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These national processing policies reflect data code set requirements set forth under the Administrative Simplification 
Provisions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and related regulations.  It is the policy of 
Delta Dental to comply with all such requirements as well as to require all Delta Dental member companies and their 
participating dentists to comply with such requirements.  Consistent with HIPAA, Delta Dental exercises its right to 
determine benefits in accordance with applicable policies and plan documents.  In determining benefits, Delta Dental adheres to 
the following national processing policies, except to the extent prohibited under applicable law or specific group and individual 
contract provisions (described below).  Claim submissions shall not be manipulated so as to inflate the charges or otherwise 
attempt to circumvent the policies or applicable law.  Delta Dental member companies shall ensure that their application of 
these processing policies is consistent with their contractual obligations to groups and individuals.   
 
General Policies 
 
General policies (GP) related to each category of procedure codes precede the category code listing. Policies for specific 
procedure codes are listed in each category after the codes and nomenclature.  
  
Terms of group/individual contracts vary. Policies in this Handbook that address benefits, limitations and exclusions are policies 
that have not been tailored to reflect the specific terms of applicable group/individual contracts. In all cases, the terms of 
group/individual contracts take precedence over Dentist Handbook policies. Please contact the member company listed on the 
patient’s identification card for the specific terms of a group/individual contract. 
 
Delta Dental of Tennessee members specific terms of a group/individual contract can be verified by calling DASI (Delta 
Dental’s Automated Services Inquiry) at 800-223-3104 (use your touch tone keypad for user-friendly and accurate 
information and place phone on mute for best results) or access our Dental Office Toolkit at www.toolkitsonline.com. 
 
 
For the purposes of this manual, the following definitions apply: 
 
Allowance:   The amount of Delta Dental’s payment for the procedure benefited. 
 
Alternative Benefit: In cases where alternative methods of treatment exist, benefits are provided for the least costly, 

professionally acceptable treatment.  This determination is not to recommend which treatment 
should be provided.  It is a determination of benefits under terms of the patient’s coverage.  The 
dentist and patient should decide the course of treatment.  If the treatment rendered is other than the 
one benefitted, the difference between Delta Dental’s allowance and the approved amount for the 
actual treatment rendered is collectable from the patient. 



Dentist Handbook January 2022 

 
 

 
Approved Amount: The total fee a participating dentist agrees to accept as payment in full for a procedure. It includes 

both the Delta Dental allowance and the patient responsibility.  Participating dentists agree not to 
collect from the patient any difference between the approved amount and their actual fee for the 
procedure.  

 
Congenitally Missing: Appliances, restorations, or surgical procedures to correct congenital or developmental 

malformations or for cosmetic purposes are not benefits.    
   
Covered Services: Dental Care for which a reimbursement is available under the enrollee’s plan contract, or for which a 

reimbursement would be available but for the application of contractual limitations such as 
deductibles, copayments, coinsurance, waiting periods, annual or lifetime maximums, frequency 
limitations, alternative benefits payments, or any other limitation. 

 
Denied/Deny:   If the benefit for a procedure or service is denied, the procedure or service is not a benefit of the 

patient’s coverage and the approved amount is collectable from the patient.  Specific 
group/individual contract provisions take precedence over processing policies.  It is recommended 
that the dental office contact the appropriate member company for the group/individual account to 
determine the specific benefits, limitations, and exclusions. 

 
In Conjunction With: In conjunction with means as part of another procedure or course of treatment including, but not 

limited to, being rendered on the same day. 
 
Interrupted Care: Interrupted care occurs when a patient fails to complete the course of multi-step procedure.  Once 

the treatment has been initiated, the dentist may collect the co-payment from the patient.  This 
payment is considered to reimburse the dentist for any laboratory expenses and possibly part of the 
service as well as encouraging patients to complete the treatment. 

 
Non-Covered Services: Non-Covered Services Legislation has been passed in a number of states.  Non-Covered Services 

Legislation allows a par provider to charge up to their submitted fee if the service is not covered by 
the plan (1) Not covered by client (group) (2) Non-Covered Dental Benefits (3) Patient is not eligible. 

 
Not billable to the  If the fee for a procedure or service is not billable to the patient, it is not benefited by Delta Dental 
patient:  collectable from the patient by a participating dentist. 
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Processed as: When a procedure is processed as a different procedure, participating dentists agree to accept all the 
limitations, processing policies, and approved amounts that apply to the procedure Delta Dental 
benefits. 

 
  If the patient’s co-payment for a procedure is less than 50%, and the patient did not return for 

subsequent visits to complete the treatment, a partial payment for interrupted care may be 
considered. 

 
  If the patient’s co-payment is equal to or greater than 50%, a partial payment for interrupted care will 

not be considered. 
 
Quality of Care: Any complaint or dispute, other than an appeal, indicating a particular service(s) has not been 

performed within the standards of care.  A member or their representative may make the complaint 
or dispute, either orally or in writing, to Delta Dental. 

 
All services provided to Delta Dental members are subject to the following general policies: 
 
• Documentation of extraordinary circumstances can be submitted for review by report. 
• Individual consideration may be given if additional supporting documentation is provided (e.g. diagnostic quality 

radiographs, clinical notes, charting, etc.) 
• Fees for completion of claim forms and submission of documentation to Delta Dental to enable benefit determination are 

not benefits.  They are not collectable from the patient by a participating dentist. 
• Infection control and OSHA compliance are included in the fee for the dental services provided. Separate fees are not 

billable to the patient by a participating dentist. 
• Multistage procedures are reported and benefited upon completion.  The completion date is the date of insertion for 

removable prosthetic appliances.  The completion date for immediate dentures is the date that the remaining teeth are 
removed and the denture is inserted.  The completion date for fixed partial dentures and crowns, onlays and inlays is the 
cementation date of the final restoration regardless of the type of cement utilized. The completion date for endodontic 
treatment is the date the canals are permanently filled. 

• Charges for procedures determined not to be necessary or not meeting generally accepted standards of care may be 
denied or not billable to the patient.  Many of the processing policies that follow, describe payment procedures that are 
based on the timing and sequence of inter-related procedures.  However, the timing and sequencing of treatment is the 
responsibility of the dentist rendering care and should always be determined by the treating dentist based on the 
patient’s needs. 
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• When a procedure is by report and subject to coverage under medical, it should be submitted to the patient’s medical 
carrier first.  When submitting to Delta Dental, a copy of the explanation of payment or payment voucher from the 
medical carrier should be included with the claim, plus a narrative describing the procedure performed, reasons for 
performing the procedure, pathology report if appropriate, and any other information deemed pertinent.  In the absence 
of such information, Delta Dental will not benefit the procedure. 

• The term specialized procedure describes a dental service or procedure that is used when unusual or extraordinary 
circumstances exist and is not generally used when conventional methods are adequate. 

• Additional supporting documentation may be requested in order to make a benefit determination. 
• Narratives as documentation are not considered legal entities nor are they contemporaneous in nature. The patient 

record/clinical notes are considered a legal document and are contemporaneous. The only acceptable legal written 
documentation for utilization review are the contemporaneous treatment notes.  

• For payment purposes, local anesthesia is an integral part of the procedure being performed and additional fees are not 
billable to the patient. 
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are not billable to the patient by same 
dentist/dental office. 
 
e. In the absence of contract language for 
bitewing frequency limitation, bitewings of 
any type are not billable to the patient within 
12 months of an intraoral-complete series. 
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TYPE OF ENCOUNTER 

PATIENT AGE AND DENTAL DEVELOPMENTAL STAGE 

Child with Primary 
Dentition (prior to eruption 
of first permanent tooth) 

Child with Transitional Dentition 
(after eruption of first 
permanent tooth) 

Adolescent with 
Permanent Dentition 
(prior to eruption of 
third molars) 

Adult, Dentate or Partially 
Edentulous 

 

Adult, Edentulous 

 

 

New Patient* being 
evaluated for oral diseases 

Individualized radiographic 
exam consisting of selected 
periapical/occlusal views 
and/or posterior bitewings 
if proximal surfaces cannot 
be visualized or probed. 
Patients without evidence 
of disease and with open 
proximal contacts may not 
require a radiographic 
exam at this time. 

Individualized radiographic 
exam consisting of posterior 
bitewings with panoramic exam 
or posterior bitewings and 
selected periapical images. 

Individualized radiographic exam consisting of 
posterior bitewings with panoramic exam or 
posterior bitewings and selected periapical images. 
A full mouth intraoral radiographic exam is preferred 
when the patient has clinical evidence of 
generalized oral disease or a history of extensive 
dental treatment. 

Individualized radiographic exam, 
based on clinical signs and 
symptoms. 

Recall Patient* with clinica  
caries or at increased risk 
for caries** 

Posterior bitewing exam at 6-12 month intervals if proximal 
surfaces cannot be examined visually or with a probe Posterior bitewing exam at 6-18 month intervals 

  

Not applicable 

Recall Patient* with no 
clinical caries and not at 
increased risk for caries** 

Posterior bitewing exam at 12-24 month 
intervals if proximal surfaces cannot be 
examined visually or with a probe 

 Posterior 
bitewing exam at 
18-36 month 
intervals 

 Posterior bitewing exam at 24-36 month intervals 
  

Not applicable 

       

Recall Patient* with periodontal disease 

Clinical judgment as to the need for and type of radiographic images for the evaluation of 
periodontal disease. Imaging may consist of, but is not limited to, selected bitewing and/or 
periapical images of areas where periodontal disease (other than nonspecific gingivitis) can be 
demonstrated clinically. 

  

 Not applicable 

Patient (New and Recall) for monitoring of 
dentofacial growth and development, 
and/or assessment of dental/skeletal 
relationships 

 Clinical judgment as to need for and 
type of radiographic images for 
evaluation and/or monitoring of 
dentofacial growth and 
development or assessment of 
dental and skeletal relationships 

Clinical judgment as to need for and type of 
radiographic images for evaluation and/or 
monitoring of dentofacial growth and 
development, or assessment of dental and 
skeletal relationships. Panoramic or periapical 
exam to assess developing third molars 

 Usually not indicated for monitoring of growth 
and development. Clinical judgment as to the 
need for and type of radiographic image for 
evaluation of dental and skeletal relationships. 

Patient with other circumstances 
including, but not limited to, proposed or 
existing implants, other dental and 
craniofacial pathoses, 
restorative/endodontic needs, treated 
periodontal disease and caries 
remineralization 

   

Clinical judgment as to need for and type of radiographic images for evaluation and/or monitoring of these conditions 

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES. Public Health Service, Food and Drug Administration. AMERICAN DENTAL ASSOCIATION. Council on Dental Benefit Programs, Council on 
Scientific Affairs, Revised 2012.
























































































































































































































































































































