
 
 Key: “R”   – Required in filing a claim 
                   “NR” – Not required, not used 
          “S”   – Situational, only used if appropriate specific to claim  

 

1. Type of Transaction  
Mark ‘X’ in box that applies to submission.  Only one(1) box may be 
checked 
Statement of Actual Services – if services have been performed 
Request for Predetermination/Preauthorization – if no dates of service 
EPSDT/Title XIX – if claim is through Early and Periodic Screening, Diagnosis and 
Treatment Program 
 

2. Predetermination/Preauthorization Number   
If you are submitting a claim for a procedure that has been 
preauthorized by a payer, enter the 
predetermination/preauthorization number. 
 

3. Company/Plan Name, Address, City, State, Zip Code  
 

4. Other Coverage  
REQUIRED if other insurance is primary, mark applicable box and 
complete items 5 – 11.  If none, leave blank 
 

5. Name of Policy Holder/Subscriber in #4  
REQUIRED if other insurance is primary.  If the patient has other 
coverage through a spouse, domestic partner or, if a child, through 
both parents, enter the name of the person who has the other 
coverage.  If none, leave blank 
 

6. Date of Birth  
REQUIRED if other insurance is primary,  Enter the date of birth 
(MM/DD/CCYY) of the person listed in field #5. If none, leave blank 
 

7. Gender  
REQUIRED if other insurance is primary, mark the gender of the 
person listed in field #5.  If none, leave blank 
 

8. Policyholder/Subscriber ID  
REQUIRED if other insurance is primary, enter the social security 
number or the identifier number of person who is listed in field #5.  
The number is a number assigned by the payer/insurance company 
to this individual.  If none, leave blank 
 

9. Plan/Group Number  
REQUIRED if other insurance is primary, enter the group plan or 
policy number of the person identified in field #5.  If none, leave 
blank 
 

10. Patient’s Relationship to person named in #5  
REQUIRED if other insurance is primary, mark the patient’s relations 
to the insured named in field #5.  If none, leave blank 
 

11. Other Insurance Company/Dental Benefit Plan  
Name, Address, City, State, Zip Code   
REQUIRED if other insurance is primary, enter the complete 
information of the additional payer, benefit plane or entity for the 
insured name in field #5.  If none, leave blank 
 

12. Policyholder / Subscriber Name, Address, City, State, Zip Code  
Enter the complete name, address and zip code of the 
policyholder/subscriber with coverage from the company/plan 
 

13. Date of Birth  
Enter the insured's 8-digit birth date (MM/DD/CCYY) of the insured 
REQUIRED when Box 18 is equal to 'SELF' 
 

14. Gender  
Enter an 'X' in the correct box to indicate gender of the insured 
REQUIRED when Box 18 is equal to 'SELF' 
 

15. Policyholder / Subscriber ID (SSN or ID#)  
Enter the unique identifying number assigned by the Payer to the 
person named in Field #12. This id number is shown on the 
insured’s ID card 
 

16. Plan / Group Number  
Enter the policyholder/subscriber’s group plan/policy number 
 

17. Employer Name  

 

18. Patient's Relationship to Policyholder/Subscriber  
in field #12 Above 
Mark one(1) box to indicate the relationship of the patient to the 
person identified in field #12 who has the primary insurance 
coverage.   If the patient is also the primary insured, mark the box 
titled ‘SELF’ 
 

19. Reserved for Future Use  
 

20. Name (Last, First, Middle Initial, Suffix) Address, City, State, Zip 
Code 
Enter the complete name, address and zip code of the patient 
Only required when field #18 = ‘NOT SELF’ 
 

21. Date of Birth  
Enter the patient’s 8 digit date of birth (MM/YY/CCYY) 
Only required when field #18 = ‘NOT SELF’ 
 

22. Gender   
Enter an ‘X’ in the correct box to indicate the gender of the patient. 
Only required when field #18 = ‘NOT SELF’ 
 

23. Patient ID / Account # (Assigned by Dentist)  
Enter if the dentist office has assigned a number to identify the 
patient. 
NOTE:  This does NOT represent the Subscriber ID that must be 
present in field #15 
 

24. Procedure Date  
Populate if box marked in field #1 = Statement of Actual Services or 
EPSDT 
 

25. Area of Oral Cavity  
Report the area of the oral cavity when the procedure reported in 
field #29 refers to a quadrant or arch and the area of the oral cavity 
is not uniquely defined by the procedure’s nomenclature 
 

26. Tooth System  
Enter either of the following: 
‘JP’ = ADA’s Universal/National Tooth Designation System 
‘JO’ = International Standards Organization System 
 

27. Tooth Number(s) or Letter(s)  
Enter the appropriate tooth number or letter when the procedure 
directly involves a tooth or rang of teeth 
 

28. Tooth Surface  
Enter when the procedure performed by tooth involves one or 
more tooth services; otherwise leave blank 
 

29. Procedure Code  
Enter the valid ADA procedure code  
 

29a. Diag Pointer  
If field 34A is complete, enter the letter(s) from field #34 that 
identify the diagnosis code(s) applicable to the dental procedure.  
List the PRIMARY DIAGNOSIS pointer first 
 

29b. Qty  
Enter the number of times (1-99) the procedure identified in field 
#29 is delivered to the patient on the date of service show in field 
#24.  Anesthesia services MUST be reported as total minutes, up to 
3 characters in length 
 

30. Description  
Provide a brief description of the service provided 
 

31. Fee  
Enter the charge for each listed service 
 

31a. Other Fee(s)  
 

32. Total Fee  
The sum of all fees from lines in Field #31 
 
 
 
 



33. Missing Teeth Information  
Mark an ‘X’ on the number of the missing tooth.  Report missing 
teeth when pertinent to Periodontal, Prosthodontic ( fixed and 
removable), or Implant Services procedures on a particular claim 
 

34. Diagnosis Code List Qualifier  
Enter the appropriate code to identify the diagnosis code source 
AB = ICD-10-CM.  REQUIRED when field 34a is present 

 

34a. Diagnosis Code(s)  
 Enter up to four applicable diagnosis codes after each letter (A – D).   
 The PRIMARY DIAGNOSIS CODE is entered adjacent to the letter ‘A’. 
 REQUIRED when field 34 is present 
 

35. Remarks  
REQUIRED if a box is checked in field #45 
This space may be used to convey additional information for a 
procedure code that requires a report, or for multiple 
supernumerary teeth.   
 

36. Patient/Guardian Authorization  
 

37. Subscriber Authorization  
 

38. Place of Treatment  
Enter the appropriate two-digit Place of Service code 
For additional information, see ADA manual 
 

39. Enclosures  
Enter ‘Y’ or ‘N’ to indicate whether or not there are enclosures of 
any type included with the claim submission (e.g. radiographs, oral 
images, models) 
 

40. Is Treatment for Orthodontics?  
If no, skip to field #43.  If yes, complete fields #41 & #42 
 

41. Date Appliance Placed  
Indicate the date an orthodontic appliance was placed 
 

42. Months of Treatment  
Enter the total number of months required to complete the 
orthodontic treatment 
 

43. Replacement of Prosthesis  
This field applies to Crowns and all Fixed or Removable Prostheses 
(e.g. bridges & dentures) 
 

44. Date of Prior Placement  
Enter 8-digit date (MM/DD/CCYY) if field #43 = ‘Yes’ 
 

45. Treatment Resulting from  
If the dental treatment listed on the claim was provided as a result 
of an accident or injury, mark the appropriate box.  If the services 
provided are not the result of an accident, this item should be blank 
 

46. Date of Accident  
Enter the 8-digit date (MM/DD/CCYY) on which the accident noted 
in field #45 occurred.  Otherwise, leave blank 
REQUIRED when field #45 is present 
 

47. Auto Accident State  
Enter the state in which the auto accident noted in field #45 
occurred.  Otherwise, leave blank 
REQUIRED when field #45, ‘Auto Accident’ is checked 
 

48. Billing Dentist or Dental Entity: Name, Address, City, State, Zip  
Code 
Enter the name and complete address of a dentist or the dental 
entity (corporation, group, etc.) 
 

49. NPI  
Enter the 10-digit NPI of the Billing entity 
 

50. License Number  
 

51. SSN or TIN  
Enter the ‘Federal Tax ID Number’ (employer ID or SSN) of the 
Billing Provider 
 

52. Phone Number  
Enter the business phone number of the billing dentist or dental 
entity 
 

52a. Additional Provider ID  
   
 

53. Provider Certification  
Name of the treating or rendering dentist and the date the form is 
completed. 
 

54. NPI  
Enter the treating dentist’s NPI  
 

55. License Number  
 

56. Address, City, State, Zip Code  
Enter address information of the Billing Provider or supplier to be 
paid for services 
REQUIRED to be a physical address (PO Boxes are not allowed) 
 

56a. Provider Specialty Code  
 Enter taxonomy code, if applicable 
 

57. Phone Number  
Enter the business phone number of the treating  
 

58. Additional Provider ID  
 
 

  
 
 
 
 


