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ADA Dental Claim Form

HEADER INFORMATION

1. Type of Traneaction (Chack all applicable boxea)
l:l Suatarnant of Actual Servicss — OR - |:| RA=qusst for Predetermination / Preauthorization
[ ]=rsomiTite xix

2. Pradetermination / Prequthorization Numbsr

PRIMARY SUBSCRIBER INFORMATION

12. Mams (Last. Firat, Middle Initial, Suffix). Address, City, Stats, Zip Code

PRIMARY PAYER INFORMATION

3. Mame, Address, City, Stats, Zip Code

13. Date of Birth (MM/DDICCYY) 14, Gender

[ [JF

15, Subecribar ldentifisr (S5M or 1DF)

OTHER COVERAGE

16. Plan/Group Numbar 17. Employer Name

4, Other Dantal or Medical Coveraga? I:l Mo (Skip 5-11) D‘fas {Complsets 5-11)

5. Subscriber Name (Last, Firet, Middle Initial, Suffix)

FATIENT INFORMATION

18. Aslationzhip to Primary Subecriber (Check apolicable box) 18. Swdent Status

8. Date of Birth (MMDD/CCYY) 7 Gendar B Subscribar Idsntifisr (SSN or 1D#) [Jssit [ ]Spouss [ | DepandentGhils [ | Crher [Jrs  [Jrms
[ [JF 20. Name (Last, Firzt, Midcle Infial, Suffor), Address, Gity, Stats, Zip Gods
0. Plan/Group Number 10. Relationship to Primary Subscriber (Check applicable baox)
l:‘ Salf l:‘ Spouza l:‘ Dapendant |:| Cther
1. Other Carrisr Mame, Addreas, City, State, Zip Cods
21. Date of Birth (MM/DD/CCYY) 22. Gandar 23. Patient ID/Account # (Assigned by Dentiat)
(v [+
I
RECORD OF SERVICES PROVIDED
25. Area) 26, - \ ’
24. Procadure Dats 27. Tooth Numberis) 2B. Tooth 20, Procadurs -
{MM/DDICCYY) Zoral) Jooth or Latter(z) Surface Code 30. Deaeription 31. Fee
1 i
)
2 ‘
3 i
4 i
)
5 i
B i
7 i
8 i
)
8 |
10 .
MISSING TEETH INFORMATION Peimarent Primary 32. Cthar i
- " 1
i 2 3 4 5§ & T 8@ 10 11 12 13 14 15 16| A Z D E|(F G H 1 J Fas(z) f
34, (Placs an ' on each missing tooth) T
32 3 30 29 28 27 26 25|24 23 22 21 20 19 18 17| T & R @ P |o N WM L K [33ToalFes I
35. Remarks

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

36 | have besn informed of the treatment plan and associated fees. | agres to be responaibls for all
chargea for dental esrvicss and materials not paid by my dental bensfit plan. unless prohibited by law, or
tha treating dentist or dental practice has a contractual agresment with my plan prohibiting all or a portion of
such charges. To the extent permitted by law, | consent to your uas and disclosura of my protsctad haalth
information to canry out payment activities in connection with this claim

X

Patient/Guardian signatura Date

28, Murnber of Encloaurss (00 1o 0O)

3B. Placs of Treatment |
Fadiographis)  Oral Imaga(z) Mogais)

[ ] Provier's Ofics [ | Hospital || 507 [ ] Other

40 la Treatmant for Orthadontica? 41. Date Appliance Placed (MM/DDNCCYY)

[ shin41-22) [ ]Yes iCompists 41-42)

42. Montha of Treatmsant

43. Raplacement of Prosthesis?
Ramaining

44 Diats Prior Placsment (MRM/DDICCYY)

37. | hersby authorze and dirsct payment of the dental bensfta otherwize payabls to me, drecty 1o the below namsd
genfist or dental entify.

X

Subscrinar & gnature

Data

|:| Mo l:l ‘faz (Complsts 44)

45, Treatment Sesulting from

|:| Decupational illnesafinjury |:| Auto accident I:‘ Oithar accident

45. Date of Accidant (MIMDDVGCYY) | 47 Auto Accidant State

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity iz not aubmitting

claim an behalf of the patiant or msured/subacriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

53, | harsby cenify that the procedursa as indicatsd by dats ars in progress (for proesdures that require mublipls

23. Mams, Address, Gity, State, Zip Cods

wisits) or have beaan complatsd

Signed (Treating Dentiat)

4. NP1 55. Licenas Number

56. Addrasa, Gity, State, Zip Cods 2BA. Proviger

Speciaiy Cods
40, NP1 50. Licenea Numbar | 51. 55N ar TIN
== Fhons : oA Bodibonal 57 Frans ; 53, Addmonal
Mumbar | ) - Pravider 1D Numbar | ! - Providar 1D
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J400 (Sams as ADA Dental Claim Form — J407, J402, 1403, J404)
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e Heorar call 1.800-047 2745
or go online at www.adacatalog.org
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