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COVID-19 Testing
What Dentists Need to Know
Our intent in this article is to provide a summary of CLIA regulations
applicable to most dental practices. On April 9, 2020, the CDC released
a bulletin clarifying the CLIA-waived Status for Point-of-Care SARSCoV-2 Tests under Emergency Use Authorizations. It is important to note
that this directive pertains only to the test itself. (https://www.cdc.gov/
csels/dls/locs/2020/fda_clarifies_clia-waived_status.html)
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This waiver does not relieve any dental offices of requirements for
registration under the Clinical Laboratory Improvement Amendments
(CLIA). Note that the release states, “For the duration of the national
emergency declaration for COVID-19, such tests can be performed
in any patient care setting that operates under a CLIA Certificate of
Waiver or Certificate of Compliance/Certificate of Accreditation.” The
statement clearly indicates a CLIA Certificate is required to perform such
tests.
To completely understand this directive, it may be helpful to
review CLIA certification requirements and classifications. Complete
information on CLIA is found on the following websites:
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https://www.cdc.gov/clia/index.html

Regulations-and-Guidance/Legislation/CLIA

§ US Food and Drug Administration

https://www.fda.gov/medical-devices/ivd-regulatory-assistance/
clinical-laboratory-improvement-amendments-clia

§ In addition, we have extensive information regarding CLIA

requirements in our publication Medical Dental Cross Coding with
Confidence. https://practicebooster.com/store.asp

Let’s first look at CLIA’s definition of a laboratory. The legislation
referred to as “Clinical Laboratory Improvement Amendments of 1988”
states the following.
SEC. 353. (a) DEFINITION.—As used in this section, the term
‘laboratory’ or ‘clinical laboratory’ means a facility for the biological,
microbiological, serological, chemical, immuno-hematological,
hematological, biophysical, cytological, pathological, or other
examination of materials derived from the human body for the
purpose of providing information for the diagnosis, prevention, or
treatment of any disease or impairment of, or the assessment of the
health of, human beings.
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(b) CERTIFICATE REQUIREMENT.—No person
may solicit or accept materials derived from
the human body for laboratory examination or
other procedure unless there is in effect for the
laboratory a certificate issued by the Secretary
under this section applicable to the category of
examinations or procedures which includes such
examination or procedure.

Moderate Complexity

2. Certificate for Provider-Performed Microscopy
(PPMP)

Tests considered moderate complexity are
typically those that are available on advanced
automated clinical laboratory equipment. These
include, but are not limited to: blood tests
such as electrolyte profiles, chemistry profiles,
and complete blood count. This category also
includes tests requiring provider-performed
microscopy. Any microscopic evaluation
performed by the dentist meets the definition of
moderate complexity.

3. Certificate of Registration (COR)

High Complexity

Under this definition, a dentist’s office is subject
to CLIA when laboratory testing is performed in the
facility and, as such, is required to obtain a certificate
to perform testing. Certificates are issued based on
the complexity of tests performed in the facility. The
levels of certification are:
1. Certificate of Waiver (CW)

4. Certificate of Compliance (COC)

5. Certificate of Accreditation (COA)
Typically, a dental practice will require only a
Certificate of Waiver (CW). The CW permits a
laboratory to perform only waived tests (more about
waived tests to follow). Currently, the fee for a CW
is $180 and is valid for two years. Routine on-site
inspection is not required for a CW unless there is a
complaint. Along with enrolling in the CLIA program
and paying the fee, a laboratory must follow the
manufacturer’s instructions for test performance.
A Certificate of Waiver is not to be confused
with a waived test. So, what is a waived test? The
FDA categorizes all laboratory tests based on the
complexity of performing and interpreting each
specific test. These categories are defined below:
Waived Complexity
Waived tests are so simple and accurate that
little risk of error exists when performed correctly.
For example, a saliva test performed chairside by
the dental professional is considered a waived
complexity. Another example of this is the use
of a glucometer. Dipstick urine tests and urine
pregnancy tests are also in the waived category.
The FDA maintains a list of all waived tests. Most
tests performed in a dental practice fall into this
category.
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The term “waived complexity” applies to the
clinical expertise required to perform these tests
and should not be interpreted to mean CLIA
certification is not required. CLIA regulations
apply to all facilities performing testing on
specimens obtained from humans.
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High complexity tests require clinical laboratory
expertise beyond normal automation. One
example is pathologic examination of tissue
samples or body fluids. This level of complexity
is typically not performed in the dental office
setting.
In March 2020 the FDA issued an Emergency Use
Authorization (EUA) for a point-of-care COVID-19
diagnostic test. This EUA allows the FDA to release
this test quickly, bypassing the usual process of
classification. The notification of April 9, 2020, simply
clarifies this new test as temporarily being classified
as waived, thereby allowing all laboratories with a
CLIA certification to perform this specific COVID-19
test. Note that the April 9th notice specifies this EUA
and classification applies only to the Point-of-Care
SARS-CoV-2 test.
A point-of-care test is one which is performed in
the facility where the specimen is taken. Results are
delivered to the patient in the facility during the visit.
This would be similar to the “quick strep” testing we
are familiar with.
To date, very few point-of-care COVID-19 tests
have been made available. However, we do expect
the number of available tests to increase over
the next few weeks. There is an expectation that
eventually they will be available to dentists, who
may choose to utilize this testing in their practice.
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In preparation for this, we suggest dentists
consider applying for a CLIA Certificate of
Waiver. Without it you will not be allowed to
perform these tests.
The necessity for a CLIA certification was
clarified by CMS in a recent FAQ sheet.
Below is the statement regarding performing
tests without a CLIA certification:

Q
A

Does CMS have the ability to grant
my laboratory a waiver from the CLIA
certification requirements so I can
begin testing COVID-19 testing right
away?
We do not have the authority to grant
waivers or exceptions that are not
established in statute or regulation.
In the absence of such authorities,
in order to do COVID-19 testing you
must be a CLIA-certified laboratory
that meets applicable regulatory
requirements.

Questions and Answers
from our Support Team
As dental practices open for routine care, post COVID-19
closures, new questions arise. We are dedicated to assisting
you with providing the best possible guidance.

Q

If our hygienist takes x-rays and intraoral photos, then
relays the findings from her visual exam to the doctor,
and the doctor reviews the intraoral photos and x-rays
and calls the patient to discuss the findings, can the
practice bill for the D0120?

A

No. D0120 is a periodic oral evaluation by the doctor
and state boards require “hands-in-the-mouth”.
Check with your state dental board to confirm this.
Also, the x-rays taken by the hygienist cannot be
billed unless read by the doctor. If the hygienist is the
only one to actually see the patient, the procedure is
not billable as D0120.
Teledentistry is not intended to be utilized while the
patient and doctor are in the same location; rather
the dentist would be in a remote location interacting
with the patient via electronic communication. It is
not appropriate to report D0120 for any teledentistry
scenario. The ADA website lists possible teledentistry
evaluation codes and D0120 is not included. The ADA
COVID-19 interim coding guidance for virtual visits
may be downloaded at https://success.ada.org/~/
media/CPS/Files/COVID/ADA_COVID_Coding_and_
Billing_Guidance.pdf?utm_source=adaorg&utm_
medium=covid-resources-lp&utm_content=cv-codingand-billing-guidance&utm_campaign=covid-19.

Source: Frequently Asked Questions
(FAQs), CLIA Guidance During the COVID-19
Emergency
https://www.cms.gov/files/document/clialaboratory-covid-19-emergency-frequentlyasked-questions.pdf
Providers seeking to obtain a CLIA
certificate are advised to contact their
state CLIA agency. Individual states may
have specific requirements for application.
Information on CLIA regulations, including
information on obtaining an application is
also available on the CMS websites listed
below. CMS has excellent information on
CLIA regulations, including information for
applications, available here:
https://www.cms.gov/Regulations-andGuidance/Legislation/CLIA/downloads/
HowObtainCertificateofWaiver.pdf
https://www.cms.gov/Outreach-andEducation/Medicare-Learning-NetworkMLN/MLNProducts/downloads/
CLIABrochure.pdf

Additionally, you should contact your state dental
board to confirm an oral evaluation can be performed
via teledentistry. Some state dental boards require a
hands-in-the-mouth, tactile evaluation by the dentist
for any oral evaluation code (i.e., D0140).

Q
A

Can we report D0190 screening of patient when
screening a patient for COVID-19 symptoms prior
to treatment in order to recoup the costs of the
extra Personal Protective Equipment (PPE) used for
this screening (i.e., taking the patient’s temperature,
etc.)?
No. If the practice elects to charge a PPE fee, then
it should be one fee for the encounter including
screening and treatment. D0190 reports a screening
to determine the patient’s need to be seen by a
dentist for an evaluation.
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COVID-19: To Test or Not to Test
and How Do I Report It?
There are still many unknowns about this coronavirus, which is officially named severe acute
respiratory syndrome coronavirus (SARS-CoV-2); the
disease it causes is referred to as COVID-19. The
statistics on the number of people infected and
hospitalized continue to increase, as do the number
of deaths. Recently, statistical updates have included
the number of tests performed. There are conflicting
opinions on how these statistics are compiled, what
they mean, and how long we should stay at home in
order to “flatten the curve”. One area which is not
in dispute is the need for more accurate testing with
faster results, without having to send the test offsite.
The race is underway to develop a rapid, accurate,
and affordable test for COVID-19. Just as important
as the test itself is a consistent method of reporting
tests performed. Fortunately, the American Dental
Association (ADA), the American Medical Association
(AMA), the Centers for Disease Control and
Prevention (CDC), and the Centers for Medicare
and Medicaid Services (CMS) have acted quickly in
approving new codes to report testing specifically
for COVID-19. These procedure codes reflect the
types of tests typically performed to determine
whether a patient has COVID-19 and, more recently,
to determine whether an asymptomatic patient may
have been infected in the past. The latter, we are
told, may be important in collecting data for research
on the effect a previous infection may have on a
person’s immunity to the virus. In addition, there
are ongoing studies on the effect antibodies from
a recovered patient’s plasma may have in treating
other seriously ill COVID-19 patients.
A dental practice may, or may not, choose to
perform COVID-19 testing. At present, there are no
legal requirements for dentists to perform COVID-19
testing. In fact, some state boards may consider this
outside the scope of dentistry. Before implementing
a testing program in your practice, it is highly
recommended that you contact your state dental
board regarding such laws.

4
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There are several logistical factors to consider when
making the decision to test for the virus. These
factors include, but are not limited to:

§ The practice must obtain a CLIA Certificate of

Waiver. This is detailed in the article COVID-19
Testing – What Dentists Need to Know on page
one of this newsletter issue.

§ As of this writing, there were no reliable “point

of care” (POC) COVID-19 tests available with
FDA-waived status. However, there are new rapid
tests on the horizon and eventually there will be
several available.

§ Adequate personal protective equipment (PPE)

must be provided for those performing the test.
Would you want to divert PPE, which may be in
short supply and not readily available, to testing
for COVID-19 patients?

§ Although most medical payers, including

Medicare, consider COVID-19 testing a covered
service, the actual reimbursement may be low. At
this time, no allowable fee has been published
for a potential COVID-19 rapid test.

§ Specimen collections for submission to a

laboratory are not payable by Medicare. Private
payers may allow a minimal reimbursement
(approximately $15) for specimen collection.

§ Consider the most efficient use of your practice

resources. This includes not only supplies, but
also your team members. Who will be available
to perform testing? Is this someone who already
has the knowledge and skills to perform testing,
or would training be required?

Information on the nature of this virus is constantly
evolving. By the time you read this, no doubt new
information will be available. It is critical that all
healthcare providers stay up to date on the latest
recommendations on COVID-19, including available
testing. The CDC website has a wealth of information
for healthcare providers. In addition, the ADA has
made a concerted effort to inform dentists of any
developments directly affecting dental practices;
check their website regularly. (See links at the end of
this article.)

© 2020 American Dental Support, LLC
5/20/20 10:57 AM

Reporting COVID-19 tests
The ADA has approved two codes reporting
coronavirus testing.
D0604 	antigen testing for public health related
pathogens including coronavirus
Author’s note: An antigen test typically
utilizes swabs to take samples from the
patient’s nasal cavity. Some antigen tests
are performed on blood specimens. An
antigen test determines whether the
patient is currently infected with SARSCoV-2, also known as the COVID-19 virus.
D0605	antibody testing for public health related
pathogens including coronavirus
Author’s note: An antibody test is a blood,
or serology, test to determine whether the
patient has been infected by the virus. This
type of test is typically used to determine
whether a patient has been previously
infected. It is not always accurate in
determining a current infection, as the
patient may have recovered.
These two new CDT codes become effective
January 1, 2021 and cannot be reported before
that date. In the interim, the ADA advises reporting
a miscellaneous code such as D0999 (Unspecified
diagnostic procedure, by report). Dental payers will
likely deny reimbursement for these codes, except
when specifically allowed by the group contract.
Check with the payer before submitting claims.
Denials by dental plans are to be expected, as
COVID-19 is a medical condition. Treatment and
testing are typically allowed for reimbursement by
all medical payers, including Medicare.
Reporting Testing to Medical Payers
New CPT (medical) codes describing COVID-19
testing have also been released by the AMA. These
codes are effective immediately, although they
are not included in the 2020 printed CPT code
set. The codes will be included in 2021 CPT code
books. Some codes are intended for use in clinical
laboratories and are not listed here. Codes typically
reported by office laboratories are:

87635	Infectious agent detection by nucleic acid
(DNA or RNA); severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2)
(Coronavirus disease [COVID-19]),
amplified probe technique
Author’s note: 87635 would be appropriate
when reporting a rapid test utilizing a swab
specimen from the nasal cavity. Based on
current information, this will likely be the
most common type of test available for
office use.
86328	Immunoassay for infectious
agent antibody(ies), qualitative or
semiquantitative, single step method, (e.g.;
reagent strip): severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2)
(Coronavirus disease [COVID-19])
Author’s note: 86328 is a serology test and
typically performed in a clinical laboratory.
This code describes a one-step testing
method and would be appropriate to
report for a point of care (POC) test.
99000	Handling and/or conveyance of specimen
for transfer from the physician’s office to a
laboratory
Author’s note: report 99000 only when
the specimen is to be sent to an outside
laboratory for testing. It is inappropriate to
report specimen collection for a POC test.
If the patient is seen in the office for testing only,
a brief office visit may be reported in conjunction
with the testing or specimen collection. An
appropriate level of visit for an established patient
may be 99211 (office or other outpatient visit for
the evaluation and management of an established
patient, that may not require the presence
of a physician or other qualified health care
professional). A separate office visit should not be
charged if the patient was seen for an examination
at the same encounter.
Medicare Testing Information
As mentioned above, Medicare does not allow
reimbursement for specimen collections, and
this charge cannot be billed to patients. As of
the time of this writing, there was no information
regarding either coverage or reimbursement for a
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rapid COVID-19 test. When rapid testing becomes
available, dentists must be enrolled in Medicare
as a Part B provider of service in order to seek
reimbursement for any covered service. Providers
who have opted-out of Medicare may provide
specimen collections and rapid testing under a
private contract.
Medicare Advantage (MA) plans may provide some
coverage. Providers can submit claims to MA plans
without enrolling in traditional Medicare. However,
any provider who has opted out of Medicare will
not receive reimbursement from MA plans and will
continue to treat Medicare patients under a private
contract.
Additional information on Medicare requirements
may be found in our publication Medical Dental
Cross Coding with Confidence and other articles
published in Insurance Solutions Newsletter.
Diagnoses Codes
When reporting either POC testing for COVID-19
or specimen collection for laboratory testing, a valid
diagnosis code is required. To report a confirmed
case of COVID-19, the primary ICD-10-CM code
reported will be U07.1 (2019-nCoV acute respiratory
disease). Secondary conditions, such as pneumonia,
may be reported as secondary diagnoses.
CDC guidelines state that U07.1 is to be reported
only for confirmed cases of COVID-19. For
conditions not yet confirmed as COVID-19, the
symptom(s) will be reported as the reason for testing.
Examples of appropriate ICD-10-CM codes to report
for COVID-19 testing include, but are not limited to:

§ R05 Cough
§ R06.02 Shortness of breath
§ R50.9 Fever, unspecified

Resources for More Information
For updated information on COVID-19 and how
it may affect your practice, we recommend the
following resources:
www.ADA.org https://www.cdc.gov/
coronavirus/2019-nCoV/hcp/index.html

CDC-Criteria to
Guide Evaluation and
Laboratory Testing for
COVID-19
Updated April 27, 2020

https://www.cdc.gov/coronavirus/2019
-nCoV/hcp/clinical-criteria.html
Advice issued by the CDC regarding
testing for COVID-19:
Clinicians considering testing of persons
with possible COVID-19 should continue
to work with their local and state health
departments to coordinate testing
through public health laboratories, or use
clinical laboratory diagnostic testing for
COVID-19, authorized by the Food and
Drug Administration under an Emergency
Use Authorization (EUA). Increasing testing
capacity will allow clinicians to consider
COVID-19 testing for a wider group of
symptomatic patients and persons without
symptoms in certain situations.
Clinicians should use their judgment
to determine if a patient has signs and
symptoms compatible with COVID-19
and whether the patient should be tested.
Most patients with confirmed COVID-19
have developed fever and/or symptoms
of acute respiratory illness (e.g., cough,
difficulty breathing) but some people may
present with other symptoms as well. Other
considerations that may guide testing
are epidemiologic factors such as the
occurrence of local community transmission
of COVID-19 infections in a jurisdiction.
Clinicians are encouraged to test for other
causes of respiratory illness.

For more timely information related to COVID-19,
please visit our blog at www.practicebooster.com/blog.
6
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COVID-19 – Charging Extra for
Personal Protective Equipment

The American Dental Association (ADA) has
recently released guidance for dental practices
regarding the use of COVID19-related Personal
Protective Equipment (PPE) as outlined by the
Centers for Disease Control (CDC). With these new
CDC recommendations comes a rise in expenses for
your dental practice. Historically, costs related to PPE
and sterilization procedures have been considered
inclusive of the procedure – a practice business
expense.

Remember, for electronic claims, the narrative should
be limited to 80 characters when entered in the
remarks section of the 2019 ADA Dental Claim Form.
The chart note should include the type of additional
PPE used. D1999 should be reported on a per-visit
basis. Stay tuned for further guidance from the ADA.
Reimbursement

Billing and Documentation

As previously stated, the ADA has reached out
to payers asking them to increase reimbursement
and/or allow a separate fee for PPE. A few payers
are considering an interim reimbursement for a
designated period, such as for two months. We
expect there will be more payers implementing a
similar interim provision. Check with your PPO payers
often for guidance, as this is changing daily. If you
are a Medicaid provider, contact your state Medicaid
provider office for advice as to whether this charge
will be allowed. We do not anticipate payers to allow
reimbursement for D1999 permanently, only as it
relates to this pandemic.

The ADA recommends reporting D1999 –
unspecified preventive procedure by report – as an
interim solution to reporting the required additional
PPE. As with all CDT codes that include “by
report” in the nomenclature, a narrative is required.

Source: https://success.ada.org/~/media/
CPS/Files/COVID/ADA_Third_Party_
Payer_Reimbursement_for_PPE.pdf?_
ga=2.262131854.2036011925.15876779361796837210.1552659841.

The ADA has asked payers to consider not
bundling the fee for these additional PPE
expenditures, and instead treat them as a noncovered service, billable to the patient. Most
Preferred Provider Organization (PPO) contracts
disallow (non-billable to the patient) charging the
patient an additional fee related to PPE, sterilization,
and any OSHA required procedures. Refer to your
PPO Processing Policy Manual for details.

© 2020 American Dental Support, LLC
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How did we get from there to here?
A Short History of Dental Insurance Billing

Have you ever thought how
simple your job might be if there
was no dental insurance? What
if every patient was self-pay and
reimbursement did not depend
on insurance? Before the 1950s
this was the reality. Although
there were established medical
insurance plans, none included
dental services. Fees for dental
procedures were due from the
patient at the time of service. Of
course, with no dental insurance,
very few patients were treated
prophylactically and a visit to the
dentist was usually precipitated
by a raging toothache.
Then in 1954, the International
Longshoremen’s and
Warehousemen’s Union and the
Pacific Maritime Association
(ILWU-PMA), presented to the
dental associations in California,
Oregon, and Washington the idea
of dental coverage for employees’
children. ILWU-PMA funded the
plan with $750,000, and soon
after the first three dental benefits
organizations were formed. The
Washington Dental Service was
founded in 1954, and the Oregon
Dental Service and the California
Dental Association Service in
1955. Originally known as the
California Dental Association
Service, this group eventually
evolved into Delta Dental of
California.
(Source: https://www.
deltadental.com/grinmag/us/
en/ddins/2018/winter/history-ofdental-insurance.html)
Obtaining reimbursement
from the newly formed dental
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insurance payer was relatively
simple. A written narrative was
submitted to the payer, along
with a statement of charges.
Payment was made based on the
amount of coverage available
to the insured. There were no
procedure codes to report and
no claim forms to be completed.
Most plans, however, did have
a calendar maximum, which
was typically about $1,000
(approximately the same as
today; not adjusted for inflation).
A $1,000 benefit in 1955 would
be worth approximately $9,630
today adjusted for inflation. It is
interesting to note that at that
time the fee for a crown was
about $50.
Moving along in time, we find
that dental procedure codes were
first published in 1969 by The
Journal of the American Dental
Association (ADA). This is the
code set now published by the
American Dental Association and
familiar to dental team members
as Current Dental Terminology
(CDT). The purpose of CDT is to
achieve uniformity, consistency,
and specificity in accurately
reporting (i.e., documenting)
dental treatment. One use of
the CDT code is to standardize
patient health records, both
paper and electronic; another is
to enable efficient processing of
dental claims.
It is not surprising that, with the
standardization of the CDT code
set, dental payers soon began
requiring dentists to submit
claims with CDT codes rather than
written descriptions of the service

provided. Today, what used to be
a simple submission of procedure
descriptions and fees has evolved
into a standard claim form with
multiple boxes, each representing
specific information required for
adjudication.
And the evolution continues.
Today there are more dental
insurance companies than we
have space to list here. Plus,
within each company there are
multiple plans, each with its own
benefits, policies, and exclusions.
Since 1954 when the ILWU-PMA
first presented the concept of
providing dental insurance as a
benefit to their workers, there
has been an increasing trend
for employers to offer dental
coverage as a benefit. Today,
nearly all major companies offer
some type of dental insurance to
their employees. This translates to
a significant increase in patients
with available insurance benefits
to spend.
With more patients being
covered by dental insurance,
today’s dental practice is
challenged to meet requirements
of government funded plans.
These include, but are not limited
to:

§ The Affordable Care Act

(ACA) mandated pediatric
dental care, which may be
embedded in the medical
benefits

§ Medicare Advantage (MA)

plans with embedded dental
benefits

§ Medicaid
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It’s not only the increase in dental payers that
challenges today’s dental team. Over the years, the
practice of dentistry has expanded with advances
in treatments and new technology. To keep pace
with these changes, dental insurance companies
are constantly evaluating their policies on specific
benefits and coverage offered. Some benefits are
clearly stated and easy to understand; others may
involve some vague policy provisions that deny
claims even when they are qualified as benefits
of the policies. Adding to an already perplexing
situation, each insurance company has its own
system to appeal a denied claim. Thus, the insurance
biller must have the mind of a detective, the critical
eye of an analyst, and the patience of a saint.
The typical small practice has one person at the
front desk. In a larger practice, there will be two or
three full-time front office personnel. All are busy
checking patients in and out, verifying insurance
coverage, collecting co-insurance and deductibles
and other payments at the desk, setting up
appointments, answering questions about treatment
and options for financial arrangements. Performing
all these duties while answering the phone, checking
email and responding to social media questions and
requesting reviews, and taking care of staffing issues
and a long list of other tasks, is a great challenge.
With so many tasks to accomplish, it is easy to make
simple clerical errors resulting in claim denials or
rejections and delays in reimbursement.

Preventing Rejections and Denials

1. Always verify the patient’s insurance information
at each visit. It is important to verify not only
the payer, but also information such as the
employer and plan ID.
2. Many claim rejections are the result of simple
clerical errors. When entering data into the
patient’s record, it is easy to transpose numbers,
resulting in an incorrect subscriber ID or
birthdate. This is especially easy to do in our
multi-tasking environment. Cross-checking your
data entry against the patient demographics
can help to prevent these rejections and avoid a
delay in claim adjudication.
3. When a patient is covered by more than one
insurance plan, be sure each payer is entered
correctly as primary or secondary. Know how to
calculate the patient responsibility and collect
up to the full fee submitted.
4. Only report current CDT codes. Each year
CDT codes are added, deleted, and revised.
Reporting a deleted CDT code will result in a
claim denial and delay reimbursement. Your
coding and billing team members should always
have access to current code books or an online
resource such as PracticeBooster.com.
5. Be sure to follow up on any unpaid claims in a
timely manner.
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Many practices rely on the reimbursement of dental
plans to pay the overhead and, in many cases, are
insurance dependent, so the demand for dental
billing expertise has accelerated. The need for
dedicated insurance administration time and followup has increased as a result.
The typical dental office may not have a dedicated
team member chasing insurance claims, patient
balances, and sitting on hold waiting to speak to
an insurance representative. The critical need to
collect unpaid insurance claims and patient accounts
is delegated to “when we have the time” or an
“administrative day”. As a result, many practices
accumulate unpaid claims that stifle cash flow.
The fallout from unpaid claims may lead to
disappointed patients who are not pleased when
their claim(s) haven’t been paid, especially after they
were assured by the dental office that the service
would be covered. Loss of trust and confidence in
the office goes hand in hand with unpaid claims.
So, what can be done to maintain sanity amid
ever-changing insurance requirements? While the
temptation may be to go back to a completely selfpay model for your practice, there are alternatives.
Three options to consider are:

§ Invest in training for your team members

responsible for billing insurance. Training in
coding and billing can substantially decrease
errors in insurance billing and thus improve
collections.
assist with routine tasks such as data entry,
answering the telephone, and checking patients
in. This can free up your trained coders to
concentrate on insurance related tasks.

§ A third, and for some practices the best, option

is to outsource your dental claims billing. Some
advantages of outsourcing dental billing include:
° Claims are handled by a team of skilled,
experienced dental billers.
° The outsourcing agency is in partnership with
your front office staff to create “clean claims”
which are paid faster because billers must
stay up to date on new CDT codes, deleted
codes, and revised codes, and their effect on
payment.
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° Insurance receivables can be processed on a
regular and timely basis.
° Administrative team members can focus on
patient relations without being distracted
by the task of filing and following up on
insurance claims.
° Turnover in your office will never affect cash
flow because you have a separate team
focused on getting your claims paid.
° In times of a national disaster such as
pandemics, earthquakes, tornadoes, and fires,
your revenue cash flow and dental claims
billing may be affected by a disaster. However,
outsourcing your billing will maintain cash
flow during the disaster as it is being handled
remotely.
In making the decision to outsource dental
billing, you should choose a company that will be
in constant communication with your front office
staff. They should be part of your support team
and be available to answer any questions that may
arise. In addition, reports of claims submitted and
reimbursement received should be easily accessed
and the agency charges based on collections.
Conclusion

§ Consider hiring a part-time team member to

10

° Some outsourcing agencies will post
insurance payments and may also send
patient statements.

Dental insurance policies have been with us for a
long time and are still considered a valuable perk to
employees who are offered benefits. Regardless of
the actual value, patients with insurance benefits are
more apt to seek care than those without insurance.
Whether you choose to continue in-house billing or
opt for outsourcing, accurate insurance billing and
patient account billing are critical to creating positive
uninterrupted cash flow.
Contributing Author: Dr. James Anderson is the
CEO of eAssist, a leading outsourcing company. For
further information visit www.dentalbilling.com.
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The Comprehensive Periodontal Evaluation
The comprehensive periodontal evaluation (D0180)
is a code often misunderstood and consequently
submitted inappropriately. Some think this code
can only be used by a periodontist and should not
be reported by a general dentist. It appears there
is also confusion about what D0180 describes. To
help understand the comprehensive periodontal
evaluation code, let’s review the code nomenclature
and descriptor.
D0180 comprehensive periodontal evaluation
– new or established patient
This procedure is indicated for patients
showing signs or symptoms of periodontal
disease and for patients with risk factors
such as smoking or diabetes. It includes
evaluation of periodontal conditions,
probing and charting, evaluation, and
recording of the patient’s dental and
medical history and general health
assessment. It may include the evaluation
and recording of dental caries, missing
or unerupted teeth, restorations, occlusal
relationships and oral cancer evaluation.
Beginning with the nomenclature, we learn that
the code may be submitted for either a new or
established patient. The D0180 comprehensive
periodontal evaluation should never be reported
in addition to the comprehensive oral evaluation
(D0150) or periodic oral evaluation (D0120) on the
same service date.

Any dentist, periodontist or not, can report D0180
provided the patient exhibits signs and symptoms
of periodontal disease, or has risk factors such as
smoking or diabetes. D0180 mandates probing and
charting.
D0180 should not be used to report an evaluation
when only performing a periodontal screening record
(PSR). The D0180 evaluation is more detailed and
includes “six point per tooth probing (full mouth) and
charting”. The evaluation and charting would also
identify areas of furcation, wear facets, abfraction
lesions, areas of mobility, bleeding on probing, areas
and amounts of recession, amounts of remaining
attached gingiva, etc.
The Key Elements of Reporting D0180
The D0180, a comprehensive periodontal
evaluation, is performed only on a “qualified”
patient. Those “qualifications” include patients
who exhibit signs and symptoms of periodontal
disease, or risk factors such as smoking or diabetes.
The D0180 code would not be used to describe
an evaluation for a patient that does not have
signs and symptoms of periodontal disease or risk
factors like smoking and diabetes even though full
mouth probing and charting is provided. The key to
submitting D0180 is that the patient has signs and
symptoms of periodontal disease or is at elevated
risk for periodontal disease, e.g., is a smoker or a
diabetic. A complete tooth-by-tooth periodontal
charting is also performed and documented.
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Thus, D0180 encompasses all elements of the
comprehensive periodontal evaluation and must
include mandatory full-mouth probing with a
complete periodontal charting and a comprehensive
periodontal evaluation by the dentist.
Note, the D0150 evaluation code has established
that the periodontal screening or charting is optional
and not necessary if conditions suggest periodontal
charting is not indicated (i.e., young child patient,
etc.).
For a new periodontal patient or patient at high
risk for periodontal disease, consider reporting
D0180. D0180 is a more comprehensive, extensive,
and all-encompassing comprehensive oral evaluation
and would be a more accurate description of the
initial visit for the qualified patient. In addition, the
Maximum Plan Allowance (MPA) may be higher for
D0180 than for D0150.
When periodontal disease is present and/or if
the patient is at higher risk of periodontal disease,
note the signs/symptoms and/or risk factors in the
patient’s clinical record and the patient’s periodontal
diagnosis to support reporting D0180.
At subsequent recall visits, reporting D0180
indicates that extra time and effort were spent
in making an in-depth evaluation of the overall
periodontal condition, including charting and the
mandatory “full mouth” probing. D0180 may be
reported for either the initial (comprehensive) new
patient evaluation or for the recall visit.
D0180 may be reported for all subsequent
evaluation appointments for patients with
periodontal disease or who are at risk. Note, all
evaluations, including D0180, are subject to the
“two evaluations per year/12 months” or “one per
six months” limitation. Some payers will reimburse
a third evaluation if the evaluation occurs in a
different office or with a specialist. Note, some
payers will “downcode” D0180 or “remap” it to the
D0150 or D0120 at recall, which results in a lower
reimbursement.

12
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Some general practice and periodontal offices
establish two consistent fee levels for D0180.
The higher fee is charged for the new patient
comprehensive periodontal evaluation (taking more
time). A lower fee is then charged for the established
patient’s annual periodontal oral evaluation at the
periodontal maintenance (D4910) visit. Some offices
alternate the D0120 and D0180 oral evaluations
each six months to differentiate the more extensive
periodontal evaluation performed once per year.
D0180 reported at the perio recall visit may be
remapped and limited by some payers to the lower
fee D0120 for established patients.
Reimbursement for D0180 varies widely. Some
payers reimburse D0180 every 12 or 24 months,
others every three to five years, and some once in a
“lifetime”. A few payers may reimburse D0180 only
“once” per lifetime (like D0150) per doctor or billing
entity.
D0180 may be reported on the same service
date as active periodontal maintenance therapy
(D4910). Some plans reimburse D0180 at a higher
fee than D0120. Some offices perform a detailed and
extensive annual evaluation on the established recall
periodontal patient and report the more extensive
D0180 once per year.
D0180 should never be billed on the same
service date as full mouth debridement. D4355 is
performed to enable completion of a comprehensive
oral evaluation at a subsequent visit. All the other
components of the evaluation may be completed
at the D4355 appointment. D4355 enables D0180
to be performed (after a healing period) on a
subsequent date only for those patients with signs
and symptoms of periodontal disease. Otherwise,
if the patient is healthy, a D0150 and follow-up
prophylaxis or scaling in the presence of generalized
moderate or severe gingival inflammation – full
mouth, after oral evaluation is reported, as indicated.
An appropriate narrative would list the patient’s
sign(s) or symptom(s) of periodontal disease and/or
risk factors (e.g., smoking or diabetes) in the patient’s
chart. Generally, however, a narrative on the claim
form to justify reporting the D0180 is not required.
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How Optional Services
May Create Payment Alternatives
As the abundance of Preferred Provider
Organizations (PPOs) has increased steadily over
time, so has the number of dentists who participate
in-network with these PPO plans. In-network, PPO
plans require participating providers to accept
significantly reduced fees and face limitations on
reimbursement of many services. Furthermore, PPOs
try to control the cost of procedures by requiring
dentists to accept reimbursement for the least
expensive alternative treatment (LEAT). The LEAT
limitation gives the administrator of the plan the
right to reduce reimbursement for a service to a
less expensive, “clinically acceptable” alternative
treatment.
These restrictions have resulted in a net reduction
in income for participating dentists and a shift in
the perceptions of patients. How often have you
heard a patient say, “If my insurance doesn’t pay
for it, I don’t want it”? Even so, many patients are
often unwilling to accept the LEAT limitation or be
inconvenienced by multiple appointments when a
better option is available.

Selecting the Best Treatment Option
The ultimate decision to proceed with a
recommended treatment lies with the patient.
The dentist’s responsibility is to explain the
necessity of the treatment, as well as the benefits
of the upgraded procedure, same day service, if
available, and the risks of foregoing treatment.
Reimbursement of treatment should never direct the
care recommended by the dentist or accepted by
the patient.
Education is key to helping the patient understand
the many options available, the delivery systems,
and the quality of the result may vary. The patient
must understand the diagnosis, the recommended
treatment, the risks and benefits of the treatment;
and ultimately accept the treatment plan and
agree to pay for the optional/upgraded treatment,
regardless of what the plan will reimburse.
The challenge for the doctor and team is to
help the patient understand that everything is
not covered and that the out-of-pocket expense
may be substantial for anything beyond the most
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basic care. If the patient wants a higher level of
care, more esthetic restorations, same day service,
or a prosthesis fabricated by more advanced
technologies or higher quality laboratory, these
“special” services will most likely not be reimbursed
by insurance.

Some plans ask that the optional service be
described using a DX999 code, rather than using the
corresponding procedure code. Determine the plan’s
preferred method of disclosing the optional service.

Many dental practices believe that, as a
participating provider, they are obligated to accept
a reduced reimbursement and there is no recourse.
However, in many instances, the practice and the
patient do have options that help the patient choose
the best alternative for them. This may also allow the
practice to balance bill the patient for the difference
between the LEAT and the desired option for the
patient. As it turns out, there may be some relief
provided in the form of optional services, and billing
for these “upgrades and conveniences” may result in
higher production for the practice.
Step 1: Begin by determining if Optional Services
are recognized and applicable with the patient’s
plan. Contact a benefits representative for the PPO
plan before performing any optional services. The
following questions should be answered before
starting the billing process.

services?

Ask about the plan’s policy on the specific service
in question. In addition to gaining information
regarding an optional upgrade to LEAT services that
are “remapped” to the least expensive alternative
treatment, ask specifically about same day service
convenience fees and utilization of an upgraded lab
fee. Note that fewer plans allow for convenience fees
and upgraded lab fees that are upgrades from LEAT
procedures. Ask:

discussion and acceptance of the optional
service with the patient?

§ How should a claim for optional services be
submitted?

§ Will the explanation of benefits (EOB) accurately
identify the patient’s true responsibility?

§ Who should be contacted if there are concerns
with the processing of optional services?

Be prepared for any issues in the future by always
making note of:

§ The name of the person you spoke with in the
answers provided.

§ Can we balance bill the patient for optional

§ How should the practice document the

with the claim (predetermination) for optional
services?

§ The date and time of the conversation.
§ A brief outline of the questions asked and

services?

company-wide or plan-by-plan?

§ What documentation should be provided

provider relations office at the PPO.

§ What is your company’s definition of optional

§ Is the ability to balance bill for optional services

Some plans review the supporting documentation
to determine the reimbursement and patient
responsibility for the provided service. Ask:

Most dentists and business team members are
familiar with the PPO contract, but few are aware of
the Processing Policy Manual that accompanies the
contract. This manual, sometimes hundreds of pages,
is downloadable on the PPO’s password-protected
website. Most Processing Policy Manuals address
optional services.
Step 2: Have a discussion with the patient that
discloses the particulars about the optional service(s).
For example, what the optional service is, what the
insurance will cover (the LEAT service), and what the
out-of-pocket due from the patient will be. Be sure
the patient understands the additional charge and
directs the doctor to provide the optional service.
Step 3: Obtain a signed approval of the outof-pocket expenses and agreement to pay the
difference. In most cases, the documentation of the
discussion and acceptance of the optional service(s)
should include:

§ A description of the basic service.
§ A description of the optional service.
§ An explanation of how the optional service will

appear on the patient’s billing statement and on
the EOB (predetermination).
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§ An estimate of the anticipated insurance
reimbursement.

§ The cost of the optional service recommended.
§ Explanation of the difference in cost between the
basic (LEAT) service and the optional service.

§ Benefits and risks of the proposed service.
§ The estimated out-of-pocket responsibility of the
patient for the optional service.

§ Acknowledgement by the patient of the
opportunity to ask questions.

§ The patient’s signed acknowledgement and
acceptance of the optional service.

It is extremely important to discuss with the patient
the limitations of the insurance plan and the benefits
of the service the dentist recommends over the LEAT
service the plan reimburses. It is also particularly
important to explain to the patient that the EOB may
be confusing and has the potential to be inaccurate.
Finally, it will be critical to collect the patient’s
estimated portion before the treatment is rendered.
This includes any copayments, deductibles, and the
difference between the basic benefit and the agreed
upon optional service.
Step 4: Submit the claim for the regular service/
predetermination for the optional services. Start by
listing the code(s) that most accurately reflect the
service provided.
Always list the dentist’s full fee on every claim.
Never submit the PPO, even though the doctor
has agreed to the lower in-network fees. There are
multiple reasons why it is important to submit the
full fee. The fees submitted on claims are used to
calculate UCR (usual, customary, and reasonable)
fees and are averaged with the other dentists in the
network. Reducing the submitted fee would reduce
the network average and could jeopardize future
fee increases. Always submitting the full fee ensures
that any fee increase by the PPO will be collected.
Additionally, if the patient is covered by multiple
plans, coordination of benefits (COB) may allow
your practice to receive up to its full fee. Thus, the
practice may keep more than the lowest contracted
fee, up to the full fee submitted, when all plans have

paid. If the submitted fee is reduced to the PPO
scheduled fee, the practice may not benefit from
COB.
Within the 80 characters allowed in the remarks
section of the claim form, indicate that the patient
understands the service is an optional service and
has agreed to the additional charge; and to see
the attachment for a copy of the disclosure and
agreement signed by the patient. Attach a copy of
the disclosure and agreement signed by the patient
agreeing to pay for the optional service.
It is strongly suggested, prior to providing
treatment, the practice submit a predetermination
with the supportive information listed above.
Once the predetermination has been received, the
processing policies for that plan can be determined.
Should the predetermination provide incomplete,
confusing, or contradictory information, call the
payer for clarification and/or further explanation.
It is often helpful to speak to one of the payer’s
dental consultants for more information about the
processing policies for optional services. Note, some
plans may require a predetermination claim be
submitted for approval with the appropriate optional
service agreement attached to the claim prior to
implementing treatment.
Gathering the necessary information, developing a
system for billing for optional services, training staff
members, gaining approval from the payer and the
patient, collecting the fee from the patient up front,
and monitoring the outcome will be time consuming.
However, the overall result can be beneficial to the
patient and the practice. The patient benefits from
receiving the best care available, using the most
up-to-date techniques and the best materials, and
not being limited to receiving the LEAT option. The
practice will be compensated appropriately for the
level of care it is providing to patients, without being
limited to only the services covered by the plan or
its fees. Investing the time, energy, and resources
necessary to understand and implement systems that
address optional service questions and capitalizing
on the benefits of those services will be a win-win for
the patient and for the practice.
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