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ADA American Dental Association® Dental Claim Form

HEADER INFORMATION

1. Type of Transaction (Mark all applcable DOMEs)

Statement of Actual Senvces EPSDT/ Tille XIX

: Reguest for PredeterminationPraautharization

2. Predetermination/Preauthartzation Numbsr

POLICYHOLDER/SUBSCRIBER INFORMATION (Assignad by Plan Named In #2)

DENTAL BENEFIT PLAN INFORMATION

12. PplicynolgerrZubseribar Name (Last, First, Middie Initial, Sumx), Adaress, CRy, State, ZIp Coge

3. CompanyiPlan Mame, Addrass, Clty, State, Zip Code

13. Date of Birth (MMDDCCYY)

3a. Payer ID

14, Gender
Ml F|l u

15.PolicynoiderSubscriber ID {Assigned by Pian)

16. Plan/Group Number 17. Employer Name

OTHER COVERAGE [Mark appilcabie box and compiats k2me 5-11. If none, keave blank.)
4. Dental? | Medical? (I both, complete S-11 for dental oniy.)

5. Name of PollcyholderiSunecainer In # 4 [Last, FIrst, Middie Inkial, Suffx)

PATIENT INFORMATION

19, Reserved For Future

,2- 6. Date of Birth (MMWDDICCYY) 7. Gender

M| Fl v

8. PoilcyhoidenSubscriver ID (Assignad by Pian)

1&. Relalionship to Policyholder’Subscrber in #12 Above

| serr Spouse Dependent Child Us=

| other

9. Plan/Group Mumibsr 10. Patient's Relationship 10 Person namead In#5

20. Name (Last, First, Middie Inflal, Suffix), Address, Clty, State, Zip Code

| |ser | |spouse Dependent Other
11. Other Insurance Company/Dental Benefit Plan Name, Address, Clty, State, 2p Code
21. Date of Birth (MMDDICCYY) | 22. Gender 23. Patient IDiACSoUNt # (Assigned by Dentist)
11a. Other Payer ID Ml o
RECORD OF SERVICES PROVIDED
et [zow|we | T | BT | W (D 20 pescrpion

1
z
3
4
5
6
7
&
9
10
33. Missing Teeth Information (Place an "X" on each missing tooth.) 34. Diagnoss Code List Qualiier (1CD-10= A | 31a. Other

1 2 3 4 5 & 7 B % 1 M 12 1 ¥ 15 16 | 34a Disgnosls Code(s) A Feeis)

32 3 30 29 23 3 26 25 M 23 22 21 20 19 18 17 | (Primary diagnosls In"A") B o 2. Tolal Fea

'!‘ 35. Remarks

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION (alll dates In MM/DDVCCYY format)

36. | hawe been Informed of the feaiment pian and associated fess. | agree to be responsile for al
charges for dental sarvicss and matedais not paid by my dental beneft plan, uniess pronibited by
law, Or e freating dentist or dental practice has a contractual agreement with my plan prohibiing ak
o 3 portion of such charges. To the extent panmitied by |w, | CONEENt D your WSS and disHosure
of my protected health information % camy out payment activites In connaction with this claim.

X

PatientGuardian Signature

Date

38. Place of Treatment {e.0. T mofice; 22=00F HospRa) | 39. ENclosures (Y o N)

(Use *Place of 3ervice Codes for Professional Clalms®) 393 Date Last SRP

40. 15 Treatment for Onthodontics?
Mo (SWp41-42) | |Yes{Compete 41-42)

37. | hareby authorize and direct payment of the dental benafits otherwlse payable to me, directly
to the Dekow named dentist of gental entty.

SubsCrber Signatine Date

42 Months of Treatment |43 Replacement of Prosthesis
Mo, |Yes (Compiete 44)

45, Treatmant Reasulting from

Ocoupational linassn|ury Auto accident Omer accigen

45. Date of Accident (MM/DDVCTYY) 47, Auto Accigent State

BILLING DENTIST OR DENTAL ENTITY [Leava blank If dentist or dental entity Is not
submiitting claim on behalf of the patient or Insuwredsubsciber.

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

48. Name, Address, Clty, State, 2p Code

53. | nefetyy cerity that the procedures as Indicated Dy Gate are In Progress (for procemures that require
multipie visits] or have been compietad.

Signed [TTeating Denfist) Date

53a. Locum Tenens Treating Dentist?

4. NP1 55. License Mumber

54, Aodress, City, Stai, Zip Code 553, Provider Spaciaity Code

41, Date Appilanca Placed (MMDDICCYY)

44, Date of Prior Placemant (MM/DOVCCYY)

45 NPI 50. License Numioer 51. 38N or TIN
52 Phore |, . _ 52a. Additional 57. Phone _ 53 Additional
Number | ! Provider 1T Number ! Prowider 10

©2024 American Dental Association
JA3024 (Same as ADA Dantal Claim Form — J43124, J43234, 143434, J43024T)

To reorder call B00.947 4746
or go online at ADAstore.org
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