Dental Office Toolkit (DOT) Quick Guide

How to submit a claim

1. On the DOT home screen, click Change Member. ] P I — R ...
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2. Enter the following subscriber information:

First Last License Number: XXXXXXXX
Street Name NPI Type 1: XXXXXXXX

* Delta Dental Member ID or SSN City, State ZIP Code
Service Office NPI Type 2: Not on file i NPI Type 2: XX

Payment Method: Check
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3. Using the Selected Member ID drop down menu,
select the patient for this claim.
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First Last — Title
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SELECTED SERVICE OFFICE: HOME OFFICE CHANGE OFFICE Selected ¥ rst Last — Title CHANGE MEMBER
t — Title
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First Name Last Name [ License No. ] Street Address, City, State
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The claim will be submitted for this treating DDS: First Last | XXXXXX | Street Name, City, State ZIP Code

© 1d like to submit this claim for this patient:

O I'd like to submit this claim for a family member not listed.

Member
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4. Click the Member tab on the left navigation bar.

Image 4

5. Once the Member tab is open, click Enter Claim /
Pre-treatment Estimate.

Image 5

6. Verify that the Selected Service Office at the top
of the screen matches the provider and location
associated with the treatment.

If this information is not correct for the claim you will
be submitting, click Change Office.
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7. If the provider has multiple specialties, you’ll be
prompted to select the specialty code to use for
the claim.
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First Name Last Name [ License No. ] Street Address, City, State

standara | _ Federa! Service Office Details
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First Last License Number: XXXXXXXX
Street Name
City, State ZIP Code

Service Office NPl Type 2: Not on file Business NPI Type 2:

NPI Type 1: XOXXXXXXX
) Tax ID: XXXXXXXX
Office

Payment Method: Check
THIS IS YOUR HOME OFFICE vV Par Status:

Delta Dental Premier©

To access EFT/ERA information from other Delta Dental companies on the Delta Dental
National Portal, click HERE.
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Dental Office Toolkit can be utilized to view information and submit claims for the
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The claim will be submitted for this treating DDS: First Last | XXXXXX | Street Name, City, State ZIP Code

© rd like to submit this claim for this patient: First Last

() rd like to submit this claim for a family member not listed.

Claim Submission Reminders

HOME OFFICE

CHANGE OFFICE

SELECTED SERVICE OFFICE: Selected Member ID:

First Last +

CHANGE MEMBER

First Name Last Name [ License No. ] Street Address, City, State

Standara | Fedaral Enter Claim / Pre-treatment Estimate

Government
Programs
Programs

The claim will be submitted for this treating DDS: First Last | XXXXXX | Street Name, City, State ZIP Code

Welcome, Name! Logout

O DELTA DENTAL' Dental Office Toolkit

SELECTED MEMBER ID:

First Last M

SELECTED SERVICE OFFICE: HOME OFFICE | CHANGE OFFICE CHANGE MEMBER

First Name Last Name [ License No. ] Street Address,

Enter Claim / Pre-treatment Estimate

The claim will be submitted for this treating DDS: First Name Last Name [ License No. ] Street Address, City, State

This provider has multiple specialties. Please select which specialty code to use for this claim:

Orthodontist
(Periodontist

T T ke Lo SUDMIE ths clim fo a family member not sted:




8.

10.

Choose to submit a claim for the patient or for a
family member of the patient.

Image 8

Scroll down to enter Treatment Details. Fill out
fields for:

* Tooth Number

* Area of Arch

» Surface(s)

* Service Date

* Procedure Code

e  Submit Amount

Repeat this step if there are multiple treatment lines.
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If the service(s) require additional documentation,

click Choose or drop files under Claim Attachments.

Image 10

HOME OFFICE

SELECTED SERVICE OFFICE: CHANGE OFFICE Selected Member ID: CHANGE MEMBER

Enter Claim / Pre-treatment Estimate

The claim will be submitted for this treating DDS: First Last | XXXXXX | Street Name, City, State ZIP Code

© rd like to submit this claim for this patient: First Last

1I'd like to submit this claim for a family member not listed.

Claim Submission Reminders

SELECTED SERVICE OFFICE: HOMEZOFEICE CHANGE OFFICE Selected Member ID: CHANGE MEMBER

First Name Last Name [ License No. ] Street A

Treatment Details

Please fill out one line for each treatment.

PROCEDURE CODES AND DESCRIPTIONS
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1. Check the box if Coordination of Benefits does not
apply to this claim.

Click Submit Claim.
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12. Review claim.

Some CDT codes require additional review and will not

process immediately. The claim status will appear as
Routed and/or In Process.
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Ortho Details

1 do NOT have any COB Details to add to this Claim.

By selecting Submit Claim, | am certifying that | have p the as indicated by date and/or wish to obtain a pre-
estimate for the which are not dated and the were/are y in my i judgment.

SUBMIT CLAIM RESET
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X000
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. [ cancer cuam | This claim cannot be cancelled




