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ADA Dental Claim Form Version 2006 

Completion Instructions
Header Information

Box 1
Type of Transaction

· Required Field

· Indicate whether Actual Service or Request for Predetermination/Preauthorization
· Indicate EPSDT Service/Title XIX
Box 2 
Predetermination/Preauthorization Number
· Situational Field

· Enter Prior Authorization Number, if applicable
Box 3

Insurance Company/Dental Plan Benefit Information
· Required Field

· Indicate EDS claim submission address

· Refer to your provider billing manuals and quarterly bulletins

Other Coverage

Box 4

Other Dental or Medical Coverage? 

· Required Field

· Check Yes or No

· If yes, please complete box 11

Box 5
Name of Policy Holder/Subscriber in box 4

· Not utilized by NH Medicaid

Box 6

Date of Birth

· Not utilized by NH Medicaid

Box 7
Gender

· Not utilized by NH Medicaid

Box 8

Policyholder/Subscriber ID (SSN or ID#)
· Not utilized by NH Medicaid

Box 9

Plan/Group Number

· Not utilized by NH Medicaid

Box 10

Patient’s Relationship to Person Named in Box 5

· 
Not utilized by NH Medicaid

Box 11

Other Company/Dental Benefit Plan Name, Address, City, State, Zip Code 
· Situational Field
· Indicate the “other insurance plan(s)” carrier code(s)
· Up to three (3) carrier codes in this field (one per carrier)
· Separate carrier codes by space or comma

· Refer to provider website and quarterly bulletins for updated list

· The Carrier Code list can be located on the Provider Services website at  http://www.nhmedicaid.com/Downloads/procedurecodes.html or;

· Contact the Communications Unit at: 1-800-423-8303 (NH & VT only) or (603) 224-1747

Policyholder/Subscriber Information
Box 12 

Policy Holder/Subscriber Name
· Required Field
· This is the Patient for NH Medicaid/Healthy Kids-Gold 
· Indicate patient’s name 
· Last name, first, middle as it appears on his/her NH Title  XIX (Medicaid/Healthy Kids-Gold) card

· To verify the correct spelling of a name please contact the Communications Unit at: 1-800-423-8303(NH & VT, only) or (603)224-1747

Box 13 
Date of Birth
· Optional Field

· Enter patient’s date of birth

Box 14

Gender

· Not utilized by NH Medicaid

Box 15 

Policyholder/Subscriber ID
· Required Field 

· Enter patient’s NH Title XIX (Medicaid/Healthy Kids-Gold) 11 digit Medicaid Identification number (MID) 
· Must have 11 characters
Box 16

Plan/Group Number

· Not utilized by NH Medicaid

Box 17 
Employer Name
· Not utilized by NH Medicaid
Patient Information

Box 18 

Relationship to Policyholder/Subscriber in #12 Above 

· Not utilized by NH Medicaid

Box 19 

Student Status

· Not utilized by NH Medicaid

Box 20
Name, Address, City, State, Zip Code
· Not utilized by NH Medicaid

Box 21 

Date of Birth 

· Not utilized by NH Medicaid

Box 22
Gender

· Not utilized by NH Medicaid

Box 23
Patient ID/Account # 
· Optional Field

· If you enter the patient’s account number, we will report it back to you on your remittance advice (RA) 

· Up to 12 characters, any combination of alpha characters or numbers
Record of Services Provided


Box 24 through 31

· Required Fields ( unless otherwise noted)
· Repeat Boxes 24-31 for any additional services/procedures rendered, up to a total of 10 lines per claim form

Box 24


Procedure Date
· Enter the date of the service

· Must be in mmddccyy format, e.g., 12012007
Box 25


Area of Oral Cavity

· Not utilized by NH Medicaid
Box 26


Tooth System

· Not utilized by NH Medicaid
Box 27


Tooth Number(s) or Letter(s)

· Enter number or letter, as applicable

· Must be no more than two (2) characters

Box 28


Tooth Surface
· Enter tooth surface, as applicable
· Up to five (5)surfaces, one character each
Box 29


Procedure Code
· Enter the applicable CDT procedure code 

· Must be five (5) characters beginning with a “D”

Box 30


Description
· Optional Field

· Enter description of procedure according to CDT guidelines
Box 31


Fee
· Enter fee charged for procedure

· Usual and customary charge
· Must be in a valid currency format: dd.cc, e.g., 24.00

Box 32

Other Fee(s)

· Not utilized by NH Medicaid

Box 33
Total fee

· Required Field

· Enter your total charge (per page)
· Must equal the total of all fees entered in Box 31 
· Up to nine (9) digits
· Must be in a valid currency format, dd.cc, e.g., 24.00
Missing Teeth Information

Box 34

· Not utilized by NH Medicaid

Box 35 

Remarks

Payment by other plan ( Right side of the large box)

· Situational Field

· Enter any payment by another plan, if applicable 
· If more than one payment by another plan, add total payments together and enter one amount

· Subtract other insurance payment from total fee in Box 33

· This will be the balance to NH Title XIX (Medicaid/Healthy Kids-Gold) program

Must be in a valid currency format dd.cc, e.g., 24.00

Box 35 (cont.)
Remarks (Left side of the large box)
· Situational Field

· Be clear and concise
·   Example:  “non-covered by other insurance” and state why
Authorizations
Box 36 & 37

· Not utilized by NH Medicaid

Ancillary Claim/Treatment Information
Box 38

Place of Treatment

· Required Field

· Check the applicable box 

· Must have one box checked

Box 39 
Number of enclosures
· Optional Field

· Check appropriate box
· Field is used for Prior Authorization or Medical Necessity only
· Prior Authorization request(s) should be mailed to: 
Dental Consultant

Office of Medicaid Business and Policy
Thayer Building

129 Pleasant Street

Concord NH

03301-3852
· DO NOT send radiographs to EDS for claims processing 
Box 40 
Is the treatment for orthodontics? 

· Required field

· Check Yes or No

· Must have one box checked
Box 41
Date Appliance Placed
· Situational Field

· Enter the date the appliance was applied in mmddccyy format, e.g., 12012007
Box 42

Months of Treatment Remaining

· Situational Field
· Enter total months of treatment remaining 
· Must be a number and 2 characters or less
Box 43

Replacement of Prosthesis?
· Required Field

· Check Yes or No

· Must have one box checked
Box 44   
Date Prior Placement

· Situational Field, if box 43 is checked Yes
· Enter date of prior placement in mmddccyy format, e.g.,12012007
Box 45

Treatment Resulting from
· Situational Field
· If the treatment is the result of an occupational illness/injury, auto accident, or other accident

· Check appropriate box

· If Box is checked, enter date of occupational illness/injury, auto or other accident in mmddccyy format, e.g.,12012007

     Box 46

· Situational Field, if any box  in 45 is checked must enter date

· Enter date of occupational illness/injury, auto or other accident in mmddccyy format, e.g., 12012007 
Box 47
Auto Accident State

· Not utilized by NH Medicaid

Billing Dentist Or Dental Entity

Box 48

Name, Address, City State, Zip Code
· Required Field

· Enter the name of the billing dentist or group (as enrolled with EDS)
· The provider name entered in this field is the provider name that services will be reimbursed to and under which the monies will be reported to the Internal Revenue Service
· The provider name must be entered the same way the provider is enrolled in the NH Title XIX (Medicaid/Healthy Kids-Gold) program.  The provider name must match the records at EDS; either 

· Individual providers billing and seeking reimbursement under their individual provider name; or
· Group practices billing and seeking reimbursement under a group provider name 
· Enter the address of the billing dentist or group
· The address will be use to facilitate the cross-walk from NPI to the NH Medicaid PIN, please make sure this address matches your enrollment records with the NH Title XIX (Medicaid/Healthy Kids-Gold) program.

Box 49

NPI

· Optional Field, if have included a NH Medicaid PIN in box 52A
· Enter the 10-digit billing provider’s NPI ( National Provider Identifier) 
Box 50

License number
· Not utilized by NH Medicaid

Box 51

Social Security Number (SSN) or Tax Identification Number (TIN)

· Required Field 
· Enter the Billing Dentist or Dental Entity TIN or SSN
· This number must match what NH Medicaid has in your enrollment file
Box 52

Phone Number
· Optional Field

· Enter phone number for billing provider

Box 52a
Additional Provider ID
· Optional Field, if have included an NPI in box 49
· Enter the Billing Dentist or Dental Entity eight (8) digit NH Medicaid PIN (Provider Identification Number)
· The provider number entered in this field is the provider name that services will be reimbursed to and under which the monies will be reported to the Internal Revenue Service
· Individual providers billing and seeking reimbursement under their individual NH Medicaid PIN; or
· Group practices billing and seeking reimbursement under a group NH Medicaid PIN
Treating Dentist And Treatment Location Information

Box 53
Signature or name of treating dentist and date
· Required field

· Enter the performing provider’s full name
· Must match what’s on file with NH Medicaid  
· Enter date 
· Must be in mmddccyy format, e.g., 12012007
· Must be on or after the date of service
Box 54


NPI

· Optional Field if have included a NH Medicaid PIN in box 58
· Enter the 10-digit performing provider’s NPI ( National Provider Identifier) 

Box 55 
License Number(of treating dentist)
· Not utilized by NH Medicaid

Box 56

Address, City, State, Zip Code

· Optional Field

· Enter address for the treating provider

Box 56a

Provide specialty code

· Optional Field

·  If an NPI is in Box 54

· Enter the corresponding 10 digit taxonomy code
· Strongly suggested that a taxonomy code be provided when an NPI is in box 54
· The NPI number and corresponding taxonomy code must be on file with EDS

Box 57
Phone Number

· Optional Field

· The number EDS can use to contact you if there are questions re: your claim

Box 58

Additional Provider ID 
· Optional Field if NPI in Box 54
· Enter your NH Medicaid PIN
· Performing provider must be cross referenced with the NH Medicaid billing provider’s PIN
Note: Multiple page claims are not permitted
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