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i — CDT Claim Form Instructions

The Alaska Medicaid Management Information System (MMIS) is now equipped to accommodate the new J400
American Dental Association claim form. During a transition period which will end August 31, 2007, Alaska
Medicaid will accept either older versions of the American Dental Association claim form or the new version
(J400) of the American Dental Association claim form. Older versions of the American Dental Association claim
form received on or after September 1, 2007 will be returned to the provider without processing.

Instructions for submitting the new version (J400): All claims must be submitted with the Medicaid Provider ID
number. National Provider Identifier (NPI) numbers may also be submitted.” A few of the critical fields and the
information on how to complete them are listed below:

ADA. Dental Ciaim Form
HEADER INFORMATION
1. Type of Transaction (Mark all applicable boxes)
[} statemant ot Acwal Servicas [ Request for Prad ion /P
[ epsorrmiie xix
2 F ion/ Preauthorization Number POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)
2. Policyholder/Subscriber Name {Last, First, Middle inttial, Suffix), Address, City, State, Zip Code
INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION Recipient Name
A T S TR e T _ Recipient Address
First Health Service Corporation Recipient City, State ZIP Code
P.O. Box 240769 \, J/
AnChOrage, AK 99524_0649 q& Date of Birth (MMDD/CCYY) 14 Gender 15. Policyhaldar/Subscriber ID (SSN or ID#}
03/03/1933 Cm OF
OTHER COVERAGE 16. Plan/Group Number 17. Emplayer Name
4. Omer Dental or Medical Coverage? || No (Skip 5-11) [ ]ves (Complate 5-11} A\ LEAVE BLANK y,

Item #4 Required. If the answer to Item #4 is no, then skip Items #5-11. If the answer to Iltem #4 is yes, then
Items #5-11 must be completed. Items #5-11 apply to the individual that has the other coverage and should be
completed with the applicable information.

OTHER COVERAGE
4. Other Dental or Medical Coverage? D No (Skip 5-11) I:]Yes {Complete 5-11}
§. Name of Policyholder/Subscriber in #4 {Last, First, Middie Initial, Suffix)

6. Date of Birth (MM/DD/CCYY) 7. Gender 8. Policyheldar/Subscriber i (SSN or ID#)
[(m []F

$. Plan/Group Mumber 10. Patient’ s Refationship to Person Named in #5
D Self [:I Spouse D Dependent I:l Other

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

* Providers will need to include their Medicaid Provider ID number on all paper claim forms until they have been
tested for submission of NPI number only.




ADA Dental Ciaim Form

HEADER INFORMATION

1. Type of Transaction (Mark 2/l applicabla boxas)

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Name, Address, Clry, Stats, Zip Gode
First Health Service Corporation

D Statemant of Actual Servicas D Request for inationd P o
D EPSDT/ Title XIX
. F ion/P rization Numbaer POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Com

2. Policyhoider/Subscriber Name {Last, First, Micdle innial, Sulfix), Agdress, City, Stats, Zip Coda

Recipient Name
Recipient Address
Recipient City, State ZIP Code

P.O. Box 240769 Z
An Ch o) rag e, AK 99524-0649 13. Date of Birth (MMDDCCYY) 14. Gandar 15. Policyholdar/Subscrber 1D (SSN or IDF)
03/03/1933 O OF
OTHER COYERAGE 16. Plan/Group Number 17. Employer Name
4. Other Dental or Medical Coverage? || No (Skip 5-11) [T ves (Compigd’s-11 LEAVE BLANK
5. Name of Policyholdar/Subscribar in #4 (Last, First, Middia Initial, Suffi) PATIENT INFORMATION
18 F pi y ’Subscriber in #12 Above 19, Stwdpnt Stalus
—E F§ Dae of Bian (MMDDICCYY) | 7. Gender 8. PolicyholdarZunscrioer 10 [SSN or 10%) [Cset  [Jspouse [] oependoot chis [_] Ower (s [ers i
[:] M |:| F 20. Nama (1.aat, First. Middie Initial. Suffix), Address, City, Slate, Zip Code
9. Plan/Group Mumber 10 Patient’ s Retationship arson Named in #5
[Jser  [[]spo [ {Dapendent [ ] Oter

11 Cthar Insurance Company/Dental Banelit Plan Mame. .Mémss. City, Stale, Zp Code

21, Date of Birth (MMDNCCYY)

22. Gander

Cim [

23. Patient ID/Accoun # (ABsigned by Dentlst)

Iltem #12 Required. Enter the recipient’s
information.

Iltem #23 Optional. Enter the patient’s medical
record or account number. The field can
accommodate up to 11 characters
(alpha/numeric are acceptable). This information
will print following the Claim Control Number
(CCN) on your Remittance Advice (RA).

35. Remarks

AUTHORIZATIONS

36 | have been informed of the treatment plan and associated 1ees. | agrea o be responsibls lor al
chargss for dental services and materials not paid by my dental banatit plan, uniass prokhubitad by law. or
ther treating dentist of dental praclics nas & with my plan profibtng il or a portion of
such charges. To the extent permitiod by iaw, | consent o your ¢88 and disclosura of my protected heaith
infomrAson 10 carry cul paymant activiies in connechon with this claim.

X

Patisnt{ Guardian signaturs Crate

37. & haray suthorize and drect harwina payabie 16 e, diractly o Bu bekow named
ettt o charal mntity.

X

Subwiriber signature Date

BILLING DENTIST OR DENTAL ENTITY {Laave tiank # dantist or dental entity 1s not submitting
claim on behall of the patient o inmredisubscriben

48 Name_ Addross, City, Staa, Tip Code

48 NPl lw.mw 51 58N or TIN
2 Fhone | ) _ 525, Adailional

umber Proveger D
©2006 American Dental A

00 (Sams as ADA Dental Claim Foom — J401, JA02, J4ixs, J04)

First Health

Services Corporation.

A Coveniry Health Care Company

Item #15 Required. Enter the recipient’s
Alaska Medical Assistance ID #.

16. Plan/Group Number 17. Employar Narme
LEAVE BLANK Iw OPTIONAL
PATIENT INFORMATION
18. Relati ip to Pol Subscriber in #12 Above 18, Student Staius
[[]set  [Ispouse [] oependentchid [_] Other Orrs  [ers

20. Nama (Last, First, Middie Initial, Suffix), Address, City, State, Zip Code

21. Date of Birth (MMDDICCYY)
LEAVE BLANK

22. Gender 23. Pationt ID/Account # (Assigned by Dentist)
Ciw [ ¢

Item #35 Required, if applicable. Use this Item # to
report Third Party Liability amounts, emergency services
and medical justification. If more than one situation
applies to a claim, first enter the TPL amount paid
followed by two spaces ($###.##) and then any
additional information.




AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

35. | have been informed of tha treatment plan and sssociated fees. | agree ko be responsible kor all

chasges for dental senvces and materiats not pasd by my dental banedit plan, unlass prohibited by Law, o

the treating dentist or dantal praciice nas a contractual agrasment with my plan prohibiting all or & postion of
and d of my haslth

100 10
1l

a9

38. Place of Treatmant
Hodaia)

[ Provader's omon [ Hospitat [ ] ece [ ] other

39. Humber of Enclosures
R aghisi  Orab

such chargee. To the extent permittod by law, | congent 1o your use
information 1o carny out payment activitias in connection with this claim.

40, |5 Treatment lor Odhodontics? 41, Dute Apgiiance Placed (MMDDICCYY)

X
Patent{ Guardian signatura Date

oo iskipat-azr [ |Yes iGomplote 41-42;
42. Months of Tre 43 of F i

44, Date Prior Piacemant (MMODICCYY)

- UmDm:canpm«p

37. 1 hereigy authorze and diect paymeant of the dental benedits otherwise payabie 1o me, directly o P beiow named
dantist or dectal antity.

45. Tragtment Resuhing from
To Moss/injury ] othee accident

] Auto accusent

X

Subsonber signature Dae

46. Date of Accident (MMWDD/CCYY) [ 47. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental enthy is not

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

claim cn behalf of the patisnt or insuredisubscriber)

48 Mame, Addrass. Cry, State. Zip Code

53. | heveby cedily that the procedures as indicated by date are in progress rocedures that i
visits} of hava baan compioted. o P for Tein miiple

X
Signed (Treating Dantst) Cate

54. NFI . 55. Licensa Number
56. Address, City. Nate, Zip Coda g .Efm
ress, City. e, Zip Ry Coa
48 NPI K 50. Licensa Numbar 5t 55N or TIN
—
52. Phone S2A. Additonal 57. Phone i
Number (\ ) - I Frovier ID Number | ) \ - Ise' Bardai
e w— s
©2006 Amerl Dental Association To Rearder calt 1-800-347-4746

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

Iltem #49 Required. Enter the NPI for the
billing entity.

oF 90 GNlINe a1 wew, adatatalog.org

Item #54 Required. Enter the NPI for the
rendering/servicing entity.

Item #52A Required. Enter the Medicaid

Provider ID Number
or dental entity.

Item # 56A Required, if applicable. Enter the
taxonomy code that depicts the type of dental
professional delivering the treatment.

Item #58 Required. Enter the appropriate

Medicaid Provider ID Number for the rendering

dentist.

For more information and instructions, please go to

for the billing dentist

[

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

53. 1 heraby
wigits] of have been compiated,

—

cavlify that the procadures as indicated by date are in progress {lor procedures MAt requite mutipls

m

S4-NP) 5. Lioanss Number
56 Address, City, State, Zip Code s6A. Frowidar

Ackitioral
Provider {0
—

X B

To Reorder call 1-800-847-4746
of g0 cnhing al weew. adecatilog org

http://www.ada.org/prof/resources/topics/topics_claimform.pdf and http://www.wpc-edi.com/codes.

The provider manual is currently being updated with th

e above information. It will be available on FHSC's

website (http://alaska.fhsc.com) upon completion. Watch the provider newsletter and Remittance Advice for

more information.
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