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INSTRUCTIONS TO THE DENTIST:

1) Any claim that is being submitted for reimbursement
(procedure codes 2700 and above) must be accompanied
by pre-operative X-rays. Endodontic procedures require
pre-and post-operative X-rays, while periodontal claims
require charting and X-rays of affected teeth. Please do
not send originals. These will be reviewed and returned
to your office.

2) Submit all claims to UnitedHealthcare Dental at:

Claims Division

P.O. Box 30560

Bethesda, MD 20824-0560
(800) 445-9090



