o
ADA Version 2006

Claim form billing instructions for the
Department of Human Services



Overview

This step-by-step presentation is intended to provide
Information to assist those who bill the Division of
Medical Assistance Programs (DMAP) for Medicaid
services complete the ADA Version 2006 billing form
correctly the first time. If applicable, this presentation is
to be used in conjunction with General Rules, provider
guidelines and supplemental information.

We hope you find this tutorial helpful.
~ DHS ~




The federal government requires DHS to process
Medicaid claims through an automated claim
processing system known as the Medicaid
Management Information System (MMIS).

This system is a combination of people and computers
working together to process claims.

This system performs daily edits for presence and
validity of data.

DHS staff only reviews claims that MMIS cannot make
a payment decision based on the information
submitted.




Claims Processing

Paper claims submitted by mail go to the DHS Office
of Document Management (ODM) Imaging Unit.

ODM processes hardcopy claims using Optical
Character Recognition (OCR) scanning.

Make sure your claim form meets OCR specifications.

A Remittance Advice (RA) listing all claims adjudicated
IS mailed to the provider (with payment if appropriate).




Before you hill

Read your provider guidelines.
Verify recipient eligibility on the date of service.

Make sure you bill all prior resources first. DHS is the
payer of last resort.

Use the commercially available ADA Version 2006
claim form.




A few tips!

When submitting handwritten claim forms, you must
use blue or black ink.

Make sure your handwriting is legible.

If possible, submit no more than ten lines of services
per claim form.

Do not use liquid whiteout.

Check your printer alignment.




Form suppliers

= ADA forms are not supplied by DHS.

= Forms are available by contacting one of the following:

* Local business forms suppliers

« American Dental Association (800-947-4746) or on the
Web at <www.adacatalog.org>



www.adacatalog.org

Services billed on ADA Version 2006

= Dental services provided by a:

* Dentist
» Denturist

= |f you are not sure what claim form you are
required to use, contact DMAP Provider Services.
They can be reached at:

* Toll free: 800-336-6016
e E-mail: DMAP.providerservices@state.or.us



mailto:dmap.providerservices@state.or.us

Introducing ADA Version 2006




ADA. Dental Claim Form
HEADER INFORMATION
1. Type of Transaction (Mark all applicable boxes)

D Statement of Actual Services D Request for Fredetermination/Preauthorization
[ ] epsDT/Title XiX
2. Predetermination / Preauthorization Number POLICYHOLL RIBER INFORMATION (For Insurance Company Named in #3)
12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code
INSURANCE COMPANY/DENTAL EENEFIT PLAN INFORMATION
3. Company/Plan Name, Address, City, State, Zip Code
12. Date of Birth (MM/DD/CCYY) 14. Gender 15. Policyholder/Subscriber ID (SSN or 1D#)
Lm [+
OTHER COVERAGE 16. Plan/Group Number 17. Employer Name
4. Other Dental or Medical Coverage? || No (Skip 5-11) []ves (complete 5-11)
5. Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix) PATIENT INFORMATION
18 Relationship to Policyholder/Subscriber in #12 Above 19. Student Status
% ['s. Date of Birth (MM/DDICCYY) 7. Gender 8. Palicyholder/Subscricer ID (SSN o ID#) [1set [Jspouse [ ] DependentChia [ ] Other [ers [Je1s
I:‘M D F 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
|:| Self |:| Spouse |:| Dependent D Other
11. Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code
21. Date of Birth (MM/DDICCYY) 22. Gender 23. Patient ID/Account # (Assigned by Dentist)
L [F
RECORD OF SERVICES PROVIDED
|25 Area| 26
24 Procedure Date 27 Tooth Number(s) 28. Tooth 29. Procedure N
of Cral| Tooth 30. Description 3. Fee
(MMDDICCYY) Loty | Syeonm or Letter(s) Surface Coda
1 i
2 i
3 |
4 |
5 i
3 i
7 |
8 i
9 i
10 .
MISSING TEETH INFORMATION Permanent Primary 32. Other '
i
o 12345678|91U111213141516ABCDE‘FGHIJ Feels) !
34 (Place an X' on each missing tooth) T
32 31 30 20 28 27 26 25|24 23 22 21 20 19 18 17| T S R G P |0 N M L K |33t el ]
£ | 35. Remarks
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION
6. | have been informed of the treatment plan and asscciated fees. | agree to be respansible for all 38. Place of Treatment 39. NMumber of Enclosures (00 fo 99)
charges for dental services and materials not paid by my dental benefit plan, unless pronibited by law, or Radiographle) OralImage(s)  Modsife)
the treating dentist or dental practice has a b with my plan ibiting all or a portion of D Pravider's Office D Hospital D ECF D Other
'such charges. To the extent permitied by law, | consent fo your use and disclosure of my protected heaith — —
infarmation to carry out payment activities in connection with this claim_ 40. Is Treatment for Orthodontics? 41. Date Appliance Placed (MM/DD/CCYY)
o [Ino (skip41-42) [ |Yes (Complete 41-42)
Patient/Guardian signature Date 42. Months of Treatment | 43. Replacement of Prosthesis? | 44. Date Prior Placement (MM/DD/CCYY)
Remaning
[ o[ ] ves (compiete 44)
37. I hereby authorize and dir the dental ise payable to me, directly to the below named
dentist or dental enity. 45. Treatment Resulting from
" [ occupational ness injury [] Auto accigent [Jother accident
‘Subscriber signature Date 46. Date of Accident (MM/DD/CCYY) | 47 Auto Accident State
BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is not itti TREATING DENTIST AND TREATMENT LOCATICN INFORMATION
claim on behalf of the patient or insured/subscriber) 53,1 y certify that the as indit date are in progress (for procedures that require multiple
visits) or have been completed.
48. Name, Address, City, State, Zip Code
X
Signed (Treating Dentist) Date
54 NPI 55 License Number
i 5BA. Provider
56. Address, City, State, Zip Code Speciatty Code
49 NP1 50. License Number 51.85Nor TIN
52. Phone 52A. Additignal 57. Phane 58, Additional
Numger  ( ) - Frovider ID Numper ) — Provider ID
b — — — —
© 2006 A i Dental A jation To Reorder call 1-800-947-4745

J400 (Same as ADA Dental Claim Form — J401, J402, J403, J404) or go online at wwi.adacatalog.org



ADA Version 2006

= Not sure if you are using the correct form?

The bottom left corner will look like this.

© 2006 American Dental Association
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Top section

ADA. Dental Claim Form

| HEADER INFORMATION

1. Type of Tranzaction (Mark all applicazls boxes)
|:| Staternent of Actual Sarvices I:‘ Request for Predetarmination’ Preauthorization

[ ] EPsDT/Tie xix

2. Predstermination/ Preauthorization Mumbsr

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Mamed in #3)
12. Policyholdsr/Subacribar Mams (Last, First, Middls Initial, Suffix), Addrass, City, Stata, Zip Cods

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Nams, Addrasa, City, State, Zip Cods

13. Date of Birth (MM/DDVCCY™Y) 14. Gender

[Jm [

15. Paolicyholder/Subscribar 1D (S5N or 1D#)

OTHER COVERAGE

16. Plan/Group Numbsr 17. Employer Mams

4. Cthar Dantal or Medical Coverags? l:‘ Mo (Skip 5-11) I:‘ Yes (Complste 5-11)

5. Mame of Pelicyholden'Subscriber in #4 (Last, First, Middle Inttial, Suffix)

PATIENT INFORMATION

18. Relationzhip 1o Policyhalder'Subscribar in #12 Abovae

19. Student Status

7. Gandsr

[Im []F

G. Date of Birth {MR/DDVCCTYY) 8. Policyholder/Subszcribar ID (SSN or 1D#)

Diegendant Child

20. Mama {La=st, Firzt. Middle Initial, Suifix), Address, City, Stats, Zin Cods

10. Patisnt’ s Rslationship 1o Person Mamed in #5

I:' Salf l:' Spousza I:‘ Depandent I:' Cither

9. Plan/Group Number

11. Cthar Inzurance Company/Dental Benefit Plan Name, Address, City, State, Zip Cods

Red = Required

22. Gander

[m [ |F
Yellow = Optional

21. Date of Birth (MMDDCCYY) 23. Patient ID/&ccoun # (Assignad by Dentiat)




Box 1 - Optional

1. Tyoe of Tranzaction (Mark all applicabls boxes)

K Statement of Actual Sarvices Requseat for Predstarmination / Preauthorization

EPSDT/ Title XIX

Type of Transaction

= [ndicate whether the claim is for pre-treatment or
for actual services.



Box 2 - Optional

Z2_ Pradetermination/Preauthorization Mumbear

HUHHHHHABHH
Preauthorization Number

= |f the service you provided required prior authorization
(PA), enter the nine-digit prior authorization number
that was issued for the service.

= Only use one prior authorization number per claim
form.



Box 15 - Required

15. PolicyholderiSubscribar 1D (S5M or D)

XX###EXHEX

Recipient ID Number

Enter the recipient’s eight-character prime
identification number.

Enter the number exactly as it appears on the
Medical Care Identification.

Do not use the recipient’s Social Security Number.



Box 20 - Requwed

20. Mams {La=st. Firzt, Middle Initial, Suffix), Address, City, Staws, Jp Cods

Patient, Your

Recipient Name

Enter the recipient’s name exactly as it is printed on
the Medical Care Identification.

Use your recipient’s last name first.

Do not use nicknames.



RECORD OF SERVICES PROVIDED

27. Tooth Mumbern(s)
or Lattar(s)

MISSING TEETH INFORMATION

1 2 3 4 5 6 7 8|8 10 11 12 13 14 15 16| A B C D E|F G H 1| J
34 (Placs an X' on sach missing tooth)
32 31 30 20 28 27 26 25|24 23 22 21 20 19 18 17| T S R Q P |




Box 24 - Required

24. Procadura Data

MMDDCCYY] Procedure Date

040107 This box must list numeric dates
of service for each line item.




Box 25 - Optional

25, Aras .
«tora| Area of Oral Cavity

'_-C'.'.I'It:,'

« |f appropriate, use one of the following
codes for each line item.

00 | Entire Oral Cavity

01 | Maxillary Arch

02 | Mandibular Arch

10 | Upper Right Quadrant
20 | Upper Left Quadrant
30 | Lower Left Quadrant
40 | Lower Right Quadrant




Box 27 - Optional

27. Tooth Mumbear|s)
or Lattar{s)

Tooth Numbers or Letters

= |f appropriate, enter the tooth
number or letter.

= Leave blank if the procedure does
not directly involve a tooth or
range of teeth.

= Refer to tooth chart appearing on
the following page.

 A-T Deciduous teeth
» 1-32 Permanent teeth
« 51-82 Supernumerary teeth



Tooth Chart

1. 3rd Molar (wisdom tooth)

2. 2nd Molar (12-year molar)
3. 1st Molar (6-year molar)

4. 2nd Bicuspid (2nd premolar)
5. 1st Bicuspid (1st premolar)
6. Cuspid (canine/eye tooth)

7. Lateral incisor

8. Central incisor

9. Central incisor

10. Lateral incisor

11. Cuspid (canine/eye tooth)
12.1st Bicuspid (1st premolar)
13.2nd Bicuspid (2nd premolar)
14.1st Molar (6-year molar)
15.2nd Molar (12-year molar)

16. 3rd Molar (wisdom tooth)

17.

18.
19.
20.

21.

22.
23.
24.
25.
26.
27.
28.
29.

30.

31.
32.

3rd Molar (wisdom tooth)

2nd Molar (12-year molar)
1st Molar (6-year molar)
2nd Bicuspid (2nd premolar)

1st Bicuspid (1st premolar)

Cuspid (canine/eye tooth)
Lateral incisor

Central incisor

Central incisor

Lateral incisor

Cuspid (canine/eye tooth)
1st Bicuspid (1st premolar)
2nd Bicuspid (2nd premolar)

1st Molar (6-year molar)

2nd Molar (12-year molar)

3rd Molar (wisdom tooth)




Box 28 - Optional

<8eh - Tooth Surface

Surfacs

= If appropriate, list the tooth surface
code for each service.

Buccal

Mesial
Distal
Occlusal

Lingual

Incisal

Facial




Box 29 - Required

28. Procadurs

Cods Procedure Code

DO120 = For each line, list the five-character ADA
procedure code for each individual
tooth/service that was provided.

ADA procedure codes always begin with D.







Box 31 - Required

21. Fes Fee

23:23
; Enter the total usual and customary

charge for each line of service.

Do not list credits.

Do not use dashes.




Box 33 - Required

33. Total Fas 23 123

Total Fee

Enter the total for all fees listed in Box 31.



Box 35 - Optional

35. Bamarks

Remarks

If appropriate, enter “Payment by other plan”
iInformation, if any; or leave blank and attach a copy of
plan’s Remittance Advice (RA).

You can also use this area for documentation when
requesting prior authorization, or for unusual
circumstances when filing a claim.



Bottom section

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

36. | have besn informed of the treatmant plan and associated feaz. | agras to be rezponsible for al

chargas for dental esrvicss and matsnalz not paid by my dental benafit plan, unlszs prohibited by law, or
the treating dentist or dental practica has a contractual agresmant with my plan prohibiting all or a portion of
zuch chargss. To the sxtant parmittad by law, | consant 1o your uss and disclosurs of my protectad health
nformation to carry out payment activities in connaction with thiz claim.

X

Patisnt/Guardian signaturs Dats

38. Place of Treatmsant

I:‘ Prowvider's Cifice I:‘ Hoapital I:‘ ECF I:‘ Char

38. Number of Encloeures (00 1o 89)
Radiographiz)  Oral Images Modzlis)

20, |2 Treatment for Orhodontics?

[ INo (Skip 41-22)

[ ]ves (Complste 41-42)

41. Data Appliance Placad (MM/ODWCSY Y

37. | harsby authorze and direct payrment of the dental bensfita othenvize payable o me, disctly 1o $e below namad
dentizt or dartal snlity

X

Subscribar signature Ciata

BILLING DENTIST OR DENTAL ENTITY |Lsave blank i dentist or dental entity iz not submitting

claim on bshalf of tha patisnt or insuradzubscrioer)

42. Monthe of Traatment
Hamaining

43 Replacamant of Prosthesis?

I:' Mo I:' ez (Comaolsta 44)

44 Data Prior Placsment (MWDDASCYY)

45, Treatment Rezulting from

I:‘ Clecupational llnags finjury

I:‘ Auto accidant |:| Cither accidant

46. Dats of Accident (MM/DDASCYY)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

47. Auto Accident Stats

48, Mama, Address, City, State, Zip Code

44, NFI Iﬁ Eloar'aa Hu mibar 31. 55N or

53. | hersby cenify that the procsdures as indicated by dats are in progress (for procsdurss that reguire multiols

wizite) or have basn complsted.

X

Signad (Treating Dentist)

54. MP!

85, Licenza Mumbsar

58. Address, City, Stata, Zip Cods

584 Prowidsr
Specialty Cods

e T 24 Additional

Number | !

Red = Required

57. Phona
Mumbar | )

h8. Additional

- Prmusiclar 1T

Yellow = Optional



Box 48 - Required

o]

48. Mams, Address, City, State, Jp Cods

Dental Clinic
PO Box ###
Anytown, OR 97###

Billing Provider Name

Enter the name and address of the Billing
Provider.



Box 49 - Required

40. NP
HHEHHBHBHHHHH

Billing Provider National Provider Identifier (NPI)

Enter the ten-digit NPI of the billing provider.



Box 52A - Required

2 pddEnsl 444

Additional Provider ID

= Enter the six-digit (DHS issued) billing provider
number.

= Do not enter the billing provider’s license number
In this box.



Box 54 - Optional

4. MF HHEHHBHBHHHHH

Treating Provider National Provider Identifier (NPI)

If the billing provider identified in box 48, 49 and
52A is a billing clinic, enter the ten-digit NPI of the
treating dentist.

= Or, If the treating dentist is already identified in box
48, 49, and 52A, leave this box blank.



Box 58 - Optional

RE. Additiona
Provider [ " 7 HHH

Additional Treating Provider ID

If the billing provider identified in box 48, 49 and
52A is a hilling clinic, enter the six-digit (DMAP
Issued) provider number of the treating dentist.

Or, If the treating dentist is already identified in box
48, 49 and 52A, leave this box blank.

Do not use license numbers In this box.



O m 4 m r— T Z O O

ADA. Dental Claim Form

[READER INFORMATION

1. Tyoe of Transastion (Mark all aspiicable boxes)
[X] statement of Actal Sarviose [ Requset far Predatarmination: Pregutharization

[ ] EPSDTITitle Xix

2. Predetermination / Preauthorization Number

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

12. Policyholder/Subsecribar Nama (Last, Firet, Middle Initial, Suffix), Address. Ci

w, Stata, Zip Cada

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Nams, Addraes, City, State, Zip Code

13. Date of Birth {(MM/DDCCYY) 14. Gender

Cw [e

15. Policyholder/Subscriber ID [SSN or ID#)

XX#HHHXHX

OTHER COVERAGE

16. Plan/Group Numbsr 7. Employsr Name

4. Crhar Damal o Medical Govaraga? || Mo (Skin 5-11) [ves icompiets 5-11)

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

PATIENT INFORMATION

18. Relationehip 1o Policyholder/Subacribar in #12 Above 19. Swdent Status

6. Data of Birth (MM/DD/CT'TY) 7. Gender B. Polioyholder/Subacribar 1D (35N or ID#) [zt [Jspouse [ ] Desendentcnid [ | Cther Crs [ers
O IF 20. Name (Last, First, Middle Iniial, Suffix), Address, City, Stais, Zip Cods
6. Plan/Group Numbst 10. Patient = Ralationship 1o Perzon Named in #5
[Jser [ spouss Depsndent [ Other ;
Patient, Your
11. Othar Insuranca Company/Dental Bensfit Flan Name, Addrass, Gity. State, Zip Cads
21. Date of Sirth (MMDDIGOYY) | 22 Gander 23 Patient ID/Account # {Assignsd by Dentist)
O [
RECORD OF SERVICES PROVIDED
- [25. Areal 28. 28 Te .
24 Procadurs Dats [ : 27. Tooth Numbaris) 28.Tooth | 20. Procadure ) .
(MMDDICCYY) ikl gy h or Latter(s) Surface Cods 20. Deseription 31 Fes
T
1| 040107 D0120 2323}
2 )
!
a
E )
4 '
s )
s .
- !
7 :
g :
8 |
10 :
MISSING TEETH INFORMATION Permanent Primary 32. Other |
! |
2 3 4 & 8 7 8]0 10 1112 13 14 158 18| A B © D E|F & H I Faols) |
34 {Placs an X' on each missing tooth) T
32 31 30 29 28 27 26 25|24 23 22 21 20 19 18 17| T S R Q Plo n m L Kk |23TowlFes 23 2B
35, Remarks

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

36. | have besn informad of the treatment plan and assoiated fess. | agras to ba responsible for o
chargss for dental services and materials not paid by my dental banafit plan, unless prohibitsd by law, or
ths treating dentist or dental practica has a conractual agresmant with my plan prohibiting all or a portion of
2uch charges. To the extsnt parmittad by law. | conesnt 1o your uze and discloaurs of my pratectsd health
nformation to carry out payment activities in connaction with thia claim.

Patient/ Guardian signaturs Date

3&. Place of Treammant

[ Providers ofics || Hospital || ecF [ | omher [ 1]

38. Number of Enclosurss (00 to 83)
Aadioy 3 Oral Image Raogslis)

40 la Tieatmeant for Orthodontica?

[ne iskip 21-22)

41 Dats Appliancs Flacad (MM/DDICCYY)
D Yas (Complate 41-42)

42. Months of Traatment |43, Replacsment of Prosthesis? | 44. Dats Prior Placsment (MM/DDICGYY)

37.1 heraby autharize and dirsct paymant of ths cental bensfits ohervise payable to me, dirsetly 1o ha below namad
dantist or dantal enity

Subscriber sgnature Dats

Remainng
[ [ ves icomolets 441

45. Treatment Rssulting from

[ cccunatenal iinszainjury [ aunto accidant [ other accidem

46. Dats of Accident (MM/DDVCCYY) | 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Lsavs blank if dentizt ar dantal entity is not submitting
claim on bahalf of the patient or ingured/eubscriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

53, | hansby cartity that the procadurss az indicatsd by dats ars in prograas {for procsdures that rsquirs multiple

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

Dental Clinic
PO Box ###

vizita] or have bean complstad

Signad [Treating Dantiat) Dats

sene HHHHEHHHE

55. Licenas Numbsr

AnytOW n, OR 97### 56. Addrssa, City, Stats, Zip Cods ESggciP'_",':d?ée
49.MPI ‘ 50. Licansa Numbsar | 51. SSN or TIN
aisiaiaiasasasacai
° Mo B R R iaiaisiais i () - ° E e o T

—
©2006 American Dental Assoclation
J400 (Same as ADA Dental Clai J4D1. J402 J403. J404)

To Recrdar call 1-800-847-4746
or go onlina at wwn

Er




Resources

35



Where to mail your claim

= Malil your ADA 2006 claim form to:

DMAP
PO Box 14953
Salem, OR 97309-4957

36



Who to call if you need help

= Contact DHS’ DMAP Provider Services if you
need assistance or questions concerning your

ADA 2006 claim form.

= They can be reached at:

* Toll free: 800-336-6016
o E-mail: DMAP.providerservices@state.or.us

37
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