CQ ADA Dental Claim Form (version J400) Instructions

Care S()urce Information as of May 2007

Attention All Providers:

In order to report the National Provider Identifier (NPI), the American Dental Association (ADA) has
revised the ADA Dental Claim Form (version J400). CareSource is now accepting this new ADA Dental
Claim Form in order to be compliant with the Federal NPl initiative.

The ADA website http://www.ada.org/prof/resources/topics/claimform.asp contains instruction manuals
for your reference.

We have provided some instruction below for key fields that are necessary to process your claims and

ensure no interruption in payment. Please submit original forms so data entered is legible and not
obscured.

Changes to the Form

Field Number 49: NPI number of the billing provider. This 10 digit number refers to the HIPAA
National Provider Identifier Number.

Field Number 51: SSN or TIN — Enter the 9 digit Tax ID #.

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentiat or dental sntity is mot submitting
claim on behalf of the patisnt or insured’/subacriber)

48. Name, Address, City, State, Zip Code

49, NPI | 50. License Numbser 51. 55N or TIN
|
A2. Phone 52A. Additional
Murmbsr | ) - Providsr |0

Field Number 54: NPI number of the treating dentist performing or rendering the service.

Field Number 58: Additional Provider ID refers to the non-NPI number of the treating dentist. This is
the CareSource Provider ID.

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

53. | haraby certify that the procedures as indicated by date are in progreas (for procedurae that require multiple

vigits] or have bean complated.

X

Signed (Treating Dentiat) Dats

54. NPI 55. Licenze Mumber

58. Address, City. State, Zip Code g%;‘azﬂ"'ggéa

37. Ph 58. Additional —
? N u?rrgar i 1 - F'rcr.llidmgr In]
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ADA Dental Claim Form (version J400) Instructions
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ADA. Dental Claim Form

HEADER INFORMATION

1. Type of Tranzsction (Mark all applicabls boxes)
D Statement of Actual Services D Request for Predetermination/ Preauthorzation
[] epsoTeite xix

2. Predetermination Preauthorization Number

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Mamed in #3)

INSURANCE COMPANY/DENTAL BEMEFIT PLAN INFORMATION

3. Company/FPlan Name, Address, City, State, Zip Coda

12 Policyholdsr/Subacriber Nama (Last, Firat, Middle Initial. Suffix), Address, Gity, State, Zip Gode

Cw Ce

13. Dats of Birth (MM/DDICCYY) 14. Gender 15. Policyholder/Subscriber 1D {SSN or IDF)

OTHER COVERAGE

16 Plan/Group Number 17. Employer Nama

4. Other Dental or Madical Goverage? || No (Skip 511) [ es icomplata 5-11)

5. Name of Policyholdar'Subacribar in #4 (Last, Firat, Middls Initial, Suffix)

PATIENT INFORMATION

18. Relationship to PolicyholdesSubacriber in #12 Above 10. Stugdént Statwes

[]saft [ ]spousé [0 Dependent Ghile || Othef (lFs [ers

20. Name (Last, First, Middle Infigl, Suffic), Addraas, Gity, Sané, Zip Code

6. Date of Birth (MM/DD/CCYY) 7. Gender B. Policyholder/Subscriber ID (SSM or ID#)
[m [JF

9. Plani/Group Mumier 10. Patient” a Relationahip to Peraon Namead in #5
D Salf l:l Spouse l:‘ Dependant l:‘ Other

11. Other Insurance Company/Dental Banefit Plan Mams, Addreaa, City, State, Zip Code

Ll [ -

21. Date of Birth (MMDEICCYY) 22 Gandsr 23, Pationt |D/Account # (Asasignad by Dentiat)

RECORD OF SERVICES PROVIDED

PatisntfGuardian aignature Diate

25, Arsa| 26,
24. Procedure Date 27. Tooth Number(s) 28. Tooth 20. Procedure .
(MMDDIECYY) Pt R o Lstiar() urfaos Codo 30. Dageription 3. Fes
1 i
2 i
3 i
4
3
6 1
7 i
8 |
8 |
Jio !
MISSING TEETH INFORMATION PeImanzn: Primary 32 Other i
1 2 3/4 5 6 F @& |8 10 11 9213 14 15 16| A B C D E|F G H I J Fes(z) !
34. (Place an ' on sach miasing tooth) T
32 31 30 20 28 27, 26 25|24 23 22 21 20 19 18 17| T § R Q@ P |O N M L K 33 Total Feel !
35. Remarks =
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION
36. | have been informed of the traatment plan and@ssociated feas. agres to be responsibls for all 3B. Placs of Treatment 38. Number of Enclosures (00 w0 88)
charges for dental @sndces and materials net paid By my dental bensfit plan, unless prohibited by law, or Radiographis)  Oral Imageis)  Mooais)
the traating dentist ar dental practics hasla contractual agresment with my plan prohibiting all or a paortion of D Providar's Offica l:l Hospital l:‘ ECF l:l Other
such charges. To the extent permittad by law, | conaant to your ugs and discloaurs of my p haalth =
information to carry out payment &etivities in connection with this elaim. 40. Iz Treatment for Orthodontice? 41. Dats Appliance Placed (MM/DINGCYY)

[re (skio4142y [ |Yee (Complats 41-42)

Remaining

37. | hersby authorze and direct paymentof the dental bersita otherwizs payables to me, drectly o the balow named
dentist or dental antity.

[ ] Mo [ ] vz (Gompists 44)

42. Montha of Treatmant | 43. Replacement of Prosthesie? | 44. Date Prior Placement (MAMDDICGCYY)

45. Treatmant Reaulting from

claim on behalf of the patient or insured/subacriber)

D Oeccupational ilinesz finjury l:‘ Auto sccident l:‘ Cther accident
Subscriber gignaturs Dats 45. Date of Accident (MMW/DDVCCYY) | 47 Auto Accident State
BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity iz not submiting THEATING D ORMATION

= ey 4. Treating Dentist

48. Name, Addresa, City, Stats, Zip Cods

vizitz) or have be NPI

reea (for procedures that require multiples

51. TIN (Tax ID #) . _—— 58. CareSource
49 Billing NPI Signed (Treating Dentiat) / .
° s4.NP1 3456789012 55. Licenas Mumbe| Provider ID
56. Addrazs, City, State, Zip Coda gﬂ*- .Fn'fw'ggéa —
20 NP1 50. Licenss Numbear 51 SENor TIN /
0123456789 3111111111
= e () - A Enae D o Ko () - o enencp 311111111001

@2006 American Dental Association
J400 (Same sz ADA Dental Claim Form — J401, J402, J403, J404)

To Reorder call 1-800-847-4746
or go online at www.adacatalog.org

2D
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