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DEPARTMENT OF VERMONT HEALTH ACCESS

2019 ADA Dental Claim Form - Detailed Instructions

All information on the dental claim form should be typed or legibly printed. The fields designated by
an asterisk (*) are mandatory; other fields are required when applicable. The only fields used in the
Vermont Medicaid program are listed below; other fields do not need to be completed.

Though dental practitioners are not required to include a diagnosis code when submitting claims to
Vermont Medicaid, if they choose to include codes, they must be valid. Valid codes can be found in
ICD-10-CM: International Classification of Diseases, Tenth Revision, Clinical Modification. The use of
appropriate diagnosis codes is the sole responsibility of the dental provider.

1. VERMONT MEDICAID/EPSDT*

HEADER INFORMATION
1. Type of Transaction (Mark all applicable boxes)

Check EPSDT/Title XIX if it is appropriate to the

D Statement of Actual Services D Request for Predetermination/F age of the member.

D EPSDT/ Title XIX

3. PRIMARY PAYER INFORMATION Enter “Vermont Medicaid”.
Mark the box “Dental?” or “Medical?” whenever
4. OTHER COVERAGE* a patient has coverage under any other dental or
OTHER COVERAGE (Mark applicable box and complete items 5-11_ If non medical plan: regardless of whether the claim will
4. Dental? | ] Medical? | | (It both, complete 5-11 for dental ¢ | D€ Submitted to that other coverage. If both are

marked, enter the information about the dental
benefit in items 5 - 11.

If the patient has other health insurance (excluding
Medicare), enter the insurance carrier’'s name.

11. OTHER CARRIER NAME

12. Policyholder/Subscriber Name*

POLICYHOLDER/SUBSCRIBER INFORMATION (Assigned by Plan b
12. Policyholder/Subscriber Mame (Last, First, Middle Initial, Suffix), Address, C

Enter the patient’s last name, first name and
middle initial.

15. SUBSCRIBER ID NUMBER*

15.Policyholder/Subscriber ID (Assigned by Plan) Enter the patient’s Vermont Medicaid ID #.

18. Relationship to Policyholder/Subscriber* Select the relationship to the Policyholder/

18. Relationship to Policyholder/Subscriber in #12 Above Subscriber identified in field #12 and check the
[ ]sei [ ]spouse [ |Dependentcnia | |other applicable box.
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20. PATIENT NAME*
20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code Enter the patient’s last name, first name and
middle initial ONLY if the relationship to Policy-
holder/Subscriber box in field #12 selected is
other than Self.

1. PATIENT DATE OF BIRTH Enter the patient’s date of birth in a MM/DD/CCYY

format.
23. PATIENT ID/ACCOUNT # Enter the patient identification/account number.
« | 24.Procedure Date Enter the date of each service provided in
24. PROCEDURE DATE (MM/DDICCYY) MM/DD/CCYY.
5. AREA OF ORAL CAVITY* 2 Area Please refer to the Area of Oral Cavity section for
) Cavity more information.

Enter the appropriate tooth number or letter
27. TOOTH NUMBER(S) OR LETTER(S) as indicated on the chart in box 34 when the
procedure code reported involves a tooth.

Enter the appropriate letter(s) to indicate the
surface(s) of the tooth on Which the service is
performed, if applicable.
This field is also used to indicate quadrant
28. TOOTH SURFACE location: UL (Upper Left); UR (Upper Right);
LL (Lower Left); LR (Lower Right)
Enter up to five of the following codes:
B (Buccal); D (Distal); F (Facial); | (Incisal);
L (Lingual); M (Mesial); O (Occlusal)
Enter the appropriate procedure code (and any
modifier if appropriate).

: Enter the letter(s) from item 34 that identify
29a. DIAGNOSIS POINTER* | “Pemer” the diagnosis code(s) applicable to the dental
procedure. List the primary diagnosis pointer first.
Enter the number of times (01-99) the procedure
identified in item 29 was delivered to the patient
on the date-of-service in item 24. If a value is not
entered, the default value of 01 will apply.

30. DESCRIPTION OF SERVICE Describe the procedure.

29. PROCEDURE CODE* | * fogedure

29b. QTY.* | &

Enter the usual and customary charge for the

* 3. Fee
31. FEE service rendered.

Report Other Insurance in top box, and spend-

8la. OTHER FEES down and/or GA Voucher amounts in bottom box.
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32. TOTAL FEES* [02 TotalFee] |

Calculate the sum of all the detail charges in
field number 31. Other payments should not be
deducted from the total.

34. DIAGNOSIS CODE LIST QUALIFIER (Optional)

Enter AB to identify the diagnosis code source.
AB = ICD-10-CM.

34a. DIAGNOSIS CODE(S) (Optional)

Enter up to 4 diagnosis codes after each letter

:'0;9""5‘5_0"“8”5“”3"“”' [ | (ico-10-48) (A-D). The primary Diagnosis code is entered
2 Diagnosis Code(s) A © adjacent to the letter “A”.
(Primary diagnosis in “A") B
Enter commen ifi laim an indi
35. REMARKS ter comments specific to claim and to indicate

“page x of y” of a multiple page claim.

38. PLACE OF TREATMENT*

38. Place of Treatment |:| (e.g. 11=office; 22=0/P Hospital)
(Use “Place of Service Codes for Professional Claims™)

Enter the 2-digit Place of Service Code for
Professional Claims.

39. ENCLOSURES Y OR N

Enter a “Y” or “N” to indicate whether or not there
are enclosures of any type included with claim
submission.

45. IS TREATMENT RESULT OF OCCUPATIONAL
ILLNESS/INJURY, AUTO ACCIDENT OR OTHER
ACCIDENT?

Check the appropriate box.

46. DATE OF ACCIDENT

If applicable; enter the date of the accident
indicated in box 45.

48. NAME AND BILLING ADDRESS (BILLING
DENTIST/GROUP)*

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

Enter individual dentist with last name, first
name or enter group names as it appears on your
enrollment form.

49. BILLING PROVIDER NPI NUMBER*

49. NPI

Enter the billing provider NPI. Use your group
provider NPI if you are a provider in a group
practice. Use your individual NPI if you are not
a provider in a group practice.

52a. ADDITIONAL PROVIDER ID
(INDIVIDUAL OR GROUP)

Enter the applicable taxonomy for the billing
provider as necessary.

53. SIGNED DATE

Enter the Vermont Medicaid signature or facsimile,
or signature of the provider’s authorized represen-
tative. Enter the date of the signature.

54. ATTENDING PROVIDER ID*

|54_ NPI ‘

Enter the attending provider NPI. Use the NPI of
the attending dentist that performed the service.
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ADA American Dental Association®* Dental Claim Form
HEADER INFORMETION
1. Type of Transaction (Mark all appiicatie bopes)

[Jotatement ot Actaal zeruices [] Request tor PredeterminationiPreauthorizston
D EFA0T i Tile XD

POLICYHOLDERSUBSCRIBER INFORMATION (Assigned by Plan Mamed In %3]
12. PollcyholderiSubscriber Mame (Last, First, Middle Infial, Suiix), Address, Cily, Siate, Jp Code

DENTAL BEMEFIT PLAM INFORMATION
3. CompanyiFian Mame, Address, CRy, State, Zip Code

13. Date of Birth (MBDDICCYY) 14. Gender 1E. FolcyholderdBubscriber ID (Assigned by Flan)
CCF Oy
OTHER GOVERAGE ({Mark appiicanis 5o and compiese [Ems 5-11. If none, isave biant.) 15, PrandGroup Mumner 17
4. Denkal? D Medical? D (H bodh, compiete 5-11 for dental onke)
. PATIENT INFORMATION
18. Relationship fo FollcyholderSubscriber In 212 Abowe 19, Resersed For Fulure
¥ [ oo crmvm pmmmeeTn |7, G R R ———— e e — %
DMD= Du 20. Mame (Last, First, Migdis initi, Suffix), Addness, CRy, Bfate, Zip Code

5. Plan/Group Numier 10, Patient's Aeiatonship to Person named in 35
[Jeer [ Jepouse [ |oepencent [ |other

11. Cther Insurance CompanyDental Beneft Flan Mame, Address, Clty, Eist=, Zip Code

L[ [l

mnnrlmm
24. Peocaders Dete E:OH‘: T:h 2T Toxxih Mermbenis) 3. Took 20 Procedurs | I Diag b a0 Dascription 31, Fem
IMMODVGE ) o Latiens) Susacn Code Fuinar Cry.
Curity | Sysifam

3
2

3
&
5
5
7
5
El
o 1
33, MIsing Tesn Imiommaton (Fiace an - on &ach missieg Bom ) 24, Disgnozls Code List Quailer | | | {1CD-10-A2) 31a. Ciner

1 2 3 4 5 B T & 3 A0 M 42 13 14 15 95 | | 240 Oiognosts Codeis) A c

M W /W W OH S M B RN A B 8 7 | iPrimary dagrosss inan B o [ T P

% |35 Remans i

AUTHORIZATIONS | A LA G P | PP TR | TR ORIl o |
36. | hywe besn infomed of ihe restment plan and associated fe=s. | agres 10 be responsibis for i 28, Flac= of Treatment [.,"11“““" 3 Enciosures (Y or N}

charges for dental senices and maferials not paid by my dental benef® plan, uni=ss prohblisd by »

lamy, o Inz irzating centist or derfal practice has a corlrachual agreement wilh my pan prohEdng 41 s "Flaca of Sarvics Cudas for Prolesslorsl Clima') |

or a portion of such chanpes. To the exfent permifi=d by law, | consent fo pour use and discosure

o My protecisn Realn IMOMMation b CAFTy ouf pajmens acthEE I ConnECson W this oam. L il T PPN FIACES (MMITHRCE YY)
% [ teep 24z [ ¥es icompiere 4142

Falient/Guardian Signature ) 42 Monihs of Trestment |43, Replacementof Frosihests |44, Date of Frior Flacement {(MMDDICCYY]
37. | hersby authorize and direct payment of the dental benefits othenwise payable 1o me, direclly DNHDTH e £8)

o the below named dentist or dendal entty. 45, Treatment Resuling from
" Dmmmmlmﬂuu Dmn:ac:mu [] ceer accisent
Subscrier Zignature Dz 45. Dale of Accident (MMDOITCYY) [ 47. Aut Accient siate
BILLING DENTIST OR DEMTAL ENTITY (L=ave blank i dentist or dental entity I not TREATING DENTIST AMD TREATMENT LOCATION INFORMATION

P I EAl A e Dafact

53, | hereby cartlty thatihe procedures as iIndicates by date are In progress (for procedures that raguire:
mrrulbiple visils) or kave been compieted.

T Y =

S4.MFI License Number
| Frovider
aEy Code

48. Mame, Address, Clty, State, Zip Code

43, NP1 5Ol License Number 54. B3N or TN
S3_Fhone S2a_ Addbons 57 Fhone ) N |EB_MdI1mul
oI oeT Frowider I Number Provider ID
©2019 American Dental Association To reprder call 800.947 4746
430 (Same as ADA Dental Clalm Fomm — JE31, M332, 433, J434, M300) of go onine at ADAcatalog.ong

Current Dental Terminology (including procedure codes, nomenclature, descriptors and other data contained herein) is
© 2023 American Dental Association. All rights reserved. Applicable FARS/DFARS apply. For all other additions, including
updates: Current Dental Terminology, © 2023 American Dental Association. All rights reserved.
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