ADA 2006 Completion Guide

ADA, Dental Claim Form
RO O ATION

1. Type of Transsction (Mark all applicabls boxes)
|:| Staternent of Actual Services |:| Requeat for Pradetermination Preauthorization

] epsomimine xix

2. Predetermination / Preauthorization Mumbsr @

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION /3 \
3. Company/FPlan Mame, Addrese, City, Stata, Zip Code

7N\

12 Policyholder/Subacriber Name (Laat, Firat, Middle Initial, Suffix), Address, City, State, Zip Gode

14. Gendar

u e

13. Data of Birth (MM/DDICGYY) 15. Policyholder/Subscriber |10 (SSN or ID#)

OTHER COVERAGE | 4 ]

[ne (skipsa1) [ ]ee (Complats 5-11)

4. Other Dantal or Madical Covaraga?

18. Plan/Group Number 17. Employer Nama

5. Name of Paolicyholder/Subacriber in #4 (Last, Firat, Middls Initial, Suffix) @

PATIENT INFORMATION

6. Diate of Birth (MMWDIDVGCYY) 7. Gender

(v [F

8. Policyholder/Subscriber ID (SSN or ID#)

10. Studant Status

[Jr=s [ers

18. Relationship to Policyholder'Subscribar in #12 Above

[]seff [ |spouss [ ] DependertChile [ ] Other

1. Patient” 2 Relationzhip to Perzon Named in #5

|:| Salf |:| Spouse |:| Dependant |:| Other

8. Plan/Group Mumbar

11. Other Insurance Company/Dantal Banefit Plan Nama, Addreas, Gity, State, Zip Cods

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

22 Gender

[lu [ ]r

21. Date of Birth (MM/DD/CCYY) 23 Patient |D/Account # (Assigned by Dentist)

FIELD NAME

Predetermination/
Preauthorization
Number

FIELD INSTRUCTIONS

REQUIRED, if applicable. Enter the assigned seven-digit prior authorization
number or “EMERGENCY” for a dental patient between the ages of 19 and 21.

Company/Plan Name,
Address, City, State,

Zip Code 29202-2136.

OPTIONAL. Enter Medicaid Claims Receipt, PO Box 2136, Columbia, SC

Other Dental or
Medical Coverage

OPTIONAL. Mark “NO” if patient does not have other coverage.

Mark “YES” if patient does have other coverage.

Name of Policyholder/
Subscriber in # 4

OPTIONAL. Enter the name of person who has the other coverage reported here
(if patient has other coverage through a spouse, domestic partner, of if a child, through both parents).
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ADA Dental Claim Form

——
HEADER INFORMATION

1. Type of Traneaction (Mark all applicable boxes)
|:| Statemnent of Actusl Services
[ ] ersoTiie xix

|:| Requeat for Predetermination/ Preauthorzation

2. Predetermination / Preauthorization Mumbar

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)

12. Policyholder/Subecriber Name (Last, Firat, Middle Initial, Suffix), Addresa. City. Stats, Zip Code

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Name, Address, Gity, State, Zip Code

13. Data of Birth (MMDDICCYY) 14. Gender 15. Policyholder/Subecriber [D (SSM or IDF)
Cm [e
OTHER COVERAGE 16. Plan/Group Number 17. Employer Nams

4. Other Dantal or Madical Coveraga?

[ Ine (skip 5-11)

|:|YBB {Gomplets 5-11)

5. Name of Policyholdsr'Subacriber in #4 (Last, Firat, Middls Initial, Suffiz)

PATIENT INFORMATION

8 18. Relationship to Policyholder/Subseriber in #12 Above 18. Studant Status

6. Dats of Birth (MM/DDVCCYY)

7
7. Gendsr \__/| & Palicyholder/Subscribar 1D (SSN or IDF)

(e [JF

[]ssf [ spouss  [] DependentChild [ ] Other (s [ers

20. Name (Last, First, Middle Initial, Suffix), Addraas, Gity, State, Zip Code

(10)

9. Plan/Group Numbar@

[] et

10. Patisnt” 2 Relationzhip to Perzon Named in #5

|:| Spousa |:| Dapendent |:| Other

®

11. Othar Insurance Company/Dental Banefit Plan Nama, Addreaa, Gity, State, Zip Code

21. Date of Birth (MMDDICCYY) 22 Gendar 23. Patient ID/Account # (Azsigned by Dentiat)
[m [
# FIELD NAME FIELD INSTRUCTIONS
Date of Birth OPTIONAL. Enter the date of birth of the person listed in Item #5. The date
6 must be entered with two digits each for the month and day, and four digits for
(MM/DD/CCYY) .
the year of birth.
7 Gend OPTIONAL. Mark the gender of the person who is listed in #5.
ender Mark “M” for male. Mark “F” for female.
Policyholder/ REQUIRED, if applicable. This is a designated private insurance or
8 Subscriber Identifier Medicare field.
(SSN/ID#) Enter the private insurance or Medicare policy number if you have billed either
one.
REQUIRED, if applicable. This is a designated private insurance or
9 |Plan/Group Number Medicare field. Enter three-digit insurance carrier code number.
REQUIRED field if reporting a private insurance or Medicare payment.
10 Patient’s Relationship OPTIONAL. Leave Blank if not reporting a private insurance or Medicare
To Person in#5 payment or denial.
REQUIRED, if applicable. If private insurance company or Medicare denial is
Other Insurance /Benefit | listed on the claim with a zero payment, write $0.00 and put the number “1” in
11 |[Plan Name, Address, |this field. If you have received a payment, put the amount paid to you in this

City, State, Zip Code

field. Leave this field blank if not reporting private insurance or Medicare
information.
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ADA. Dental Claim Form

HEADER INFORMATION

l:‘ Statement of Actual Services
[Jersotis xix

1. Type of Tranesction (Mark all applicable boxes)

l:‘ Request for Predetemination/ Preauthorization

2. Predetamination / Preauthorization Mumbsr

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #£3)

12 Policyholder/Subscriber Name (Laat, Firat, Middle Initial, Suffix), Address, Gity, Stats, Zip CGode

INSURANCGE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Mame, Address, Gity, State, Zip Code

© ()

13. Date of Birth (MMDDIGCYY) 14. Gender 15. Policyholder/Subscrioer |D (SSN or ID#)

@

OTHER COVERAGE

4. Other Dental or Madical Coverage?

[no iskip 511

[Cm [r
16. Plan/Group Numbar @

DYBQ(Co'anBIB 511)

5. Name of Policyholdar'Subacriber in #4 {Last. Firat, Middls Initial, Suffix)

17. Employear Nams @
PATIENT INFORMATION

18. Ralationship to Policyholden/Subacriber in #12 Above 10. Student Status

6. Date of Birth (MM/DDICCYY) 7. Gendar 8. Policyhalder/Subscriber I} {SSN or ID¥) []saf [ |Spousa [ ] DependsntChie [ | Othsr e [Jers
w [F 20. Name {Last, Firet, Micdla Initial, Suffix), Addrass, Gity, State, Zip Code
9. Plan/Group Mumber 10. Patisnt’ = Relationship to Perzon Named in #5
l:‘ Salf l:‘ Spousa l:‘ Depandant l:‘ Othar
11. Other Insurance Company/Dental Banefit Plan Mams, Addreas, City, State, Zip Code
21. Date of Birth (MMDDVCCYY) 22. Gendar 23 Patient |D/Account # (Assigned by Dentiat)
[CIm [JF

# FiELD NAME FIELD INSTRUCTIONS
REQUIRED, if applicable. This is a designated private insurance or Medicare
Name. Address. Cit field. If private insurance company or Medicare denial is listed on the claim with a
12 State ’Zi Code’ Y: zero payment, write $0.00 and the number “1” in this field. If you have received a
» £IP payment, put the amount paid to you in this field. REQUIRED if reporting a
private insurance or Medicare payment denial.
13 Date of Birth OPTIONAL. Leave Blank if not reporting a private insurance or Medicare
(MM/DD/CCYY) payment or denial.
14 | Gender OPTIONAL. Mark the gender of the person who is listed in #5.
Mark “M” for male. Mark “F” for female.
Policyholder/ REQUIRED, if applicable. This is a designated private insurance or Medicare
15 | Subscriber Identifier field. Enter the private insurance or Medicare policy number IF you have billed
(SSN/ID#) either one.
REQUIRED, if applicable. This is a designated private insurance or Medicare
16 | Plan/Group Number field. Enter three-digit insurance carrier code number. REQUIRED field if
reporting a private insurance or Medicare payment.
17 | Employer Name OPTIONAL. Leave Blank if not reporting a private insurance or Medicare

payment or denial.
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ADA Dental Claim Form

1. Type of Traneaction (Mark all applicable boxes)
|:| Statement of Actual Services |:| Requeat for Predstermination / Preauthorization
[ ] ersoTiie xix

2. Predetermination / Preauthorization Mumbar

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
3. Company/Plan Name, Address, Gity, State, Zip Code

12. Policyholder/Subecriber Name (Last, Firat, Middle Initial, Suffix), Addresa. City. Stats, Zip Code

13. Dats of Birth (MM/DDICGYY) 14. Gander 15, Polieyholder/Subscriber ID (SSN or ID#)
(m [r
OTHER COVERAGE 16. Plan/Group Number 17. Employer Nams
4. Other Dental or Madical Coveraga?  |_|No (Skip 5-11) [ ] ves (Complats 5-11)

5. Name of Policyholdsr'Subacriber in #4 (Last, Firat, Middls Initial, Suffiz)

PATIENT INFORMATION

18. Relationship to Policyholder/Subseriber in #12 Above

10. Studant Status 19

[]ssf [ spouss  [] DependentChild [ ] Other (les [ers

. Dats of Birth (MM/DDICCYY) 7. Gender 8. Policyholder/Subscriber ID {SSN or ID# 18
Ov O
9. Plan/Group Mumber 10. Patisnt” 2 Relationzhip to Perzon Named in #5

|:| Salf |:| Spousa |:| Dapendent |:| Other

11. Othar Insurance Company/Dental Banefit Plan Nama, Addreaa, Gity, State, Zip Code

20. Name (Last, First, Middle Initial, Suffix), Addraas, Gity, State, Zip Code

2 |21- Date of Binh (MMBBICC YY) 22. Gendsr
,) L [ ]F

23 Patient 1D/Account # {Aszignad by Dentiat)

23
@
# FIELD NAME FIELD INSTRUCTIONS
Relationship to OPTIONAL. Mark the relationship of the patient to the person identified in Field
18 | Policyholder/Subscriber |#12 who has the primary insurance. If patient is primary, mark “Self” and skip to
in #12 Field #23.
19 | Student Status OPTIONAL. Mark the appropriate box; “FTS” for full-time or “PTS” for part-time.
Name, Address, City, I . .
20 State, Zip Code OPTIONAL. Enter the patient’s name, address, city, state, and zip code.
Date of Birth . .
21 (MM/DD/CCYY) OPTIONAL. Enter the date of birth of the patient.
22 | Gender OPTIONAL. Mark the appropriate box; “M” for male or “F” for female.
23 | Patient ID/Account # REQUIRED. Enter the beneficiary’s ten-digit Medicaid identification number.

Last Updated 05/24/2008
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@)

(27) (29)
| RecoRD OF SERVICES PROVIDED "/ "/
T ure Late e . oo umders, [ 5 urs i
‘ 2‘-4‘ ’ 21;.5.1?[?:00?[3#][ gﬂ?igl g&m e Tm Marg; fe) zsﬂumh = FG;"g:d 30. Deacription 3. Fas
1 i
2 26 1
N/ !
2 (28) i
4 N~ i
(] i
7 L N i
) i
9 i
10 !
MISSING TEETH INFORMATION Permanznt Primary 32 Other i
N n » 12 3/4 5 8 7 8|08, 10 111213 14 15 16|A B C D E|F G H | J Fas(z) i
34 (Piaco an' on sach mising tooth) 32 ¥ 30 20 28 27 26 25|24 23 22 21 20 19 ®17|(T S R Q@ P |0 N M L K [|3ETow Fae| i
35. Remarks
# FIELD NAME FIELD INSTRUCTIONS
24 Procedure Date REQUIRED, if applicable. Enter date of service. All dates must include the four-
(MM/DD/CCYY) digit year.
OPTIONAL. Always report if procedure in #29 requires the identification of a tooth
or a range of teeth, if procedure in #29 incorporates a specific area of the oral, or
if procedure in #29 does not relate to any portion of the oral cavity. Area of the
25 | Area of Oral Cavity oral cavity is designated by a two-digit code, selected from the following code list:
“00” entire oral cavity, “01” maxillary arch, “02” mandibular, “10” upper right
quadrant, “20" upper left quadrant, “30” lower left quadrant, “40” lower right
quadrant.
OPTIONAL. Enter “JP” when designating teeth using ADA’s universal/National
Tooth Designation System (1-32 for permanent dentition and A-T for primary
26 | Tooth System " ) ; L
dentition). Enter “JO” when using the International Standards Organization
System.
REQUIRED, if applicable. Enter valid tooth numbers (1-32 for permanent teeth or
27 Tooth Number(s) or letters A-T for primary teeth). Valid quadrant codes (UR, UL, LR, LL) for
Letter(s) procedures that may require quadrants can be placed in this column. Do not put
a zero in front of a single digit tooth number or your claim will reject.
REQUIRED, if applicable. Enter tooth surface single letter codes as documented
28 | Tooth Surface in the patient’'s medical record. The codes must be used to identify surfaces:
B-Buccal &Facial, D- Distal, L-Lingual, M-Mesial, O-Occlusal & Incisal.
29 | Procedure Code REQUIRED. Enter the appropriate CDT procedure Code.
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RECORD OF SERVICES PROVIDED

25. Area
24. Procadure Date of Oral

(MMDDICCYY) | Gayiy

26.
Tooth
System

27. Tooth Numbar(s) 28.Tooth | 20, Procadurs it
of Lattar(a) Curfaca Cods 30. Dazeription @ . Fas

MISSING TEETH INFORMATION

35. Remarkz @

1

D
34. [Place an ¥’ on each miseing tooth)
2 3 30 28 28 27 26 25|24 23 22 21 20 18 18 17| T 1 Q@ P |0 N M L K [|33TotalFes 33

Pemmianznt Primary 32 Oter /32
2 3,4 5 8 7 8|8 10 11 1213 14 15 16|A B C E|F G H I Feale)
5 R

# FIELD NAME FIELD INSTRUCTIONS
30 | Description OPTIONAL. Enter the description of service rendered.
31 |Fee REQUIRED. Enter your usual and customary fee for the procedure.
32 | Other Fee(s) Leave this field blank.
33 |Total Fee REQUIRED. Enter the amount billed for all line items in Field 31 for each page.
34 |Missing Teeth OPTIONAL. Enter the missing teeth.

Information

REQUIRED, if reporting a private insurance or Medicare field. Enter total amount

35 | Remarks received from other insurance sources (sum of Fields 11 &12) if you have filed

with a private insurance. Leave this field BLANK if you are billing Medicaid as a
primary payer.

Last Updated 05/24/2008
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77N\

AUTHORIZATIONS (36)

()

ANCILLARY CLAIM/TREA>ENT INFORMATION

38. | have been informed of the treatment plan and associated fees. | agres to be responsible for all
chargaa for dental esrvices and matariale not paid by my dental bensfit plan, unless prohibited by law, or
the treating denfist or dental practice has & contractual agresment with my plan prohibiting all or a portion of

3B. Placs of Traatmant 38

[ Providers Ofiics || Hospial || 67 ] Other

38. Number of Enclosursa {00 to 88)
Fadlographis)  Oral Imagels)  Modeis)

such chargee. To the sxtent parmitted by law, | consant to your u2s and disch of my p hegl
information to carry out paymant activities in connection with this claim. 40

40 l2 Treatment for Orthodontica?
[Ino iskin4142) [ |Yes (Compiets 41-42)

4. Damﬁpplinnw(‘sc (MMDDVCCYY)
41

Patient/Guardian signature Drats

42. Monthz of Treatment | 43. Replacsmant of Prosthesie? | 44. Dats Prior Placament (MM/DDICCYY)

R
Fma [ IHo[ | ves (Complets 44)

37 | hersby authonze and direct payment of the dantal bensfia atherwize payable to me, deectly to the below namsd
dantist or dantal antity.

45. Treatment Reaulting from

|:| Oecupational illnesa/injury |:| Auto accident |:| Other accident

X

Subecriber signaturs Dats

46. Date of Accident (MMWDDIGCYY) | 47 Auto Accident Stats

BILLING DENTIST OR DENTAL ENTITY (Leave blank i dentiat or dental entity i not

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

claim on behalf of the patient or ineured/zubacriber)

48. Name, Addresa, Gity, State, Zip Gods

53, | hersby centify that the procedurss as indicated by dats are in pragress (for procedures that raquire multipls
vigits) or have besn completed.

X
Signad (Treating Dentiat) Data
54. NP1 55. Licenas Number
56. Address, Gity, State, Zip Gods gﬂ*‘- -F;'“‘g;;a
40 NP1 50. Licanea Numbsr | 5185 or TIN
52. Phona 528 N:d'rtic:nal 57. Phong 58. Additionsl
Number ) - Fravider 1D Number ) - Frovidsr 1D
s e

2006 American Dental Association
J400 {Same as ADA Dental Claim Form — J401, J402, 403, J404)

——
To Reorder call 1-800-047-4746
or go online &t www.adacatalog.or

FIELD NAME

Patient Consent

FIELD INSTRUCTIONS

36 o OPTIONAL. Enter patient’s/guardian’s signature on file and date.
Authorization
37 |Insured’s Signature OPTIONAL. Enter signature of insured to authorize payment.
REQUIRED. Provider's Office Field: Place an “X” if treatment occurred in the office,
38 Place of Treatment Hospltal Flleld: Placeflr: X" on the hospital box for treatment that occurs in a hospital.
ECF Field: Place an “X" for nursing home, or
Other Field: Place an “X” for other places of service (i.e., school).
OPTIONAL. Enter in the amount of enclosures. If no enclosures are submitted,
Number of Enclosures : . i
39 enter 00 in each of the boxes to verify that nothing has been sent and no
(00 to 99) -
attachments are missing.
40 |!S Treatment for OPTIONAL. Enter “Yes” or “No.” If no, skip to Field #43.
Orthodontics?
41 | Date Appliance Placed | OPTIONAL. Indicate the date an orthodontic appliance was placed.
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AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION
36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all 38, Placs of Treatment 38. Number of Encloaures (00 o 88)
chargea for dental sarvicas and materials not paid by my dental bensfit plan, unless prohibited by law, or Fadographis) - Cral imaga(s)  Modeiis)
the ireating dentist o dental practice has & contraciual agrasment with my plan prohibiting all or a portion of |:| Prowidar's Offica D Hogpital |:| ECF D Othar l:l l:l l:l
guch charges. To the sxtant parmittad by law, | conaant to your u2s and disclosure of my protectad health - :
infarmation to carry out paymant activitiss in connaction with this claim. 40. I Traatment for Orthodontics? 41. Date Appliance Placad (MM/DDVCCYY)
” [ Mo (skin4142) (43 )e (Completa d1-42)
Patignt/Guardian signature Diate 42 42 Montha of Treatment |43. Replacemant of Proathesia? | 44. Dats Prior P (MM/DDIGCYY)
Remaining 44

: : [ ] o[ ] e (Complets 44)
37. | hereby authonzs and dirsct paymant of the dental bensfta otherwize payable to me. desctly o the below named
dantit or dantal antity. 45. Treatment Raaulting from
X D Oecupational illnesa/injury D Auto sccident D Other accident
Subscriber signaturs Dats k 46 ) 45. Date of Accident (MM/DDICCYY) | 47. Auto Accident State ( 47

BILLING DENTIST OR DENTAL ENTITY (Leave blank i dentist or dental entity ia notaubmiting | TREATING DENTIST AND TREATMENT LOCATION INFORMATION

claim on behalf of the patient or insured/gubacriber) 53, | havaby certify that the procedurea as indicated by dats ars in progress (for procsdures that requirs multiple
vigits) of have bean complatsd.

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

X
Signed (Treating Dentiat) Dats
4. MPI 34, Licanas Numbsr
56. Addreza, Giy, Stata, Zip Gode gﬂ_’;‘q’:ﬁ“gg‘ga
48. NP1 ‘ 50. Licanes Numbsr [ 51.55Nar TIN
T T I 7
22006 American Dental Association To Reorder call 1-800-047-4746
J400 (Same az ADA Dantal Claim Form — J401, J402, J403, J404) or go online at www.adacatalog.org
FIELD NAME FIELD INSTRUCTIONS
Months of Treatment OPTIONAL. Enter the estimated number of months required to complete the
Remaining orthodontic treatment.

OPTIONAL. Mark “No” if the claim does not involve a prosthetic restoration or if
Replacement of the claim is for the initial placement of a crown, or a fixed or removable

Prosthesis prosthesis. Mark “Yes” if the patient had previously had these teeth replaced by a
crown or if having an existing crown replaced.

Date Prior Placement OPTIONAL. Enter date if answer to field #43 was “yes.”

(MM/DDI/CCYY)

Treatment Resulting REQUIRED, if applicable. Mark the appropriate box if the dental treatment listed
from on the claim was provided as a result of an accident or injury.

Date of Accident REQUIRED, if applicable. Enter the date on which the accident noted in field #45
(MM/DD/CCYY) occurred.

REQUIRED, if applicable. Enter the state in which the auto accident noted in field

Auto Accident State #45 occurred.

Last Updated 05/24/2008 8
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AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

236. | have basn infarmed of the treatment plan and associated fees. | agres to be responaible for all 38_ Placs of Treatmant 39. Number of Enclosures (00 to 88)
chargas for dental smvicas and matarials not paid by my dantal benafit plan, unless prohibitad by law, o Fadagraghis) - Oralimagels)  Modsis)
the traating dentizt or dental practice has a contraciual agrasment with my plan prohibiting all or a partion of D Provider's Offica |:| Hospital |:| ECF |:| Othar l:l l:l l:l
guch charges. To the extent parmittad by law, | consant to your ugs and discloaure of my p health :

information to carry out paymant sctivities in connaction with this claim. 40. Iz Traatment for Orthodontice? 41. Dats Appliance Placed (MM/DD/GCYY)
. [[Ino (ship4142) [ ]Ves (Gomplsts 41-42)

Patient/Guardian signature

Data 42. Montha of Treatment |43. Replacement of Prosthesis? | 44. Date Prior Placement (MMW/DD/CCYY)

37. | hereby authorize and direct payment of the dental benefits otherwize payable to me, diectly to the below named

Worih
amainini [ ] o[ ]ves (Complsts 44)

dantie? or dantal antity. 45. Traatment Rasulting from
X |:| Occupational illnea/injury |:| Auto accident |:| Otther accident
Subscriber signaturs Data 46. Date of Accident (MWDDIGCYY) | 47. Auto Accident Stats

BILLING DENTIST OR DENTAL ENTITY (Leave blank i dentist or dental entity is notsubmiting | TREATING DENTIST AND TREATMENT LOCATION INFORMATION
claim an behalf of the patient or meured/subacriber) 53. | haraby centify that the procedurea az indicated by dats sre in prograes (for proceduras that requine multiple

visits} or have bean complated.

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

X
Signed (Treating Dantit) Data
54 MPI 55. Licanza Number
= : 504, Provider
56. Addrees, City, State, Zip Code Spsciaty Cods

48. NP1 ‘511 Licanes Numbsr [ 51.55Nor TIN @

52. Phone 2 524 Acd'rtiolnaj 57. Phona 58. Additional

Numoer | ) - QS ) Provider ID Number | ! - Providar 1D
22006 American Dental Association To Reordar call 1-800-047-4745
J400 (Same sz ADA Dental Claim Form - J401, J402, J403, J404) or go online at www.adacatakog.org

# FIELD NAME FIELD INSTRUCTIONS
Name. Address. Cit REQUIRED. Enter the name and complete address of a dentist or dental entity
48 . Y including the Zip Code + 4. Should the claim need to be returned, this address
State, Zip Code
would be used.
REQUIRED, if applicable. Enter the treating entity’s Type 2 — group NPI in this
field. This number represents an organization providing dental care services,
49 |NPI such as group practices, professional organizations, clinics and hospitals. If you
enter a group NPI in this field, then you must enter an individual provider NPI
number in Field 54 or your claim will reject.
: OPTIONAL. If the billing dentist is an individual, enter the dentist’s license
50 |License Number - L2 o .
number. If a billing entity is submitting the claim, leave blank.
OPTIONAL. Enter SSN or TIN if the billing dentist is unincorporated; Corporation
51 |SSNorTIN - . o . i
TIN of the billing dentist or dental entity is a group practice or clinic.
52 | Phone Number OPTIONAL. Enter the business phone number of the billing dentist or dental

entity.
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AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all 38, Placs of Treatment 38. Number of Encloaures (00 o 88)
chargea for dental sarvicas and materials not paid by my dental bensfit plan, unless prohibited by law, or Fadographis) - Cral imaga(s)  Modeiis)
the ireating dentist o dental practice has & contraciual agrasment with my plan prohibiting all or a portion of |:| Prowidar's Offica D Hogpital |:| ECF D Othar l:l l:l l:l
guch charges. To the sxtant parmittad by law, | conaant to your u2s and disclosure of my protectad health - :

infarmation to carry out paymant activitiss in connaction with this claim. 40. I Traatment for Orthodontics? 41. Date Appliance Placad (MM/DDVCCYY)
” [ Mo (Skind142 [ |Vee (Completad1-42)

Patignt/Guardian signature

Dats 42. Montha of Treatment |43. Aeplacement of Proathesia? | 44. Dats Prior Placsment (MMWDD/IGCYY)

37. | hereby authonzs and dirsct paymant of the dental bensfta otherwize payable to me. desctly o the below named

Remaining
[ ] o[ ] e (Complets 44)

dantit or dantal antity. 45. Treatment Raaulting from
X D Oecupational illnesa/injury D Auto sccident D Other accident
Subscriber signaturs Dats 46. Date of Accident (MM/DDICCYY) | 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leave biank f deniict or dental snity is not aubmiing | TREATING DENTIST AND TREATMENT LOCATION INFORMATION
claim on behalf of the patient or ineured/zubacriber) 53. | haraby certify that the procedurea as indicated by dats ars in progrees (for procedurss that require multiple

vigits) of have bean complatsd.

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

X
Signed (Treating Dentiat) Dats

54 154 npl 55, Licanas Number (55
56. Addreas, Giy, Stats, Zip Gade gﬂ_’;‘q’:ﬁ‘“ggga 56A

30, NP1 ‘ 50. Licanga Numbar [51. 55N or TIN

| /TN
52. Phons 524 Additional 57 )57 Phons 58. Additional
Number | ! - Provider ID K Mumber | ) - Provider D
22006 American Dental Association To Reorder call 1-800-47-4746
J400 (Same az ADA Dantal Claim Form - J401, J402, J403, J404) or go online at www. adacatalog org

# FIELD NAME FIELD INSTRUCTIONS
53 | Certification OPTI_ON_AL. Enter the signature of the treating or rendering dentist and date the
form is signed.
REQUIRED. Enter the treating dentist’'s Type 1 — individual NPI. This number
54 | NPI : . i
represents the actual treating dentist who performed the service(s).
. OPTIONAL. Enter the license number of the treating dentist. This may vary from
55 | License Number e .
the billing dentist.
. . | REQUIRED. Enter the physical location where the treatment was rendered. Must
56 égggess, City, State, Zip be a street address, not a Post Office Box. Must include at minimum the Zip
code + 4.
REQUIRED. Enter the taxonomy code that indicates the type of dental
56A | Provider Specialty Code | professional who delivered the treatment. The taxonomy code reported on the
claim must match the taxonomy code registered with SCDHHS.
57 | Phone Number OPTIONAL. Enter the business telephone number of the treating dentist.
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