Filing Dental Charges on a CMS 1500
The following example represents the minimal information required for filing
medical services provided by a dentist on the CMS 1500 claim form.
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PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12)

Box 1a. The member’s Blue Cross and Blue Shield I.D.
number as it appears on their card. Do not use the
member’s Social Security number.
Box 2. Patient’s full name.
Box 3. Patient’s date of birth and sex.
Box 4. Insured’s full name. This is the person who is
the subscriber on the policy. If patient and insured are
the same person, you may put “SAME” in this field.
Box 5. Patient’s current address (required) and phone
number (optional).
Box 6. Check the appropriate box for patient’s relationship to insured.
Box 7. Insured’s address. Include if different than
patient’s address. Put “SAME” if insured and patient
live at the same address.
Box 9. If patient is covered under more than one
policy, put the secondary policy information here.
Otherwise leave blank.

Box 24 correlates the services rendered. You may list
up to six separate procedures.
A. Date of Service when you treated the patient.
B. Place of Service code. For your clinic, use 11.
For outpatient services performed in a hospital,
use 22. For services provided in an Ambulatory
Surgery Center (ASC), use 24.
D. Use the CDT code that best describes the 		
service. You may also use the medical CPT code,
if you know it.
E. This field ties the line charge procedure to the
appropriate diagnosis in Box 21. If only one
diagnosis, always use 1. If more than one
diagnosis, use this field to indicate the diagnosis
number that relates to the procedure on the line
charge. Enter only one diagnosis reference 		
number per line charge.
F. The billed charges for this procedure.

Box 10. If services are due to an accident, check the
appropriate box. Otherwise check “NO” on all three
boxes.
Box 11. Insured’s date of birth and sex. Policy number
and insurance name are optional.
Boxes 12 and 13. If patient or insured has signed your
clinic’s ROI form, then list “Signature on File.”

G. Number of times you performed this procedure.
J. Your rendering or individual NPI number.
Note: Repeat the line charges as necessary.
Box 25. Your clinic’s Employer tax I.D. or your Social
Security number, depending on how you directed
BCBSNE which one to use to reimburse you.
Box 26. Your clinic’s patient account number (optional).

Box 14. For accident claims, list the date of the
accident.

Box 27. If you are a BCBSNE PPO provider, always
check the “YES” box.

Box 19. Medical claims require a diagnosis. Use
this field to further explain or specify the reason
for treatment. For accident claims, briefly describe
accident.

Box 28. Total charge of column 24F.

IMPORTANT: for impacted teeth, list “impacted
teeth” in this field.

Box 30. Balance for BCBSNE to consider if other
insurance paid. Otherwise, it should be the same
amount as Box 26.

Box 29. Amount paid by other insurance if you are
filing to BCBSNE as secondary. If filing to BCBSNE as
primary, it should be $0.

Box 20. Check the “NO” box.
Box 21. For services due to an accident, list diagnosis
code SØ1.512A (Laceration without foreign body of
oral cavity) OR SØ2.5 (Fracture of Tooth). Remember
to include the accident date in Box 14 and the
accident description in Box 19. For impacted teeth, list
diagnosis code K01.1 (Impacted Tooth).

Box 31. The treating dentist’s name and credentials.
Boxes 32 and 33. If the physical address where
services were rendered is the same as the payment/
remittance in Box 33, then leave Box 32 blank. If the
address in Box 33 is a P.O. Box or different than the
physical address where services were rendered, then
list the physical address in 32. Do not use a P.O. Box in
Box 32.
Box 33A. Your clinic or Type 2 NPI (optional).
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