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See reverse for instructions

Dental Claim Form

1. : :

O Dentist's pre-treatment estimate

] Dentist’s statement of actual services

2,

[ Medicaid Claim

0 EPSDT

Prior Authorization #

3 Carrler name and address
MALONEY ASSOCIATES, INC.
211 BROADWAY,  LYNBROOK, NY 11563

trtalment plan and fees. 1 agrae w

ProviderID #
Patient ID # _ :
P | 4. Patient name ] 5. Relationship to employee 6. Sex |z Patient bithdate 8. If full time student
A first m.i. last . m f MM DD school
i 0 self 0 child
5 O spouse [ other ) ‘ ) J ’ city
T 9. Employee/subscriber name 10. Employee/subscriber 11. Emﬁloysg{subscnbsr 12. Employer (company) 13. Group number
c and mailing address dental plan |.D. number birthd name and address : ! :
o YYYY :
v
E
R
E | 14. s patient covered by another 15-a. Name and address of carrier(s) 15-b. Group no.(s) 16. Name and address of mheif.e'mpébyer(s)'
dental plan . e BN ?
1 yes no el
N | Ifyes, complete 15-a.
;' Is patient covered by a medical
R plan? yes no
b . e
A | 17-a. Employee/subscriber name 17-b. Employee/subscriber 17-c. Employee/subscriber 18. Relallonshlp :u pahent
T (i different from patient's) dental plan 1.D. number birthdate ; .
‘;. MM DD YYYY o sePf ; D parent
N . ' ) _ " O spouse CI other B
ble for: al 20, lhareby aulhorh:w payment of lhe dental heneﬂls nthemlse payable to me diteclly to u-.

19, mmreiie;edthafanm " I charges for
dental services and: materials not pald by.my derital benefit plan, unless the treating dentist or ddmal below named dental entlty
has a , t with my plan prohibiting all ora portion of such charges. To the |
extent pemitted under applicak 1k Ak of any i tio nlaling to thm claim.
>
Signed [Patient” — see reverse) X Data Ssgned {Emplayeefsubscnber) : ; g .
21. Name of Billing Dentist or Dental Entity 30. Is treatment result. N_n _Ye_s H yes, enter: byfar duscnphon and dales’
of occupational iy
B e . . illness or injury? - i
. ¢ | 22. Address where paymeni $hould be remitted 31. Is treatmient result
',' P of auto:accident? . _
N
S | 23 city, state; Zip 32. Other accident?
e ' _ _ : : :
¥ ; 24 Dahlisl Soc. Sec. or T.LN. 25, Den1i'stllicenss no. 26. Denﬁsi-_bhoné no. .33» If prosthesis, is this (If no, reason Iof!ep_lacernsnt]-
H (see reverse ") : ; initial placement? .. ey
T |27 First uisit date 28, Place of trealment . 29. Radiographs :Nu' IYes| How ‘| 35: Is treatment for If service already - o :
* current series Office K Hosp. I ECF | Other models enclosea? many? nnhndunlicé? : commenced . ng.falmm
oy FTREEES L SR : ! . ER e -enter: : foiiti -
36. Idenlify missing teeth with “x* a7. Examination and treatment plan = L»st in nrder fromtoom no. 1 mrousxh ‘tooth no. 32— Usmg chaining syslem shcvwn- 78
FACIAL Tooth| Surface | Description of service ' Dz Procedure
= #or (including x-rays, prophylaxis, matenals used, etc.) : number 4
letter Mo. Day  Year cleleactiss
© =4 A T
w -
£ 3 2 L % ..
-] = s imnecben -
RIGHT ;l_-“f; ; i B A ¥
; - - i s T
% ; = 5 E e 3‘?‘ s 1 %{%}_ i %
—_ A R R
2 o X .~?"i 7 st | 1§
<y S mm . f 3 b
: “.%{%’E%?“‘“ ”vt: g§§ > g .z‘ - : e
FACIAL
1
38. Remarks for unusual services
| 39. 1 hereby certify that the procedures as indicaied by daie have been compieted and that the fees submitted 41, Total Fee ' .
| are the actual fees | have charged and intend to collect-for those pwcedP res. ' Charged i
| 42. Payment by
> t'?_the_r plan :
Signed (Treating Dentist) License Number Date Max. Allowable
40. Address where treatment was performed : Deﬁumible
b City State Zip ca"\‘ier af
Carrier pays

AR smmuiaamn Aental Aecoaniatisae 41004



The following is an frem-by-itemn desc ription of the questions appearing on the new form. All que '0 15 10 the Billing Dentist Section should b
answered as unnpleicl} as possible to facilitate prompt and accurate reimbursement and 1o reduce follow-up inquiries, Spe gul ﬂhr“?plmmn Al
mailing instructions, which may vary. fmm company 1o company. will be printed on the form and will not })E g dwssed here. -

Dentist's pretreatment estimate or statement of actual services: By checking the appropriate box, the form may be processed more qmck!y and wltb iess ance of error
Provider identification number: Some third-party payers use an LD number that is different from the T.LN. or license numbear. |
2. Madicald claim, EPSDT, prier authorization number, patient 1.0, sumBer: Include approgpriate information for government funded benafit programs a3 nprassap!

3. Garrier name and address: The nante and addrass of the carrer where the claim is to be sent. On carrier-supplisd-claim forms, this information ordinarily will be preprintes

at the top of the form.

1.

4. Patient name: This should be completed in fuli for proper identification purposss.
5. Halationship to employee: Employae here refers to the insured person and Ns or her relationship to the patmt This relationship somefimes affects the patisnt's sligibility,
as well as level of benefits available, g :

6. Sex: This is requested for identificaiion purpnses and for statistical analysis

7. Patient birthdate: Very important for determination of sligibility.

8 K wu tima ,studerli Eligibility of the dependent patient may be affected if the patient is over a certain age {specified in the benefits puhc,‘} andis stilla f l]{ivﬁﬂ’]? siudp nt.

9. Employes/subscriber name and address: Refers to the insured person and is not necessarily the patient.
“10. Employes/subscriber denial plan LB, namber: If you do not know your dental plan 1D # contact your dental plan. Your social security nilmbﬁr {bSN) is c@;m_m_g_niy used for

computer and manuai processing of claims, but sume carriers use an identification numiber that is differant from the SSN..
11 Employee/subscriber birthday: Very impartant for determination of caordination aof bema its. :
12. Employer {company) name and address: Refers (o empiz)yer of person in #8. :

13.. Group numbser: Refers to master cofitract policy number assigned to the employer group.

14. s patient coverad-by another. dema! plan? oris pattenl covered by a medigal pian?:-This is to-determine multiple caveragr* The :mormatxon comamed |n nems 1 4 18 |s
i VERE: |mportani in-ordek: rbdeiarmihe which other carriers; if any; have*pr!mary Ilabmty for-treatment’ provided: S _ -

15a. Name and address of carrier(s): Refers to carrier(s) in #14. : v e R
15h. Group pumber: Refers lo #14.

16.  Mame and address of other employer(s): Refers lo employer offering planin #14

17a. Emp!uyee;‘suhscriher name {il difterent from patient’s): Refers-to employ#e from #1 8. SIS TR P |

17b. Employee/subscriber dental pian 1.D. numbar: Refers ta Employes in#17a. it you do not know your dental plan iD # contact vour dental pian, er social securily number |

(SSN) is commonly used for computer and manual processing of claims, but some carriers use an identification number that is different from tie SSN
17c. Emplnyeefsubscﬂber birthdate: Refers to employee In #17a. Mecessary for coordination of henefits, : ' B

18 ﬁa!aliﬁnship ‘to:patient: Refers to amployee in 17a.
*19. Patient signature blogk: The patient is defined as an individual who has estabhsred a professional relationship with a dentist for the daiwery of dental heaith care. For
- matters relating to communication of mfcrmatmn and conseant, this term mcludes the pdnent 8 parent caremker guardlan of other indlvrdual as appmpnale under state ;a;q :
.. and the-circumslances of the'case. |
20. Emplnvaafsunscribe; Mock: This block must be cornpfeted if tha patmm andmr the dantl,st wish ta have benehts paid directly to the pmwdar This is an authonzatmn of
payment and does.not constitute an assignment of benefits. It dges not create-a contractual relationship between the dentist and the payer.-. . .- -

21. Name of Billing Dentist, or Dental Entity: The individual dentist's nanie or the namé of the group practice/coiporation responsible for hmlng This | rnay dmerfmm the actual I
: s

treating dentist's name. This is the name that should appsar on any. pa;men‘{s or correspundence that will be remitted to the billing. dennst
22. ﬁdﬂrass whers payment should be remitied: Seif exp{anatary

23 Gity; state, zip: Self explanatory. _ TN i |
24, Dennsi‘ssuclai security number or T.1.M.: Refers fo rJemlsi or dantal entity in #21. These numbers are frequently used as individual prVrd“”ﬂBﬂflf!;!a’tlan 'umﬁers The = - i
|

I

“Internal Revenug Service requires that either the social security or tax payer identification number of the billing dentist or dental entity be supplied gnly'if the ovid i
14 i Er
payment dirgctly from a third-party payer. Report the S8# if the billing dentist is unincorparated. Report the ccrpurdhor' T.LN. if the billing denust azj it tf?ﬂccep:ls

Fubar

billing entity is & group practice, clinic, etc., the antity’s T.L.N. should be entered.

Dentist's license number: Frequently used as a means of provider identification. This should be the license rmmber M’he billing dentist, This may dlﬁar from ihat uf the

treating dentist, which appears in the Dentist's signature block at the bottom of the "er : *

26. Denlist's phona number: Self explanalory. Include area code alsp. G

2_7. First visit date current series: Important fo determine what services are coverad when a patlent hecomes el:g;ble inthe middle of an active tmatmen! pIan

28. Pialt:a of ireatmant: Depending on where treatment is rendered, medical and/or hospital coverage including c'entai benelsts may ha activated. ECF stands for ‘extended care
facifity.”

29. Radiographs or models enclosed: Indicates whether diagnostic ma{vr:als were submitted. Assists in return of proper number of materials to den{;s{ : i |

30. 15 treatment result of occupational iHness or injury?: Refers to possible application of Workers Comgensation. which would alter coverage aua:iabla and arrser m‘—'olved |
Important for conrdination of benefils and accurats claims processing. 7

31, s ireatment resull of auto accident? ‘.J‘.»;I' affect E‘P]IT"bdi’Sﬁ"]ﬁn? in no-fault auto cases. Indicates whether am‘her pmys insurance may be rﬂspons:rjl& Alsa imporant for
coordination of banefits, orant fr

32, {ther aacldﬁnt?. Similar 1o #30 and #31.

33 1 prosthesis, is this initial ;xiacament? Most de Jcn'raﬂb have spacific limitations on replacemsnt of dentures, partials. crowns. and bridges. This is used o detarming
eligibifity and ffability. L

5. Date of prior placement?: Contracts specify time limil

. s weatment for orthodontiss?: Whan orthodontics are
dentisi

6. ldesniity missing ioeth with "x™: Salf sy

17, Examination and traatment plan; Seif ¢

i

ancerning te replacemant of prosthetic devices,
wnths of treatment remaining will affect the prorated,monthly reimbursement mads to the

el

e ana n

L Dental Assoviation’s Current Dental Terminology {(CDT-2) for appropriate or cegdure cotes,

& Remarks for unusual services: Use to indic ar which you feel may be helplul in determining the benefits ‘or thaireatment F:space is inadequate. titize
unused portion of #37, or attach a separats sh

G, Dentists signalurs Blotk: The trealing dentist' ilicense aumber.

0. Address where trealment was performed: Gom e treatiment was performed at 4 differant location than indicatsd in 227 and £29.

1. Tolal {ee charged: Sum of the faes for sach proced

2. Payment by ather plan:  known, indicate e dol it planis).

or adminisiralive use anly: Area where carrler cale

Aome Tommr m ok b s

carurtmved MmemalunBines The ancnan oo



