ADA Dental Claim Form

HEADER INFORMATION

1. Type of Transaction (Mark all applicable boxes)

. D Request for P(edeterminalion/Preaulhorizlatilon
)t

D Staternent of Actual Services
[ ] epsor/Titie x1x

EXAMPLE DENTAL CLAIM FORM

pOUCVHOLDERGUBscmBERlNFORMAﬂON(lemumncé%qpmmyNanmdin#m

2. Predetermination/ Preauthorization Number

1234567 OR Emergency IF APPLICABLE
INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
3. Company/Plan Mame, Address, City, State, Zip Code

Medicaid Claims Receipt

12, Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zp Code

. i
15. Policyholder/Subscriber 1D (SSN or to#) j

5. Nams of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

PO Box 2136 OPTIONAL 13. Date of Binth (MM/DD/GGYY) | 14. Gender
Columbia SC 29202-2136 [m [F
OTHER COVERAGE 16. Rlan/Group Number 17. Employer Name
4. Other Dental or Medical Coverage? D No (Skip5-11) y 1 [:]Yes {Complete 5-11) ,

PATIENT INFORMATION

7. Gender 8. Policyhatder/Subscriber ID (88N or ID¥), .

Cm LF

10. Patlentt” s Relationship to Person Named in #5
D Seft D Spouse [:] Dependent D Other ‘

11, Other Insurance Company/Dental Benefit Plan Name, Address, Clty, Stats, Zip Code

6. Date of Birth (MM/DD/CCYY)

9. Plan/Group Number

19. Student Status

ClFs [Ters

18. Relationshlp to Policyholder/Subscriber in #12 Above

[Jset [ Jspouse [ ] Dependentchid | | Other

20. Name (Last, First, Midkie Initial, ‘Suffix), Address, City, State, Zip Code

John Doe
1801 Main St _
Columbia SC 29202

OPTIONAL

21. Date of Birth (MM/DD/CCYY) 22. Gendar 23, Patient 1D/Account # (Assigned by Dentist)

36. | have been informed of the treatment plan and associated fees. [ agree to be.responsibla for ali
charges for dental services and materials not paid by my dental benefit plan, uniess prohibited by law, or

v Cr 0000000000
RECORD OF SERVICES PROVIDED . ]
24. Procedure Date 25;’8’”1 2 27. Tooth Number(s) 28. Toolth | 29. Procedure -

(MM/DD/CCYY) Gavity | System or Latter(s) Surface Code 30. Descripion 31. Fee
1100/00/0000 ' 0120 35 1 ol
2100/00/0000 R D1110 42 100
3100/00/0000 1204 26 : 00
+]00/00/0000 ' D0272 30 .00
5100/00/0000 16 0220 18 : ool
5100/00/0000 16 D/140 75 ! 00
7100/00/0000 66 7140 65 1 O
8 * +
8 1
10 ;
MISSING TEETH INFORMATION Pemanent Primeary 52 Ot

. 1 2 3 4 5 6 7 B8 10 11 12 13 14 15 18| A cC 0 EJF H + J Fee(s) i
a4, (Place an ‘X' on each missing tooth} Y :

- 32 31 30 29 28 27 26 2524 23 22 21 20 19 18 17} T S Plo N M L Kk [o5toured 291 0d
35. Remarks y
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

38. Place of Treatment 39. Number of Enclosures (00 to 99)
Radiograph{s) "Oral Imaga(s) Modeks)

the treating dentlst or dental practice has a contractual agreement with my plan prohibiting all or a portion of
such charges. To the extent permitted by law, | consent ta your use and disclosure of my prolected health

[ provider's Ofica || Hospital | ecF. [ ] Other
440; Is Treatment for Orthadontics? =
[(INo (skip 41-42) [ ]Yes (Complete 41-42)

41. Date Appliance Placed (MM/DD/CCYY)

information to catry out payment activities in connection with this claim.
00/00/00QQ

Date

x__ Signature on File
Patient/Guardian signature

42. Months of Treatment | 43. Replacement of Prosthesis? | 44. Date Prior Placement (MM/DD/CCYY)

Remalning . .
D No D Yes (Complete 44)

37. | hereby authorize and direct payment of the dental benefits otherwisa payable to me, directty lo the below named
dentist or dental entity.

45, Treatment Resulting from

D QOccupational iltness/injury D Cther accident

D Auto accident

Subscriber signature Date

46, Date of Accident (MM/DDICCYY) l 47. Auto Accident State

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

BILLING DENTIST OR DENTAL ENTITY (Leave blank it dentist or dental entity is not submitting
claim on behall of the patient or insured/subscriber)

48. Name, Address, City, State, Zip Code

53, | hareby certify that the procedures as indicated by date are in progress {for procedures that require multipte
visits) or have been completed.

X
Signed (Treating Dentist) Date
54.NP1 0000000000 55. Lcense Number
i i 56A. Provider
56. Address, City, State, Zip Code Spelma)ty Cote l 2 2 3 OOOOOX
45. NP 50. License Number 51. 88N or TIN
0000000000
. 52A. Addilional 57. Ph 58, Additional
o omer () - Piovisaio 740000 Rumber () - Broigan  ZX0000
To Reorder call 1-800-947-4746
wainn nAdmanatalng fee
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told

ADA Dental Claim Form
HEADER INFORMATION
1. Type of Transaction (Mark all applicable boxes)

. ) ) '
D Stalemen! of Actual Sevices D Request for Predetermmahon/Preaulhorizlatidn

!
["]epsor/mitie xix

2. Predelermination/ Preauthorization Number E_QUCYHOLDER/SUBSCRIBER INFORMATION (For Insurance'% pany Named in #3)

EXAMPLE DENTAL CLAIM FORM REPORTING

THIRD PARTY OR MEDICARE INFORMATTON

1234567 OR Emergency IF APPLICABLE | 12_olicyholder/Subscrber Name (Last, First, Middle Initial, Suffix), Address, Clty, State, Zip Code
INSURANGE COMPANY/DENTAL BENEFIT PLAN INFORMATION $25 00
3. Company/Plan Name, Address, City, State, Zip Code ° A
: OR . .1, If Denied
Medicaid Claims Receipt $0.00 o
PO Box 2136 OPTIONAL 13, Date of Bith (MMWDD/CCYY) | 14, Gender yB/wwmmwmmmeDSSNmm”
Columbia SC 29202-2136 » —~ CIx £JF 7000000000
OTHER COVERAGE 16. fian/Group Number 17. Employer Name
4. Other Dental or Medical Coverage? [:]No (Skip 5-11) ) [:]Yes {Complets 5-11) 134
5. Name of Policyholder/Subscriver in #4 (Last, First, Middie lnhfal, SuHix) ) PATIENT INFORMATION
o~ ' 18. Relationship to Policyholded/Subscriber in #12 Above 19. Student Status
5. Dale of Birth (MWDDICCYY) 7. Gender 8. Jolicyholder/Subscriber 1D (SSN or ID#), . []set [ ]spouse [ | Dependentchis { | Otner 1 rs [Jers
. [m [F 000000000 20. Name (Last, First, Midle Initial,'Sutfix), Address, City, State, Zip Code
E q. alan/GZE)p Number » 1[0.:}]%:::‘ s R[e_l—z-x]ti:nship o Pe[rsim Named in #"Slj . John Doe
o .
i 1 pouse Dependent Other 1801 Madin St OPTIONAL.
ylher Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code . . .
Columbia SC 29202
$86.00 , |
OR 1, If Denied 21. Date of Bith (MWDD/CCYY) | 22. Gender 23. Patleni ID/Account # (Assigned by Dentist)
'$0.00 , . ‘ Om OF 0000000000
RECORD OF SERVICES PROVIDED .
. (25, Area; 26, 27. Tooth Numbe: 28, Tooth . Proced . i
z‘tMmeo(jgngfa)w g‘a?@‘ Sys:eﬂ\Tm or Latter(s) ) &L’ﬁé 29 Code e 30.0escripion Optional _ 31. Fees
1100/00/0000 0120 [Periodic oral eval - estahlished pr, 35 ; a0
2[00/00/0000 . —_p1110 42 100
3100/00/0000 : 1204 26 00
+100/00/0000 D0272 | 30 00
5100/00/0000 16 0220 18 ' 00
:100/00/0000 | 16 | D7140 _ RETEEY)
B . . s v :
s :
10|’ :
MISSING TEETH INFORMATION [S——" [ : 32 Oter ;
1 2 3 4 5 6 7 8,9 10 11 12 13 14 15 16| A B E|F H oty Fee(s) :
34 {Place an X' on each missing tooth) - i = :
. 32 31 30 29 28 27 25 25|24 ‘23 22 2t 20 19 18 17| T S R Q P o N M L K 33, Totad Fee, 29 1: OO

35)Remarks '
j‘ $111.00 (Total from Fields 1l and/or 12).
: ANCILLARY CLAIM/TREATMENT INFORMATION

AUTHORIZATIONS

36. | have been informed of the treatment pian and associated tees. | agree to be.responsible for an 38. Place of Treatment 39. Number of Enciosures (00 to 99)

charges tor dental services and materials not paid by my denlal benelit plan, unless prohibiled by law, or ) Radiograph{s) ~Cral Image(s) ModeH(s)

the treating dentlst or dental practice has a contractual agreement with my plan prohibiling all or a portion of @ Provider's Office D Hospital D ECF. D Other

such charges. To the extent permitted by law, [ consent to your usa and disclosure of my protected health - . - Py -

information to carry out payment activities in connection with this claim. 40 is Treatment for Orthodontics? 41. Date Appllance Placed (MM/DD/CCYY)

. . ' No (Skip 41-42) Yes {Complete 41-42)

x_ Signature on File - 00/00/0000 L] [ -

Patient/Guardian signalure Date 42. Months of Treatmert |43. Replacement of Prosthasls? | 44. Date Prior Placerment (MM/DD/CCYY)
¥ 5 Remaining .

N - N " D No [:] ‘Yes (Complete 44}
37. | hereby authorize and direct payment of the dental benefits otherwiss payable to me, directly to the below named  p——— - .
Gontt o ot ey, ‘ 45. Treatment Resulingfrom (Required, if applicable)
A . D Occupational llness/injury D Auto accident . B Other ;fCCldent
. _ ' . : : - == a%nlcabie\
Subscriber signatura Date 46. Date of Accident (MWDD/CCYY) (Re quired, L] 47. Adto Accident State

BILLING DENTIST OR DENTAL ENTITY (Lsave blank it dentist or dental entity is not submitting HTREATING DENTIST AND TREATMENT LOCATION INFORMATION
claim on behalf of the patient or insured/subsacriber) 53. t hareby certify that the procedures as indicaled by date are in progress {for procedures that require rultipie
: visits} or have been completed. .

48. Name, Address, City, State, Zip Code

X .
Signed (Treating Dentist) . - Dale
- —
54.NPY (3000000000 55. Lcense Number
- — |
i 56A. Pravider
56. Address, City, State, Zip Code Spe.ciany ;.‘,ode 192 2 3 OO OOOX
49. NP} 50. License Number 51.SSNor TIN .
0000000000 ‘ i
52A. Addilional ' 57. Phone 58. Additionat
52 ED%‘beer ( ) = Provlitl:iuer;aID ZAOO O 0 Number { } - Provider 10 ZXO O O O
To Reorder call 1-800-947-4746
PN RASAR P

® 2006 American Dental Association



