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Fraud and Abuse for  
the Dental Professional
Overview
This chapter contains the importance of understanding the laws that pertain to fraud, waste, and abuse for billing claims in the dental 
setting. Anyone involved in the care of a dental patient has a vital responsibility to understand, and abide by, these laws when submitting 
claims for dental services. This responsibility is not only that of the dentist but also that of the entire clinical and business team. In this 
section you will find:

• Meanings of the different terms associated with fraud, waste and abuse

• Laws and governing departments who control compliance and penalties resulting from committing fraud, waste and abuse

• Examples of what fraud or abuse may look like and associated consequences

What is Fraud? What is Abuse?
Let us examine the meanings and differentiate between fraud and abuse for claim filing purposes. According to Centers for Medicare 
& Medicaid Services (CMS), fraud is defined as “making false statements or misrepresenting facts to obtain an undeserved benefit or 
payment from a federal health care program.” It outlines abuse as “an action that results in unnecessary costs to a federal health care 
program, either directly or indirectly.” (Abel, et al., 2014)

The American Academy of Professional Coders (AAPC) defines examples of fraud versus abuse in their Certification for Professional 
Medical Auditors Training Guides (Abel, et al., 2014).

Some examples of fraud include:

• Billing Medicare patients above the defined allowed amount for services rendered

• Altering claim forms and/or receipts to receive a higher payment amount

• Billing for products, procedures, or services knowing they were not furnished for that patient

• Billing claims for services at a higher level than what was provided

• Misrepresenting the diagnosis on the claims and in the medical records to justify payment

Some examples of abuse include:

• Improperly or misusing codes on claims

• Improper billing practices

• Billing Medicare patients a higher fee schedule than non-Medicare patients

• Failure to maintain adequate medical or financial records

• Charging excessively for services or supplies

Acts surrounding dental fraud usually emerge as intent, deception, and unlawful gain. Below outlines the spectrum of improper coding 
to committing fraud:

Error Waste Abuse Fraud
Incorrect Coding Medically Unnecessary Improper Billing Billing for Services

Services Practices Not Rendered
(e.g., Upcoding)

Other examples of potential fraud and abuse include:

• Billing for services not rendered

• Misrepresenting the identity of patients for which services were provided

• Misrepresenting the dates for which services were provided

• The routine waiving of patient copays and/or deductibles
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The routine waiving of patient copays can also be construed as fraud, including the practice that routinely  collects the insurance payment 
as payment in full. The practice is obligated to collect and follow up on copays owed and ensure that patients pay any deductibles. 
Different states have different policies on what constitutes fraud, and in some locations, waiving copayments and deductibles might 
qualify as fraud.  The AAPC shares the view of Medical Economics: “Providers who waive copays are exposed to HIPAA risk because, 
arguably, the provider is misstating his or her charge to the commercial plan. For example, assume a $100 total charge where the 
patient has an 80/20 plan. If the provider waives the patient’s obligation to pay 20%, then, again arguably, the commercial plan 
owes only 80% of $80” (AAPC, 2015).

What Fraud and Abuse is NOT
It is also important to understand what is not considered fraud and abuse. Some examples are:

• Honest mistakes and/or clerical errors made by the dentist, business team and/or billers and coders in the submission of claims
for services

• Complaints regarding quality of care outcomes

• Complaints related to the access and/or availability of providers/facilities

• Complaints or concerns related to appropriate and/or contractual fees being charged

• Complaints or concerns related to specific plan provisions, such as, but not limited to:

◦ Deductible levels

◦ Contractual waiting periods for certain services to be eligible for coverage

◦ Frequency limitations for certain services

• Delays or problems in the processing of claim submissions and/or receiving payments

Fraud Scenarios

Scenario #1:

Dental providers who are being encouraged to provide all sleep apnea services, including evaluations, ordering sleep 
studies, diagnosing and treating (including c-pap therapy). From our research, some State Dental Boards consider all, except for 
the specific fabrication of oral sleep apnea devices, to be outside the scope of the Dental Practice Act.

In this scenario, the provider submitting the claim may also be adding to the fraud risk by billing an unusually high fee for sleep apnea 
appliances (for example, some bill as much as $6,000 or more) in order to receive the highest possible reimbursement from the payer. 
After the claim is adjudicated, the patient is either billed a set amount (sometimes no more than a copay) or more often, the balance is 
adjusted off and the patient is not billed anything. 

This is an example of how this scenario works out:

Charge to insurance $6,000

Insurance payment $2,500

Adjustment taken $3,500

Patient owes $0

In some cases, all allowed reimbursement is applied to the deductible. When this occurs, the patient is billed a pre-arranged amount, 
usually between $1,200-$2,500. When a third-party billing company is involved, the provider should ensure they are aware of exactly 
how services are billed and fees are reported, as well as the calculation of the reimbursement received. Remember, the dentist’s name 
and NPI number go on the claim and the dentist is fully accountable.

Scenario #2: Filing dental implants to medical payers with documentation and diagnosis to establish medical necessity 
as “bone stabilization.” This is an especially troublesome practice since the dentists are being instructed to never mention the term 
“dental implant” in their documentation. The reason for this being that “medical insurance does not pay for dental implants, but they do 
pay for “bone stabilization.” This would be a misrepresentation of the procedure to get a claim paid.  Thus, this action is fraudulent since 
implants and associated procedures are not considered for reimbursement by the plan.

Scenario #3: In some cases, dentists are instructed to manipulate an exam in order to bill a high-level Evaluation and 
Management (E&M) to the medical payer. For example, a patient is seen for a toothache. Instead of pointing to the tooth that 
hurts, the patient points to the upper cheek area.  Now, per instruction, this becomes facial pain rather than a simple toothache (which is 
a dental service).  According to the instructor, this establishes medical necessity for a more comprehensive exam and additional testing.
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Laws and Governing Agencies for Fraud and Abuse on Claims
Each state has a Department of Insurance that will provide a statement of what it considers fraudulent for insurance claims and 
information on methods to report such an offense. For example, Ohio’s Department of Insurance gives a clear definition of fraud and how 
such an action will be handled:

“Most states allow anonymous tips to State Dental Boards for unethical conduct. But remember the board is a civil entity. Fraud 
is a criminal matter. The doctor’s problem will first be with the state. If convicted of a crime involving moral turpitude, the board 
will certainly sanction them. If you report the doctor to the insurance company that is being defrauded, you may be asked to 
furnish thorough documentation of the alleged fraud. Insurance companies are always on the lookout for irregular coding/billing 
procedures. Be prepared to lose your job and possibly be blacklisted from future local employment if you’re ever revealed as a 
whistleblower. Make sure you think it through, count the costs, and settle it in your own heart and mind.” (Insurance, 2015)

Below is North Carolina’s statute on fraud and the consequences they set forth under their state laws:

Code Section North Carolina General Statutes § 58-1-1 et seq
What Is Prohibited: Knowingly lying about, or concealing an important fact in connection with an insurance claim or payment made 
under an insurance policy. Applies to issuing fake insurance policies and rate-fixing. Also includes conspiring to do any of the above.

Penalties Felony: Prison time, fines, and possible restitution to the victim(s). Possible civil penalties including fines, revocation of 
business license, etc.

Who Can Be Prosecuted: Consumers, providers (such as a doctor and an auto repair shop), and insurance companies, adjusters and 
others.  See more at: https://statelaws.findlaw.com/north-carolina-law/north-carolina-insurance-fraud-laws.html.

State Dental Boards also include descriptions of their governing policies and penalties they will set for anyone committing such acts. For 
example, the Dental Board of California designates sections that will handle billing and insurance fraud:

“The Investigation Section is responsible for performing investigations of criminal and administrative violations of the Dental 
Practice Act. The Board employs a highly trained team of investigators who are sworn peace officers in its endeavors to uncover 
and prosecute violators in the dental profession. Typical investigations include allegations of billing and insurance fraud, drug 
violations, patient battery, unlawful sexual conduct with patients, and the unlicensed practice of dentistry. Investigative cases that 
establish unlawful activity are filed with local District Attorney’s Offices or the California Office of the Attorney General for criminal 
or administrative prosecution.” (California, 2021)

Any health care professional has the responsibility to be aware of the laws governing the acts of committing fraud or abuse on claims, 
the governing of these laws, and the penalties of these laws if violated. The main laws concerning fraud are:

1. False Claims Act (FCA)

2. Anti-Kickback Statute (AKS)

3. Physician Self-Referral Law (Stark Law)

4. Social Security Act

5. United States Criminal Code

False Claims Act (FCA)
CMS explains the False Claims Act as:

The FCA protects the government from being overcharged or sold substandard goods or services. The FCA imposes civil liability 
on any person who knowingly submits, or causes the submission of, a false or fraudulent claim to the Federal government. The 
“knowing” standard includes acting in deliberate ignorance or reckless disregard of the truth related to the claim.

Example: A physician submits claims to Medicare for a higher level of medical services than actually provided or that the medical 
record documents.

Penalties: Civil penalties for violating the FCA can include fines of $5,500–$11,000 per false claim and up to three times the 
amount of damages sustained by the government as a result of the false claims.

There is also a criminal FCA statute by which individuals or entities that submit false claims can face criminal penalties.
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Anti-Kickback Statute (AKS):
The AKS makes it a criminal offense to knowingly and willfully offer, pay, solicit, or receive any remuneration directly or indirectly to induce 
or reward referrals of items or services reimbursable by a Federal health care program.

Example: A provider receives cash or below fair market value rent for medical offices in exchange for referrals.

Penalties: Civil penalties for violating the AKS can include fines up to three times the amount of kickback. Criminal penalties for 
violating the AKS can include fines, imprisonment, or both.

If certain types of arrangements satisfy regulatory safe harbors, the AKS will not treat these arrangements as offenses. For more information 
on safe harbors, visit the United States (U.S.) Department of Health & Human Services (HHS) Office of Inspector General’s (OIG) website 
at https://oig.hhs.gov/compliance/safe-harbor-regulations/index.asp.

Physician Self-Referral Law (Stark Law)
The Physician Self-Referral Law, often called the Stark Law, prohibits a physician from making a referral for certain designated health 
services to an entity in which the physician (or member of their immediate family) has an ownership/investment interest or with which 
they have a compensation arrangement, unless an exception applies.

Example: A provider refers a beneficiary for a designated health service to a business in which the provider has an investment 
interest.

Penalties: Penalties for physicians who violate the Stark Law include fines, repayment of claims, and potential exclusion from 
participation in all federal health care programs.

For more information, visit http://www.cms.gov/Medicare/Fraud-and-Abuse/PhysicianSelfReferral on the CMS website.

Criminal Health Care Fraud Statute
The Criminal Health Care Fraud Statute prohibits knowingly and willfully executing, or attempting to execute, a scheme or artifice in 
connection with the delivery of or payment for health care benefits, items, or services to:

Defraud any health care benefit program; or

Obtain (by means of false or fraudulent pretenses, representations, or promises) any of the money or property owned by, or under 
the custody or control of, any health care benefit program.

Example: Several doctors and medical clinics conspire in a coordinated scheme to defraud the Medicare program by submitting 
claims for power wheelchairs that were not medically necessary.

Penalties: Penalties for violating the Criminal Health Care Fraud Statute may include fines, imprisonment, or both. 

Social Security Act
The Social Security Administration outlines the way the Social Security Act Section 1632 defines the actions and consequences of fraud: 

1632. [42 U.S.C. 1383a] (a) Whoever—

1. Knowingly and willfully makes or causes to be made any false statement or representation of a material fact in any application
for any benefit under this title,

2. at any time knowingly and willfully makes or causes to be made any false statement or representation of a material fact for
use in determining rights to any such benefit,

3. having knowledge of the occurrence of any event affecting (A) his initial or continued right to any such benefit, or (B) the initial 
or continued right to any such benefit of any other individual in whose behalf he has applied for or is receiving such benefit,
conceals or fails to disclose such event with an intent fraudulently to secure such benefit either in a greater amount or quantity 
than is due or when no such benefit is autho rized,

4. having made application to receive any such benefit for the use and benefit of another and having received it, knowingly and
willfully converts such benefit or any part thereof to a use other than for the use and benefit of such other person, or

5. conspires to commit any offense described in any of paragraphs (1) through (3) shall be fined under title 18, United States
Code, imprisoned not more than 5 years, or both... (Administration, 2015).

Additional Medicare Fraud and Abuse Penalties
Aside from the civil and criminal actions brought by law enforcement agencies, the Medicare program has additional administrative 
remedies applicable for certain fraud and abuse violations.
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Exclusions

Under the Exclusion Statute, the OIG must exclude from participation in all Federal health care programs providers and suppliers convicted of:

1. Medicare fraud;

2. Patient abuse or neglect;

3. Felony convictions related to fraud, theft, embezzlement, breach of fiduciary responsibility, or other financial misconduct in
connection with the delivery of a health care item or service; or

4. Felony convictions for unlawful manufacture, distribution, prescription, or dispensing of controlled substances.

The OIG also has the discretion to impose exclusions on a number of other grounds. Excluded providers cannot participate in federal 
health care programs for a designated period. An excluded provider may not bill Federal health care programs (including, but not limited 
to, Medicare, Medicaid, and State Children’s Health Insurance Program [SCHIP]) for services they order or perform. At the end of an 
exclusion period, an excluded provider must affirmatively seek reinstatement; reinstatement is not automatic. The OIG maintains a list of 
excluded parties called the List of Excluded Individuals/Entities (LEIE), at https://oig.hhs.gov/exclusions on the OIG website.

Civil Monetary Penalties Law (CMPL)
Under the CMPL, Civil Monetary Penalties (CMPs) apply for a variety of conduct.  The CMPL authorizes penalties of up to $50,000 
per violation, and assessments of up to three times the amount claimed for each item or service, or up to three times the amount of 
remuneration offered, paid, solicited, or received. Violations that may give rise to CMPs include:

Presenting a claim that you know or should know is for an item or service not provided as claimed or that is false and fraudulent;

Presenting a claim that you know or should know is for an item or service for which Medicare will not pay; and violating the AKS. 

HIPAA Section 231 expands the prior civil money penalties laws for fraud and abuse violations. These violations are not criminal, so 
jail time is not included in the range of sanctions, but enormous fines, penalties, and exclusion from certain health-care programs 
are not uncommon.

Also, CMPL penalty amounts have significantly increased from $2,000 to $10,000 per violation. Further, the penalties apply for each 
claims form line item or prohibited practice. If a dentist takes a history, gives an injection, and does a small procedure during 1 patient 
visit, that 20-minute visit results in three or more line items on the superbill. If the services were found to be both unnecessary and 
fraudulent, the practice would be looking at a minimum penalty of $30,000 from 1 brief visit. (Lewis MD & Farragher, 2015).

Table 1. Table of Statutes Reference

Civil FCA
31 United States Code (U.S.C.) 
Sections 3729-3733

https://uscode.house.gov/view.xhtml?path=/prelim@title31/subtitle3/chapter37/
subchapter3&edition=prelim
Civil Monetary Penalties Inflation Adjustment
https://www.govinfo.gov/content/pkg/FR-2016-06-30/pdf/2016-15528.pdf

Criminal FCA
18 U.S.C. Section 287

https://uscode.house.gov/view.xhtml?req=granuleid:USC-prelim-title18-
section287&num=0&edition=prelim

AKS 
42 U.S.C. 1320a-7b(b)

https://uscode.house.gov/view.xhtml?req=granuleid:USC-prelim-title42-section1320a-
7b&num=0&edition=prelim

Regulatory Safe Harbors
42 Code of Federal Regulations (CFR) 
Section 1001.952

https://www.gpo.gov/fdsys/pkg/CFR-2015-title42-vol5/pdf/CFR-2015-title42-vol5-
sec1001-952.pdf

Physician Self-Referral Law
42 U.S.C. Section 1395nn

https://uscode.house.gov/view.xhtml?req=physician+self-referral+law&f=treesort&fq=
true&num=0&hl=true&edition=prelim&granuleId=USC-prelim-title42-section1395nn

Criminal Health Care Fraud
18 U.S.C. Section 1347

https://uscode.house.gov/view.xhtml?req=granuleid:USC-prelim-title18-
section1347&num=0&edition=prelim

Exclusion
42 U.S.C. Section 1320a-7

https://uscode.house.gov/view.xhtml?hl=false&edition=prelim&req=granuleid%3AU
SC-prelim-title42-section1320a-7&num=0&edition=prelim

Civil Monetary Penalties Law
42 U.S.C. Section 1320a-7a

https://uscode.house.gov/view.xhtml?req=granuleid:USC-prelim-title42-section1320a-
7a&num=0&edition=prelim Adjustment of Civil Monetary Penalties for Inflation 
https://www.ecfr.gov/cgi-bin/text-idx?SID=78a3e90ced07ef07cb7593828bfa1cb8&mc
=true&node=pt45.1.102&rgn=div5%23se45.1.102_13

Hyperlinks above are accessible at:  https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNProducts/Downloads/Fraud-Abuse-MLN4649244-Print-Friendly.pdf

FRAU
D

&
 A

BU

SE

MEDICAL DENTAL CROSS CODING - SAMPLER EDITION



30

Office of Inspector General
The Department of Health and Human Services (HHS) has the largest Office of Inspector General (OIG) in the federal government. The OIG 
helps HHS detect and prevent waste, abuse, and fraud and also helps improve efficiency of the HHS programs. Most of the OIG resources 
and responsibilities lie in overseeing HHS, but they also extend to Centers for Disease Control and Prevention (CDC), National Institutes 
of Health (NIH), and the Food and Drug Administration (FDA).

Every year the OIG releases a “work plan” of the activities they plan to execute the following year. “OIG chooses the composition of the 
work plan by assessing relative risks in the programs it oversees, identifying areas that are most in need of attention, and setting priorities 
for the sequence and proportion of resources allocated. (Abel, et al., 2014).” The person in charge of the office compliance plan should 
be readily aware of the OIG’s plan for the following year, inform the entire team if the plan will pertain to the practice, and if so, prepare 
the office for any audits pertaining to that particular subject.

The OIG also will issue and oversee Corporate Integrity Agreements (CIA) which provides conditions of not excluding a practitioner from 
participation when that individual seeks to settle the health care fraud cases civilly. CIAs can last up to five years or longer and will 
contain details concerning the conduct that led to the settlement.

Office Compliance Programs
Due to the severity of the consequences that result from committing fraud on dental claims, the office should also develop its own 
“Compliance Program.” These programs will help maintain a legal and ethical environment concerning fraud and abuse. Offices should 
evaluate their highest risks around fraud and abuse and develop a plan to benefit the practice. The entire team should be given the 
continuing education and educational tools to ensure a high degree of coding and insurance administrative compliance. Risk areas to be 
evaluated in a practice should be focused around:

Coding and Billing

◦ Unbundling Codes

◦ Upcoding the level of service provided

◦ Billing for services or items not rendered

◦ Submitting claims for procedures that are not medically necessary

◦ Submitting claims with inaccurate dates of service

◦ Failure to properly use coding modifiers (where applicable)

Documentation

The Dental Record should be able to validate the accuracy of the claim billed and submitted, the date the service was provided, the 
site (specific tooth, teeth or area of the mouth) of the service, the service provided, and the identity of the provider who performed 
the services rendered. Records should be retained according to state laws; however, HIPAA rules require records to be maintained 
for six years of the date of creation, or the date it was last in effect, whichever is later. (Abel, et al., 2014).

For proper billing to occur when filling out dental claims, the documentation in the patient’s chart should match and be able to validate 
the reason and type of services performed on the patient. The documentation should also contain appropriate diagnostic quality images, 
accurate recordings of findings and test results (where applicable) to support the services performed and accuracy of the claim submitted. 

An effective compliance plan must also evaluate if the practice is in jeopardy of improper inducements, self-referrals (Stark Law), and 
kickbacks, and develop a policy to avoid these areas if necessary.

In addition to the above-mentioned duties, the OIG also provides guidance on how to develop an effective 
compliance plan for providers. They state that a solid compliance plan should contain the following criteria:  
(1) written policies, procedures, and standards of conduct, (2) designate a compliance officer and/or compliance committee, (3) hold
effective training, ongoing education, and communication of these policies for all employees (4) publishing the disciplinary actions to
violations of this policy, (5) conducting internal monitoring and auditing and reacting to any detected offenses with corrective actions
(Abel, et al., 2014).

Summary
Conducting responsible patient care not only involves great clinical skillsets, but also requires knowledge of, on-going education, and an 
effective office compliance plan. Thorough documentation and recordkeeping practices are key to maintaining a correct coding and billing 
strategy for submitting dental and medical claims. The laws governing abuse, waste, and fraud are very clear, and the consequences of 
such law violations can be severe – to the point of closing a provider or practice down. The responsibilities of creating a compliant dental 
office falls on every employee involved in patient care and should be taken seriously. Even if you are not the one who commits a crime, 
if you have knowledge of a crime being committed and you do not come forward, there can be consequences for you as the witness. In 
the event that a law is broken, the person who discovers the act should report the actions immediately to the office compliance officer/
committee who should then follow up with proper reporting and disciplinary actions. For more information about fraud, abuse, laws and 
penalties you can visit websites on these topics provided by: CMS, OIG, SSA, and others.
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CDT NOMENCLATURE CPT® DESCRIPTION

D0150 Comprehensive oral evaluation – new or 
established patient

99202-
99205

99211-
99215

Office or other outpatient visit for the 
evaluation and management of a new 
patient 
Editor’s Comments:  See the chapter 
“Evaluation and Management Services 
(E&M)” for information on submitting 
evaluation and management codes.

Office or other outpatient visit for the 
evaluation and management of an 
established patient
Editor’s Comments:  See the chapter 
“Evaluation and Management Services 
(E&M)” for information on submitting 
evaluation and management codes.

RATIONALES

Criteria for determining the level of E&M for outpatient visits is based on the complexity of medical decision making and time 
the provider spends face-to-face with patient and /or family.  Refer to the chapter “Evaluation and Management Services 
(E&M)” for additional information on reporting examination visits.

The CDT code D0150 describes a comprehensive oral evaluation and may be reported to a medical payer using a higher level of 
CPT® code when supported by the clinical documentation.  

DIAGNOSES

E10.630  Type 1 diabetes mellitus with periodontal disease

E10.638  Type 1 diabetes mellitus with other oral complications

E11.630  Type 2 diabetes mellitus with periodontal disease

E11.638  Type 2 diabetes mellitus with other oral complications

K02.–*  Dental caries (decay and cavities)

K05.–*    Gingivitis and periodontal disease

Z01.20 Encounter for dental exam and cleaning without abnormal findings

Z01.21 Encounter for dental exam and cleaning with abnormal findings

Z04.1 Encounter for examination and observation following transport accident 

Z04.2 Encounter for examination and observation following work accident 

Z04.3 Encounter for examination and observation following other accident

Z13.84 Encounter for screening for dental disorders

Z33.1 Pregnant state, incidental

Note:  Please note the above list of linked ICD-10-CM codes is not all-encompassing.  The procedure may be performed for 
reasons other than those listed.  The clinical documentation must support the medical necessity of the procedure, 
and only those conditions supported by the clinical documentation should be reported. 

*Diagnoses codes indicated with an * are not valid codes.  These codes are category or sub category codes.  Refer to the
“ICD-10-CM Reference” in this Manual for additional coding guidelines and selection of the most specific code to report these
conditions.

BILLING TIPS

Traditional Medicare statutorily excludes most dental treatment.  Examinations for the purpose of dental treatment are also 
excluded.  Examinations for medical conditions such as temporomandibular joint disorders or lesions of the oral cavity are 
typically a covered benefit by all medical payers, including Medicare.  Any service or procedure covered by Medicare is subject 
to the mandatory filing law.  

Medicare Advantage plans may have limited dental benefits.  It is advisable that benefits be verified prior to treatment as 
coverage is plan specific.

See the chapter “Medicare and the Dental Practice” for additional information regarding Medicare.
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CDT NOMENCLATURE CPT® DESCRIPTION

D3911 NEW PROCEDURE Intraorifice barrier There is no CPT® code describing intraorifice barrier
See alternative coding and rationale below.

ALTERNATIVE CODING OPTION

Some CDT codes do not have comparable CPT® crossover codes. It is advisable to report the CDT as an HCPCS code unless the payer does 
not accept a CDT code on the CMS-1500 claim form. If not, report unspecified code 41899 with the CDT code D3911 on the line above it 
adding a description of the procedure. 

RATIONALES

When reporting procedures that do not have a specific CPT code, use the CDT as an HCPCS code to communicate with the 
payer the procedure performed. In general, avoid CPT® codes that end with -99 since they are considered “unspecified” codes. 
If the payer does not accept CDT on the CMS-1500 claim form, use 41899 with the CDT code and description on the line above 
41899.

Some payers may require the unlisted CPT® code 41899 (unlisted procedure, dentoalveolar structures).  A brief description of this 
procedure must be included on the claim form.  See “Completing the CMS-1500 (02-12) Medical Claim Form” for instructions 
on how to include a description of services when reporting an unlisted code.   It is advisable that the patient’s benefits and 
coverage be verified prior to initiating treatment.

DIAGNOSES

K00.* Disturbances in tooth formation, structure, eruption, development
K02.53 Dental caries on pit and fissure surface penetrating into pulp
K03.3 Pathological resorption of teeth
K03.81 Cracked tooth
K04.–*         Diseases of pulp and periapical tissue
K08.50 Unsatisfactory restoration of tooth, unspecified
K08.51 Open restoration margins of tooth
M26.3–*      Anomalies of tooth position of fully erupted tooth or teeth
M71.10        Other infective bursitis, unspecified site

S02.5* Fracture of tooth (traumatic) 

Cracked tooth (nontraumatic)

(K03.81)       Broken tooth

Note:  Please note the above list of linked ICD-10-CM codes is not all-encompassing.  The procedure may be performed for 
reasons other than those listed.  The clinical documentation must support the medical necessity of the procedure, 
and only those conditions supported by the clinical documentation should be reported. 

*Diagnoses codes indicated with an * are not valid codes.  These codes are category or sub category codes.  Refer to the
“ICD-10-CM Reference” in this Manual for additional coding guidelines and selection of the most specific code to report these
conditions.

BILLING TIPS

Add a note above the line of the CDT code D3911 on the CMS-1500 claim form, “JP(add tooth number) zzIntraorifice barrier 
Not the final restoration”. Since this procedure is for a specific tooth, you will need to add the tooth number on the claim by 
using JPxx (for example, tooth #20 would be JP20).  You will add the “zz” in front of the description to communicate that it is a 
narrative or description of the CDT code. Should the endodontic treatment be due to trauma or an accident, be sure and report 
the external cause as the last ICD-10-CM code to communicate that it is medical in nature and medically necessary as a result 
of trauma.
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20  Trauma
 Diagnostic, Oral Surgery
Trauma due to Fall, Limited Oral Evaluation, Panoramic, Periapical Radiographs,  
Suture of Wound

SC
EN

A
RI

O

Patient of record presents for evaluation of injuries sustained during a fall from a step stool in the kitchen.  Patient states 
they lost their balance and fell hitting their face on the tile floor.  The dentist performed an oral evaluation and recommended 
a panoramic radiographic image to evaluate for fractures and periapicals of tooth #8, tooth #9 and tooth #10.  Tooth #8, 
tooth #9 and tooth #10 were fractured with a large amount of tooth structure missing.  Radiographs revealed no fractures 
of the jaw and no pulpal exposure.  No restorative treatment was provided due to swelling of the upper lip.  Patient also 
had a small laceration, approximately 1 cm, of the upper lip which was repaired with a suture.  

DIAGNOSES Pointer ICD-10-CM Description CPT® Codes
Modifier 
(if required)

A S02.5XXA Fracture of tooth (traumatic), initial encounter for closed fracture 99211
70320

B S01.511 Laceration without foreign body of lip 99211
12011

C W22.8XXA Striking against or struck by other objects, initial encounter 99211
70320
12011

PR
O

CE
D

U
RE

CDT 2022 Nomenclature
CPT® 
2022

Modifier 
(if required) Description

D0140 Limited oral evaluation – problem 
focused

99211 Office or other outpatient visit for the 
evaluation and management of an 
established patient, which requires at 
least 2 of these 3 components:
• A problem focused history
• A problem focused examination
•  Straightforward medical decision

making

D0220 Intraoral – periapical first radiographic 
image

70310 Radiologic examination, teeth; partial 
examination, less than full mouth

D0230 Intraoral – periapical each additional 
radiographic image

D0330 Panoramic radiographic image 70355 Orthopanogram

D7910 Suture of recent small wounds up to 
5cm

12011 Simple repair of superficial wounds 
of face, ears, eyelids, nose, lips and/or 
mucous membranes, 2.5 cm or less.
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The CMS-1500 (02-12) Medical Claim Form requires the date of service (field 24A), place of service (field 24B, qualifier (field 
14), rendering provider NPI number for each procedure performed (field J).  Field 14 reports the date of current illness, injury, 
or pregnancy and may not always be the same date as the date treatment is rendered as reported in field 24A.  The primary 
diagnosis should be placed in “A.”  The remaining order in which the diagnoses codes are entered into the other boxes is not 
critical.  However, the order in which the pointers (field 24E) are listed is critical.  The pointer communicates to the payer the 
primary diagnosis for each procedure.  The application of ICD-10-CM is communicated to the payer by placing a “0” in field 21 
ICD ind.  The appropriate number of units is reported in field 24 (see “Completing the CMS-1500 (02-12) Medical Claim Form” 
for instructions).  The circumstance of an accident and/or work related claim is communicated to the payer in field 10.  When 
this field is completed, field 15 must report the date of the injury.  

RATIONALES
The rationales below will explain why specific codes have been selected following the coding guidelines as indicated in each 
code set.

ICD

Three ICD-10-CM codes are reported on this claim form. The code S02.5XXA reports teeth fractured due to 
trauma, the code S01.511 reports a laceration to the lip, and W22.8XXA is an external cause code, which reports 
the nature of the accident.  There is no mandated requirement to report external cause codes, however some 
payers may require these codes to adjudicate the claim.  

CPT

Three CPT® codes are reported on this claim form. The code 99211 reports the dentist’s evaluation, the code 
70310 reports the radiological examination, the code 70355 reports the panoramic radiograph, and the code 
12011 reports the laceration repair.  CPT® codes reporting restoration to the fractured teeth will be reported at 
the time services are rendered.

MM DD YY 431 439 XX XX XX

0

 S025XXA S01511 W228XXA

 MM DD YY MM DD YY 11 99211 ABC X.XX X XXXXXXXXXXXXXXXX

 MM DD YY MM DD YY 11 70310 AC X.XX X XXXXXXXXXXXXXXXX

 MM DD YY MM DD YY 11 12011 BC X.XX X XXXXXXXXXXXXXXXX

 MM DD YY MM DD YY 11 70355 AC X.XX X XXXXXXXXXXXXXXXX
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32  Emergency Visit – Operculectomy with Radiograph
Operculectomy with Radiograph

Pointer  ICD-10-CM ICD-10-CM Description CDT Codes

A  K05.01   Acute gingivitis, non-plaque induced D7971, D0220

B K01.1   Impacted teeth  D7971, D0220

The primary diagnosis is listed in Box 34a “A.”  K05.01 is the primary diagnosis because it describes the reason for the 
operculectomy and visit.  Code K01.1 reports the secondary diagnosis as the underlying cause of the inflammation.

The 2019 ADA Dental Claim Form is limited to 4 diagnoses codes (Box 34a).  The primary diagnosis should be placed in “A.”  
The remaining order in which the diagnoses codes are entered into the other boxes is not critical.  However, the order in which 
the pointers (Box 29a) are listed is critical.  The pointer communicates to the payer the primary diagnosis for each procedure.  
For dental claims, always utilize a line for each dental procedure and enter the appropriate quantity of the service provided for 
the units (Box 29b).  For ICD-10-CM, enter “AB” in Box 34.

D0140 (problem focused evaluation) could have been reported under this scenario but might not be reimbursed on the same 
service date. Under this scenario, D0140 was not charged or reported.

RECORD OF SERVICES PROVIDED

24. Procedure Date
(MM/DD/CCYY)

25. Area 
of Oral 
Cavity

26. 
Tooth  

System

27. Tooth Number(s)
or Letter(s)

28. Tooth
Surface

29. Procedure 
Code

29a. Diag. 
Pointer

29b.  
Qty. noitpircseD.03

1

2

3

4

5

6

7

8

9

10

33. Missing Teeth Information   (Place an “X” on each missing tooth.)     ( ICD-10 = AB )  31a.  Other  
Fee(s)  

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 34a. Diagnosis Code(s) A _________________ C _________________

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 (Primary diagnosis in “A”) B _________________ D _________________  32. Total Fee 

A B

D7971
D0220

AB
AB

1
1

EXCISION OF PERICORONAL GINGIVA
INTRAORAL – PERIAPICAL RADIOGRAPHIC IMAGE – FIRST

K05.01
K01.1

31
31

TIP

SC
EN

A
RI

O A child presents complaining of discomfort on the distal of tooth #31.  An intraoral periapical radiographic image (D0220) of 
tooth #31 was taken.  Tooth #31 was partially erupted and the tissue was severely inflamed.  An operculectomy (D7971) was 
performed to remove the excess tissue in order to prevent further infection and relieve the patient’s pain and discomfort.  There 
was no charge for the problem-focused oral evaluation (D0140).
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VIRAL INFECTIONS CHARACTERIZED BY SKIN AND MUCOUS MEMBRANE LESIONS

Codes A00-A99 and B01-B99.99 typically are not reported by dental providers and have been omitted from this list. 
Refer to a complete ICD-10-CM book for these code descriptions.

B00 Herpesviral [herpes simplex] infections

Excludes1: congenital herpesviral infections (P35.2)

Excludes2: anogenital herpesviral infection (A60.-) 

gammaherpesviral mononucleosis (B27.0-)
herpangina (B08.5)

B00.0 Eczema herpeticum

Kaposi’s varicelliform eruption

B00.1 Herpesviral vesicular dermatitis

Herpes simplex facialis 
Herpes simplex labialis
Herpes simplex otitis externa 
Vesicular dermatitis of ear 
Vesicular dermatitis of lip

B00.2 Herpesviral gingivostomatitis and pharyngotonsillitis

Herpesviral pharyngitis

B00.3 Herpesviral meningitis

B00.4 Herpesviral meningitis

Herpesviral meningoencephalitis Simian B disease

Excludes1: herpesviral encephalitis due to herpesvirus 6 and 7 (B10.01, B10.09) 

non-simplex herpesviral encephalitis (B10.0-)

B00.5 Herpesviral ocular disease

B00.50 Herpesviral ocular disease, unspecified

B00.51 Herpesviral iridocyclitis

Herpesviral iritis 
Herpesviral uveitis, anterior

B00.52 Herpesviral keratitis

Herpesviral keratoconjunctivitis

B00.53 Herpesviral conjunctivitis

B00.59 Other herpesviral disease of eye

Herpesviral dermatitis of eyelid

B00.7 Disseminated herpesviral disease

Herpesviral sepsis

ICD-10-CM Reference
This listing is not intended to be a comprehensive listing of all ICD-10-CM codes or their application to specific 
conditions and diseases. Examples listed for the application of use for each code are edited to include those most 
common to the dental practice. For a complete listing of all ICD-10-CM codes and their application please refer to an  
ICD-10-CM code book. The complete ICD-10-CM code set is available for downloading, free of charge, at www.cms.gov.
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