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ADA Dental Claim Form

HEADER INFORMATION

1 Typo of Transaclon (Check alt applicable boxes)
[j Slatement of Actuat Sarvices —OR - D Request for Predotermination/ Preauthorization
[ 1EPsDT/Tilte XIX

2 Predetermination/ Praauthorization Numbar

PRIMARY SUBSCRIBER INFORMATION

PRIMARY PAYER INFORMATION

3 Name, Address. Clty. State. Zip Code

12 Name (Lasl. First. Middie Intial. Sulfix}. Addrass. Clty. State. Zip Code

13 Date of Bith (MM/DDICCYY) 14 Gender

[ [e

15

Subscriber ldertifler (SSN or 1D}

OTHER COVERAGE

4 Olher Denlal of Medital Coverage? || Mo (Skip 5-11) [ ] Yes {Complete 5-11)

16 Plan/Group Number 17 Employer Name

5 Subscriber Name (Last First. Middle Initial. Suftix)

PATIENT INFORMATION

& Dale of Bisth (MMWDDICCYY) 7 Gender

[lu [

& Subscriber ldentifier {55N er 1D#)

18 Ralalionship to Primary Bubscriber {Check applicable box)

D Sal B Spouse C] Depandant Child D

19 Student Status

(ers [Ters

Olher

9 Plan/Group Number 19 Relalionship to Primary Subscriber {Check apgplicable bex)

a Sel! Ij Spouse D Dependenl |:| Qther

11 Other Carier Name. Address. City. Siate. Zip Code

20 Name (Las!. First. Middie Initial. Bullix), Address. City. State. Zip Codo

22 Ganter

[lu []r

2t Date of Blrth (MMDD/CCYY)

23. Patien! 1D/Account # {Assigned by Dentist)

RECORD OF SERVICES PROVIDED

R e I I 50 bosrpion st oo

1 :
2 :
3 '
4 '
5 ;
6 :
7 '
B8 ,
g ;
10 1
MISSING TEETH INFORMATION Parmanent Primary 32 Other
34 (Place an X on oach missing faolh) 12 3 4 5 6 7 B}9 10 11 12 13 14 15 1B B C b E|F 6 ®H 1 J Feols) ,
32 31 30 29 28 27 26 25124 23 23 21 20 19 18 17|T S R @ P|lo N M L K Jumvosres )

35 Remarks

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

36, § have been informed of the trealment plan and associatad fees, | agren 1o be responsible for alt
charges for denlal services and matenials nol pald by my dental benafit pian, unlass probiblied by law, or
the fraating dentlst or dental practice has a contractual agreament with my plan prohibiting all or a portion of
such charges Yo the exient parmitted by law, | consent to your use and disclosura af my pretected health
Information to carry out payment activities in connection with this claim

Patient/Guardian signature Dale

38 Placa of Treatment {Check applicable box}

[} Pravider's Office || Hospital [_J Eck [_] ower

39 Number of Enciosures (00 to 99)
Radliograph{st Ol imageds) Model{s}

40 Is Yreatmant for Orthodontics?
[no (skipataz [ Jves (Complete 41-42)

41 Data Appliance Placed (MM/DDICCYY)

37 1hereby authotize and direct payment of the dental benefils otherwise payable 1o ma. directly to the below named
dentist or dental entity

4z Months of Treatment |43 Raplacement of Prosthesis?
Remalning
[:} No DYes (Complata 44)

44 Dale Prior Placerment {MM/DDICCYY)

45 Treatment Resulting from {Check appiicable box)

cleim on behall of the patient or Insured/subsciibes)

X D OCccupational lness/injury [::] Aulp accident [:] Other acciden!
Subseriber signature Data 46. Date of Accidant {MM/BDICCYY) | 47, Auto Accident State
BILLING DENTIST OR DENTAL ENTITY (Leave biank il dantist or dantal enlity fs not submitting TREATING DENTIST AND TREATMENT LOCATION INFORMATION

48 Name. Address. Ciy State. Zip Code

53, | hareby cedily that the procedures as Indicaled by date are in

visils) or hiave been completed and that the fees submitted are the actual foes |

colieet for those procedures

progress (for grocedurus that require mulliple
ave charged and intend to

X
Signed {Treating Dentlsl)

Date

54, Provider D

55 License Number

49 Provider iD 50 License Number 51 SSNorTiN

56 Address. Cily. State. 2ip Code

52. Phono Number { } -

57. Phona Numbaor {

58 Trealim? Providar
Spacially

©American Dental Association, 2002
-)515 {8ame as ADA Denlal Claim Form) — J516. J817, 3518, 4519

To Reorder cail 1-800-847-4746
or go ondine al www adacatalog org



