
Dental Claim Form
,. ' , '
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38. Remarks for unusual services

)

Signed (TreatingDent/st)

40. Address where trealmenl was performed

License Number Dmo

41, Tolal F~
, Ch..r~ed

42. PIlYlilepl by
olherplan

Max. Allo\vabl~

, 39. I hereby ce!lifYthiilUh
,

e procedures 8sindicaled by dale II_va'been compleled and.lt,..llha :aa,; submittad
I are Ih\'actual,lees IlIave,charged and Intend 10coltecHor those procedurQs.
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The following is an irem-by-item description of the que;;rions appearing on [he new f01111.All questions ii1 the Billing Dentisr Section should b
~l11sweredas completely as possible [0 faciJitate prQmpt,and ;KUJI';1lereimbur..,ement and [() reduce follow-up inquities. Special {:olTJpletion an.

mailing instrucrioT\s, whid1 I,f};1y.varyJrOlllcompany to company. wjll be printed on the form and will not be ~{ddress~dl.:ere:' ""', '
1. Dent/srsprelreatme'llesllmateor stalern.enlofactual,services:Bycheckingtheappropriatebox,theformmaybeprocessedmoreqUicklyandwith lesschanceof erro~

Provideridentificationnumber:Somethird-partypayersuseanJ.D.numberthatisdifferentfromtheUN. orlicensenumber. '

2. Medh:aid claim, EPSDT,prior authorization number,patient I.D. num6er:Includeappropriateinformationfor governmentfundedbenefitprogramsas necessary,

3. CarrierlIameandaddress:Thenan\eandaddressof the carrierwheretheclaim is to be sent Oncarrier-supplied'claimforms,this informationordinarily will bepreprintet
at thetop of the form. . , .

4. Patient name: Thisshouldbecompletedin full for properidentificationpurposes.

5. Relationship to emplo~ee: E~ployeeher~Jete($tothe insuredpersonand.hisor her rela~loJ)shipto.thepatient.Thisrelationshipsometimesaffects tha patient's eligibility,u~u~~~~~~ .'

6. Sex: This is requested101'identificationpurposesandtor statisticalanalysis.

7. Patie~tbir.thdate;Veryimportantfordeterminationateligibility.., . .

8. IffUII~~lm!!.st~def!i:tliQi~ilityoU~edependentpatientmaybeaffectedif the.palientis over a certainage(specifiedin thebenefitspolity) and is still a full~tirne.student.
9. Employee/subscribernameandaddress:Referstotheinsuredpersonandisnotnecessarilythepatient . . .

'10. Employee/subscriber denta.1Plan J.D. number: Ifyou do not knowY9urdentalplan ID # contactyour dentalplan.Your socialsecuritynumber(SSN)is <;om.monlyu'sed for
c{)mputerand manualprocessingof claims,butsornecarriersusean identificationnumberthaUs differentfrom the SSN.. . , .' ,'. , .

11.' Employee/subscriber birthday: Veryimportantfor determinationof coordination01 benefits.' .

12. Employer (companyf'riii,neaii.f1id'dress:Refers10employerofpei'sonIrt#8.,.,'- .
13... Groupnumber: R6fer~nomastercohtractpolicy'numberassignedtothe employergroup.

~";~: - " ." ..." ..' . . .

14. ,lspatient.covergd"by,ailother.diu1falplan? or Is patient coveredby a medicalplan?: This is .to determine multiple coverage. The information containe'd' in i1ems1.4-18is
' . vefY..jmportanf,jOQr~e,:ti)'dete!lJiine''''Jhichothercarriers;if anwhave'prirnary-liabflityfOrJr~at.men.t'pr(}lJjqeq;..;. .,.;,'v.I.. .' I..".:'.,< '-''':'':<'' I' ":""'" ' ','

;;, - "..' ".'" . ",~,,,',~,::,,,-.~,~..,,,:~,':,,,~:~,<"'.:"i::: . :".,~" '''''..':~' .,~..,.,~:""..~..,t':,., ," ,'- "," .' ..' ..~: ' ~~J'-.;;"-',--:,,";,-~: ~...~..{.,. ~

15a. Namiiandaddress of'carrier{S):,Refefstocarrier(s)in#14. ."''''''-':'. '. ... ..'." .',: , ;"'-' '>..:. ' '

15b. Groupnumber: Refersto #14. .

16. rlamea'ltJ,i!g~ressI!tgthetem.p'!oyer(s):~efer~If!e.'Pp!.pyetoJferingplaivi!t#.1~,.' .' :

17a. Einpioyee/subscribername./ildlfferentfrompatient's):Refer~tg.~mpl~yeefrom #16. ,,', ,;; .

17b. Emplovee/subscriberd.entatplan I.D. number:Refersto EmployeelA-#17a:Ifyoudo not knowyour dentalplan 10# contactyourdentalp.lan,Yoursocial securitynumber
($SN)is commonlyusBdforcotj!puterandmanualprocesSin~:()fcla!r:n§!b~t~pmecarriersuseanidentificationnurnberthatisdifferonJ frOrQ,t/}e $.51f ' ,

17c. Employee/subscrIberbirthdate:Refers10employeein#17a.Necessaryforcoordinationotbenefits. . '.

18.'Relaiionshlp'tQlpatient: ~eferstoemployeein17a. .' , .

~19. Patients,gnature block:lhepatient is definedasanindividualwhohasestablisheda professionalrelationshipwith a dentistfor thedeiiveryof dentalhea'ithcare.For' '...
mattersrelatingto communicationof informationandconsent,thisterrnincludesthe patient'sparent,caretaker,guardian,orotherindi",idualasappropriale wider state law::

.. afTd t~e''(:ircumstancBsofthe'case. ' . .,'" ' ,..:':, " '..' . ..' . . ',' ", ":, ".:' >" .,

,20. '. i:in'Ployee/Subscriber block: This block rnl!stbe completed if the patient and/or the dentist wish to have benefits paid directlyto the provider. This is pn aut~orizationof .'. . .~

, QaymentaJidd.Q.~.§,I19tconstitute,WIassign.mentof benefits.it d~i!snot creQte:iIcontractual relationshipb!!tween.the dentist (jnd the payer.-, .. " ".' ..,' . .". '. . . . ~

21. . Nameof BlI/ingDeiltist,or DentalEntity:Tlteindividualdentist'sname01'thenameof thegrouppradii::Wcorpo'rationre§poilsibleforbif/il'lg.This'maydiff~Hi'omthe actual
treatingdentisfs name.'This is Ihenamethatshouldappearon anypavrnentsp~cQrrespondenc~th,:jtwill!~8rernitted,.t~t~e~J'H~.~,~~nj)st." "',' d '... ,'.'. .

22. Ad~re§.swlfin&paym!!ntshouldberemitted:Selfexplanatory. " ' . ", .' . .

23: ,citv';:~i~ie,zip: Self"explanatory. ." . , ,. .. ," , ,': , . ,"';".

'24, ,.Dentist's sq,~iaISeCUr!ty numberor T.I.~.:. Refersto.dentist~r pentalentity!n#
,

2.": T~esenumtws are'fr~Q!JentIYu~edas individu~lproVideii~entifj!l.~.tt'~ri;'ntlln
,

'..,6~r~t TtJe' . ,

Intemal ReVenue ServIce reqjJtfes that either the soclalsecunty or tax payer Idenllflcabon nurnber ofthe billing dentist or denIal entity be supptled.Q!1ttift.l1.Ef'pt.oVldaractepts
p~yrnenl~ir~.ctlyfrQma thir~-pa~~ayer. Reportt~eSS#if the billingdentistis unincorporated.Reportthe corporation.T.I,N.i(the billing dentist'~~!j)'cg~,dratBa:'hh8' '. .'

blthng entity ISa grQup practice, CIIOIC.etc.. Ihe entity's T.I.N. should be entered.'" d. '.h;> .\"'." ,. .c,"

25. Den~ist'sIIc~nsen~mber:FreQ~entlyuse~as a !I1eansof providerid!;!nlifk:ation. This shouldbethe licensenurnberof the billingdentist.Thisrnilydiff~r.::'romthat (jf'the'
treatlOgd!1l1bst,whichappears111the Dentist's sIgnatureblockatthebottomoftheform.' .' ' ,

26. Dentis.I'sph'onenumber:Selfexplanatory.Includeareacodealso. '. ,~ '.'

27. First visit d~le Gurrent series: Important 10determinewhat services arecoveredIf/hen a patient becomes eligible.in the middle of an actiye treat~'ent'pr.an.

2'8. Pla.~e~~Ire(ttment:Depending,onwheretreatrnentis rendered.rnedicaland/orhospitalcoverageincludingdentalbenefitsmaybeactivated.EG/:~tandsfor "extendedr¥e
faC!,hty. , . "A .'

29. Radiograph~or models enclosed:.lndipateswhetherdiagnosticrnaterialsWeresubmitted.Assistsinreturnof propernumberof materialsto denJi~I.' :,,,.'.<. . .

30. Is treatm'!n! result of occupational Illness or,injury?: Refers to possibte application of Workers Cornpensation. which would a.ltercoverage avai/)ible.and ~rfierinvolved.
Importantfgr coordinationof benefitsandaccurateclaimsprecessing." .' '. . '/<,... '.

31. Is Ireatmen. resu!Jof auto accident?:Will affectreimbursementin no-faultautocases.Indicateswhether'IJ1otherparty'sinsurancemayberesponsible:Also ImpQrtantforcoordinationof benelits. . . . . ' "
. .

32. Otheraccid~nt?:Similar to ,4130and#31.

~3 !fprosthesis. is this initialplacement?:Mostdentalcontractshavespecificlimitationson r~placernentoj dentures,partials.crowns.andbridges.Thisis usedto determine
eligibilityand liabi!ity.. . ,',

14. Dateof priot placement?:Contractsspecifytimelimitationsconcerningtlm replacementof prostheticcJevices.

\5. js treatment for orthodontics?:Whenorthodonticsarecovered,datesam1monthsof treatmentremainingwill affecttheprorated,monthlyreimbursementmadeto the
dentist

~6. Idclllifymissing teeth with .'x"; Selfexplanatory.

17. Examlnatiof!amI treatment plan: Selfexplanatory.Usethe American.DentalA~sociation'$CurrenlDentalTerminology(CDT.2)for appropriateprocedurecodes.

I&. Remai'k:sforunusljalservices:tJsetoindicateanyinformationwhichyouleeimay.iJehelplulin determining the benetitsforIhe,freetmentIf spaceisinadequate.utilize
unusedportion01#37. or attacha separateshe'3! " ',' .' " ,'. . ,., ',' " "

9. Dentist'ssignatureblock:Thetreatingdsntist'ssignatureandlicense.number.
O. Addresswheretreatmentwasperformed:CornplRtethis sectionii lhe treatmentwas pl1rformedat adifferent locationthanindicatedin#22and#23.
1. TotalfeeGharged:Slim ot the feeslor aaei)procedurereportad.

2. Paymenlby other plan: if known,indicatetbedollaramountpaidbyotheriJunefilplan(s).
or administrative useonly: AreawherecarriercalculatesI)unerits.

I


