
ADA American Dental Association® Dental Claim Form 
HEADER INFORMATION 0 DELTA DENTAL 1. Type of Transaction {Mark all applicable boxes) 

D Statement of Actual Services D Request for Predetennination/Preauthorizalion 

□ EPSDT /litle XIX 

2. Predeterminalion/Preau1horization Number POLICYHOLDER/SUBSCRIBER INFORMATION {Assigned by Plan Named in #3) 

12. Policyholder/Subsaiber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code 

DENTAL BENEFIT PLAN INFORMATION 
3. Company/Plan Name, Address, City, State, Zip Code 

13. Date of Birth {I\AM/00/CCYY) IDCJ:a[)J 115. Policyholder/Subsaiber ID {Assigned by Plan) 

OTHER COVERAGE (Mark applicable box and complete items 5-11. If none, leave blank.) 16. Plan/Group Number 117. Employer Name 

4. Dental? I I Medical? I (If both, complete 5-11 for dental only.) 

5. Name of Polcyholder/Subsaiber In #4 (Last, First, Middle Initial, Suffix) PATIENT INFORMATION 

18. Relationship to Policyholder/Subscriber in #12 Above 119. Reserved For Future 

6. Date of Birth {MM/OD/CCYY) 7~□~ [Ju 18. Policyholder/Subscriber ID (Assigned by Plan) □ Self Ospouse □ Dependent Child □ Other 
Use 

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

9. Plan/Group Number 10. Patient's Relationship to Person named in #5 

Oself □ spouse 00ependent 00ther 

11. Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code 

21. Date of Birth (MM/OD/CCYY) I~o:e[]u 123. Patient ID/Account# {Assigned by Dentist) 

RECORD OF SERVICES PROVIDED 

24. Procedure Date 25.Area 26. 27. Tooth Number(s) 28. Tooth 29. Procedure 29a. Diag. 29b.
of Oral Tooth 30. Description 31.Fee(MM/00/CCYY) Ca\lilv System or Letter(s) Surface Code Pointer Qty. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

33. Missing Teeth lnfonnatlon (Place an ·x- on each missing tooth.) 34. Diagnosis Code List Qualifier I { ICD-10 = AB ) 31a. Other 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 34a. Diagnosis Code(s) A C 
Fee{s) 

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 (Primary diagnosis in "A") B D 32. Total Fee I 
35. Remarks 

AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION 
36. I have been Informed of the treatment plan and associated fees. I agree to be responsible for all 38. Place of Treatment L_J (e.g. 11 =office; 22=0/P Hospffal) 139. Enclosure[]or NJ 

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 

(Use "Place of Service Codes for Professional Claims") 

or a portion of such charges. To the extent pennitted by law, I consent to your use and disclosure -40. Is Treatment for Orthodontics? 41. Date Appliance Placed (MI\A/OD/CCYY)
of my protected heafth information to carry out payment actMties in connection with this claim. 

□ No (Skip 41-42) D Yes (Complete 41-42) X 
Patient/Guardian Signature Date 42. Months of Treatment , 43. Replacement of Prosthesis 44. Data of Prior Placement (MM/OD/CCYY) 

37. I hereby authorize and direct payment of the dental benefits otherwise payable to me, directly 
n Non Yes (Complete 44) 

to the below named dentist or dental entity. 45. Treatment Resulting from 

X D Occupational illnessfmjury n Auto accident n Other accident 

Subscriber Signature Data 46. Date of Accident {MM/DD/CCYY) I47. Auto Accident State 

BILLING DENTIST OR DENTAL ENTITY {Leave blank if dentist or dental entity is not TREATING DENTIST AND TRUTMENT LOCATION INFORMATION 
submitting claim on behalf of the patient or insured/subscrtber.) 

53. I hereby certify that the procedures as Indicated by date are in progress (for procedures that require 

48. Name, Address, City, State, Zip Code multiple visits) or have been completed. 

X 
Signed {Treating Dentist) Date 

54.NPI I55. License Number 

56. Address, City, State, Zip Code I Provider~altvCode 

49.NPI 150. License Number 151. SSN or TIN 

52. Phone I52a. ~!l!.'>~\, 57.~~~ I56.~i~!/n....~kar 

©2019 American Dental Association To reorder call 800.947.4746 
. - .. . . 



ADA American Dental Association 

Tl1;:-1 h!ioc.';,n3 inforrnah:,,, hi:JhhQt1ts u:rtain forrn completion instructions. Comprehens;ve ADA Dental Ciaim Form completion instructions 
2,re postsc; on the ADA's web site (https:' ·,vwv:.ADA.org1enipublicat,ons.'cdtJada-dental-c!airn-form). 

GENERAL INSTRUCTIONS 

A foe form i,; des,gned so tha'. the na:re and address (Item 3) of the third-party payer rece:v:ng the cla:n, (insurance corr1pa11y/dr,n'.2! 
benefit plan) is visible in a stEmdard #9 window envelope (window to the leftj. Please fold the form us,ng tne ·t1ck-rr-arks· printed 
:n the marcJin. 

B. Complete ail items unless notecl otherwise on the form or in the instructions posted on Irie ADA's web site (ADA.org). 

C. Enter th2 f11i! name of an individual or a full business name. address and zip code when a name and address field is required. 

0, fa,H d2tes n1ust include the foui -digit year 

E. If the numbe1· ()f proc-2.dures reported exceeds the number of lines available on one c!airn form, list the remaining procedures on 
a separate: fully cofnp!eted c!<1im forrn. 

F. GENDER Codes (Items 7, i4 2 1,d 22)- M cc ~,lale: F = Female; U = Unknown 

COORDINATION OF BENEFITS (COB) 
w11011 a claim is hein(1 subn1itted to tr'e secondary payer. complete the entire form and attech the primary payer's Explanation of Benefits 
(FOB) show,ng the a-r,ount paid by lhe primary payw·. You may also note the primary carrier paid amount in the "Ren,arks" field (item 35). 

DIAGNOSIS CODING 
The fonr suppo1ts reporting 00 to four diagnosis codes per dental procedure. This information is requ;red when the diagnosis may affect 
cL:iim acljcid,cati·::m v:he;-1 specific dental procedures may rninimize U1e risks associated with the connection between the p3tient's oral 
ar,d systemic health C(1,iciit1ons. Diagnosis codes are linked to procedures using the following fields: 

ltwn 29a - Diagnosis Code Pein:,:,! {.. A.. through -o·· as applicable from Item 34ai 

1t,~n7 3.::. - D·a;posis Code Usl Qualifier (AB for ICD-10-CM) 

Item 34a - Diagnosis Code{s, 1 A. 8. C. D ,up to four. with the primary adJacent to the letter "A'') 

PLACE OF TREATMENT 
Enter tho 2-digit Pl3ce of Ser-vice Code for Professional Claims. a HIPAA standard maintained by the Centers for Medir,are and iv1edicaid 
Services. Frequently used codes are 

1'i = Office: 12 = Home: 21 = Inpatient Hosp:tal: 22 = Outpatient Hospital 31 = Skilled Nursing Facility: 32 = Nursing Facility 

Hie full list is available or,line at: 
https:: iwww. c ms. gov 1r,1ed ica re/l\.1 ed 1care-F ee-for-Se rv1ce-Pa yrne nt!Physicia n F eeSched/Down I oacls/Website-POS-d ataba se. pdf 

PROVIDER SPECIALTY 
This code is entered in !tern 56a ancl indicates the type of dental professional who delivered the treatment. The general code listed as 
·'Dentist· rnay be used instead or any of the olhe, codes. 

Category / Description Code Code 

Dentist 
;.\ dentist is a person qualified by a doctorate in dental surgery (D.D.S.) 
or clentai medicine (D.M.0.) licensed by the state to practice dentistry, 
ancl practicin,;i witnin U1e scope of U1at license. 

122300000X 

General Practice 1223G0001X 

Dental Specialty (see following list) Various 

Dental Public Health 122300001X 

Endodontics i223E0200X 

Orthodontics 1223X0400X 

Pediatnc Dentistry 1223P0221X 

Periodontics 1223P0300X 

Prosthodontics i223P0700X 

Oral & Maxiilofac:al Pathology 1223P0106X 

Oral & f\1ax1llofac:al Radiology 1223O0008X 

Oral & Maxillofacial Surgery 1223S0112X 

,C!i\11/irjer taxonocny c:yJes k..;1ec above 3!'e a subs,:;t of the fun code set tnat is posted at: 
htip, /, \Y :,.<.., .,N_ \Y p(>edi. C(.:rn, ·,'t.~ferenced(>::idfJ!ists/hE:a ithca re:nea !th-care-provider-ta>-onorny-code-sett 


