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Introduction 
As part of a commitment to service, Pacific Blue Cross publishes this guide to assist you when submitting 
claims on behalf of Pacific Blue Cross patients. Payment is based on the information you submit on the 
claim, each patient’s plan percentage and according to the plan provisions in effect on the date the 
service is completed. Pacific Blue Cross reserves the right to determine who may participate as a 
provider.  

About Pacific Blue Cross 
Pacific Blue Cross, a not-for-profit company, has been British Columbia’s leading benefits provider for 

over 70 years. Our comprehensive understanding of changing health care needs fuels our commitment to 

service. Together with BC Life, our subsidiary, we provide health, dental, life, disability and travel 

coverage to nearly 1.5 million Canadians through employee group plans and through individual plans for 

those who do not have coverage with their employer. Pacific Blue Cross and BC Life continue to respond 

to customers’ needs in plan design, administration and technology. 
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PROVIDERnet®   

 
 
To access PROVIDERnet: 

• Start at  

• Click on “Service Provider”  

• Follow the easy steps to sign-in 
 
The PROVIDERnet site includes application/change forms, the latest announcements and news available 
to dental providers, answers to frequently asked questions and past issues of Word of Mouth.  You can 
download the newest Dental Fee Schedule and Reference Guide. There is also access to view pre-
authorizations as well as sign up for Direct Deposit and Electronic Statements. 
 

Making your job easier! 
 
PROVIDERnet has been redesigned to allow your dental office to self-help more effectively. Features 
include signing up for Direct Deposit, Electronic Statements, Viewing pre-authorizations for your patients, 
and setting up your own PROVIDERnet web account. 
 
With these features come upgraded security and privacy. Each person in your dental office must have 
their own web account. There is also a Primary Administrator (dentist) for each Provider Number.  This 
Primary Administrator can also set up another Primary Administrator (office manager) or other 
Administrators (Front Desk Staff) if you so choose. Certain roles are created based on the information you 
want accessed by different employees in your dental office. The Primary Administrator has sole restricted 
access to updating and viewing banking information should you choose to sign up for Direct Deposit.   
 
Some key points on web accounts: 

• Each person in the dental clinic must have their own web account. Sign in with an 
email address and the password they registered with. 

• The Primary Administrator is responsible to set up web accounts for people in your 
dental office and assign roles on access to information. 

• When staff leave your dental office as a Primary Administrator it’s important to 
terminate that web account. Web accounts that are not in use for 3 months will be 
automatically made inactive. 

• It is not recommended to use a clinic email. If you choose to proceed, all office 
personnel will have access to view and change banking information and view patient 
accounts from multiple office locations. 

 
PROVIDERnet features a Plan Benefit and Eligibility Lookup Tool that gives you access to dental 
coverage information for Pacific Blue Cross members and Ministry of Social Development and Social 
Innovation* clients. 
Note:  Not available for national Blue Cross members. 

 
For Pacific Blue Cross group or individual plan members you can obtain the following information: 

• Confirm if your patient has active coverage 

• Get a plan breakdown 

• Look up limits and rules for specific procedures 

• Find out the next date a specific procedure is eligible 

• Know how much a patient has left in a specific maximum 
For Ministry of Social Development and Social Innovation* clients you can: 

• Confirm if your patient has active coverage 
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• Look up plan limits available for services 
 

How to look up patient eligibility and benefits 
 

• After you have signed on to PROVIDERnet, look for the Plan Benefits and Eligibility 
Lookup tool. 

• For Pacific Blue Cross members, enter the policy and ID numbers exactly as shown 
on the Pacific Blue Cross ID card 

• For Ministry of Social Development and Social Innovation clients, enter their Personal 
Health Number (PHN). 

• Enter up to 7 Fee Item Number(s) or click autofill to automatically input the most 
commonly used Fee Item Numbers. 

• Click the Submit button 

• View all the information! 
 
For your Ministry of Social Development and Social Innovation* clients, print a copy of the PROVIDERnet 
page for your records. 
 
Note: Confirmation of eligibility is not a guarantee of payment or coverage. A member’s status can change at any 
time. The patient should contact their plan administrator when in doubt. 
 
*Ministry of Social Development and Social Innovation is for members living in British Columbia only. 
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DACnet™  

What is DACnet™? 

DACnet™ is the electronic claims network for Denturists, sponsored by the Denturist Association of 
Canada (DAC). This system enables your office to electronically transmit pay denturist claims, pay patient 
claims and most pre-authorizations for your Pacific Blue Cross and national Blue Cross patients (see 
National Blue Cross Plans).  

Why should I send claims via DACnet™? 

DACnet™ helps you save on postal and courier costs, mailing time, may reduce keying errors and 
enables more timely claims adjudication. Transmitting claims electronically is also environmentally 
friendly. It is not necessary to send a paper claim if you have already transmitted a claim via DACnet™.  

How much will it cost to transmit claims? 

Pacific Blue Cross does not charge registration or transmission fees for this service. 

How do I Access DACnet™? 

When you are ready to start transmitting claims via DACnet™, follow these easy steps: 

Step 1 – Equipment and Software 

You need a computer with a monitor, a modem, a telephone line and the DACnet™ certified software 
recognized by Pacific Blue Cross. 

For a list of DACnet™ Certified Software Vendors, visit  www.dacnet.ca. 

Step 2 – Contact the Denturist Association of Canada  

Each denturist in your office must individually complete and sign a DACnet™ Subscription Agreement. 
Visit the DACnet™ website, www.dacnet.ca, to download and print the subscription agreement form. 
Complete the form and fax to the Denturist Association of Canada at 604 582-0317. They will record your 
information, process your payment and forward the signed subscription agreement to the DACnet™ Help 
Desk for set up. The Help Desk will provide you with office and identification numbers and a User Guide 
to enable you to submit claims. Then, call your software vendor with this information so they can 
configure your software. 

If more information is needed, contact the Denturist Association of Canada at 604 538-3123 or toll-free 1 
877 538-3123. For technical issues call the DACnet™ Help Desk at 1 877 832-2638. 

Step 3 – Contact Pacific Blue Cross 

Once your software is configured and network ready, contact Pacific Blue Cross: 

Provider Relations 

E-mail: provider@pac.bluecross.ca 
Fax: 604 419-2115 

Customer Services 
604 419-2236 or toll-free at 1 888 419-2236 

Claims Submission 

Pacific Blue Cross can accept most pay denturist claims, pay patient claims and Basic or Major Plan pre-
authorizations. However, some procedures require additional information that will not transmit 
electronically. These claims and/or procedures must be submitted as paper claims (see Excluded 
Submissions). 



  
   Effective October 2014 

 
 

- 6 - 

 

The denturist is solely responsible for giving the office staff access to the system. The denturist is also 
responsible for the data entered and transmitted. By sending claims electronically, the denturist certifies 
that the services were successfully performed, and that the claim data is an accurate statement of the 
services performed and fees charged. 
While most electronic claims are transmitted on the date of service, they must be submitted within one 
year from the date the expenses were incurred. Claims for National Blue Cross plans must be transmitted 
within 30 days of the date the expenses were incurred. See National Blue Cross Plans Section for more 
detailed information on submitting national plan claims. 

All claims submitted are subject to random patient audits. To assist with this process, Pacific Blue Cross 

kindly requests practitioners forward the appropriate supporting documentation. If documentation is not 

provided or does not support the service paid, Pacific Blue Cross has the right to recover paid claims. 

Claims Processing 

Your claims are validated upon receipt to verify the information is complete. If the claim does not pass 
validation, you are instructed to either correct the information and retransmit or submit a paper claim. 
Cheques and statements are produced biweekly. 

Coordination of Benefits (COB) 

Pacific Blue Cross will accept electronic COB claims through DACnet™ only if the primary plan is a 
Pacific Blue Cross or national Blue Cross plan.  

If the patient’s primary plan is a Pacific Blue Cross or national Blue Cross dental plan, and the secondary 
coverage is also a Pacific Blue Cross or national Blue Cross dental plan, the primary coverage can be 
transmitted via DACnet™. Pacific Blue Cross will automatically generate the secondary claim and submit 
this claim for adjudication. The policy, ID, date of birth and relationship to the cardholder, from both plans,  
must still be indicated in the appropriate areas in the one claim transmission. 
If the patient’s primary plan is a Pacific Blue Cross or national Blue Cross plan, and the secondary 
coverage is with another health benefits carrier or another Blue Cross program, the primary coverage can 
be transmitted via DACnet™. However, the secondary coverage requires a paper claim submission. 
Note: Some employers do not allow duplicate coverage when they employ both spouses. 

Excluded Submissions 

Due to the complexity of some procedures, and the requirement to attach additional information, some 
claims and/or pre-authorizations cannot be processed if sent electronically via DACnet™. A paper claim 
form must be submitted for the following: 

• COB claims and pre-authorizations when another health benefits carrier is the primary plan and PBC 
is the secondary plan 
• Procedures requiring radiographs 
• Procedures requiring review by our dental consultant 
• Procedures requiring a written explanation 
• Procedures required as a result of a dental accident 
• Adjustments 

If you transmit a claim and require an adjustment, do not retransmit the corrected claim via DACnet™. 
Submit a paper claim with Adjustment Request clearly indicated on the form. 
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Pacific Blue Cross Plans 
Participating providers understand and agree that the submission of claims to Pacific Blue Cross will be made 
according to the terms and conditions outlined in this section. 

 

Dental Care Plans 

Pacific Blue Cross administers many different types of plans, and can be classified into three broad 
categories: 

 1. Employer/Association-sponsored plans:  These are group plans sponsored by employers, 
unions, associations or trusts, providing benefit coverage for their members. 

 2. Individual health plans:  These are plans purchased by individuals in British Columbia and 
Yukon where group coverage is not available.  Individuals may be self-employed, without 
employer benefits or retired. 

 3.  Government-sponsored plans:  These are plans for individuals in British Columbia and Yukon 
that are sponsored by a government program. 

The following information outlines that Pacific Blue Cross standard group dental care plans (Schedule 1, 
2, and 3). You should also refer to the current Pacific Blue Cross Denturist Fee Schedule for additional 
limitation details. 

Services 

The Denturist will provide eligible denturist services to individuals who have coverage under dental plans 
with: 

• Pacific Blue Cross 

• Ministry of Social Development and Social Innovation (Ministry)* 

• or other dental programs administered by Pacific Blue Cross or that Pacific Blue Cross 
may participate in. 

 
*Ministry of Social Development and Social Innovation is for clients living in British Columbia only. 

Duly Licensed 

The denturist verifies that he/she is a duly licensed denturist under the laws of their province/territory. The 
denturist agrees to advise Pacific Blue Cross as soon as reasonably possible if he/she is no longer able 
to practice as a denturist. Pacific Blue Cross will not pay for services rendered by a denturist who is not 
licensed to practice as a denturist. 

Prior to billing partial denture services, you must apply and receive approval by the College of Denturists 
of BC, and then successfully complete the required examination. 

Claiming Format 

Pacific Blue Cross will accept standard dental claim forms, and other claim forms that have been provided 
by Pacific Blue Cross or other similar claim forms provided the claim contains all necessary information 
and is set out in a readable and comprehensible format. 

Submission of Claims 

The denturist certifies that every claim for services submitted to Pacific Blue Cross is a true and accurate 
account of services rendered, is properly payable, and is unpaid or partially unpaid by another payer (e.g. 
provincial government agency or benefit carrier). If there is another payer, the denturist will advise Pacific 
Blue Cross and will forward a copy of the primary plan Explanation of Benefits statement to coordinate 
payment. 
 

The denturist will submit claims in accordance with the fee item numbers in the current Pacific Blue Cross 
Denturist Fee Schedule, applicable Provincial Denturist Fee Schedule or the Denturist Fee Schedule as 
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specified in other dental programs that Pacific Blue Cross administers or may participate in. 
 

If a denturist fails to comply with any of the items in this reference guide, his/her provider status may be 
reviewed, and Pacific Blue Cross may refuse to accept claims directly from the denturist. Pacific Blue 
Cross reserves the right to refuse electronic claims from a denturist where there is evidence of fraud, 
misrepresentation or abuse. 

See Claiming Procedures for more information 

Payment of Claims 

Pacific Blue Cross Dental Care plans provide coverage for basic dental services. 

Payment is based on the information you submit on the claim, each patient’s plan percentage, and 
according to the plan provisions in effect on the date of service is completed. Amounts in excess of the 
applicable provincial fee guide are the member’s responsibility. 

If a discount is given to the patient, bill the actual discounted amount.  The provider is responsible to 
collect any co-payment amount from the patient; the co-payment must be collected whether the fee is 
discounted or not.  If discounting to non-insured patients, the same discount should be extended to 
insured patients. 

Pacific Blue Cross reimburses claims at the applicable plan percentages of the provider’s usual and 
customary fees from the Pacific Blue Cross Denturist Fee Schedule for work performed in British 
Columbia or out of Canada.  For work performed in Canada, except British Columbia, Pacific Blue Cross 
will reimburse claims at the applicable plan percentage of the provider’s fees from the Denturist 
Association Fee Guide based on where the work is performed. 

The denturist understands that Pacific Blue Cross contracts may contain deductibles, co-payment 
amounts, dollar limitations and maximum provisions. Payment of the uninsured portion is the patient’s 
responsibility. 

All of the plan’s limitations include services performed by dentists, denturists, and hygienists. 

As a provider for Ministry plans, the denturist accepts the terms and guidelines of the Ministry Schedule of 
Fee Allowance – Denturist.* 

*Ministry of Social Development and Social Innovation is for clients living in British Columbia only. 

Pacific Blue Cross will issue a statement outlining claim payment details. There is a separate statement 
for pre-authorizations 

Currency 

Pacific Blue Cross will pay all claims in Canadian dollars. 

Confidentiality of Personal Information 

Both parties will collect, use, disclose and retain the personal information of patients in compliance with 
the applicable provincial or federal privacy legislation in the province or territory where the dental services 
are provided.  
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Overpayment 
If an overpayment or error is found on the statement, the dental provider can cash the original cheque 
from Pacific Blue Cross.  Dental providers have the option of issuing a cheque (payable to Pacific Blue 
Cross) to cover the overpayment amount or requesting an adjustment which will deduct the overpayment 
from a future statement. The dental provider can either call or mail in the information to Pacific Blue 
Cross. When mailing a cheque for the overpayment amount, include the statement indicating the 
patient(s) and amount(s) that are erroneous along with a brief explanation.  Mail the documentation to: 
 
Pacific Blue Cross 
Attn: Finance 
PO BOX 7000 
Vancouver, BC V6B 4E1 
  
Pacific Blue Cross will review the appropriate claim(s) and the adjustment(s) will show on the next 
statement(s). 
  
Overpayment may include claims with incorrect payment, inappropriate billing or misrepresentation of 
services rendered. 

Audit of Records/Files 

To ensure compliance with legal obligations with clients, Pacific Blue Cross reserves the right to request 
copies of any records, such as the patient’s treatment files or financial records, in the possession of the 
denturist, which are relevant to any claim being audited by Pacific Blue Cross.  
 

Pacific Blue Cross will present a signed authorization from the patient for consent to the disclosure of 
personal information at the time of the request for the records and information pertaining to a claim.  

Where an audit indicates a payment error, the error will be corrected and proper payment will be made to 
Pacific Blue Cross or to the denturist, as applicable. 
 

Pacific Blue Cross shall maintain the confidentiality of these records in accordance with applicable privacy 
laws. 

Indemnity 

The denturist shall indemnify and save Pacific Blue Cross and its directors, employees and agents 
harmless from and against any and all damages, losses, expenses or liabilities (including assessed costs 
of litigation and assessed costs of litigation and assessed legal fees) awarded against or incurred by 
Pacific Blue Cross to the extent that such damages, losses, expenses or liabilities are brought in 
connection with services provided by the denturist. 

Intellectual Property 

Neither Pacific Blue Cross nor the denturist shall reproduce or use the corporate name or logos owned or 
licensed by one another in any written material without prior written consent. 

Assignment 

The denturist cannot assign any of his/her rights or responsibilities under this arrangement with Pacific 
Blue Cross without Pacific Blue Cross’s written consent. 

Amendment 

Pacific Blue Cross reserves the right to amend this reference guide. Pacific Blue Cross shall post these 
changes on its website at www.pac.bluecross.ca  
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Non-Standard Plans 

 
Individual Dental Care plans, non-standard dental plans and national Blue Cross plans each have unique 
limitations that may differ from Pacific Blue Cross standard plans.  
 
If you require additional information on a patient’s coverage, use the Plan Benefit and Eligibility Look up 

Tool in PROVIDERnet available 24/7, at  

Exclusions 

The following services are commonly excluded on the Pacific Blue Cross dental plans: 

• Recent duplication of services by the same or a different dentist, dental specialist, denturist or 
hygienist 

• Charges in excess of the plan’s eligible amount 

• Charges for implants or services performed in conjunction with implants, except as indicated in 
this fee schedule 

• Charges in excess of those listed in the current Pacific Blue Cross Denturist Fee Schedule 

• Incomplete or temporary procedures 

• Any extra procedure that is normally included with the basic service performed 

• Services or items that would not normally be performed for a patient without dental benefit 
coverage. 

• Oral hygiene or nutritional instruction, completion of forms, written reports, communication costs 
or charges for translating documents into English 

• Late or financing charges, interest or insurance charges and charges for broken appointments 

• Services or items which are free for patients with or without dental benefit coverage. 
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Pacific Blue Cross Identification Cards 
Pacific Blue Cross provides each member with identification cards. These cards are for the use of the 
member, their spouse and dependent children. 
The policy number is a unique number assigned to each participating company. If a long period of time 
has passed since a patient was last in your office, you should inquire if the policy and ID numbers have 
changed. 

The ID number on the card belongs to the member. When claiming for any member of the family, use the 
policy and ID number of the individual, along with the relationship to the cardholder and date of birth. If 
there are preceding zeroes on the ID card this must be entered into your dental software for the 
claim to transmit correctly.  

Only the cardholder is listed on the card so it is important to confirm the relationship of the patient to the 
main cardholder. Request picture identification from new and referred patients. You should also maintain 
a record of the patient’s current address and telephone number, and the employer’s name and telephone 
number. Pacific Blue Cross cannot disclose this information. This will also help to prevent fraudulent 
claims. See the Whistleblower Hotline Section of this guide for more information on fraud prevention. 

If you require additional information on a patient’s coverage, use the Plan Benefit and Eligibility Lookup 

Tool in PROVIDERnet® available 24/7, at  
 

 

Sample Pacific Blue Cross ID Card 

NOTE: See National Blue Cross Plans section for a sample Blue Cross ID Card 
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Claiming Procedures 

Claiming Deadline 

Submit claims as soon as reasonably possible. In no event will payment be made on any claim received 
later than one year from the date of service (excludes non-standard plans with different claiming 
deadlines). 

Claim Form Requirements 

Pacific Blue Cross provides a PDF of a Pacific Blue Cross claim form for your denturist office if you do not 

use the Standard Dental Claim Form.  It is available at  To ensure prompt and accurate 
claims processing, you must accurately identify the claimant.  Pacific Blue Cross requires the member’s 
policy and identification number, the patient’s signature, the patient’s date of birth, relationship to the 
cardholder, the patient’s full name and current address.  Payment may be delayed or denied if incorrect 
numbers and information are indicated on the claim. 

Co-payment 

Pacific Blue Cross reimburses claims at the applicable plan percentages of either the dental provider’s 
usual and customary fee or the fee schedule amount (whichever is less). The provider is responsible to 
collect any co-payment amount from the patient; the co-payment must be collected whether the fee is 
discounted or not. If discounting to non-insured patients, the same discounted fee should be extended to 
insured patients. 

Date of Service 

The date of service indicated on the claim must be the actual date services are rendered, for procedures 
that require only a single office visit. For procedures which require more than one office visit, the final 
completion date or the actual insertion date must be used for the date of service.  Services and 
procedures must be completed and considered successful before submitting a claim for payment.  
Temporary procedures are the responsibility of the patient.  Pacific Blue Cross will not pay for incomplete 
or unsuccessful services. 

Fee Item Numbers and Tooth Numbers 

The dental provider must bill the actual procedures performed. Do not substitute an alternative fee item 
number. For some Pacific Blue Cross dental plans, a lower cost alternative may be allowed for certain 
dental services based on certain criteria. In these cases Pacific Blue Cross will determine the applicable 
basic rate for payment. 

Do not bill more than on item on a claim line.  Bill each tooth and fee item number on a separate line. 

Use the International Tooth Numbering System for all procedures requiring a tooth number. 

In the Pacific Blue Cross Denturist Fee Schedule, look for the tooth symbol  which denotes when a 
tooth number is required. 

If the description of the procedure performed differs from the fee item number, or there are unusual 
circumstances, write an explanation in the Additional Information section of the claim form. If more space 
is required, please enclose a separate note or a second claim form. 

Pacific Blue Cross reserves the right to request pre-authorization and a second opinion on proposed or 
performed services. Claims for services submitted without prior approval are reviewed before 
reimbursement is considered. 

Lab Fees 

For each service that requires a lab, itemize the total professional fee and the total lab fee. Do not bill lab 
fees on a separate line from the service they pertain to. Pacific Blue Cross does not reimburse on partial 
billings. 
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Lab bills and radiographs are not necessary, unless specifically requested by Pacific Blue Cross. For 
electronic claims, submit the professional and lab fee amounts separately as indicated in the Pacific Blue 
Cross Denturist Fee Schedule.  Do not submit a combined professional and lab fee amount. 

Provider ID Number 

All claims must show your Provider ID & DAC Office number of the dental provider performing the 
services. If you do not submit claims via DACnet, Pacific Blue Cross will provide you with these numbers. 

Signatures 

A patient (parent/guardian for minors) signature is required on all claim forms in the section that 
acknowledges services rendered and release of information. [This requirement does not apply to Ministry 
of Children and Family Development (MCFD) or Ministry of Social Development and Social Innovation 
(MSDSI) claims.] Claims will be returned if there is no patient signature.  Do not obtain patient signatures 
on blank or incomplete claim forms. Pacific Blue Cross is unable to accept “signature on file” as an 
alternative for the patient’s signature; however, this is accepted in the other employee/plan 
member/subscriber sections. Pacific Blue Cross does not require the patient’s signature on adjustments 
or resubmissions as long as the claim originally submitted was signed, or was submitted via DACnet™. 
For DACnet™ claims, dental offices should ensure they have the patient and member signatures on file 
as per the DACnet™ Subscription Agreement. 

Claims, resubmissions and adjustments must include the authorized signature of the Denturist. This 
confirms that the work was completed and accurately billed. The Denturist remains solely responsible for 
all claims submitted. 
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Coordination of Benefits (COB) 
The patient should verify eligibility with the plan administrator, as some plans do not allow duplicate 
coverage. If the dental plan provisions do not allow duplicate coverage, you must check the validity of any 
pre-authorization before starting treatment. 
 
For patients with more than one Pacific Blue Cross plan, or whose additional coverage is with a national 
Blue Cross plan, submit only one claim form or pre-authorization. Indicate the coverage information for 
the second plan in the appropriate area on the claim form or pre-authorization.  
 
For patients whose additional coverage is with another health benefits carrier, or another Pacific Blue 
Cross program, continue to submit two claim forms with the pertinent plan information on both forms. A 
copy of the Explanation of Benefits statement from the primary plan is always required along with your 
claim form when submitting a COB claim where Pacific Blue Cross is the secondary plan.  
 
To prevent the delay of assessment, please provide any pertinent information that will assist Pacific Blue 
Cross in determining the order of payment. Pacific Blue Cross bases COB rules on the Canadian Life and 
Health Insurance Association (www.clhia.ca) guidelines.  
 
They are: 
  1) The plan where the person is covered as a member. 

2) The plan where the person is covered as a dependent spouse. 
3) If a person is a member (cardholder) of two plans, priority goes to: 

i. the plan where the member is an active full-time employee 
ii. the plan where the member is an active part-time employee 
iii. the plan where the member is a retiree 

  4) Primary coverage for dependent children is determined by: 
i. the plan of the parent with the earlier birth date (MM/DD) in the calendar year. 
ii. the plan of the parent whose first name begins with the earlier letter in the 

alphabet when the parents have the same birth date. 
 5) In situations of separation or divorce, where there is single custody, the following order 

applies: 
i. the plan of the parent with custody of the child 
ii. the plan of the spouse of the parent with custody of the child 
iii. the plan of the parent not having custody of the child 
iv. the plan of the spouse to the parent in not having custody of the child 

 6) In situations of separation or divorce where there is joint custody, the following order 
applies: 
i. the plan of the parent with earlier birth date (MM/DD) in the calendar year 
ii. the plan of the parent with later birth date (MM/DD) in the calendar year 
iii. the plan of the spouse of the parent with earlier birth date (MM/DD) in the 

calendar year 
iv. the plan of the spouse of the parent with later birth date (MM/DD) in the calendar 

year 
If the secondary plan does not have a COB provision, Pacific Blue Cross will coordinate payment as the 
secondary plan. 
It is a requirement to include proof of payment (copy of Explanation of Benefits) when another carrier is 
involved. This assists with the processing of a claim when deductibles or limitations are reached under 
the primary plan. If the primary plan is no longer in effect, please provide the termination date. 

Total reimbursement will never exceed 100 percent of the eligible amount in the Pacific Blue Cross Fee 
Schedule.  
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Dental Claim Form 
Pacific Blue Cross accepts the CDA standard dental claim form. Also accepted is the Pacific Blue Cross 

dental claim form which you can download from   

The adjacent page shows an example of the Pacific Blue Cross claim form.  

Note: An incorrect or incomplete form will delay payment. 

 

Follow this guide when completing a Pacific Blue Cross dental claim form: 

Patient – Part A 

1.  Enter the patient’s first and last names and make sure that you provide their complete current 

address. 

2. If the procedures require further explanation, enter the information below the patient name 
and address. 

Provider 

3. Enter the Dental Provider Unique ID Number, Office Number and Specialty.  
4. An authorized signature from the provider’s office is required. This confirms that the work was 

successfully completed and the billing is correct. Unsigned claims are rejected for missing 
signature. 

5. Indicate where payment is to be sent either Provider or Member (pay patient). Without this 
information the claim cannot be processed for payment and is returned. If payment is going to 
Provider have the patient sign. 

Claim Information 

6. Enter the date of service. This date must be the final completion date. 
7. Enter the procedure code. Use one line for each fee item number. 
8. Enter a short description of the services.  
9. Indicate the tooth number. If more that one tooth is involved, indicate the additional tooth 

numbers in the “Additional Information” box under patient name/address. 
10. Indicate the surface names. 
11. Enter the professional fee for each line.  
12. If there is a lab fee, indicate the amount for each line. Grouped billings are NOT acceptable 

and are returned. 
13. Enter the total amount billed (professional fee plus lab fee). 

Employee/Member 

14. Enter the policy, employer name, daytime phone number, ID number, full name and date of 
birth for the employee/plan member/subscriber.   

Patient – Part B 

15. Indicate Relationship to Cardholder and patient’s date of birth. 
16. Signature of the patient is required. Unsigned claims are rejected for missing signature. 

 

Other Coverage  
17. When a patient has other dental coverage, this section must be completed in full. Failure to 

do so will result in the claim being returned for clarification. 
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Pacific Blue Cross Statements  
The Pacific Blue Cross Provider Statement lists the following items: 

1. Dental Provider name and address (mailing address) 

2. Date (the date the statement was produced) 

3. Your Office Number (4-digit) Your ID Number (9-digit) 

4. Page number 

5. Cheque number/Direct Deposit Number (this is the payment number that appears on a physical 

cheque attached to the statement or on the Electronic Funds Transfer (EFT) statement.  

Dental Claim Summary  

6.  Total claimed amount (The total amount for all members on the statement) 

7.  Amount paid by PBC plan (The total amount covered by all Pacific Blue Cross plans) 

8.  Total payment amount (The total payment amount once co-payments and deductible have been 

satisfied) 

Details 

9.  Claim ID (a number assigned to each transaction) 

10. Service Date (the date shown is the exact date the work was performed) 

11. Tooth Number 

12. Claimed Procedure (Fee Item Number) 

13. Claimed Amount (the total cost of the Fee Item Number indicated) 

14. Eligible Amount (the amount that is eligible under the plan) 

15. Deductible amount (the amount applied to the plan's deductible if applicable) 

16. Percent covered (plan percentages vary based on plan design) 

17. Plan Paid Procedure (the Fee Item Number that is eligible under the plan - may alternate) 

18. Plan Paid Amount (the balance represents the portion the member pays out of pocket) 

19. Message Code (explains claim payment or reason for refusal) 

20. Policy number (identifies the Pacific Blue Cross plan) 

21. ID number (identifies each Pacific Blue Cross member)  

22. Patient Name  
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National Blue Cross Plans 
Note: This information is intended for providers in British Columbia and Yukon. If you are a dental 
provider in another province, please contact your local Blue Cross office for plan and claim information. 

Pacific Blue Cross processes dental claims for members of national clients living in British Columbia and 
Yukon. Members of these national plans are issued a unique Blue Cross identification card. When a 
member presents this card to your office, accept it as a valid Pacific Blue Cross Dental ID card and send 
the claims to Pacific Blue Cross for processing. Your office can send claims and pre-authorizations for all 
national plans electronically through DACnet™, or manually by filling out a claim form. 

For patients with more than one national or Pacific Blue Cross plan, submit one claim form only. For 
patients whose additional coverage is with another health benefits carrier, a copy of the primary carrier’s 
Explanation of Benefits is required with your claim form submission. It is necessary that the coverage 
information for the second plan is included on your claim form submission. Please refer to the 
Coordination of Benefits (COB) section of this guide for more information on submitting these types of 
claims. 

To transmit claims using DACnet™ 

National plan claims are transmitted the same way as standard Pacific Blue Cross claims. The only 
difference is in how you enter the identification and group policy numbers: 

In the Primary Policy Plan Number field, omit the two leading zeros and enter the remaining eight digits of 
the policy number exactly as shown on the card (e.g., 93900001). Leave the Division Number field blank. 
 

In the ID Number field, enter the 11- digit identification number the same way as you would the standard 
Pacific Blue Cross ID number (e.g., 12345678900). Some software may require entering the first nine 
digits into the ID Number field and the last two digits into the Dependent Number field. 

Your office has 30 days from the date of service to submit a national claim through DACnet™. 

To submit claims using a paper claim form 

Write all 10 digits of the policy number in the Group Number section and all 11 digits of the identification 
number in the ID Number section.  
 

Indicate the professional fee, lab fee and total fee as separate amounts on the claim form. 
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Ministry of Social Development and Social 

Innovation 
Note: This information is intended for Providers in British Columbia only. 

The Ministry of Social Development and Social Innovation (Health Assistance Branch) provides coverage 
for some (but not all) income assistance recipients and Pacific Blue Cross administers the claims on their 
behalf. Recipients eligible for Ministry-sponsored dental coverage can either have basic dental and 
denture service coverage, or coverage for emergency services only. For complete details on eligible 
benefits, refer to the current Ministry Schedule of Fee Allowance - Denturist. 
 

Before beginning treatment, you can view coverage on PROVIDERnet or contact the Pacific Blue Cross 
Ministry Department (604 419-2780 or toll-free 1 800 665-1297) to confirm the patient’s eligibility and 
coverage information. Claims can be submitted on a standard, computer generated or Pacific Blue Cross 
claim form. Most claims can also be submitted electronically via DACnet™. Cheques are issued bi-
weekly.  
 

Send claims to: Pacific Blue Cross, Ministry Dental Program, PO Box 65339, Vancouver BC V5N 5P3. 
 

Pacific Blue Cross Individual Dental Plans 
Pacific Blue Cross offers a variety of unique dental products to meet the needs of individuals without a 
group dental plan for British Columbia and Yukon residents.  However, they may travel to other province 
in Canada for dental services. 
 
Individual plans vary from group plans in that eligible benefits are contract specific, contain a variety of 
limitations, have a sliding percentage of payment and may have a designated no-claims waiting period. 
 
Pacific Blue Cross provides Individual plan members with a Pacific Blue Cross ID card. Ask your patient 
to bring in their Individual Plan contract for coverage details and limitations to each visit. Pacific Blue 
Cross also recommends that you contact the Customer Service department  at 1 888 419-2236 before 
beginning any work in order to become familiar with your patient’s Individual Plan coverage.  
 
If you have patients who might be interested in obtaining Individual Plan coverage, Pacific Blue Cross can 
provide your office with a display stand and a supply of brochures. To place an order, contact the 
Individual Plans department by:  
 
Telephone: 604 419-2200  
or toll-free: 1 800 USE-BLUE (1 800 873-2583) 
Fax: 604 419-2199 
E-mail: inhealth@pac.bluecross.ca 
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Phone Numbers 
Dental Inquiries - Pacific Blue Cross inquiry lines are available from 8 a.m. to 4:30 p.m., Pacific Time, Monday to 

Friday, excluding statutory holidays 
 
Dental benefit and/or claim information Lower Mainland BC: 604 419-2236   

Toll-free:   1 888 419-2236 
Registration or Changes to your existing 
Provider Account 

Visit www.pac.bluecross.ca and click “Service 
Provider” for application/change forms 

 

Transmission Problems - Contact your software vendor, or Pacific Blue Cross Technical Support, 5 a.m. to 

midnight, Pacific Time, seven days a week, including statutory holidays. 
 

For technical support on claim rejection errors – 
claim received by Pacific Blue Cross 

Lower Mainland BC:           604 419-2222  

Toll-free:                              1 800 487-3228 

For transmission problems – claim not received 
by Pacific Blue Cross 

Call your dental software vendor 
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Whistleblower Hotline 
Pacific Blue Cross is committed to protecting the integrity of the benefit plans provided to members.  The 
Whistleblower Hotline is a program that allows members, providers and employees to anonymously report 
fraud and unethical behaviour.  
 
The hotline includes a website and toll free number to augment the processes Pacific Blue Cross already 
has in place to help with fraud prevention. The service is provided and administered by CANPRO 
HRServices Inc., an independent third party, on behalf of Pacific Blue Cross. 
 
The Whistleblower Hotline is available at www.pbc-ethics.com or calling 1 800 661-9675. Stakeholders 
will be able to anonymously report incidents of unethical behaviour. All information relating to the report, 
including any caller or client communication with CANPRO HRServices Inc. is kept private, confidential 
and secure. Pacific Blue Cross will investigate all incidents reported to the third party provider. 
 



 

 

 



 

  


