ADA. Dental Claim Form

HEADER INFORMATION

1. Type af Transaction (Mark & applicable boxes)
[7] statement af Actuat Services
[ ] ersoTiitle 30%

D Reguest for Predetermination/Preauthorization

2. Pradetermination/ Preauthoerization Numbar

POLICYHOLDER/SUBSCRIBER INFORMATION (For insurance Comparny Named in #3)

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Pian Name, Address, Clty, Staie, Zlp Coeda

WebMD Payer ID #
51474

ACS Benefit Services, Inc.
PQ Box 2050
Winsion-Salem, NC 27102-2050

12, Polficyhoider/Subscriber Name (Last, First, Middle Inifizf, Suffix), Address, City, State, Zip Coda

14. Gendar

Clw [

13. Dale of Birth (MM/DD/CCYY) 15. Palicvholder/Subscriber i (SSN or ID#)

QTHER COVERAGE

[ ves {complete 511}

4. Olher Denta or Meclioal Coverage? [ |No (Skip 511)

16. Plan/Group Number 17. Employer Narﬁa

5. Name of Policyholdar/Subscriber in #4 (Last, First, Middle inttial, Suffix}

PATIENT INFORMATION

7. Gender 8. Policyhoider/Subscrivar j0 (SSN or ID#)

Clv [ e

§. Daie of Birth (MM/DD/CGYY)

18, Student Status

(drrs  [Jers

18, Hefationship to Policyholder/Subscribsr In #12 Abova

[Jser [Ispouse [} Dependent chid [ | Other

10. Patient' s Relalicnship to Person Named in #5

D Salf D Spouse [:] Dependent I:] Cther

Q. Plan/Group Mumber

11. Other Insurance Company/Dental Beneflt Plan Naime. Address, Ciy, Siate, Zip Code

20, Name (Las!, First, Middle inilial, Suffix), Address, City, State, Zip Cade

22, Gender 23, Patient ID/Account # [Assigned by Denlist)

[w CF

21, Data of Birth (MMAD/CCYY)

RECORD OF SERVICES PROVIDED

oomoae [GGS o | L | g | o 5. Do
; :
2 1
3 i
4 :
& |
] :
¥ .
8 .
9 :
10 :
MISSING TEETH INFORMATION Parmanant Primary 32 Cthar f
44, {Ftace an"X on each missiog toch) 1 2 3 4 5 6 7 8|9 10 11 12 13 #4 15 16 A G o E[F & H 1 | Fes(s) ,
a2 31 30 a9 28 87 26 25|24 23 22 21 20 18 18 17| T S R Q P |o N M L K |3ifaefel :
35. Remarks
AUTHORIZATICNS ANCILLARY CLAIM/TREATMENT INFORMATION

26, ! have been informed of the treatment plan and associated fees. | 2gree to be respansibte for all
charges for dental services and materlals nof paid by my dental heneiit plan, unless prohitilad by law, or
the Irealing dentist or dental practica has a contractual agreement with my plan prohibiting all or a portion of
such chargas. To the extent permitied by law, | consent to your use and digclosure of my protecied healih
infarmalion to carry out gayment aclivities in connaclion with this claim.

Patient/Guardian signature Date

39. Murmnber of Enclosures {00 to 99}

38. Place of Treafment Aedlogiapnls)  Ovlimagels  Madels)

I:] Providar's Office D Hospital D EGF D Cthat

44, 18 Treatment for Orthedontics? 41, Date Appliance Placed (MMODIGGYY)

[ o swpataz)  [[]ves {Compate 41-42)

37.| herghy autnariza and direct payment of ihe dentel benafits othenvise payable to ma, directly ta the below named
denfist or dental erdity.

X
Bubscriber slanature

Date

42, Months of Treatment 44. Dale Prior Placement (MMDD/CCYY)

43, Repiacement of Prosthesls?
Aemaining

!:l No D Yeq (Complate 44)

45, Trgatment Resulling from

[ occupational ess/injury [] auto accident [ cther accident

48, Date of Accident (MM/DD/CCYY} l 47, Auto Accident State

BILLING DENTIST QR DENTAL ENTTY (Leave blank if denilst or dental entity is nat submitiing
claim en behalf of the pattent or insured/subscribar)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION |

48, Name, Addrass, CRy, Stafe, Zlp Code

3. | hereby ceriify that the procedures as indicated by date are In prograss {for proceduras thal requira muitiple
visils) or ave been somplatad.

X
Signed (Treafing Dentist) [aie

54, NP 55. License Mumber
fi 564, Pravidar
66. Address, Cily, State, Zip Cade Specially Gode
48. NPI 50, Licenss Mumber 1. 38M or TIN
2. Phone 52, Additional §7. Phone 58, Additior:
Number  ( } - FProvider ) Number { ) - > '3?355’?}0

@ 2006 American Denial Association
J408 {Same as ADA Bental Glaim Form ~ J401, J402, J403, J404)

To Renrder call 1-300-847-4745
or go oniing al www.adacatalog.org

pic
1




