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ADA Dental Claim Form

HEADER INFORMAﬁON

1. Type of Transaction (Mark all applicable boxes)
D Statement of Actual Services
[] epspT Title xix

D Request for Predetermination/Preauthorization

2. Predetermination/Preauthorization Number

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

INSURANCE COMPANY/DENTAL BENEFITS PLAN INFORMATION

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

12. Subscriber/Policy Holder Name (Last, First, Middle Initial, Suf ix), Address, City, State, Zip Code

13. Date of Birth (MM/DD/CCYY) 14. Gender

[ i

15. Policy Holder/Subscriber ID (SSN or ID#)

— —
OTHER COVERAGE

4. Other Dental or Medical Coverage? [ | No (Skip 5-11) [] ves (complete 5-11)

16. Plan/Group Number 17. Employer Name

5. Name of Policy Subscriber in #4 (Last, First, Middle Initial, Suf ix)

PATIENT INFORMATION

18. Relationship to Policy Holder/Subscriber in #12 Above 19. Student Status

pros

6. Date of Birth (MM/DD/CCYY) 7. Gender 8. Policy Holder/Subscriber ID (SSN or ID#) [] set [ ]spouse [ ] Dependentchid [ ] Other [(Jrrs  [Jets
D M D F 20. Name (Last, First, Middle Initial, Suf ix), Address, City, State, Zip Code
9. Plan/Group Number 10. Patient’ s Relationship to Person Named in #5
D Self |:| Spouse D Dependent D Other
11. Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code
21. Date of Birth (MM/DD/CCYY) 22. Gender 23. Patient ID/Account # (Assigned by Dentist)
[Iv []F

RECORD OF SERVICES PROVIDED
1 " T
2 : :
3 | |
4 ' '
: .
° -
7 " "
8 ] ]
9 ] ]
10
MISSING TEETH INFORMATION Permanent Primary 32 Other
34, (Place an X' on each missing tooth) 12345678 9 10 11 12 13 14 15 16 ABCDE FGH 113 Fee(s)

32 31 30 29 28 27 26 2524 |23 22 21 20 19 18 17 TSRQP ONMLK 33.Total Fe+

35. Remarks

pros

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

36. | have been informed of the treatment plan and associated 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

39. Number of Enclosures (00 to 99)

38. Place of Treatment |
Radiograph(s) Oral Image(s) Model(s)

the treating dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of = . = K = = . |:|
Referring Dentist could be the same as billing /DDICCYY)
« Dentist.
Patient/q 48 N d S i L . e DD/CCYY)
- Name and Service Location : :
24 Tof Provider submitting the bill, (if P #eveness| 31 Referring Dentist NP
dentste NP is ot X g ey 56. Service Address
S IS not a one to one match), 566. Taxonomy Code
suseibl |system will look at Service e = < : ate
BILLING bl entity is not submitting TREATING DENTIST AND TREATMENT LOCATION INFORMATION
claim on Address as the matCh. 5'3"t| erer:) cegtify that thtle ;t)rgcedures as indicated by date Rjre in progress (for procedures that require mul§ple
48. Name, Address, City, State, Zip Code Vists)pr haye been completed.
- X
49: Bill Ing NPI Signed (V'reat\pg Dentist) \ Date
o 54. NPI* \ 55. License Numbe}\
v 56. Address, CY, State, Zip Code E%Q'CE lrt‘;"i(‘:jg(rje \
49. NPI A/ 50. License Number 51. SSN or TIN
_ 52A. Additional 57. Phone _ 58. Additional
( ) Provider ID Number ( ) Provider ID

©2006 American Dental Association
J515 (Same as ADA Dental Claim Form — J516, J517, J518, J519)

—
To Reorder call 1-800-947-4746
or go online at www.adacatalog.org






