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American Dental Association Dental Claim Form

HEADER INFORMATION

1. Type of Transaction (Mark all applicable boxes)
I:‘ Statement of Actual Services I:‘ Request for Predetermination/Preauthorization

(] ePsp/Titie xix

2. Predetermination/Preauthorization Number

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

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

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

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

13. Date of Birth (MM/DD/CCYY) 14. Gender

Cw L

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

OTHER COVERAGE

4. Other Dental or Medical Coverage? D No (Skip 5-11) DYes (Complete 5-11)

16. Plan/Group Number 17. Employer Name

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

PATIENT INFORMATION

6. Date of Birth (MM/DD/CCYY) 7. Gender

Cw L

8. Policyholder/Subscriber ID (SSN or ID#)

18. Relationship to Policyholder/Subscriber in #12 Above

[]selft [ ]spouse [ | DependentcChid [ | Otner

19. Student Status

[Jrrs  [Jets

10. Patient’ s Relationship to Person Named in #5

D Self D Spouse I:‘ Dependent I:‘ Other

9. Plan/Group Number

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

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

22. Gender

v L

21. Date of Birth (MM/DD/CCYY) 23. Patient ID/Account # (Assigned by Dentist)

RECORD OF SERVICES PROVIDED

1 |

2 |

8 !

4 :

5 !

6 !

l !

8 !

9 |

10 1
MISSING TEETH INFORMATION Permanent Primary 32. Other |

34, (Place an X' on sach missing tooth 1 2 3 4 5 6 7 8|9 10 11 12 13 14 15 16|A B Cc D E|F G H | J Fee(s) 1

32 31 30 29 28 27 26 25|24 23 22 21 20 19 18 17| T S R Q P|O N M L K [33TotalFee "0

35. Remarks |
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all
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 or a portion of
such charges. To the extent permitted by law, | consent to your use and disclosure of my protected health
information to carry out payment activities in connection with this claim.

x_ Signature on file

Patient/Guardian signature

Date

39. Number of Enclosures (00 to 99
Radiograph(s)  Oral Image(s) Model(s)

38. Place of Treatment

|X Provider’s Office D Hospital I:‘ ECF I:‘ Other

40. Is Treatment for Orthodontics?

[XINo (skip41-42) [ |Yes (Complete 41-42)

41. Date Appliance Placed (MM/DD/CCYY)

37. 1 hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to the below named
dentist or dental entity.

x_ Signature on file

Subscriber signature

Date

42. Months of Treatment 44. Date Prior Placement (MM/DD/CCYY)

43. Replacement of Prosthesis?
Remaining

D No D Yes (Complete 44)

45. Treatment Resulting from

D Occupational illness/injury D Auto accident I:‘ Other accident

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 submitting
claim on behalf of the patient or insured/subscriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

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

MichaelMorch,DDS, PC

53. | hereby certify that the procedures as indicated by date are in progress (for procedures that require multiple
visits) or have been completed.

P feehak P foach OOSPC_

3138G0|an5kyB|Vd., Ste 101 Signed (Treating Dentist) Date
54. NP 1104092592 55. License Number 401006349
Woodbridge VA 22192 56. Address, Ciy, State, Zip Code Seciaty Gode
49. NPI 50. License Number 51. SSN or TIN 313860|anskyB|vd, Stel101
1104092592 401006349 Woodbridge VA 22192
52.fhore  (703) 878 - 7969 o2 Bt D 7 e (703) 878 - 7969  |°® Adenal,

©2006 American Dental Association

J400 (Same as ADA Dental Claim Form — J401, J402, J403, J404)

To Reorder call 1-800-947-4746

or go online at www.adacatalog.org
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pIo}
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ADA American Dental Association®

America’s leading advocate for oral health

Comprehensive completion instructions for the ADA Dental Claim Form are found in the current version of the CDT manual published

by the ADA. Five relevant extracts from that manual follow.

GENERAL INSTRUCTIONS

A.OThe form is designed so that the name and address (Item 3) of the third-party payer receiving the claim (insurance company/dental O
benefit plan) is visible in a standard #10 window envelope. Please fold the form using the ‘tick-marks’ printed in the margin.
B. On the upper-right of the form, a blank space is provided for the convenience of the payer or insurance company, to allow the 0O

O assignment of a claim or control number.

C. Il Items in the form must be completed unless it is noted on the form or in the following instructions that completion is not required.
D. CWhen a name and address field is required, the full name of an individual or a full business name, address and zip code must be entered.

E. Al dates must include the four-digit year.

F. OOIf the number of procedures reported exceeds the number of lines available on one claim form, the remaining procedures must be O

O listed on a separate, fully completed claim form.

COORDINATION OF BENEFITS (COB)

When a claim is being submitted to the secondary payer, complete the form in its entirety and attach the primary payer’s Explanation of Benefits
(EOB) showing the amount paid by the primary payer. You may indicate the amount the primary carrier paid in the “Remarks” field (Item # 35).

NATIONAL PROVIDER IDENTIFIER (NPI)

49 and 54 NPI (National Provider Indentifier): This is an identifier assigned by the Federal government to all providers considered to be
HIPAA covered entities. Dentists who are not covered entities may elect to obtain an NPI at their discretion, or may be
enumerated if required by a participating provider agreement with a third-party payer or applicable state law/regulation. An NPI
is unique to an individual dentist (Type 1 NPI) or dental entity (Type 2 NPI), and has no intrinsic meaning. Additional information

on NPI and enumeration can be obtained from the ADA’s Internet Web Site: www.ada.org/goto/npi

ADDITIONAL PROVIDER IDENTIFIER

52Aand 58 Additional Provider ID: This is an identifier assigned to the billing dentist or dental entity other than a Social Security
Number (SSN) or Tax Identification Number (TIN). It is not the provider’s NPI. The additional identifier is sometimes referred
to as a Legacy Identifier (LID). LIDs may not be unique as they are assigned by different entities (e.g., third-party payer; Federal

government). Some Legacy IDs have an intrinsic meaning.

PROVIDER SPECIALTY CODES

56A Provider Specialty Code: Enter the code that indicates the type of dental professional who delivered the treatment. Available
codes describing treating dentists are listed below. The general code listed as ‘Dentist’ may be used instead of any other dental

practitioner code.

Category / Description Code Code
Dentist
A dentist is a person qualified by a doctorate in dental surgery (D.D.S) 122300000X
or dental medicine (D.M.D.) licensed by the state to practice dentistry,
and practicing within the scope of that license.
General Practice 1223G0001X
Dental Specialty (see following list) Various
Dental Public Health 1223D0001X
Endodontics 1223E0200X
Orthodontics 1223X0400X
Pediatric Dentistry 1223P0221X
Periodontics 1223P0300X
Prosthodontics 1223P0700X
Oral & Maxillofacial Pathology 1223P0106X
Oral & Maxillofacial Radiology 1223D0008X
Oral & Macxillofacial Surgery 122350112X

Dental provider taxonomy codes listed above are a subset of the full code set that is posted at:

www.wpc-edi.com/codes/taxonomy

Should there be any updates to ADA Dental Claim Form completion instructions, the updates will be posted on the ADA’s web site at:

www.ada.org/goto/dentalcode

O
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MICHAEL MORCH DDS PC

3138 Golansky Blvd  Woodbridge VA 22192 Office: 703.878.7969 Fax: 703.730.9907
6308 Five Mile Center Park  Fredericksburg VA 22407 Office: 540.785.2558 Fax: 540.785.5277

FINANCIAL POLICY

Our goal is to provide and maintain a good physician-patient relationship. We believe that
advising you in advance of our office policies allow for good flow of communication. Please
read this document carefully and initial each section. If you have any questions please do

not hesitate to ask a member of our staff. Thank you for choosing our practice.

FINANCIAL RESPONSIBILITY CONSENT & ASSIGNMENT OF BENEFITS

| hereby accept that | am financially responsible for all services rendered on my behalf by
Michael H. Morch DDS PC. For those insurance from whom the practice accepts assignment, |
accept personal responsibility for all co-payments, deductibles and non-covered services, as
indicated by my insurance coverage. | certify the information | have reported with regard to my
insurance coverage is correct. | authorize payment directly to the practice for which the
practice accepts assignment.

Initial

Medical Records:

| consent to the use and disclosure of my protected health information for treatment, payment
and operations and other such purposes that is permitted under the Federal Health Insurance
Portability and Accountability act (HIPPA) without written consent.

Initial

Insurance Coverage:

| accept that it is my responsibility to understand my insurance benefit plan. It is my
responsibility to know whether a preauthorization is required prior to undergoing a procedure,
and what services are covered. | accept that | am responsible to provide this office with all
required information regarding my dental insurance coverage. If the insurance company you
designate is incorrect, you will be responsible for all unpaid balance. If our physicians do not
participate in your insurance plan, payment in full is expected from you at the time of your
office visits. In addition, it is your responsibility to determine from your insurance carrier,
what co-payments and deductible are due. We can provide our best estimated, but as there
are so many differences in coverage, it is your responsibility to know your contract. | accept
that co-payments are due at the time of service.

Initial




Uninsured Patients:

| accept that if | do not have insurance coverage, the entire payment for any services
performed shall be paid at the time of service, payable by cash, credit card, or check.
Dishonored or returned checks will incur a $35.00 service fee.

Initial

Collection of Outstanding Balances:

All outstanding balances shall be due within 30 days. Unless we have agreed to other payment
arrangements, it is important that you pay all past due balances in their entirety, prior to or at
the time of your visit. Balances that remain outstanding for a period of 90 days or more may be
referred to a collection agency or attorney’s office. If your account is referred out you may be
responsible for additional fees.

Initial
Release of Medical Records:

Medical records created by our office shall only be released pursuant to your express written
authorization in accordance with HIPPA guidelines. As a courtesy, the first copy of records will
be free of charge. In accordance with Virginia law, all additional copies will be charged a $10.00
research fee, postage and a copying fee. There will also be a fee of $1 for each x-ray duplicated
in these additional requests.

Initial

By signing below, patient or responsible party acknowledges that he or she has read and
understands the foregoing Financial Policy and agrees to be bound by the terms and conditions
set forth therein.

Refusal to sign this form may result in cancellation of your appointment. If you have any
concerns about signing this form, please speak directly with our office manager or his/her
representative.

Signature of patient/responsible party Date

Print Name Relationship to patient



PRIVACY PRACTICES ACKNOWLEDGEMENT

The HIPPA Privacy Act forbids us to release any information regarding patients over 18.
If there is anyone to whom we can speak to regarding your dental account please note
their names below.

Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:

| have received the Notice of Privacy Practices (a copy is available upon request in office)
and | have been provided an opportunity to review it.

Name: Birthdate:

Signature: Date:

Also, please note your preferred phone number to receive your confirmation phone call
for your appointments.

Voice Call: #




	-Generic form with info.pdf
	b01af3d0-b1d3-4125-b6cf-976113ce258c.pdf

	Text2: Signature on file
	Text1: Signature on file
	Text240: 
	Text239: 7969
	Text238: 878
	Text237: 703
	Text236: 
	Text235: 22192
	Text234: VA
	Text233: Woodbridge
	Text232: 3138 Golansky Blvd, Ste 101
	Text231: 401006349
	Text230: 1104092592
	Text229: 
	Text228: 
	Text227: 7969
	Text226: 878
	Text225: 703
	Text224: 
	Text223: 401006349
	Text222: 1104092592
	Text221: 22192
	Text220: VA
	Text219: Woodbridge
	Text218: 
	Text217: 3138 Golansky Blvd., Ste 101
	Text216: Michael Morch, DDS, PC
	Text215: 
	Text1214: 
	Check Box213: Off
	Check Box212: Off
	Check Box211: Off
	Text210: 
	Check Box209: Off
	Check Box208: Off
	Text207: 
	Text206: 
	Check Box205: Off
	Check Box204: Yes
	Text203: 
	Text201: 
	Text200: 
	Check Box199: Off
	Check Box198: Off
	Check Box197: Off
	Check Box196: Yes
	Text195: 
	Text194: 
	Text193: 
	Text192: 
	Check Box191: Off
	Check Box190: Off
	Check Box189: Off
	Check Box188: Off
	Check Box187: Off
	Check Box186: Off
	Check Box185: Off
	Check Box184: Off
	Check Box183: Off
	Check Box182: Off
	Check Box171: Off
	Check Box170: Off
	Check Box169: Off
	Check Box168: Off
	Check Box167: Off
	Check Box166: Off
	Check Box165: Off
	Check Box164: Off
	Check Box163: Off
	Check Box162: Off
	Check Box161: Off
	Check Box160: Off
	Check Box159: Off
	Check Box158: Off
	Check Box157: Off
	Check Box156: Off
	Check Box181: Off
	Check Box180: Off
	Check Box179: Off
	Check Box178: Off
	Check Box177: Off
	Check Box176: Off
	Check Box175: Off
	Check Box174: Off
	Check Box173: Off
	Check Box172: Off
	Check Box155: Off
	Check Box154: Off
	Check Box153: Off
	Check Box152: Off
	Check Box151: Off
	Check Box150: Off
	Check Box149: Off
	Check Box148: Off
	Check Box147: Off
	Check Box146: Off
	Check Box145: Off
	Check Box144: Off
	Check Box143: Off
	Check Box142: Off
	Check Box141: Off
	Check Box140: Off
	Text139: 0
	Text138: 
	Text137: 
	Text136: 
	Text135: 
	Text134: 
	Text133: 
	Text132: 
	Text131: 
	Text130: 
	Text129: 
	Text128: 
	Text127: 
	Text126: 
	Text125: 
	Text124: 
	Text123: 
	Text122: 
	Text121: 
	Text120: 
	Text119: 
	Text118: 
	Text117: 
	Text116: 
	Text115: 
	Text114: 
	Text113: 
	Text112: 
	Text111: 
	Text110: 
	Text109: 
	Text108: 
	Text107: 
	Text106: 
	Text105: 
	Text104: 
	Text103: 
	Text102: 
	Text101: 
	Text100: 
	Text99: 
	Text98: 
	Text97: 
	Text96: 
	Text95: 
	Text94: 
	Text93: 
	Text92: 
	Text91: 
	Text90: 
	Text89: 
	Text88: 
	Text87: 
	Text86: 
	Text85: 
	Text84: 
	Text83: 
	Text82: 
	Text81: 
	Text80: 
	Text78: 
	Text77: 
	Text76: 
	Text75: 
	Text74: 
	Text73: 
	Text72: 
	Text71: 
	Text70: 
	Text69: 
	Text68: 
	Text67: 
	Text66: 
	Text65: 
	Text64: 
	Text63: 
	Text62: 
	Text61: 
	Text60: 
	Text59: 
	Text58: 
	Text57: 
	Text56: 
	Text55: 
	Check Box54: Off
	Check Box53: Off
	Text52: 
	Text51: 
	Text50: 
	Text49: 
	Text48: 
	Text47: 
	Text46: 
	Check Box45: Off
	Check Box44: Off
	Check Box43: Off
	Check Box42: Off
	Check Box41: Off
	Check Box40: Off
	Text39: 
	Text38: 
	Text37: 
	Check Box36: Off
	Check Box35: Off
	Text34: 
	Text33: 
	Text32: 
	Text31: 
	Text30: 
	Text29: 
	Text28: 
	Text27: 
	Text26: 
	Text25: 
	Text24: 
	Text23: 
	Check Box22: Off
	Check Box21: Off
	Check Box20: Off
	Check Box19: Off
	Text18: 
	Text17: 
	Check Box16: Off
	Check Box15: Off
	Text14: 
	Text13: 
	Check Box12: Off
	Check Box11: Off
	Text10: 
	Text9: 
	Text8: 
	Text7: 
	Text6: 
	Text5: 
	Text4: 
	Check Box3: Off
	Check Box2: Off
	Check Box1: Off


