
Dental Benefit Limit Exception (BLE) 
Request Form
This form must be attached to a completed ADA dental claim  
form. All fields must be legibly completed, and all required  
documentation provided.

Please print

Member information

Last name:

First name:

Date of birth (mm/dd/yyyy):

Member ID number:

Phone:

Provider information

Last name:

First name:

NPI number:

AmeriHealth Caritas ID number:

Phone:

Benefit exception request type:     □ Prospective    □ Retrospective - Dates of Service:  _______________________

Benefit limit criteria to be reviewed (check all that apply or do not check any boxes if none apply): 
□  Patient has a serious chronic systemic illness or other serious health condition and denial of the exception will 

jeopardize the life of the patient.
□  Patient has a serious chronic systemic illness or other serious health condition and denial of the exception will 

result in the rapid serious deterioration of the health of the patient.
□ Granting the exception is a cost-effective alternative for AmeriHealth Caritas Pennsylvania.
□ Granting the exception is necessary in order to comply with federal law.

Explain below why the patient meets the criteria for a benefit limit exception. The explanation should be in narrative 
form and include a comprehensive justification (attach additional pages if necessary). 

AmeriHealth Caritas Pennsylvania will notify the provider and recipient of its decision within 21 days of our receipt 
of the request or within 30 days after receipt of a retrospective request. When additional information is required 
and received, the exception request will be approved or denied within 21 business days after our receipt of the 
information. BLE retrospective requests must be submitted no later than 60 days from the date AmeriHealth 
Caritas Pennsylvania rejects the claim because the service is over the benefit limit. Retrospective exception 
requests made on or after the 61st day from the claim rejection date will be denied. 
I attest that the information provided and statements made herein are true, accurate, and complete to the best of  
my knowledge, and I understand that any falsification, omission, or concealment of material fact may subject me to 
civil or criminal liability. 

Provider signature: ________________________________________________________ Date: _____________________ 

Mail to: 
Request for Benefit Limit Exception 
AmeriHealth Caritas Pennsylvania 
c/o DentaQuest — Authorizations 
P.O. Box 2906 
Milwaukee, WI 53201-2906

ACPA_243682910-1 
August 2024




Accessibility Report



		Filename: 

		ACPA_243682910-1 Dental BLE Form Updates_V01_WEB.pdf






		Report created by: 

		Gallen, Mimi


		Organization: 

		





 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 0


		Passed manually: 2


		Failed manually: 0


		Skipped: 4


		Passed: 26


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Passed manually		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Passed manually		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Skipped		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Skipped		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Skipped		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Skipped		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
	Member Last Name: 
	Member First Name: 
	Date of birth (mm/dd/yyyy): 
	Member ID number: 
	Provider phone: 
	Provider First Name: 
	Provider Last Name : 
	Provider NPI number: 
	AmeriHealth Caritas ID number: 
	Member Phone: 
	Prospective: Off
	Retrospective: Off
	Dates of Service: 
	Patient has a serious chronic systemic illness or other serious health condition and denial of the e: Off
	Granting the exception is a cost-effective alternative for AmeriHealth Caritas Pennsylvania: Off
	Granting the exception is necessary in order to comply with federal law: Off
	Explain below why the patient meets the criteria for a benefit limit exception: 
	 The explanation shou: 

	Provider signature: 
	Date of Provider signature: : 


