' CareSOurce” ADA Dental Claim Form (version J400) Instructions

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 NPI 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 #.

BILLIMNG DENTIST OR DENMTAL ENTITY (Lsave blank if dentist or demtal entity is mot submitting
claim on behalf of the patisnt or insured’aubacriber)

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

40, NPI | 50. Licenae Number 51. 55N or TIN
|
52. Phaone 52A. Additional
Murnbar | ) - Providar E

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 procadures &s indicated by date ars in progress (for procadurse that reguirs multipls

vigite] or have been complatad.

X

Signed (Treating Dentiat) Date

34. NPI 55. Licenze Mumber

58. Address, City. State, Zip Cods %E.ﬁaﬁﬂ“ggéa

57. Fh 58. Additional <—
? Nuggar [ ) - F'rl:r.llidmgr 1]
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¢ CareSource

ADA Dental Claim Form (version J400) Instructions
Information as of May 2007

ADA. Dental Claim Form
HEADER INFORMATION
1. Typa of Transsction (Mark all applicable boxss)

l:l Statemant of Actual Services l:‘ Raquaat for Pradetemination/ Preauthorization

[Jersormie xix

2. Predetermmination/ Preauthorization Numbser

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

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
3. Gompany/Plan Mame, Address, Gity. Stats, Zip Goda

12 PolicyholderSubscriber Name (Laat, First, Middle Initial, Suffix), Address, Gity, Stats, Zip Code

13. Dats of Birth (MM/DDIGGYY)

14. Gender

Cw [r

15. Policyholder/Subecriber 1D (SSM or IDF)

OTHER COVERAGE

4. Other Dental or Medical Coverage?

[Ino (skip5-11) [ves (complate 5-11)

16. Plan/Group Mumber

17. Employer Nams

5. Name of Policyholder/Subecriber in #4 (Last, First, Middle Initial, Suffix)

PATIENT INFORMATION

6. Date of Birth (MMDDVCCYY) 7. Gender 8. PolicyholderSubscriber ID (SEN or ID#)

18. Ralationship to PolicyholdapSubacriber n #12 Above

10, Studant Status

[Jsstt []spousd (s [Cers

[5] pependent child [ ] ot

w [JF

10. Patisnt’ = Relationahip to Paraon Mamad in #5

l:‘ Salf l:‘ Spousa D Depsndant l:‘ Othar

11. Other Insurancs Company/Dental Benefit Plan Name, Addresa, City, State, Zip Gods

9. Plan/Group Mumber

20. Name (Last, Firat, Middle Infigl, Suffic). Addrees, City, Staté, Zip Code

21. Date of Birth (MMDDICCYY)

22. Gender

Ll [

23, Patisnt |D/Account # (Assigned by Dentiat)

RECORD OF SERVICES PROVIDED
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1
2
3 i
4
5
[
7
8 .
. '
10
MISSING TEETH INFORMATION Pemanrt rmary 22 Other |
34 (Place an X on sach missing oot |2 2 A0 5 0 V@, 10 11 98713 14 15 w[a B c D E[F G W I Feels}

32 31 30 28 28 27/28 25|24 25 22 21 20 18 18 17|T S R Q P |0 N M L K |23TotwFeel :

35. Remarks £
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

36. | have been informed of the treatment plan and @ssociated fess. 'agres to ba resnonaibls for all
charges for dental 8anscaee and materials not paid by my dental bensfit plan, unless prohibited by law, or
the treating dentist of dental practice has'a contraciual agrasment with my plan prohibiting all or a portion of

38. Place of Treatment

39. Number of Enclosures {00 to 090)
Radlographds)  Oral Imageisy Mogieis)

[[] Providers ofiics || Hospital || £6F [ ] Other

such charges. To the extant parmittsd by law, | conzant to your uss and discloaurs of my protectad haalth
information to camy out payment&ctivities In connection with, this elaim.

40. |z Treatment for Orthodontics?

41. Date Applance Placed (MMDDVCCYY)

[no (skio41-42) [ ]ves (Complete 41-42)

Patignt/Guardian signature Diate

37| hersby authonzs and dirsct paymentiof the dental bersits otherwise payable to ma, deectly o the below namsd

42. Months of Treatment

43. Replacement of Prosthesis?

[] Mo [ ] ¥es (Complets 44)

44. Date Prior Placement (MMWDDICCYY)
Remaining

dentist or dental entity.

45. Treatment Resulting from

l:‘ Decupational illnesafinjury l:l Auto sccident l:‘ Other accident

Subscriber signature Dats

46. Date of Accident (MM/DDVCCYY)

| 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leawve blank if dentist or dental entity iz not submitting

TREATING DH

PRMATION

claim on behalf of the patient or nsuredisubscriber)

48. Nama, Addraea, City, State, Zip Coda

51. TIN (Tax ID #)

53. | heraby cartify
visits] or have beg|

54. Treating Dentist
NPI

pe= (for procedues that require multiple

58. CareSource

7

X
Signed (Treating Dantist)

49. Billing NPI i
g 54. NPI 3456789012 / 55. Licenas Mumber PrOVIder I D
56. Addrsss, Gity, State, Zip Gods 264, Provicar —
48. NP1 0123456789 50. Licenzs Numbsr 51555:0{{{4‘111111 /
o e ) - A D o7 om0 - > Bmearin 311111111001

©@2006 American Dental Association
J400 (Same ae ADA Dental Claim Form — J401, J402, 1403, J404)

—
To Reorder call 1-800-047-4746
or go online at www.adacatalog.org
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