elects to receive the goods or services and enters 
into an agreement in writing to pay for such goods or services prior to receiving them.



Questions and Answers
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