DMISION OF MEDICAID &
MEDICAL ASSISTANCE

DELAWARE HEALTH
@ AND SOCIAL SERVICES

Delawsre Medicsl Assistance Frogram

How to: Submit a Dental Claim with Third-Party Liability (TPL) on the Portal

Please Note: This document contains fictitious information and does not contain protected health
information (PHI) or personally identifiable information (PII) data.

INTRODUCTION: This user guide provides the steps required to submit a dental claim with TPL on
the Portal: Log-in Steps, Submit Claim Dental — Enter Claim Header Information, Submit Claim Dental
— Diagnosis and Primary Insurance [HEADER] and Submit Claim Dental — Service Details, Add
Insurance and Add Attachment(s).

Need Assistance?
Call Us: Provider Relations at 1-800-999-3371; Option 0, then Option 4.
Message Us: Secure Correspondence: Log in to the Provider Portal.

Email* Us: delawarepret@gainwelltechnologies.com — *Reminder: Do not send any
correspondence that has protected health information (PHI) to this mailbox.

Log-in Steps

(M Go to the Delaware Medical Assistance Portal: https://medicaid.dhss.delaware.gov/.
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Log-in Steps

yA Click Click here to enter the Provider Portal.
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Submit Claim Dental — Enter Claim Header Information

On the Home page, hover over the Claims tab and click on the Submit Claim Dental link.

%) State of Delaware - Stote Servicws | [R08

Debewsee. The Official Webaite of the First State & Informotion

DELAWARE HEALTH AND SOCIAL SERVICES wERE
Dbt 0 Rlpdazanad & Llsdacad Axsigtans

SRR ey [T core Management | potient Heoith History | ites Exchange | Resources

Search Claims | Submit Claim Den Submit Clasm Inst | Submit Claim Prof | Submét Claim Pharm | Search Paymenst History

My Home Thursday 045082017 01:37 PM EST

Pravider Name FINGSTON DENTAL Role 105 | Provider - In Metwork - P | Location - KINGSTOMN DENTAL
Tawonommy | 22300000%-Dentist

Welcome Health Care Professionall
i User Details & Notily Me
We Bre comrmatted to mske it saieer for physioant snd cther praviders o perferm
their business. In addition to providing the ability to verify member eligibility and
T bt cloama, cur seture Ste provides pecess 10 benefits, angwers 1o freguently & Secure Correspondence
Bikad guestiong, and the abdity to saarch for providers,

Welcome MKingitan dantsl

b Manaos Accoonts

o Provider

Mame KINGSTOMN DENTAL
Provider 10 ]
Lecatian T

=l Provider Services

b Member Foouted i

¢ Search Paymoent Hishooy

¥ fzzooaied Providens

o LRl LR

oothet | Phone Directony

The Billing Provider ID displays.

Submit Dental Claim: Step 1

* Indicates b reguined feld,

Provider Information

Ganaral Previder Header Insrugsions

Billing Provider ID ID Type NE Mame KINGSTON DENTAL
Tamonomy 122300000K-Dantisz

Performing Provider 10 Cl\ 10 Type NE Mame _

Taxonomy

Service Facility LocationID [ |0 1D Typa NP1 Mame _

Tamanammy
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Submit Claim Dental — Enter Claim Header Information

2. Add the Performing Provider ID and the Service Facility Location ID, as applicable.

Add a provider by entering the NPI and pressing the Tab key. If the Provider has more
than one Taxonomy, select the appropriate taxonomy.

Performing Provider ID [s123456787 ID Type NPL

|

* Tamononry

Serwvice Facility Location ID

208000000X-Pedratrics
261QF0400X-Clinic/Center - Federally Qualified Health Center (FQHC) Name _
302ZRO0000X-Health Maintenance Organization

Taxonomy

OR
Search for the provider by NPI or Name by clicking the magnifying glass icon.

Provider ID Search

Back to Clalm

Search By 10 | Search 3y Nama | Search By Organeation
* Indicates @ requined fiald,

“Provider ID Provider ID Typa HFL

laxonomy

search J Cancel |

K Enter member’s 10-digit ID, press the tab key; the member information auto-populates.

Fatient Information

General Fatient Instructions

Last Name
Birth Date

First Name

Address

fddress Lina 2

City

Zip Coda w I

4. Enter Header Claim Information and click the Include Other Insurance check box.

Claim Information

Accident Related

Accident Date 0 l:l [#]

“Place of Treatment |11-0."‘fité

v

Patient Number | |

Initial X-Ray/Photo Datee | |

“Does the provider have a signature on fila?

*Does the provider accept assignment for claim processing?

*Are benefits assigned to the provider by the patient or their authorized
representative?

*Does the provider have a signed statement from the patient releasing their
medical information?

I Include Other Insurance [ ] I

Oves Ono
OVE; O HNo

Oves Ono O nra

O\"Es O No

Total Charged Amount 50,00
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Submit Claim Dental — Diagnosis and Primary Insurance

5. Adding a Diagnosis is optional. To skip entering a diagnosis, continue to Other Insurance
Details.

To add a diagnosis, select Diagnosis Type. Type in Diagnosis Code, select appropriate code
from drop-down box, then click Add.

Duagmoss Codes =]

Talect the row noenber 15 eda the o Cick the Ramoye ok 2o remove ths artee foe,
Plests nose thae the D disgest ersensd ipcongidered 1o ba the princosl {peimasny) Disgnsss Code

L Dhagrcen Typs Cragnoais Code Ardinn
1
: “Disgnesis Type [1E0-10-00 | “Disgnosis Codai [gng A
BOOI-HEY GINGIVOSTOMATITIS TONSILLITIS
fadd | | Besst | DOO03-CA IN SITU GI%GTVA EDENT ALV AIDGE

ERE-GINGIVITIS AND FERIDDONTAL DISEASES

| Other tmswrancepetais [ E
KE300-ACUTE GINGIVITIS PLAQUE INDUCED
Evvur sha camie ind palicy hiidar infarmicicn betaw ES01-ACUTE GINGIVITIS HOK-PLAGUS INDUCED
K51 -CHRONIC GINGIVITIS
BE510-CHRONIC GINGINTTIS PLAQUE INDUCED
RA511-CHRON GINGIVITES NON-PLAGUE INDUCED
Shck thia Panva Tl v rairiowe this ek ol KESI-GINGIVAL RECESSION
=* 13 mutches found., Salecs entry or refine paarch bz

Emter camwe carrar Recrizmaince Advige detaily hece for the cleim or with aach Rervice Les, Erger pdium
Dara'ls swczon

The diagnosis is displayed. The first diagnosis entered is considered the
primary Diagnosis Code.

Select the row number to edt the revw. Click the Remowe link 1o remove the entire rew.
Flease note that the 1st diagnosis entered is corsidered %o be the princpal [pamary) Diagnosis Code
" Diagnosis Type Diagmesis Coda Action
1 IC0-10-CM KRE-ACUTE GINGIVITIS E&mervd
z “Diagnosis Type |[C0-10-CM *Diagnosis Coden |
Tip: Click the Remove link, under Action, to remove a row.
6. If the State has primary insurance on file for the member, the Other Insurance Details

pre-populate, as shown below.

Other Insurance Details [—|

Entar the carriar snd policy holder infarmation balow.

Entar echer mnrier Aemitance Advice detalls here for tha claim or with each sendica line. Emtar adjusted payment dezails, such &= reason codes, in tha Claim Adjustmant
Darat's sectien,

Click the Remove link o removee the =ntire row,

Refresh Other Insurance
COE P Paid Remilta
a Carrier Hams Carrier Code Group & SYELS i Bclion
Amaunkt Dabe
1 | HIZHMARK BLES A5S1 123456789 50,00 01/01/2017 Remoyes
[F ick to add & navw ather insurance.

[Continue J Concel |

To expand the existing insurance, click the number on the row. Fill in all RED * required
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Submit Claim Dental — Diagnosis and Primary Insurance

fields, as well as any applicable fields.
Tip: Click the Remove link, under Action, to remove a row.
Tip: To add a new other insurance, click the +.

COB P Paid

# Carrier Name Carrier Code Group # Bl Remittance Date Action
Amount
1 | HIGHMARK BCES A5L 123456785 $50.00 01/01/2017 Remove
Carrier Mame |HIGHMARK BCBS | Carrier Code [A51
*Subscriber Last Name [J0NES | *First Name
Subscriber Address | |
City | | State [ v

ZipCodes [ | Country [ ]

*Subscriber ID [ABC123DEF |
*Group # [123436789 |

Group Name |
Insurance Type | [
*Payer Respensibility [P-Primary +| *Relationship to Subscriber [12-Szlf v
COB Payer Paid Amount *Remittance Datea

Remaining Patient Liability [ |
Totl Nor-Covered Amaunt | payer s |

#Claim Filing Indicator [BL-Blus Cross/Blue Shizld v

Release of Information

Assignment of Benefits | v

Cutpatient Adjudication Information

Reimbursament Rate | | Claim HCPCS Payable I:l

Amount

Remark Code 1 | |
Remark Code 2 | |
Remark Code 3 | |
|
I

Remark Code 4 |
Remark Code 5 |

Claim ESRD Payment Amount I:l
Other Insurance Reasons -]

You can enter up to five unique growp codes., You can repeat siv combinations of rezson cods znd adjustment amount with each group code.

N payabe rofessional [ ]

Component Amount

Click the Remove link to remowve the entire row.

# Group Code Reason Amount Uqu_ of Action
Service

E click to collaps=,

*Group Code | v
*Reasona |

“amount T —

|A{||:| Reasnn| |Can|:\e| Raason|

ISavE Insurance I Cancel Insurance

Tip: Choose the most appropriate Claim Filing Indicator available in the drop-
down for the type of Primary Insurance being used.
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Submit Claim Dental — Diagnosis and Primary Insurance

Tip: Do not add Other Insurance Reasons at this time. Other Insurance Reasons

will be added in the Service Detail section in Step 3 in the Portal.
Click Save Insurance.

Click Continue to go to Submit Dental Claim: Step 3.

Submit Claim Dental — Service Details, Add Insurance and Add Attachment(s)

fields, as well as any applicable fields.

Enter the Service Details on Svc # 1 (Service Line Number 1). Fill in all RED * required

Select the row numbsr to adit the rew, Click the Remowe link to remove the entire row.,
S:: Svc Date Oral Cavity Area Tooths# Latter Procedure Code Units Charge Amount Action
1
1 *Svc Dateg Oral Cavity Area | v Tooth#/Letter [15-ist Molzr -LL-Permanent ~]|
Tooth Surface [Occlusal ] | v | vl | vl | ] | ] | W
*Procedure [D2391-POST 1 SRFC RESINE  Modifierse | | [ | [ | [
Codep
s L] “erse Dignosis
Amount Pointers
Performing l:l CL ID Type MEI Taxonomy _
Provider ID

Click Add.

Click the Service # to open the Other Insurance Details for the Service Detail.

Selact the: row number to edit the row, Sick the Remose link to remave the snbre mow.
g:: Sve Date Oral Cavity Arca Tooth#/Letter Procedure Code Units Charge Amount Acticon
1 12012016 19=1sz Molar <LL-Permanert 02351 1 515200 Bemoyve
z
3 'Sy Dated ] Oral Cavity Area | w| Tooth# [fLetter | w)
Tooth Surface | < | v 9 | 4 | < | 4 | v
*Procedure | | Modifiersa | | | [ |
Codie g
“Urats *Charge Diagnosis E e E|
Amcunt Painlbers
Performing '--'_-hlL IO Type NRL Taxondory
Provider ID
[2d] [mesa]
Fill in the RED * required fields, as well as any applicable fields.
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Submit Claim Dental — Service Details, Add Insurance and Add Attachment(s)

Other Insurance Details for Swe. # 1 -]

Clidk the row number to edit the row, Click the Remove link to remove the entire row,

_ . COB Payer Paid | Remittance - B Remaining Patient Bundled B
# | ca Code Procedure Cod Modifiers Paid Units Acti
LT s = ! Amount Date il Liability Line o=

B click to collzpss,

*Qther Carrier [A51-HIGHMARK BCES v| Bundledintoline# [0 |
*Procedura Coded |D2391-POST 1 SRFC RESINBASED CMPST |
Modifierso

COB Payer Paid Amount *Remittance Dateo [01/01/2017 |[H] *Paid Units
Remaining Patient [ |

Liability

| Hdr_lIns.raru:E| | Cancel Ins.lraru:e|

Click Add Insurance.

Click the # on the Other Insurance Details for the Service Line to enter Other Insurance

Reasons.
Service Details B
Select the row number to edit the row. Click the Remowve link to remove the entire row.
S
;w: Svec Date Oral Cavity Area Tooth#/Letter Procedure Code Units Charge Amount Action
i 12/01/2018 1%-1st Molar -LL-Permanent D2391 i $192.00 Remove
1 *SucDates [12/01/2016 @ Oral Cavity Area | ~| Tooth#/Letter [19-1ct Malar -LL-Permanent v
Tooth Surface |Occluzal | | ~| | ~| | ~| | ~| | ~| | ~|
*Procedure [D2391-POST 1 SRFCRESINE|  Modifierse | | 4] | [ |
Coded
“unts “Chare Diagnosis
Amount Paintars
Performing I:l CL ID Type NPI Taxonomy _
Provider ID
Other Insurance Details for Svc. # 1 —|
Click the row number to edic the rew. Click the Remove link to remaove the entirs row,
. - COB Payer Paid | Remittance = F Remaining Patient Bundled .
# Ca Cod Proced:s Code Modifier: Paid Units Acti
e = == g Amount Date =Co T Liability Line o
D2391-POST L SRFC -
i AS1 RESINBASED CMPST £50.00] 01/01/2017 1.00 =0.00 1]} Remaove
Il [ Click to add 3 naw other insurzncs,
|Save| |R5el| |(‘ancel|
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Submit Claim Dental — Service Details, Add Insurance and Add Attachment(s)

Select the row number to 2dit the row, Click the Remowe link te remove the entire rov,

Swc # Svc Date Oral Cavity Area Tooth#/Letter Procadure Code Units Charge Amount Action
1 12/01/2016 19-1st Molar -LL-Permanent D2391 1 519200 Remove
1 *Suc Dateg Oral Cavity Area | ] Tooth#/Letter [15-1st Molzr -LL-Permanent V]
Tooth Surface [Occlusal ] v | ] v | ] v | v

*Procedure [D2391-POST 1 SRFC RESINE  Modifiersa | | | | | | | |

Codee
+charge Disgrosi
Amount Pointers
Performing l:los ID Type NPI Taxonomy _
Provider ID

Other Insurance Details for Sve. # 1 B

Click the row number to 2dit the row, Click the Remowe link to remowve the entire row,

COB Payer Paid | Remittance . ; Remaining Patient | Bundled )
Paid Units Action

# | Carrier Code Procedure Code Modifiers i Dabe Liability Line

D23251-POST 1 SRFC
1 A1 550.00| 01/01/2017 1.00 =0.00 0| Remove
RESINBASED CMPST

*+Other Carrier [A51-HIGHMARK BCES v] Bundledintoline# [0 |
“Procedure Coded |D2391-POST 1 SRFC RESINBASED CMPST |
Modifiers o

COB Payer Paid Amount *Remittance Dateo [01/01/2017 *Paid Units

Remaining Patient
Liability

Dther Insurance Reasons -]

ou c2n enter up to five unigque group codes, Vou can repest six combinations of rezson cods and adjustment amount with each group code.

Click the Remove link to remowe the entire row.

Units of
# Group Code Reason Amount e Action

= Click to collzpss,

*Group Code | ~]
*Reasong |

“Amount Y —

|Ad:| R.easnn| |Canne| Reasc-n|

| Save Insurance | | Cancel Insurance |

Click to add a new other insurance,

|Sa|.re| |REE|:| |Ehnce||

Enter the Other Insurance Reasons.
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Submit Claim Dental — Service Details, Add Insurance and Add Attachment(s)

DOther Insurance Reasons

You can enter up ko five unique growp codes. You can repeat six combinations of rezson code and zdjustment amount with each group code.

Clids the Remowve link to remove the entire row.

Units of
# Group Code Reason Amount - _D

= Click to collzpss,

*Group Code |CO-Contractusl Obligations |

*Reasong | 1-Deductible Amount

“Amount [50.00 unitsof service [ |

Add Reason | Cancel Reason |

Click Add Reason.

You can enter up to five unique group codes. You can repest six combinations of rezson cods and adjustment amount with each group code.

Click the Remowe link to remawve the entire row.

Units of
# Cod Rea Am t At
Group £ son oun o on

i CO-Contractual Otligations 1-Deducible Amount £50,00 Remove

Click to 2dd a n=w claim reason.

Tip: To edit a row, click the numerical number of the row.
Tip:  Click the Remove link, under Action, if to remove a row.

Tip: To add an additional Insurance Reason, click the +.

Other Insurance Reasons B

You can enter up to five unigque group codes, You can repeat six combinations of rezson code and adjustment amount with each group code.

Clidk the Remwove link to remave the entire row.

Units of
# Group Code Reason Amount " _D Action

1 CO-Contractual Otligations 1-Deductible Amount £50.00 Remave

[ Click te collzpss,

“Group Code | v
*Reason |

“Amourt T —

Add Reason | | Cancel Reason |
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Submit Claim Dental — Service Details, Add Insurance and Add Attachment(s)

Other Insurance Details for Sve. # 1
Click the row number to edit the row. Click the Remowve link to remove the entire row,

: - COB Payer Paid | Remittance - B Remaining Patient Bundled .

# | ca Cod Procedure Cod Modifiers Paid Units Acti
e [ ! Amount Date = Hm Liability Line on
D2351-POST 1 SRFC .

1 As1 s50.00| 010172017 1.00 £0.00 0| Remaow
= RESINEASED CMBST Lol : Sees

*Qther Carrier [A51-HIGHMARK BCES v|] BundledintoLine# [0 |

*Procedure Code g ||32391—n05r 1 SRFC RESINBASED CMPST
Meodifierso

COB Payer Paid Amount +Remittance Dateo [01/01/2017 *Paid Units
e ——

Liability

Dther Insurance Reasons |

Wou c2n enzer up to five unique group codes. You can repeat six combinations of rezsen code and zdjustment amount with each group code.

Click the Remowve link to remawe the entire rov.

Units of
# Gi Code Rea Amount: Acti
roup 50N un S on
1 CO-Contractuz] Obligations 1-Deductible Amouns £50.00 Remove
2 PR-Patiens Rezponsibilicy 3-Co-payment Amournt 552,00 Remove

Click to add a new claim reason.

I Save Insurance I Cancel Insurance

Important: A Group Code of Patient Responsibility (PR) needs to be added. Use
the appropriate Reason of 1-Deductible, 2-Coinsurance, or 3-Copay.

When all the Other Insurance Reasons are entered, click Save Insurance to save the insurance
details to the Service Detail line.

H
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Submit Claim Dental — Service Details, Add Insurance and Add Attachment(s)

Select the row number to adit the rew, Click the Remowve link to remove the antire row,
)

;:: Sve Date Oral Cavity Area Tooth#/ Letter Procedure Code Units Charge Amount Action
1 12/01/2018 19-1=t Molar -LL-Permanent D2351 i £152.00 Remove
1 *SvcDabtee [12/01/2016 Oral Cavity Area | v| Tooth#/Letter [1%-1st Molzr -LL-Permznent v

Tooth Surface [Occlusal v | v v w| vl w| e
*Procedure [D2391-POST 1 SRFC RESINE|  Modifierse | | [ | | [ |
Code
“units “Charge 152,00 Diagnosis
Amount Pointers
Performing |:| CL ID Type MEI Taxonomy
Provider 1D
Other Insurance Details for Svc. # 1 B
Click the row number to edit the row, Click the Remowe link to remove the entire row,
- . COB Payer Paid | Remittance _ : Remaining Patient Bundled -
# | Carrier Code Procedure Code Modifiers S . Paid Units Liability —— Action
D2351-POST 1 SRFC .
. " =0, i
i ATl RESINBASED CMEST 550.00| o01f01/2017 1.00 =0,00 0 Remove
[ Click te add a new ather insurance,
ISa\.rEI | Rﬁetl | Ehnce||

Click Save to save the Service Detail with the Other Insurance Information.

Repeat steps 8-9 to add additional service detail lines.

Important: The Other Insurance Reasons Amounts plus the COB Payer Paid Amount
must equal the charge amount of the detail line.

Important: The COB Payer Paid Amounts on each service detail line together must
equal the COB Payer Amount entered on the Other Insurance Details
entered in the Portal Step 2.

If documentation needs to be included in the claim submission, upload it in the

Attachments section.
Attachments |
Click the Remove link to remave the entire row.

# | Transmission Method | File | Control # | Attachment Type | Action

@ Click to add attachment. I

| | Submit |} Cancel |

Add the documentation by uploading the file under Attachments by clicking +.
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Submit Claim Dental — Service Details, Add Insurance and Add Attachment(s)

Chok the Remove Enk to remave the emtine mo.
# I Transmission Mathod | Fila I Contrel # I Altachment Type I Action

B Click to collapse,

“Transmission Method

“Upload File Brotnisa...
“Attachment Typa | -
Drescription |

Click the Browse link to choose the file.

Click the Remove link to remove the entire row.

& | Transmission Method | File | Control # | Attachment Type | Action

B dlick to collzps=,

#Transmission Method | FT-File Transfer v

*Upload File | C:\Users\dunfords\Deskrop\TEST Files\Thiz is a test.pdf
*Attachment Type | w
Description | |

Select the Attachment Type from the drop-down box and include the Description of file
chosen, then click Add.

Chick the Remove link to remove the entine rav,

& | Transmission Method | File: | Control # | Attachment Type | Action
B Cidk 1o collapss.
*Upload File  Ci\Users'\durfords\Deskeop\TEST Files\This i 2 vest.odf | Browse.. |

feee Ba-Refarral Form

Description O&-Dantad Models

DG-Diagrestic Repart

EB-Sxplanation of Berefits [Coendination of Banefits or Medicare Secondary Payer)

Cancel | QZ-Support Data for Claem
: PE-Periodental Chams

Ei-Ra:.' alegy Films
AR-Radiology Repons |

Click Add.
12. Review the row(s).

Click the Remove link to remave the entire row.

# Transmission Method File Control # Attachment Type Action

1 | FT-File Transfer This is 2 test.pdf {122K) 20170406503125 RE-Radiclogy Films Remaowve

Click to add attachment.

| Submit |l Cancel |
Click Submit.

Review the information before clicking Confirm to submit the claim.

Page 13 of 15 — January 2025
© Gainwell Technologies. All rights reserved.



Submit Claim Dental — Service Details, Add Insurance and Add Attachment(s)

<t Frint Frevimw before you Confinm if you want o sssure you views e claim ss you sntersd i A% confirmation, Frint frevies may reflact chanzes ss the clim has
besn 2zved =n the payer system

Prowider Infarmation

Billing Providér 1D ID Typa NED MName HONGETON DENTAL
Tazonomy 223000001 Destist
Ferforming Provider 10 _ 10 Type _ Mame _
Taxonomy -
Service Facility Location 10 10 Type . Hame .
Taxonomy _
Patient Information

Member 10 DDDDI

Member  |og Smith Gender Ml

Birth Date Dlﬂfolflggn
Address
Addresa Line2 _

oty
State _ Zip Cade _
Claim Information
Accidant Relsted _ Accidunt Date _

Ploce of Treabment  12-0fse
Patient Humber
Initial X-Ray/Photo Date _

Does the provider have a signature on file? ez

Drores the provider ing?® Yes

Ard Benafits asasgnid bo the provider by the patient or thiir autharized Yoz
representative®

ig For claim pr

Dioes the provider have a signed from the pati

ing their ez
medical information®

Tekal Chirgied Amaunt 519200

Exgang & | Collapss a8
Other Insurance Details

€08 Payer Paid

* Carritr Hame Carritr Code Group £ e Paid | emittance Date
Amount

1 HIGHMARK BCAS A5 123454755 250.00 01/01/2017

Selest the rom number b efit the sov, Chek the Remove fick B2 remeve e erlivs s8w.

s e
;‘ SvcDate | Grel Cavity Ares Tooth#/Letter Touth Surface Procedure Code Mod | Units "‘;
1| 12002000 Shitiioe &-Oeeluzal e 1 215280
1 2o SERLE Lz i1 X
Ll Tranamiasion Method File Controd # Abtachment Type
B Tz s » test et (2226) 070408506126 | AB-Rladivlegy Fims

Mo Diagnasis Godes exist for this claim

secx o step + | mecktoster 2 | e tostep 3 [ Pt preview =

Click Confirm.
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Submit Claim Dental — Service Details, Add Insurance and Add Attachment(s)

(kW Click Print Preview to view the dental claim details and receipt. Click Print and follow the
prompts to print a copy of the submission.

Submit Dental Claim: Confirmation H

Dental Claim Receipt

o Dental Slasm was successfully subretted, The dam status & FnaheedPapment,

Tre Claim 1D is 231700100011

Cecic Print Preview (o view the daim Getads a5 they have Deen saved on the pavers system.
Ol Conpy 15 0py mamber o daim dats,

Clache Bt b resusrst tha claim,

Clode Mews B2 submt b rew £laem.

Clack Whew o vies the details of the submitted daim.

[ prive proviow | copy [ can B wew | view

Reminder: Follow secure procedures for handling protected health information (PHI).

Need Assistance?
Call Us: Provider Relations at 1-800-999-3371; Option 0, then Option 4.

Message Us: Secure Correspondence: Log in to the Provider Portal.

Email* Us: delawarepret@gainwelltechnologies.com — *Reminder: Do not send any
correspondence that has protected health information (PHI) to this mailbox.
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