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ADA\ Dental Claim Form

HEADER INFORMATION

1. Type of Transacticn (Mark all applicable boxes)
[ staterment of Actual Services
[[] eP=pT/mite xix

[ Reauest for Prederermination /Preauthorization

2 Predetermination /Preauthorization Number

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)
12 Pdlicyhdder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Cempany/Plan Name, Address, City, State, Zip Code

13. Date of Birth (MMDD/CCYY) 14. Gender

O O

15 Pdlicyhdder/Subscriber ID (SSN or ID#)

OTHER COVERAGE

16 Plan/Group Number 17. Employer Name

4. Other Dental cr Medical Coverage? || No (Skip 5-11) [ ves (Complete 5-11)

5 Name of Policyhdder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

PATIENT INFORMATION
18 Relationship to Pdlicyhdder/Subscriber in #12 Above

19 Student Status

7 Gender

Cv O

6 Date of Birth (MM/DD/CCY Y) 8 Policyholder/Subscriber 1D (SSN or ID#)

[Jset  [Jspouse  [] pependentchila [] ctner

20 Name (Last, First, Middle Initial, Suffix), Address City, State, Zip Code

Orrs Cers

10 Patient' s Relationship to Person Named in #5

[Isef  []spouse  []oependent [] otrer

9 Plan/Group Number

11. Cther Insurance Company/Dental Beneit Plan Name, Address, City, State, Zip Code

22 Gender

v O

21 Date df Birth (MM/DDICCYY) 23, Patient ID/Account # (Assigned by Dentist)

RECORD OF SERVICES PROVIDED

vl e e I s Bl s 20 Desmpten i Fee

1 |
2 |
s 1
4 :
5 |
6 :
7 |
8 |
9 |
10 '
MISSING TEETH INFORMATION Permanent Frima 32 Other :
24 (Plase an ' each missing toot) 1 2 3 4 5 6 7 8|9 10 11 12 13 14 15 16 B C D E|F ¢ H 1 U Fes(s)
32 31 30 29 28 27 26 25|24 23 22 21 20 19 18 17 R Q@ P o N M L K 33, Tetal Fee i

35 Remarks

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

36, | have been informed df the treatment plan and assodiated fees. | agree to be responsible for all
charges for dental services and materials not paid by my dental benefit plan, unless prohibited by law, or
the treating dentist or dental practice has a contractual agreement with my plan prohibiting all or & portion cf
such charges. To the extent permitted by law, | consent o your use and disclostre of my pretected health
information to carry out payment activities in connection with this claim

Patient /Guardian signature Date

38 Place o Treatmert
[ Providers cice [ ] Hospital ] EcF [] other
40 Is Treatment for Orhodortios?
[(Ino (sxip4142) [ Ves (Complete 41-42)
42 Months of Treatment |43. Replacement of Prosthesis?

39 Number of Enclosures (00 to 99)
Fadogiapn®®)  Orallmage®)  Modelis)

41, Date Appliance Placed (MMDD/CCYY)

44 Date Pricr Placement (MMDD/CCYY)

37,1 hereby authcrize end direct payment f the dental benefits ctherwise payableto e, direcly tothe below rermed
dentist or dental entity

Subscriber signature Date

Remaining
[Ino [ ves (complete 44)

45 Treatment Resdting from

[ oceupational ilness/injury [ otrer accident
46 Date of Actident (MMDD/CCYY) [ 47 Auto Accident State

[ Auto accident

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is nct submitting
claim on behalf cf the patient or insuredistbscriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION
53, | hereby cetify thet the prooedures as indicated by date arein progress (for proosdLres thet reqire muliple

48 Narme, Address, City, State, Zip Code

visits) or have been completed

X
Signed (Treating Dertist) Date

54 NP 55, License Nurmber
SER_Provider
56 Address, City, State, Zip Code R
49 NPT 50 License Nurmber 5SS or TIN
52 Phone E2A. Addiiona] 57 Phone 58 Addifional
Nurmper _( ) - Provider ID Nurnber ( ) - Provider ID

©2006 American Dental Association
J400 (Same as ADA Dental Claim Form — J401, 402, J408, J404)

To Reorder call 1-800 474746
or go online & www adacatalog org

P

P







� MERGEFIELD BillingCarrierName �«BillingCarrierName»�


� MERGEFIELD BillingCarrierAddress1 �«BillingCarrierAddress1»�


� MERGEFIELD BillingCarrierCity �«BillingCarrierCity»�, � MERGEFIELD BillingCarrierState �«BillingCarrierState»�  � MERGEFIELD BillingCarrierZip �«BillingCarrierZip»�











� IF � MERGEFIELD ClaimOrthoTx �Yes� = "Orthodontics" "X" \* MERGEFORMAT �





� IF � MERGEFIELD ClaimPOS�OFFICE� = OFFICE "X" \* MERGEFORMAT �X�





� MERGEFIELD "PatientBirthDate" �«PatientBirthDate»�

















� MERGEFIELD BillingEmployerName �«BillingEmployerName»�





� MERGEFIELD "BillingCarrierGroupNo" �«BillingCarrierGroupNo»�











� IF � MERGEFIELD "PatientOtherInsCoverage" �Yes� = No "X" \* MERGEFORMAT �





� MERGEFIELD OtherCarrierName �«OtherCarrierName»�


� MERGEFIELD OtherCarrierAddress1 �«OtherCarrierAddress1»�


� MERGEFIELD OtherCarrierCity �«OtherCarrierCity»�, � MERGEFIELD OtherCarrierState �«OtherCarrierState»�  � MERGEFIELD OtherCarrierZip �«OtherCarrierZip»�





� MERGEFIELD "OtherCarrierGroupNo" �«OtherCarrierGroupNo»�





� MERGEFIELD ChgSurface �«ChgSurface»�





� MERGEFIELD OtherSubscriberLastName �«OtherSubscriberLastName»�, � MERGEFIELD OtherSubscriberFirstName �«OtherSubscriberFirstName»�





� MERGEFIELD OtherSubscriberPrivatePatId �«OtherSubscriberPrivatePatId»�


� IF � MERGEFIELD "OtherSubscriberPrivatePatId" � =""� MERGEFIELD "OtherSubscriberSSN" �222-22-2222� \* MERGEFORMAT �222-22-2222�


 








� MERGEFIELD "OtherSubscriberBirthDate" �«OtherSubscriberBirthDate»�





� IF � MERGEFIELD ClaimPOS �OFFICE� = ECF "X" \* MERGEFORMAT �





� MERGEFIELD PatientReleaseSignature �«PatientReleaseSignature»�





� DATE \@ "M/d/yyyy" �5/22/2007�





� MERGEFIELD PatientPaymentSignature �«PatientPaymentSignature»�





� DATE \@ "M/d/yyyy" �5/22/2007�








� MERGEFIELD "PracSiteName" �«PracSiteName»�














� MERGEFIELD "PracAddress1" �«PracAddress1»�


� MERGEFIELD PracCityStateZip �«PracCityStateZip»�














 � MERGEFIELD "PracCityStateZip" �«PracCityStateZip»�














� MERGEFIELD "PracSSNorTIN" �«PracSSNorTIN»�





  � MERGEFIELD "PracLicNo" �«PracLicNo»�





 � MERGEFIELD "PracPhone" �«PracPhone»�














� MERGEFIELD "ClaimInsPriorAuth" �«ClaimInsPriorAuth»�





� IF � MERGEFIELD PracClaimTitle �STATEMENT OF ACTUAL SERVICES� <> "PRE-AUTHORIZATION OF SERVICES" "X" \* MERGEFORMAT �X�





� IF � MERGEFIELD PracClaimTitle �STATEMENT OF ACTUAL SERVICES� = "PRE-AUTHORIZATION OF SERVICES" "X" \* MERGEFORMAT �





� IF � MERGEFIELD ClaimOrthoTx �Yes� <> "Orthodontics" "X" \* MERGEFORMAT �X�





� MERGEFIELD "ClaimInsProviderId" �«ClaimInsProviderId»�





� MERGEFIELD PatientBandingDate �«PatientBandingDate»�








� IF � MERGEFIELD PatientSex �Female� = Male "X" \* MERGEFORMAT �





� IF � MERGEFIELD ClaimPOS �OFFICE� = HOSPITAL "X" \* MERGEFORMAT �





X





 � MERGEFIELD "PracPhone" �«PracPhone»�




















� IF � MERGEFIELD "BillingSubscriberRelationToPatient" �Child� = Self "X" \* MERGEFORMAT �





     � MERGEFIELD "ClaimDiag" �«ClaimDiag»� � MERGEFIELD "ClaimPretreat" �«ClaimPretreat»� � MERGEFIELD ClaimComment �«ClaimComment»�





� MERGEFIELD ClaimTXtime �«ClaimTXtime»�





X





� MERGEFIELD ClaimOrthoTx �«ClaimOrthoTx»�








 � MERGEFIELD "PracAddress1" �«PracAddress1»�





� MERGEFIELD ChgDesc �«ChgDesc»�





� MERGEFIELD ChgDate �«ChgDate»�





� MERGEFIELD "ChgAdaCode" �«ChgAdaCode»�





� MERGEFIELD ChgAmt �«ChgAmt»�





� MERGEFIELD ChgTooth �«ChgTooth»�





� MERGEFIELD PatientDrSignature �«PatientDrSignature»�





  � MERGEFIELD "PracLicNo" �«PracLicNo»�





� MERGEFIELD ChgTotal �«ChgTotal»�





� IF � MERGEFIELD "PatientOtherInsCoverage" �Yes� = YES "X" \* MERGEFORMAT �





� DATE \@ "M/d/yyyy" �5/22/2007�





� IF � MERGEFIELD "BillingSubscriberRelationToPatient" �Child� = Child "X" \* MERGEFORMAT �X�





� IF � MERGEFIELD "BillingSubscriberRelationToPatient" �Child� = Spouse "X" \* MERGEFORMAT �





� IF � MERGEFIELD "BillingSubscriberRelationToPatient" �Child� = Other "X" \* MERGEFORMAT �





� IF � MERGEFIELD PatientSex �Female� = Female "X" \* MERGEFORMAT �X�





� IF � MERGEFIELD ClaimPOS �OFFICE� = OTHER "X" \* MERGEFORMAT �





� MERGEFIELD "BillingSubscriberBirthDate" �«BillingSubscriberBirthDate»�





� MERGEFIELD BillingSubscriberPrivatePatId �«BillingSubscriberPrivatePatId»�


� IF � MERGEFIELD BillingSubscriberPrivatePatId � =""� MERGEFIELD "BillingSubscriberSSN" �444-55-7777� \* MERGEFORMAT �444-55-7777�


 








� MERGEFIELD "PatientLastName" �«PatientLastName»�, � MERGEFIELD "PatientFirstName" �«PatientFirstName»�


� MERGEFIELD "PatientAddress1" �«PatientAddress1»�


� MERGEFIELD "PatientCity" �«PatientCity»�, � MERGEFIELD "PatientState" �«PatientState»�  � MERGEFIELD "PatientZip" �«PatientZip»� 








� MERGEFIELD BillingSubscriberLastName �«BillingSubscriberLastName»�, � MERGEFIELD BillingSubscriberFirstName �«BillingSubscriberFirstName»�


� MERGEFIELD BillingSubscriberAddress1 �«BillingSubscriberAddress1»�


� MERGEFIELD BillingSubscriberCity �«BillingSubscriberCity»�, � MERGEFIELD BillingSubscriberState �«BillingSubscriberState»�   � MERGEFIELD BillingSubscriberZip �«BillingSubscriberZip»�








