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ADA Dental Claim Form

HEADER INFORMATION

1. Type of Transaction (Check all applicable boxes)
[] sStatement of Actual Services — OR — [_] Request for Predetermination/Preauthorization
(] EPSDT/Title XIX

Companion Dental Claims Processing Unit

P.0. Box 1535 * Dubuque, IA 52004-1534 FAX: 563-557-3350

2. Predetermination/Preauthorization Number

PRIMARY SUBSCRIBER INFORMATION

PRIMARY PAYER INFORMATION

3. Name, Address, City, State, ZIP Code

12. Name (Last, First, Middle Initial, Suffix), Address, City, State, ZIP Code

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

Cm [JF

15. Subscriber Identifier (SSN or ID#)

OTHER COVERAGE

4. Other Dental or Medical Coverage? D No (Skip 5-11) D Yes (Complete 5-11)

16. Plan/Group Number 17. Employer Name

5. Subscriber Name (Last, First, Middle Initial, Suffix)

PATIENT INFORMATION

7. Gender

CIm [JF

6. Date of Birth (MM/DD/CCYY) 8. Subscriber Identifier (SSN or ID#)

19. Student Status

Ors  [ders

18. Relationship to Primary Subscriber (Check applicable box)
D Self D Spouse D Dependent Child D Other

9. Plan/Group Number 10. Relationship to Primary Subscriber (Check applicable box)

DSeIf I:] Spouse D Dependent

11. Other Carrier Name, Address, City, State, Zip Code

20. Name (Last, First, Middle Initial, Suffix), Address, City, State, ZIP Code

21. Date of Birth (MM/DD/CCYY) 22. Gender 23. Patient ID/Account # (Assigned by Dentist
OmO-r
RECORD OF SERVICES PROVIDED
e [Goa| o | 7L | | 2 e S
1
2
3
4
5
6
7
8
9
10
MISSING TEETH INFORMATION Permanent Primary 32. Other
34, (Place an “X" on each missing tooh) 1 2 3 4 5 6 7 8[9 10 11 12 13 14 15 16| A B C D E|F G H | Fee(s)
32 31 30 29 28 27 26 25(24 23 22 21 20 19 18 17| T S R Q P |0 N M L K | 33 Total Fee
35. Remarks
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 the treating dentist or dental practice has a contractual agreement with my plan prohibiting all or a
portion of such charges. To the extent permitted by law, | consent to your use and disclosure of my pro-
tected health information to carry out payment activities in connection with this claim.

X
Patient/Guardian signature

Date

38. Place of Treatment (Check applicable box) 39. Number of Enclosures (00 to 99)
Radiograph(s) Oral Images(s) Model(s)

D Provider’s Office D Hospital D ECF D Other [ | [ | [ |

40. Is Treatment for Orthodontics? 41, Date Appliance Placed (MM/DD/YYYY)
D No (Skip 41-42) D Yes (Complete 41-42)

42. Months of Treatment
Remaining

43. Replacement of Prosthesis | 44. Date Prior Placement (MM/DD/YYYY)

37. | hereby authorize a direct payment of the dental benefits otherwise payable to me, directly to the
below named dentist or dental entity.

X
Subscriber signature

Date

D No D Yes (Complete 44)

45. Treatment Resulting from (Check applicable box)

I:] Occupational illness/injury D Auto accident D Other accident

46. Date of Accident (MM/DD/YYYY) | 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is not submitting
claim on behalf of the patient or insured/subscriber.)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

53. | hereby certify that the procedures as indicated by date are in progress (for procedures that require
multiple visits) or have been completed and that the fees submitted are the actual fees | have charged

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

and intend to collect for those procedures.

X
Signed (Treating Dentist)

Date

54. Provider ID | 55. License Number

49. Provider ID 50. License Number 51. SSN or TIN

56. Address, City, State, ZIP Code

52. Phone Number ( ) -

57. Phone Number ( ) - 58. Treating Provider

Specia

©American Dental Association, 2002

See Last Pages Companion Life Form 95734 for Fraud Notices
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General Instructions:

The form is designed so that the Primary Payer’s name and address (Item 3) is visible in a standard #10 window envelope. Please fold the form

using the “tick-marks” printed in the left and right margins. The upper-right blank space is provided for insertion of the third-party payer’s claim

or control number.

a) All data elements are required unless noted to the contrary on the face of the form, or in the Data Element Specific Instructions that follow.

b) When a name and address field is required, the full entity or individual name, address and ZIP code must be entered (i.e., items 3, 11, 12, 20
and 48).

c) All dates must include the four-digit year (i.e., ltems 6, 13, 21, 24, 36, 37, 41, 44 and 53).

d) If the number of procedures being reported exceeds the number of lines available on one claim form the remaining procedures must be listed
on a separate, fully completed claim form. Both claim forms are submitted to the third-party payer.

Data Element Specific Instructions

1. EPSDT / Title XIX -- Mark box if patient is covered by state Medicaid’s Early and Periodic Screening, Diagnosis and Treatment program for
persons under age 21.
2 Enter number provided by the payer when submitting a claim for services that have been predetermined or preauthorized.

4-11. Leave blank if no other coverage.

8. The subscriber’s Social Security number (SSN) or other identifier (ID#) assigned by the payer.

15.  The subscriber’s Social Security number (SSN) or other identifier (ID#) assigned by the payer.

16.  Subscriber’s or employer group’s plan or policy number. May also be known as the Certificate Number.

[Not the subscriber’s identification number.]

19-23. Complete only if the patient is not the primary subscriber (i.e., “Self” not checked in item 18).

19.  Check “FTS” if patient is a dependent and full-time student; “PTS” if a part-time student. Otherwise, leave blank.

23.  Enter if dentist’s office assigns a unique number to identify the patient that is not the same as the Subscriber Identifier number assigned
by the payer (e.g., chart #).

25.  Designate tooth number or letter when procedure code directly involves a tooth. Use area of the oral cavity code set from ANSI/ADA/ISO
Specification No. 3950 “Designation System for Teeth and Areas of the Oral Cavity”.

26.  Enter applicable ANSI ASC X12 code list qualifier: Use “JP” when designating teeth using the ADA’s Universal/National Tooth Designation
System. Use “J0” when using the ANSI/ADA/ISO Specification No. 3950.

27.  Designate tooth number when procedure code reported directly involves a tooth. If a range of teeth is being reported use a hyphen ( -)
to separate the first and last tooth in the range. Commas are used to separate individual tooth numbers or ranges applicable to the
procedure code reported.

28.  Designate tooth surface(s) when procedure code reported directly involves one or more tooth surfaces. Enter up to five of the following
codes, without spaces: B = Buccal; D = Distal; F = Facial; L = Lingual; M = Mesial; and 0 = Occlusal.

29.  Use appropriate dental procedure code from current version of Code on Dental Procedures and Nomenclature.

31.  Dentist’s full fee for the dental procedure reported.

32. Used when other fees applicable to dental services provided must be recorded. Such fees include state taxes, where applicable, and
other fees imposed by regulatory bodies.

33. Total of all fees listed on the claim form.

34. Report missing teeth on each claim submission.

35.  Use “Remarks” space for additional information such as “reports” for “999” codes or multiple supernumerary teeth.

36. Patient Signature: The patient is defined as an individual who has established a professional relationship with the dentist for the delivery
or dental health care. For matters relating to communication of information and consent, this term includes the patient’s parent, caretaker,
guardian or other individual as appropriate under state law and the circumstances of the case.

37.  Subscriber Signature: Necessary when the patient/insured and dentist wish to have benefits paid directly to the provider. This is an
authorization of payment. It does not create a contractual relationship between the dentist and the payer.

38.  ECF is the acronym for Extended Care Facility (e.g., nursing home).

48-52. Leave blank if dentist or dental entity is net submitting claim on behalf of the patient or insured/subscriber.

48.  The individual dentist’s name or the name of the group practice/corporation responsible for billing and other pertinent information. This may
differ from the actual treating dentist’s name. This is the information that should appear on any payments or correspondence that will be
remitted to the billing dentist.

49. Identifier assigned to billing dentist of dental entity other than the SSN or TIN. Necessary when assigned by carrier receiving the claim.

50. Refers to the license number of the billing dentist. This may differ from that of the treating (rendering) dentist that appears in the treating
dentist’s signature block.

52.  The Internal Revenue Service requires that either the Social Security number (SSN) or Tax Identification number (TIN) of the billing dentist
or dental entity be supplied only if the provider accepts payment directly from the third-party payer.

When the payment is being accepted directly report the: 1) SSN if the billing dentist is unincorporated; 2) Corporation TIN if the billing
dentist is incorporated; or 3) Entity TIN when the billing entity is a group practice or clinic.

53. THE TREATING, OR RENDERING, DENTIST’'S SIGNATURE AND DATE THE CLAIM FORM WAS SIGNED. Dentists should be aware that
they have ethical and legal obligations to refund fees for services that are paid in advance but not completed.

56.  Full address, including city, state and ZIP code, where treatment performed by treating (rendering) dentist.

58.  Enter the code that indicates the type of dental professional rendering the service from the “Dental Service Providers” section of the
Healthcare Providers Taxonomy code list. The current list is posted at: http://www.wpc-edi.com/codes/codes.asp. The available
taxonomy codes, as of the first printing of this claim form, follow printed in boldface.

122300000X Dentist — A dentist is a person qualified by Other dentists practice in one of nine specialty areas recognized by the
a doctorate in dental surgery (D.D.S.) or dental medicine American Dental Association:
(D-M.D.) licensed by the state to practice dentistry and 1223D0001X Dental Public Health 1223P0221X  Pediatric Dentistry
practicing within the scope of that license. 1223E0200X Endodontics (Pedodontics)

) . 1223P0106X Oral & Maxillofacial Pathology 1223P0300X Periodontics
Many dentists are general practitioners who handle a 1223D0008X Oral & Maxillofacial Radiology 1223P0700X Prosthodontics
wide variety of dental needs. 122380112X  Oral & Maxillofacial Surgery

1223G0001X General Practice 1223X0400X Orthodontics



GENERAL FRAUD WARNING: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR
PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR
INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON.

The fraud warnings listed below are applicable in the states of AL, AK, AZ, AR, CO, DE, DC, FL, ID, IN, KS, KY, LA,
ME, MD, MA, MN, NH, NM, OH, OK, OR, PA, RI, TN, TX, VT, VA, WA, and WV. Please review the appropriate fraud
warning relevant to the state that you reside in prior to submitting your claim.

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents
false information in an application for insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or
any combination thereof.

Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false,
incomplete, or misleading information may be prosecuted under state law.

Arizona: For your protection, Arizona law requires the following statement to appear on this form. Any person who knowingly presents
a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

Arkansas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the
purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil
damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or
information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard
to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department
of regulatory agencies.

Delaware: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing
any false, incomplete or misleading information is guilty of a felony.

District of Columbia: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding
the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits, if
false information materially related to a claim was provided by the applicant.

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application
containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

Idaho: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement of claim containing
any false, incomplete, or misleading information is guilty of a felony.

Indiana: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or
misleading information commits a felony.

Kansas: Any person who knowingly and with intent to defraud, presents, causes to be presented or prepares with knowledge or belief
that it will be presented to or by an insurer, purported insurer, broker or any agent thereof, any written, electronic, electronic impulse,
facsimile, magnetic, oral, or telephonic communication or statement as part of, or in support of, an application for the issuance of, or
the rating of an insurance policy for personal or commercial insurance, or a claim for payment or other benefit pursuant to an insurance
policy for commercial or personal insurance which such person knows to contain materially false information concerning any fact
material thereto; or conceals, for the purpose of misleading, information concerning any fact material thereto may be guilty of a criminal
act punishable under law and may be subject to civil penalties.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim
containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto
commits a fraudulent insurance act, which is a crime.

Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Maine: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.
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Maryland: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who
knowingly and willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in prison.

Massachusetts: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents
false information in an application or contract for insurance may be found guilty of a crime and may be subject to fines and confinement
in prison.

Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

New Hampshire: ANY PERSON WHO, WITH A PURPOSE TO INJURE, DEFRAUD OR DECEIVE ANY INSURANCE COMPANY, FILES
A STATEMENT OF CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS SUBJECT TO PROSECUTION
AND PUNISHMENT FOR INSURANCE FRAUD, AS PROVIDED IN R.S.A. 638:20.

New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR
BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY
BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.

Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files
a claim containing a false or deceptive statement is guilty of insurance fraud.

Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive an insurer, makes any claim for the
proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Oregon: Any person who knowingly presents a false statement of claim for insurance may be guilty of a criminal offense and subject to
penalties under state law.

Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application

for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information
concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil
penalties.

Rhode Island: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Tennessee: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject
to fines and confinement in state prison.

Vermont: Any person who knowingly, and with intent to injure, defraud or deceive any insurance company, files a statement of claim
containing any false, incomplete or misleading information may be guilty of fraud and may be subject to criminal or civil penalties.

Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose
of defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.

West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-
800-537-7697 (TDD).

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

MRE, HREEAEGBNESR, BERAREIESAEMNMHE CEENRELIEMN
B, AA—IEES, 5% 1-844-396-0188, (Chinese)

ES IR BAIAA

rlllll

Né&u quy vi, hodc la nguwdi ma quy vi dang giup d&, cé nhitng ciu hdi quan tdm vé chwong trinh strc khoe nay, quy
vj sé dugc gilp d& véi cac thong tin bing ngdn ngir cia quy vi mién phi. D& ndi chuyén véi mot thong dich vién,
xin goi 1-844-389-4838 (Vietnamese)

OOI-

t 22 HE0| US| H 1-844-396-01872 A FHA|2.

Ol AZEHO| 25t ==t f
° QFE ELIC} (Korean)

Totel vl 8 £HELO| o=

2
|_|—|

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecan y Bac nav anua, KOTOpomy Bbl MOMOraeTe, MMelTCs BONPOChI Mo nosoAy Balero naaHa MeanuUUHCKOro
obcnyKunsaHus, To Bbl MmeeTe npaso Ha BecnnaTtHoe NoyYeHne NoMOoLLM M MHGOPMaLLMM Ha PYCCKOM fA3biKe. s
pa3roBopa c nepeBoAYMKOM No3BoHUTe no TenedpoHy 1-844-389-4840. (Russian)

il slaall 5 s2elisall o Jgamall 3 3l chals oda daall Aad (o geady i saelud (s o)l el (1S )
(Arabic) 1-844-396-0189 @ Juail aa jie pe il 2SS 491 ()53 (o izl 4y ) 5 yuall
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
entépret, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interprete, appelez
le 1-844-396-0190. (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezpfatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac¢ z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre este plano de salude, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hlat-, FEEHEENEHEFZIATOEIAN., CORBER ICODVTIEBASSNWELES, &
FEDEBETHR—FZ2ZTY,. BREAFLEYITZZENTEET, HEEIHLMY FEEA., BR
EEEINDIEE. 1-844-396-0185 FTHEFEL ZE LY,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

ol gy a2l soylo o Y hw wdS 0 SeS gl an 4SS soyd Lo Lad S
Oy yeb 4 1y 0e3 Olo) 4o oledbl 3 SaS 4SS oyl Ty ol G edobdly addls
Juols> wlas  1-844-398-6233 o lad Lo Labd ¢ p>yi0 Ly §o4S Guxo ol g o do5S adloyo

(Persian-Farsi) . Lo

Ni da doodago t’44 haida bika’ana nilwo’igii dii Béeso Ach’4éh naa’niligi haa’ida yi na’ idit kidgo, niha’ahoot’i’
nihi ka’a’doo wolgo kwii ha’at’ish{f bi na’idotkidigi doo bik’¢’azlaagdd. Ata’ halne’é ta’ bich’{’ ha desdzih
ninizingo, koji” béésh bee holne’ 1-844-516-6328. (Navajo)
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