










Provider Name: 
DentaOuest USA Insurance Company, Inc. 

LOUISIANA MEDICAID OWNERSHIP DISCLOSURE INFORMATION - ENTITY/BUSINESS 
Must be completed in its entirety. Refer to Instructions found at www.lamedicaid.com 

SECTION 1- DISCLOSING ENTITY1BUSINESS PROVIDER INFORMATION 

Louisiana Medicaid Provider Number 
N A (Leave blank If applying for new number) 

I Taxpayer ID Number 

National Provider Identifier (NPI) N A 

This enrollment packet is for a 
Iii New Enrollment D Update lo Current Enrollment D Change of Ownership (CHOW) 
D Re-Validation D Re-Enrollment 
Provider Type: 

Dental benefits administrator

Doing Business As (OBA) Name 
DentaQuest 
Primary Disclosing Entity/Business Street Address 

465 Medford Street 
Primary Disclosing Enlily/Business Mailing Address/PO Box 

4-65 Medford Street 
Additional Post Office Boxes Not Identified Above 

Disclosing Entity/Business Telephone number to request medical records 
f800) 684l-5505 
Email Address of Entity/Business contact person 

Dale of CHOW Curren! MedicaJd Prollide• Number 

I 
Primary Telephone Number of Disclosing Entity/Business 
,617) 886-1000 

I 
Legal Name of Disclosing Entity/Business 
DentaQuest USA Insurance Company, Inc_ 

c
ity 

Boston 
State 

MA 

Cit
y Boston 

State 
MA 

City State 

I 
Disclosing Entity/Business Primary Fax Number 

(262} B34-35S9 

Zip 
02129

ZlpQ2129 
Zip 

Entity/Business Website (if applicable) 
http://dentaquest.com/ 

A. D Yes [j] No Is there a Corporate Office location separate from the primary location of the discloslng
Entity/Business? 
If yes, complete the section below. 

DBA Name of Corporate Office 

Corporate Office Street Address City 

Corporate Office Mailing Address/PO Box City 

Additional Post Office Boxes Not Identified Above City 

Corporate Office Phone Number 
( ) -

Corporate Office Email address 

Entity/Business Medicaid Ownership Disclosure Form 

I Corporate Office Fax Number 
( ) 

State 

State 

State 

-

Zip 

Zip 

Zip 

Page 1 

CONFIDENTIAL



Provider Name: 
DenlaQuesl USA Insurance Company, Inc. 

-----------------

*Make a photocopy of this page if more space is needed to list additional locations*

B. [j] Yes D No Does the disclosing Entity/Business have any business locations in addition to the 
primary location listed above (i.e. satellite, branch or regional locations) related to 
Louisiana healthcare services? Lists are not acceptable. 

If yes, provide the number of locations in the box to the left and complete the section(s) below for 
each additional location: 

OBA Name of Additional Localion Medicaid Provider#, if applicable 

DentaQuest N/A 

Additional Location Street Address City Slate Zip 

8550 United Plaza Blvd, Suite 702 Baton Rouge LA 70809 
Additional Location Mailing Address/PO Box City Stale Zip 

Additional Post Office Boxes Not Identified Above City Stale Zip 

��b )°
c
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Addilional Location Email address 

OBA Name of Addttional Location Medicaid Provider # 

Additional Location Street Address City State Zip 

Additional Location Mailing Address/PO Box City Stale Zip 

Additional Post Office Boxes Not Identified Above City Stale Zip 

Additional Location Phone Number Additional Location Fax Number 
) - ( ) -

Additional Location Email address 

OBA Name ol Additional Location Medicaid Provider II 

Additional Location Street Address City State Zip 

Additional Location Mailing Address/PO Box City State Zip 

Additional Post Office Boxes Not Identified Above City State Zip 

Additional Location Phone Number Additional Location Fax Number 
) ( ) -

Additional Location Email address 

Entity/Bvsiness Medicaid Ownership Disclosure Form Page2 







Provider Name: _______________________________________

Entity/Business Medicaid Ownership Disclosure Form Page 5 

*Make a photocopy of this page if more space is needed to respond to item A below*

A. Yes  No Is the disclosing Entity/Business and the disclosing Entity/Business Tax ID listed in
Section I currently enrolled in a Federal/State Funded healthcare program? 
If yes, provide the details in the fields below.

Plan Doing Business As (DBA) Name Tax ID
Plan Numbers for Enrollments

State ID#

First Name Middle Name Maiden Name - Hyphenated Last Name (if applicable)

Social Security Number Date of Birth Job Title

The person completing this form is  (please check one):

Staff     Owner Third Party/Independent Agent Other (explain) ____________________________________

Entity/Business Address Entity/Business City Business State Business Zip

Additional Entity/Business Telephone Number(s) Additional Entity/Business Email Address(es)

SECTION III – ENROLLMENT IN HEALTHCARE PROGRAMS

SECTION IV - PREPARER INFORMATION – INDIVIDUAL COMPLETING THE DISCLOSURE OF OWNERSHIP

DentaQuest USA Insurance Company, Inc.

Last Name 

Director Strategic Business Communications

465 Medford Street Boston MA 02129
Entity/Business Telephone Number Entity/Business Email Address
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DentaQuest USA Insurance Company, Inc. 
Provider Name: __________________ _

•Make photocopies of the next 2 pages to complete Section V(c) for each Entity/Business owner named in Section V(a)
AND/OR make a photocopy of this page if more space is needed to respond to item E" 

SECTION V(c)-INFORMATION ON THE ENTITY BUSINESS OWNER OF DISCLOSING ENTITY,BUSINESS 

A. ENTITY/BUSINESS OWNER INFORMATION

DBA Name DentaQuest I Legal Name of Entity/Business
DentaQuest, LLC I Tax ID Number (required)

Entity/Business Street Address - Primary Location 
465 Medford Street city 

Boston

Entity/Business Mailing Address/PO Box 
465 Medford 

Additional Post OHice Boxes Not Identified Above 

Telephone Number 
(617) 886-1000 I 

Fax Number 
( ) 

Email address of Entity/Business contact person 

Street 
c·t 1y

8oston 

City 

-

I Entity/Business Website (if applicable) 
hllp-J/www.denlaQuesl.ooml 

B. Iii Yes D No Are there any business locations In addition to the location listed above? 

State 
ZipQ2129 MA 

State Z' 
MA I

p 
02129 

State Zip 

If yes, provide the number of locations in the box to the l eft and complete the section(s) below for 
each additional location: 

DBA Name of Additional Location I
8300 NW 53rd Street, Suite 200 

Additional Location Street Address 
8300 NW 53rd Street, Suite 200 

Additional Post Office Boxes Not Identified Above 

Doral 

City 
Doral 

City 

Additional Location Phone Number I Additional Location Fax Number 
(617) 886-1opo . ( ) 

Additional Location Email address 

DBA Name of Additional Location 
D t Q t en a ues 

Additional Location Mailing Address/PO Box 
1333 M . S S ·t 603 a1n treet, u1 e 

Additional Location Street Address 
1333 Main Street, Suite 603 

Additional Post Office Boxes Not Identified Above 

Additional Location Phone Number 
(617) 886-1J)O0

Additional Location Email address 

Tax ID Number 

city 
Columbia

ci
ty 

Columbia 

City 

Additional Location Fax Number 
( ) 

FL 

State 
FL 

State 

State SC 

State 
SC 

Stale 

D en t a Q ues t 
 Tax ID Number

Additional Location Mailing Address/PO Box City State Zip 33166 

Zip 
33166 

Zip 

Zi
p29201 

Zip29201 

Zip

C.[11 Yes D No Has the Entity/Business owner used or previously been known by any name other than the 
legal name or the Doing Business As (DBA) name? 
If yes, list all names and Tax IDs below. Attach additional pages if needed. 

Name Doral Dental USA, LLC Tax ID 

Name Tax ID 

Name Tax ID 

Entity/Business Medicaid Ownership Disclosure Form Page 10 
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Provider Name: DentaQuest USA Insurance Company, Inc. 

*Make a photocopy of this page if more space is needed to respond to ffem E below"

SECTION V(c)- INFORMATION ON THE ENTITY,BUSINESS OWNER OF DISCLOSING ENTITY.BUSINESS 
(continued) 

Neme of Entity/Business Owner: _D_e_n_t_a_O_u_e_s_t_, _L_L_C ___________________ _ 

_ 

I

I I 

I 

I I I

E. D Yes� No Is this Entity/Business and Tax ID currently listed in Section I currently enrolled in a
Federal/State Funded healthcare program? 
If yes, complete the section below. 

Plan Numbers for Enrollments 
Plan Doing Business As (OBA) Name Tax ID 

State ID# 

Entity/Business Medicaid Ownership Disclosure Form Page t f 
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PTovlcl•r Nama: DenlaQuesl USA Insurance Company, Inc. 

'Make� d th8 l'IBJf.t 2 P"'9""' lo c:anplBttJ Sectim V(c) la e;r:h Enlityl8usirBss aNner n-t!ld in Ssclicn V(a) 
IWDIOR m.i«J a pholoccpy of this page l more fl/li!/0/I is needed lo respond to item E' 

SECTION V(cJ- INFORMATION ON THE ENTITY/BUSINESS OWNER OF DISCLOSING ENTITY/BUSINESS 

A. ENTITY/BUSINESS OWNER INFORMATION 
DB>. N,,.,. 

I 
Lo91I Hunt ot Cnlll�_,.,. 1quhtdJ 

NA lholdino comnanv\ 
&llttylllu I-hen Slfftl Alben - Primary loalt011 

465 Medford Shel 
Er\ttyll!u•l••n Molina M,nu/PO 8•• 

�65 Medford Street 
Mdlklnal P..t Offlc, Bean tlm ldrnlintd>.b""' 

Tolt�t/umber 
1817 )&e& - 1000 I 

fuNumbe< 
( ) 

.,_ a<ld'on d Enlly-•H <ool..C pW>on 

c.-,
Dt!!nlaQuesl GrouD. 

 

 

Inc. 
1 la110 

,n.�n�11 
Nlfflloor 

• '"' 
(r

Boslon 
Cly 

Bos!on 
Cty 

-

I En�• Web1le Cd ll>!llctbltl 

- -
■,O YH MNo Ara thtr• any buslnKs loclltlons In addition to lh• loclrtlon llst@d above? 

Slol• 
MA 

stole 
lU. 

SIIII 

Zip 
02129 
Zip 
02129 
Zip 

D 
11 yea, provide !hi number or Jocat10111 In the box lo lhe lert and con;ilele the &ecllon(&) below lor 
each addilional localion: 

Cl&. N, .. ot Adclli0nll Lona.., 

M:ltl°"ol lcoatlon Mal.,g Addrn,eQ Bell 

McnOMl lD<tliCII SlrHI Mdrfft 

- Pool Ollko Bean Nm ldtnli111d ,.,,_ 

/ldllklnol Locotlon I'll..,. ,._.,,btf 
( J -
>4illlllrlll LO<olla, Etlial tditon 

DB,t, Harne ot Mdllonal localla, 

-'"l<IIID!lol loc■lon MolliftgAdd1es.n'O Bar 

Addi!lonll LOCtllan SlrttlMdlm 

Ad<llllcnll Poll Oll\c1 ll<zH NOC �olified�""" 

l"IJlfliQi .. Luit:.U<ll Phai■ Humbff 
( J -
Mail- lOCillon Emal lllil'fft 

I Ta> IDNumblf 

Cty 

City 

cay 

I ,a,,i_,., Lonlla, Fu Numbtl 
( ) . 

TuJONomw, 

Ci!y 

City 

City 

Add-II LOCIIIOII f al Ni>'nber 
( J -

Sitt, Zip 

Glolt Zip 

3111• Zip 

61•1• Zip 

Slol• ZIJ> 

Slolo ZIJ> 

c.� Yn O Ho H• the EntMy/'Buslnns ownl!f used or p,riloinly been known by any l'lil1M othef than the 
legal nmM or th• Oolng Buslriess Al (OBA) IIUTII? 
K TH, lis1 an na,,_ •nd TH I05 below. Allld1 •d<f�ional pag-. � nMded. 

Name DentaQuest Inc. 
TUIO 

Name TUIO 
Name Tu ID 
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