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Implant Supported vs. Abutment 
Supported Implant Restorations 

What is the difference between an abutment supported single crown 
or retainer crown and an implant supported single crown or retainer 
crown, and how should these prostheses be correctly coded?

One of the more complex and perplexing situations encountered by 
practitioners and administrative team members alike is understanding 
the differences between the many implant-related single and retainer 
crown types and how to choose the proper codes from the CDT code 
set.  As more and more dentists place implants in their practice, the 
need for a better understanding of the many implant systems and the 
coding of those systems becomes paramount.

Materials
Regarding the classification of materials used in the fabrication of 
crowns and removable fixed partial dentures, see the following 
information from the ADA Council on Scientific Affairs - online at https://
www.ada.org/resources/research/science-and-research-institute/oral-
health-topics/materials-for-indirect-restorations:

The noble metal classification system has been adopted as a more 
precise method of reporting various alloys used in dentistry. The alloys 
are defined based on the percentage of metal content:

Base Metal:  predominantly base alloys - noble metal content < 25% 
(gold+platinum group -metals of the platinum group are platinum, 
palladium, rhodium, iridium, osmium, and ruthenium).

Noble alloys: noble metal content ≥ 25% (gold+platinum group)

High noble alloys: noble metal content ≥ 60% (gold+platinum 
group) and gold ≥ 40%

Titanium and titanium alloys: Titanium ≥ 85%

Porcelain/ceramic: pressed, fired, polished or milled materials 
containing predominantly inorganic refractory compounds including 
porcelains, glasses, ceramics, and glass-ceramics

Resin: any resin-based composite, including fiber or ceramic 
reinforced polymer compounds

These classifications of materials are the same across the board with all 
fixed prostheses and do not vary according to usage.

One-piece implant 
supported ceramic 
crown (D6065)

Abutment supported 
ceramic crown (D6058)

Custom abutment 
(D6057)
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The materials used in a fixed partial denture 
(implant/abutment supported bridge) should nearly 
always be the same material for both the retainer 
crowns and the pontics. That is, if the retainer 
crown is made of porcelain fused to high noble 
alloy, the pontic should be also. Rarely, there may 
be a mix of materials such as on implant bridge 
from the area of #13 to #15.  In this example, the 
retainer and pontic could be fabricated of porcelain 
fused to high noble and the retainer on #15 be 
made of high noble alloy alone with no porcelain, 
but again, this would be a rare occurrence.

Implant Supported vs. Abutment 
Supported Restorations
Single crowns are individual restorations replacing 
a single tooth, while retainer crowns attach 
to the abutment teeth or implants in a fixed 
partial denture or bridge. When coding implant 
supported vs. abutment supported retainers or 
single crowns, it is important to understand the 
definition of an implant supported versus an 
abutment supported restoration.  The confusion 
stems from the fact that both systems are attached 
to and retained by an implant that is placed 
into the bone, but there are distinct differences 
between the two types of restorations. 

Abutment Supported Single Crowns
In the case of an abutment supported single crown 
or retainer crown, there is an abutment that first 
attaches to the implant before the single crown or 
retainer crown is then seated.  The abutment may 
be coded as one of the following:

D6056  Prefabricated abutment— includes 
modification and placement 

An implant body and the corresponding 
prefabricated abutment are ordered from the 
implant manufacturer.  When and if a prefabricated 
abutment is modified by the lab or restorative 
dentist (usually to allow for more ideal alignment 
and draw) that modification is included in the 
coding of the prefabricated abutment.  That is, 
modification of a prefabricated abutment may be 
necessary and is considered a part of the global 
prefabricated implant placement coding.

D6057  Custom fabricated abutment —  
includes placement 

A custom fabricated abutment (D6057) is created 
with a laboratory process specific to an individual 
application. An impression is taken and a lab 
prescription generated (if sent to an outside lab). 
The impression would then be sent to the lab 
or used to mill the abutment using CAD/CAM 
technology in office. The custom abutment is then 
affixed as a separate unit onto the implant body 
prior to the single crown or abutment supported 
retainer placement.

Implant Supported Single Crowns
If the lab provides a crown and abutment as a 
single piece and the single crown/abutment is 
then attached directly to the implant body (usually 
with a screw inserted through an opening), that 
is a one-piece implant supported single crown or 
retainer crown.  With this type of prosthesis, the 
abutment would not be billable separately from 
the single crown or retainer as it is an integral 
part of the prosthesis, not a separate part of 
the prosthesis. Crowns placed over one-piece 
implants with integrated abutments, such as mini-
implants or certain zirconia implants, would also 
be considered implant supported (see illustration 
on front page).
The difference between an abutment supported 
crown or retainer crown and an implant supported 
crown or retainer crown is the attachment system 
used to affix the prosthesis.  If a separate abutment 
is first screwed into the implant and the prosthesis 
is then affixed to the abutment, that is an abutment 
supported prosthesis (two separate pieces go to 
the mouth).  If the prosthesis is attached directly 
into the implant, with no separate abutment 
placement step, that prosthesis is implant 
supported (one piece). 

Abutment-Supported Crown Implant-Supported Crown

Separate Crown and Abutment One-Piece Crown
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Coding Single Implant Crowns
Coding of single abutment supported crowns based 
on the classification of materials listed above may be:

D6058  Abutment supported porcelain/ceramic 
crown

D6059  Abutment supported porcelain fused to 
metal crown (high noble metal)

D6060  Abutment supported porcelain fused to 
metal crown (predominantly base metal)

D6061  Abutment supported porcelain fused to 
metal crown (noble metal)

D6097  Abutment supported crown — porcelain 
fused to titanium and titanium alloys

D6062  Abutment supported cast metal crown 
(high noble metal)

D6063  Abutment supported cast metal crown 
(predominantly base metal)

D6064  Abutment supported cast metal crown 
(noble metal)

D6094  Abutment supported crown — titanium 
and titanium alloys

When there is no abutment affixed separately and 
the crown is attached directly to the implant body 
(often utilizing a screw that is inserted through an 
opening in the crown and torqued into the implant 
body), the coding of individual, one-piece, implant 
supported crowns is as follows:

D6065  Implant supported porcelain/ceramic 
crown 

D6066  Implant supported crown — porcelain 
fused to high noble alloys

D6067  Implant supported crown — high noble 
alloys

D6082  Implant supported crown — porcelain 
fused to predominantly base alloys

D6083  Implant supported crown — porcelain 
fused to noble alloys

D6084  Implant supported crown — porcelain 
fused to titanium and titanium alloys

D6086  Implant supported crown — predominantly 
base alloys

D6087  Implant supported crown — noble alloys

D6088  Implant supported crown — titanium and 
titanium alloys

Note: An abutment (D6057 or D6058) cannot be 
reported along with an implant supported crown 
code (see above) on the same tooth number. 
These are incompatible code combinations.

Coding Implant Supported Fixed Partial 
Dentures (Bridges)
When there is an abutment affixed separately to the 
implant body and the fixed partial denture (FPD) 
retainer is attached to the abutment, not directly 
to the implant body, the coding of an implant 
supported retainer crown that is part of the multi-
unit FPD is as follows:

D6068  Abutment supported retainer for 
porcelain/ceramic FPD

D6069  Abutment supported retainer for porcelain 
fused to metal FPD (high noble metal)

D6070  Abutment supported retainer 
for porcelain fused to metal FPD 
(predominantly base metal) 

D6071  Abutment supported retainer for porcelain 
fused to metal FPD (noble metal)

D6072  Abutment supported retainer for cast 
metal FPD (high noble metal)

D6073  Abutment supported retainer for cast 
metal FPD (predominantly base metal)

D6074  Abutment supported retainer for cast 
metal FPD (noble metal)
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D6194  Abutment supported retainer crown for 
FPD — titanium and titanium alloys

D6195  Abutment supported retainer — porcelain 
fused to titanium and titanium alloys

Implant supported retainer crown codes are used 
when retainers are supported by the implant body 
without a separate abutment.  The retainer crown is 
usually attached directly to the implant via a screw 
inserted through the retainer crown and torqued 
directly to the implant body:

D6075  Implant supported retainer for ceramic 
FPD

D6076  Implant supported retainer for FPD — 
porcelain fused to high noble alloys

D6077  Implant supported retainer for metal  
FPD — high noble alloys

D6098  Implant supported retainer — porcelain 
fused to predominantly base alloys

D6099  Implant supported retainer for FPD — 
porcelain fused to noble alloys

D6120  Implant supported retainer — porcelain 
fused to titanium and titanium alloys

D6121  Implant supported retainer for metal FPD — 
predominantly base alloys

D6122  Implant supported retainer for metal FPD — 
noble alloys

D6123  Implant supported retainer for metal FPD — 
titanium and titanium alloys

Pontics
The coding of fixed partial denture (implant 
bridge) pontics does not differ from the coding for 
conventional tooth-supported bridges.  The coding 
of the pontics varies according to the materials used.  
The potentially relevant codes are:

D6205 Pontic - indirect resin based composite 
Not to be used as a temporary or 
provisional prosthesis.

D6210 Pontic — cast high noble metal

D6211 Pontic — cast predominantly base metal

D6212 Pontic — cast noble metal

D6214 Pontic — titanium and titanium alloys

D6240  Pontic — porcelain fused to high  
noble metal

D6241  Pontic — porcelain fused to predominantly 
base metal

D6242 Pontic — porcelain fused to noble metal

D6243  Pontic — Porcelain fused to titanium and 
titanium alloys

D6245 Pontic — Porcelain/ceramic

D6250 Pontic — resin with high noble metal

D6251  Pontic — resin with predominantly  
base metal

D6252 Pontic — resin with noble metal

D6253  Interim pontic — further treatment or 
completion of diagnosis necessary prior  
to final impression

It is important to understand the materials used, 
the differing attachment systems, and how to code 
precisely in order to eliminate coding errors that 
delay or deny payment, or leave money on the 
table. The incorrect coding of abutment-supported 
vs. implant-supported is an extremely common error. 
Please retain this article for future reference.

*Reprinting this article is allowed with proper citation 
of source. Courtesy of Practice Booster’s Insurance 
Solutions Newsletter, May/June 2022.  

For more in depth instruction on dental coding 
and administration, please reference our books

available at www.practicebooster.com/store

ISN_May-Jun-2022.indd   4ISN_May-Jun-2022.indd   4 5/16/22   10:08 AM5/16/22   10:08 AM



MAY/JUN 2022© 2022 eAssist Publishing, LLC 5

Appeals: When and How 
It is inevitable that dental claims will occasionally 
be returned unpaid. In fact, it is not uncommon 
for certain payors to automatically return claims 
for certain codes upon first submission (e.g., core 
buildups). Knowing when and how to appeal these 
claims is critical to receiving proper reimbursement. 
Two thirds of all returned claims are not appealed 
by submitting practices, which leaves a tremendous 
amount of potentially collectable money on the 
table. Depending on the reason that the claim is  
returned, various actions may be taken by the 
practice to reconcile the claim and potentially  
gain reimbursement. 

Understanding Returned Claims 
A submitted claim may be returned by the payor 
for many reasons. The claim may be rejected, 
disallowed, or denied. To properly respond to a 
returned claim, it is important to understand the 
difference between these terms. 

A rejected claim is one that is returned because 
it cannot be processed as submitted. If a claim is 
rejected, an explanation of benefits (EOB) stating 
the reason for rejection may not be provided 
because the claim itself was not successfully 
adjudicated. In the case of a rejection, correct  
the errors on the claim and resubmit it. Examples of 
errors might include reporting an incorrect patient 
name, employer, or group; incorrect NPI 2 or billing 
entity, etc.
When a claim is disallowed, the payor has 
determined that it does not qualify for 
reimbursement and the provider cannot charge the 
patient for the procedure if under PPO contract. 
For example, if more than two quadrants of scaling 
and root planing are provided on the same date 
of service, the additional quadrants, or even all 
quadrants, may be disallowed. Therefore, the 
dentist will not receive payment from the payor,  
nor can he charge the patient for the service. 
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When a claim is denied, the payor has determined 
that the claim does not qualify for reimbursement. 
When a claim is denied, the reason for denial will be 
provided on the EOB. If the claim is denied due to 
missing information or filing errors, the claim may 
be appealed and could be reimbursed following 
an appeal OR if the claim truly does not qualify 
for reimbursement from the payor, the fee for the 
procedure may be charged to the patient. In some 
cases, however, the PPO pays nothing but still 
controls the fee paid by the patient.

This article will review the ins and outs of denied 
claims, provide detailed explanations of why claims 
are denied, and explain how to handle those claims. 

Denied Claims 
Denials can be frustrating for those who submit 
dental claims and may be costly for the dental 
practice. Dealing with denials adds stress to the 
claim filing process and requires additional time and 
effort to respond to the denial beyond the “normal” 
claim submission process. 

It is important to respond to a denied claim 
quickly because there is a time limit on reporting 
procedures (referred to as “timely” filing).  
Should the claim be delayed beyond what is 
considered “timely” filing by the plan, the denial 
cannot be reversed. 

As a way of improving the practice’s insurance 
administration systems, it is important to keep 
records of the reasons for denials. The knowledge 
gained from dealing with a denied claim can be 
used to avoid denials of future claims for the same 
or similar service, allowing the dental team to 
develop a system that reduces or eliminates future 
denied claims. 

When a denial does occur, the proper response 
depends on the reason for the denial. Use the 
following steps to determine the appropriate 
response to a denial:

Read the Explanation of Benefits (EOB) 
When a claim is denied, read the EOB closely. In 
many cases, the EOB will clearly establish the reason 
for the denial. Use this information to determine 
if an appeal can be made, or if trying to obtain 
reimbursement is a “lost cause.” 

Reasons for Denial 
There are various reasons claims are denied, 
including the following: 

 § The procedure is not a covered service. 

 § The documentation provided with the claim 
does not support the necessity of the procedure. 

 § The service is considered inclusive in  
another service. 

 § The plan contains frequency limitations for the 
procedure performed. 

 § The CDT code submitted is not recognized  
or current. 

 § The dental payor requires that the service be 
submitted to the medical payor before it will 
consider the claim. 

 § The patient is not covered under the plan. 

 § The tooth treated has been previously extracted 
(prior to current plan coverage). 

 § The proper sequencing of procedures has not 
been followed. 

 § There is incorrect information submitted on the 
claim form. 

 § The information on file with the payor is not the 
same as the information reported on the claim. 

 § The claim is mailed to the incorrect  
billing address. 

 § The claim was not filed in a timely manner. 

 § The patient or the employer has not paid the 
insurance premium. 

 § The tooth is deemed non-restorable, the 
prognosis is poor, or the endodontic treatment 
appears inadequate. 

No Exceptions 
The following denials should not be appealed 
because the service will not be paid under any 
circumstances: 
The procedure is not a covered service. Some 
services simply are not covered under the provisions 
and limitations established by the plan. For example, 
if the plan does not cover any “major” services, 
crowns or bridges will not be covered. Appeals 
cannot overturn non-covered services. (Note: An 
alternate benefit may be requested and payable in 
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some circumstances. In this case, if a bridge had 
been denied perhaps a payment equivalent to a 
partial denture would be available. Resubmit and 
request the alternative benefit.) 

The service is considered inclusive to another 
service. Sometimes, a procedure is considered 
to be included in another global procedure. For 
example, some payors consider a core buildup to 
be an integral part of a crown. The core buildup 
may be billed separately when performed to 
provide adequate retention for the subsequent 
crown. Even so, if the payor considers the core 
buildup an integral part of the crown, the core 
buildup will be denied and will not be paid. (Note: 
D2950, core buildup, is a valid CDT code and 
properly reporting it is not considered unbundling.) 

Frequency limitations. Plans establish when and/
or how often services will be reimbursed. These 
limitations are not flexible. If the plan establishes 
a five-year limitation period for replacements of 
crowns, and a crown is replaced after only three 
years, that service will not be reimbursed on appeal. 

The patient is not covered by the plan. Obviously, 
if the patient is not currently insured under the 
dental plan, dental services will not be reimbursed. 

Be diligent in obtaining accurate information at the 
time of service. Sometimes, the patient’s dental plan 
or insurance provider may have changed and you do 
not have the most current information. Always verify 
the patient’s coverage and identity at each visit. 

In most of the cases listed above, verifying the 
patient’s benefits prior to providing treatment will 
help reduce, if not eliminate, these denials. It is in 
the practice’s best interest to verify benefits for all 
patients before providing services. Just because 
a patient suggests that he has dental coverage 
and presents an insurance card, do not assume 
the coverage is active. Have the patient certify in 
writing that they do not have secondary coverage.

Respond Appropriately 
Once you have identified the reason for the denial, 
the next step is to respond. The appropriate 
response is based on the reason for the denial and 
whether the service could be paid when certain 
criteria are met. 

Correct the Claim 
The following are circumstances where the  
claim should be paid when correct information  
is provided: 
The submitted CDT code is not recognized by 
the payor. Always submit the most accurate code 
that best describes the service provided. CDT 
codes are updated every year and current codes 
must be submitted on all claims. It is imperative 
that a current coding reference is used to select 
the code that best describes the service provided. 
Using outdated reference materials can result in 
incorrectly filed claims. Remember, always report 
exactly what you do. 
Incorrect or incomplete information is submitted 
on the claim form. The information submitted on 
the claim form must be accurate and complete. 
Errors involving names, birthdays, policy numbers, 
dates, addresses, etc. can cause a claim denial. 
Furthermore, all required information should 
be provided on the claim. Be sure the claim is 
complete with all required documentation attached. 
Information on file with the payor is not correct. 
Occasionally, the payor may be provided 
with incorrect or conflicting information upon 
enrollment. For example, the patient’s date of birth 
on file with the payor may be incorrect. Typically, 
the patient or the employer’s human resources 
department will need to correct the incorrect or 
conflicting information with the payor before any 
claims will be processed. 
Incorrect payor information. Be sure that the claim 
is filed with the correct payor information. An error 
of this type may occur if the filing address or plan 
number is incorrect. In this case, simply correct the 
inaccurate information and resubmit the claim. 
Incorrect provider information. The most common 
error regarding incorrect provider information 
relates to the practice or doctor’s National Provider 
Identifier (NPI) number. 
The information associated with the NPI and the 
information reported on the claim form must be 
exactly the same. An error as small as omitting the 
doctor’s middle initial or failing to include a period 
is considered inconsistent information. If this type 
of issue results in a denial, correct the variations 
and resubmit the claim. 
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Not following the proper order for coordination 
of benefits (COB). When a patient is covered by 
multiple insurance plans, the claim must be filed to 
the payors in the proper order. The service must be 
submitted to the proper primary insurance first, then 
to any secondary or tertiary payor. 
In any of the above scenarios, the claim should be 
corrected and resubmitted. Be sure that you have 
read the entire explanation of benefits and have 
made the needed changes. Once the information is 
corrected, appeal the denial by providing accurate 
information. The claim should then be paid in full if 
all other criteria are met. 

Provide Additional Information 
Sometimes a claim is denied because additional 
criteria must be provided. The following are some 
circumstances where the claim may only be paid 
when certain criteria are met and an appropriate 
appeal is filed: 
The documentation provided with the claim does 
not support the necessity of the procedure. It is 
vital that medical necessity for the treatment be 
established and supported by the documentation 
submitted to the payor. This information may 
include narratives, clinical documentation, images 
(radiographs and/or photographs taken before, 
during, and after the treatment), test results, etc. 
Include as much information as possible to support 
the necessity for treatment and to establish that the 
service meets the criteria established by the payor. 
For example, reporting code D2950 - core buildup, 
should include a narrative stating the procedure 
is ”necessary for the retention of the crown.” List 
any missing cusps and state the percentage of 
tooth structure missing after decay removal (e.g., 
60%); provide supporting radiographs and photos 
(including photos before treatment, after decay 
removal, and after buildup placement); mention 
if the tooth is endodontically treated (and endo 
treatment date, if appropriate); and describe the 
endo and periodontal prognosis. In addition, the 
payor may refuse reimbursement of the core 
buildup until the crown has been seated and a seat 
date submitted.

The treated tooth has been reported as extracted. 
Sometimes errors are made when reporting 
extractions or missing teeth to the payor. Treatment 
of teeth that were previously reported as extracted 
or missing will cause denials. If this happens, 
explain the error, and provide radiographs and/
or photographs of the treated tooth showing that 
the tooth is still present in the patient’s mouth. The 
payor can then make the necessary corrections and 
pay the claim. 
The tooth is deemed non-restorable, or the 
prognosis is poor. If the payor determines that 
the tooth is non-restorable, provide supporting 
documentation to establish the viability of the tooth. 
This documentation could include radiographic 
images, photographs, history of the condition, the 
patient’s symptoms, etc. 
When the payor requests additional information, be 
sure to respond with enough information to meet 
their requirements. After an appeal is submitted with 
the missing information, the claim should be paid if 
all other criteria are met. 

Following Payor Policies 
Some procedures are subject to limitations set forth 
by the payor’s processing policies. Others must 
be performed and submitted in a certain order as 
established by the payor. The following are areas 
where these policies could lead to a denied claim. 

Improper Sequencing 
There are certain dental services that, when provided 
in an acceptable sequence, are routinely reimbursed. 
However, if these services are not provided in the 
acceptable sequence, they will be denied. 
Some examples where sequencing is important are: 

D4355  Full mouth debridement to enable 
comprehensive oral evaluation and 
diagnosis on a subsequent visit
Full mouth debridement involves the 
preliminary removal of plaque and calculus 
that interferes with the ability of the dentist 
to perform a comprehensive oral evaluation. 
Not to be completed on the same day as 
D0150, D0160, or D0180. 
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Debridement should be provided up front, prior to 
the completion of a comprehensive evaluation at a 
subsequent appointment. If debridement is provided 
at the same appointment as the comprehensive oral 
evaluation, it is not typically reimbursed.  
NOTE: The code D4355 is being revised next 
year, so this information may not be accurate after 
December 31, 2022. Be sure to update your coding 
resources annually. 

D4210  Gingivectomy or gingivoplasty – four or 
more contiguous teeth or tooth bounded 
spaces per quadrant 
It is performed to eliminate suprabony 
pockets or to restore normal architecture 
when gingival enlargements or asymmetrical 
or unaesthetic topography is evident with 
normal bony configuration. 

D4211  Gingivectomy or gingivoplasty – one to 
three contiguous teeth or tooth bounded 
spaces per quadrant 
It is performed to eliminate suprabony 
pockets or to restore normal architecture 
when gingival enlargements or asymmetrical 
or unaesthetic topography is evident with 
normal bony configuration. 

D4249 Clinical crown lengthening – hard tissue 
This procedure is employed to allow a 
restorative procedure on a tooth with 
little or no tooth structure exposed to the 
oral cavity. Crown lengthening requires 
reflection of a full thickness flap and removal 
of bone, altering the crown to root ratio. 
It is performed in a healthy periodontal 
environment, as opposed to osseous surgery, 
which is performed in the presence of 
periodontal disease. 

Gingivectomy, gingivoplasty, or clinical crown 
lengthening should be provided prior to the crown 
and bridge procedure. This period should be long 
enough to allow the tissue adequate time to heal 
prior to the preparation/impression appointment. If 
performed on the same service date as the crown 
and bridge preparation/impression, it may not  

be reimbursed. Always allow at least six weeks 
healing after hard tissue clinical crown lengthening 
prior to crown preparation date.

In addition to being performed in the proper 
sequence, each of these procedures must be 
medically necessary to qualify for reimbursement. 

D4381  Localized delivery of antimicrobial agents 
via a controlled release vehicle into 
diseased crevicular tissue, per tooth 

FDA approved subgingival delivery devices 
containing antimicrobial medication(s) 
are inserted into periodontal pockets to 
suppress the pathogenic microbiota. These 
devices slowly release the pharmacological 
agents so they can remain at the intended 
site of action in a therapeutic concentration 
for a sufficient length of time. 

D4381 reports agents such as Arestin®, Atridox®, 
and PerioChip®. Following scaling and root planing 
(SRP) treatment or osseous surgery, the tissue must 
have adequate time to respond to the periodontal 
treatment. The treated areas should be allowed 
adequate time to heal or resolve before placing 
Arestin. When an adequate healing period is allowed 
and areas continue to bleed (i.e., 5-7mm unresponsive 
bleeding areas), Arestin or other antimicrobial agents 
may be reimbursed. However, if the Arestin is placed 
on the same service date as the SRP treatment or 
osseous surgery, it is not typically reimbursed. 

D4910 Periodontal Maintenance 
This procedure is instituted following 
periodontal therapy and continues at 
varying intervals, determined by the clinical 
evaluation of the dentist, for the life of the 
dentition or any implant replacements. It 
includes removal of the bacterial plaque and 
calculus from supragingival and subgingival 
regions, site specific scaling and root planing 
where indicated, and polishing the teeth. 
If new or recurring periodontal disease 
appears, additional diagnostic and treatment 
procedures must be considered. 
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Periodontal maintenance is typically considered for 
reimbursement after SRP or osseous surgery (active 
periodontal therapy) has been performed. Some 
plans limit reimbursement for D4910 to a period 
of two or three years following SRP or periodontal 
surgery. Others may reimburse D4910 indefinitely. 
Note: The reimbursement period for periodontal 
maintenance is typically limited to two or three 
years. When this is the case, active periodontal 
disease must be demonstrated and SRP should be 
repeated to requalify for continued reimbursement 
of periodontal maintenance appointments. 

Timely filing 
Dental payors have a timely filing clause that dictates 
the period of time in which a claim can be filed 
following treatment. Most plans require claims to be 
filed within six to 12 months following the service 
date. This is generally not an issue when submitting 
a claim to primary insurance; however, it could be 
an issue when reporting to the secondary payor. 
Sometimes, the primary payor will take a long time 
to authorize payment. If there is a secondary payor, 
the timely filing date may be exceeded if subsequent 
claims are delayed by the slow reimbursement of the 
primary payor. 
This is the only time there could be a reason to 
submit an incomplete claim. If there is a delay 
in reimbursement from the primary payor and it 
appears that the delay may cause subsequent 
secondary claims to exceed the timely filing date, 
go ahead and submit the secondary claim with an 
explanation but without the EOB from the primary 
payor. The EOB from the other plan(s) can be sent 
to complete the subsequent claims when received. 
This will allow the claim to be submitted on time to 
the secondary payor. This strategy will increase the 

“grace period” for timely filing and allow the practice 
to complete the claim when the delayed EOB is 
received from the primary plan. 

Other Reasons for Denial 
The insurance premium has not been paid. If the 
patient’s insurance premium has not been paid, 
the payor will not provide reimbursement for any 
treatment provided. If this happens, alert the patient 
that unless the premium is paid, the claim will not 

be processed and the fee for the service will be an 
out-of-pocket expense for the patient. After the 
premium has been paid, appeal the denial by asking 
for reconsideration. 
The employer has not funded the trust account. 
This applies to self-funded plans. The third party 
administrator (TPA) cannot pay the claim until the 
employer funds the trust account.

Appealing the Claim 
There are certain things to avoid during the  
appeal process or when interacting with a payor. 
When appealing claims, be sure to avoid the 
following actions: 

 § Do not challenge the authority, education, or 
expertise of the dental benefits consultant who 
reviewed the claim. 

 § Do not expound on the knowledge, degrees, 
ability, or recognition of the service provider. 

 § Do not complain about the denial. 

 § Do not challenge the plan limitations. 
None of these actions will improve the chance of a 
successful appeal. 
It is important to note that when an appeal is filed, 
it is almost always reviewed by a different dental 
benefits consultant than the one who originally 
denied the claim. Opinions among dental benefits 
consultants vary. One may challenge the validity 
of the claim, while another may determine that 
reimbursement is justified. 
A close review of denied claims is extremely 
important and appropriate action following the 
denial (when indicated) may result in successful 
reimbursement. Noting the reason(s) for the denial 
and tracking those denials will allow the practice 
to develop protocols to avoid similar issues in the 
future. Fewer denials will result in fewer delays, 
ultimately increasing legitimate reimbursement. 
Do not assume when a claim is denied that the payor 
will not cover the service. There may be a reason for 
the denial which can be overcome, an appeal filed, 
and payment forthcoming. Before submitting the 
appeal, determine if there are adequate grounds for 
reconsideration of the claim and if there are, go for it. 
There is nothing to lose and a reimbursement to gain! 
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If the appeal is denied, follow the payor’s next level appeal instructions. 

 §With some payors, you may contact the payor and request that the dental 
benefits consultant who reviewed the claim explain why the appeal was denied. 

 § The patient also has the right to appeal. In fact, it may be most beneficial to 
have the patient appeal as well.  

Follow up regarding the appeal if a response is not received within the time frame 
outlined by the payor.

A dental benefits consultant representing the payor will review the appeal, dental 
claim form, and supporting documents. 

Be sure to send the request to the proper address for appeals (usually found  
on the EOB), since the appeal’s address is not always the same as the claims  
mailing address.

Do not submit a new claim. Send a written request for reconsideration to the payor. 
The written request should: 

 § Be on practice letterhead. 

 § Clearly establish the reason for appeal. 

 § Succinctly describe the procedure and establish medical necessity. 

 § Include all supporting documentation submitted with the original claim, along 
with any other relevant information not previously submitted. Supporting 
documentation may include, but is not limited to: 

• Radiographs

• Photographs

• Charting

• A photo of the study models if 
appropriate

• A brief narrative stating the 
rationale for treatment

• The relevant clinical notes from 
the date of service

 § Indicate the contact person handling the appeal and the best day and time for 
the payor to reach that person. Include the preferred contact number. 

 § Include a copy of the denied claim, noting across the top in bold print, “Appeal” 
or “Second Review Request.” 

Carefully read the explanation of benefits (EOB). 

 § Be sure to review all remarks made by the dental benefits consultant to 
understand why the claim was returned. 

 § If there is any confusion regarding the additional information requested, call the 
payor for further clarification. 

STEP 1

STEP 2

STEP 3

STEP 4

STEP 5

STEP 6

Summary: Steps to an Appeal 
When a claim is denied, follow these steps to appeal the claim and potentially obtain reimbursement. 
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Navigating PPO Negotiations
by Christi Bilquist, Director of Operations, Unitas PPO Solutions

In the dental world, 
effective PPO negotiation 
tactics are very fluid; 
constantly changing as 
situations evolve. We are 
often asked, “With all 
the inflation and rising 
costs, are you seeing that 
insurance companies are 
more willing to negotiate 
than before?”  

PPO negotiations are like a swinging pendulum 
and vary by PPO. Insurance companies and 
networks that once did a fee review every 24 months 
are now delaying increases or flat out refusing them. 
Worse, companies like Cigna are actually lowering 
fees and claiming they will start limiting leased 
providers. However, some PPOs which haven’t had 
a history of negotiating are suddenly making some 
exceptions and giving increases. Overall, though, 
the results have been disappointing to providers 
who have seen a spike in their own costs. 

Providers are feeling helpless and frustrated. 
This environment, however, has led to a surge in 
providers and office administrative team members 
seeking to be more educated in how PPO networks 
operate and also how their peers are reacting. There 
are Facebook groups, AADOM chapters, study 
clubs, and various online groups that chatter about 
the current PPO climate, leading many providers 
to consider dropping PPOs altogether. Their main 
complaints concern fees, but others are tired of 
denied or challenged claims, delays, bouncing or 
unpredictable participation, incorrect payments, 
and long hold times with headache-inducing (non)
resolutions. Others are more willing to try third 
party relationships (networking through leased 
agreements) if PPOs aren’t willing to give them 
fair reimbursements. This, however, gets tricky for 
offices to successfully do on their own. There are too 
many variables for an individual practice to research 
and understand. 

So what should providers be doing now in 2022? 
First, fight back! Do not just accept a fee schedule 

decrease. If you feel that you must remain in-
network, at least try to protest, even if unsuccessful 
in the end. We have seen some offices that fought 
back be allowed to keep their fees, or at least take 
a smaller decrease. The message should always be 
sent that this is not acceptable, even if the results 
ultimately aren’t what you had hoped. 

Second, do not lose money over things you have 
control over. Make sure you are billing out your full 
fees on all claims and that your office fee is well 
above your PPO fees. Spend some time auditing 
your current PPO fee schedules to make sure they 
are entered correctly in your practice management 
software. Review explanation of benefits (EOBs) 
to ensure that you are getting paid the contracted 
amount and watch for any shifts in participation. Be 
sure you are processing dual insurance properly to 
keep up to your full submitted fee.

Third, consider outsourcing your PPO 
management to a company like Unitas, which 
specializes in understanding the dental insurance 
industry. Unitas provides education and fee schedule 
negotiations, helping you better understand your 
options with PPOs. You can then decide if you want 
to change the way you are participating in-network 
(optimization) or if you should consider dropping a 
PPO altogether. 

Often, the PPOs or networks do not understand 
the big picture themselves and so are unable to 
properly educate you as to what actions are in your 
best interests. Their client lists do not always specify 
which patients their leased arrangement includes, 
and some are even starting to limit or delay adding 
new providers. There can be a huge opportunity 
in properly dropping PPOs and/or network 
optimization, but there are also risks that need to be 
understood and considered before making such a 
critical adjustment.

Insurance companies are businesses too. They 
are also experiencing staffing shortages, inflation, 
and navigating a competitive market. Try not to take 
fees personally, but instead take steps to best 
understand your own business and work with the 
options you have.  
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Do You Take My Insurance? 

One of the most common questions asked of 
your administrative team may be, “Do you take 
my dental insurance?” The answer to this simple 
question can either encourage potential new 
patients to make appointments or drive them away. 

Things have changed considerably in the 
insurance world over the past 20 years. In 2002, 
PPOs accounted for only 42 percent of dental plans. 
Today, this percentage has soared to 86 percent. 
This means that when a new patient with dental 
benefits presents to your practice, there is an 86 
percent chance that the patient is covered by a 
PPO-type plan. For this reason, dental professionals 
are feeling more pressure every day to join even 
more PPO plans. 

Saying “Yes” 
If you do participate in the patient’s dental plan, 

the answer is easy: “Yes, we do participate with your 
plan.” However, the response should not end there. 
To help that potential new patient better understand 
the limitations that accompany coverage, respond 
with a more complete explanation. 

A better response to the “Do you take my 
insurance?” question could sound something like 
the following: 

“You are very fortunate to have dental insurance. 
Many of our patients do not. Dental coverage can 
reduce your out-of-pocket costs for care. Our staff 

member, Mary, works very diligently to ensure that 
you will receive the maximum benefit available for 
any required services. You will only be responsible 
for the deductibles and copayments required by 
your plan and payment for any services that are not 
covered by your plan. Be aware, even the best of 
plans has limitations and exclusions that prevent it 
from covering all costs associated with your care.”

Once in the office, alert the patient that the 
plan may not cover everything and that limitations 
might exist which increase the patient’s financial 
responsibility. This disclosure can help eliminate, or 
at least reduce, the expectation that all treatments 
will be covered by insurance.  

Saying “No” 
When the practice is not contracted with the 

potential patient’s insurance plan, you should 
never mislead the patient or provide inaccurate 
information. However, do not just blurt out, “No!” 
This halts the conversation without allowing the 
opportunity to establish a relationship with the 

“shopper.” Take this time to explain the practice’s 
status with the patient’s plan and perhaps 
encourage her to become your patient. 

While it is important to always be honest with the 
potential patient, alternate responses may reduce 
the likelihood of the patient immediately moving on 
to the next practice in her Google search. 
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Consider these options: 

Assignment of Benefits 
If you file the insurance claim for the patient and 

accept assignment of benefits, the response could be: 

“We have many patients who are covered by your 
plan. Our doctor is concerned about your health, the 
overall appearance of your smile, and the long- term 
success of all dental care provided. He does not feel 
comfortable providing anything less than the best 
care available. Our valuable patients deserve the 
best care available and should not be limited to the 
type of care any insurance company dictates. 

We are not in-network with your plan because that 
particular plan has some significant limitations and 
restrictions associated with participation. If we were 
in-network, the insurance payer could dictate or limit 
the kind of care we can provide our patients. 

While we are not in-network with your plan, we 
accept assignment of benefits. With an assignment of 
benefits in place, you will only be asked to pay what 
the plan does not cover. Our knowledgeable staff 
members will do everything possible to obtain the 
maximum reimbursement available through your plan. 

May I schedule you an appointment to meet our 
doctor? I know you will be pleased!” 

Filing Claims for Patients 
If you do not accept assignments, but do file the 

claim on the patient’s behalf, your answer might vary 
from the answer above. Again, always be honest. 
Consider this response: 

“We have many patients that are covered by your 
plan. Our experienced insurance coordinator is 
great at working with dental insurance plans. She 
will work with your dental plan and file a claim for 
our services on your behalf. Following each visit, you 
will pay us for the services provided. After the claim 
is processed by your insurance provider, you will 
receive reimbursement directly from the payer. 

We are very careful in our office to always be 
upfront and honest with our patients. We are 
not in-network with your plan, nor do we accept 
assignment of benefits from it because that particular 
plan has some significant limitations and restrictions 
associated with participation. If we were in-network, 
the insurance payer could then dictate and limit the 
kind of care we can provide our patients. 

Our doctor is concerned about your health, the 
overall appearance of your smile, and the long-
term success of all dental care provided. She does 
not feel comfortable providing anything less than 
the best care available. Furthermore, being out-
of-network greatly reduces our administrative fees, 
and we pass those savings on to our patients by 
keeping our fees reasonable. 

May I make you an appointment to meet our 
doctor? I know you will be impressed!” 

Note: Failure to accept assignments of benefits can 
restrict the practice in a competitive environment. 

Simply Out-of-Network 
If the practice does not participate with, nor submit 

claims to the payer, the response can still be persuasive. 
“Our doctor is concerned about your health, the 

overall appearance of your smile, and the long-term 
success of all dental care provided. We believe 
that all our patients deserve the best care available 
and should not be limited to the type of care any 
insurance company dictates. 

In addition to our commitment to quality care, 
we are careful to be upfront and honest with 
our patients. We are not in-network with your 
plan because that particular plan has significant 
limitations and restrictions associated with 
participation. If we were in-network, the insurance 
payer would be able to dictate or limit the care you 
receive. Plus, being out-of-network greatly reduces 
our administrative costs, and we pass those savings 
on to our patients by keeping our fees reasonable. 

May I schedule you an appointment to meet our 
doctor? I know you will be pleased!” 

Summary 
Having the appropriate response ready to 

answer the question “Do you take my insurance?” is 
extremely important. The proper answer can initiate 
a conversation that leads to a long-lasting practice-
patient relationship. Keep phone conversations 
brief and get the patient in the office so they may 
experience the doctor and team first hand. You can 
answer further questions in person. 

Think of the “Do you take my insurance?” 
question as an opportunity to educate and inform, as 
well as market your practice to the patient in a way 
that shows them the advantages of joining your 
patient family.   
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PBQ&A 
Answers to real questions asked by  

Practice Booster subscribers

Q  Can code D1354–Application of caries arresting medicament–per tooth, be used on 
the same tooth more than once? If so, how long between dates? Patients may need an 
additional treatment on the same tooth. Would arresting medicament be the same as a 
filling? I know some plans will not cover a filling if the same tooth is worked on before a 
certain time limit.

A  Note that depending on the situation, there are several codes that can be utilized.

 § Application of caries arresting medicament, per tooth (D1354) is used to treat active, 
non-symptomatic carious lesions that don’t require mechanical removal of sound tooth 
structure.  This code may require a caries risk assessment to be attached to the claim and the 
appropriate code (D0602 or D0603) to be reported as well.  Reimbursement is plan specific.  
While some plans may reimburse for D1354 for subsequent visits, many will consider them 
part of the global fee and disallow additional charges.

 § Caries preventive medicament application, per tooth (D1355) is for primary prevention or 
remineralization, meaning there is no active, carious lesion.  Frequency limitations will vary 
by payor.

 § Protective Restoration (D2940) is what we used to call a “sedative filling.”  This is an interim 
treatment to protect the tooth, relieve pain or discomfort, and promote pulpal healing.  
Some payors will limit this to once per tooth, per lifetime, and consider it a “take back” 
code, meaning they will deduct whatever was paid from the reimbursement for subsequent 
definitive treatment.  Others will remap this code to Palliative Treatment (D9110) when 
performed at an emergency visit.  This is where knowing the details of each plan becomes 
important.  While the reimbursement for D2940 is generally higher than D9110, if the plan 
considers it a “take back” code, you would be better off to submit D9110 at an emergency 
visit so you can get the full reimbursement for the definitive restoration. 

 § Resin Infiltration of Incipient Smooth Surface Lesions (D2990) is the placement of an 
infiltrating resin restoration for strengthening, stabilizing, and/or limiting the progression 
of a lesion prior to cavitation.  Icon® is an example of an infiltrating resin material. If 
decay extends into the dentin, you would not report this code, but rather the appropriate 
composite restoration code.  This code is rarely reimbursed and when it is, the 
reimbursement is often low.  Always request an alternate benefit of D2392 or D2331 if 
benefits for D2990 aren’t available.

If this is something your office performs on a regular basis, consider adding all of these codes 
to your insurance verification form so you know the details of reimbursement and frequency 
limitations of each patient’s plan prior to your seeing them.   
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