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FLORIDA ‘\ A
MEDICAID

Florida Medicaid Resources MEDICAID " ~

AMedicaid Provider General and Dental Coverage
and Limitations Handbooks

http://mymedicaid -florida.com

A Medicaid Provider ADA Dental Claim Form
Reimbursement Handbook (Dental Procedures)

AMedicaid Provider CMS -1500 Claim Form
Reimbursement Handbook (Oral Surgeons)

AMedicaid Area Office Contact Information (Policy
Questions)

AHP Enterprise Services Provider Support Contact
Center (Billing Questions, Claim Status), 1 -800 -
289 -7799, Option 7

AHP Enterprise Services Field Representative
(Billing Questions), 1 -800 -289 -7799, Option 7

AHP Enterprise Services EDI (837 and Electronic
Transmission Questions), 1-866 -586 -0961

http://ahca.myflorida.com/medicaid
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Completing an ADA
Dental Claim Form
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Blank ADA Dental Claim Form

Arpe, Dental Claim Form
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FLORIDA M
MDD,

ministration

Paper Claim Submission Checklist

In order for a claim to be paid, it must be a clean claim. Checklist
for a clean claim:

Has the claim been accurately and fully
completed according to Medicaid billing
guidelines?

Is the claim accompanied by all
necessary documentation and on a red
and white claim form?

Can the claim be processed and
adjudicated by HP Enterprise Services
without obtaining additional information
from the provider?

ADA Dental 2006 03/01/2011 6



. . FLORIDA I\ A
ADA Dental Claim Form Completion Rules MEDICAID "

AEnter all information using black type or blue or black ink. Do not use
highlighters.

ABe sure the information on the form is legible and aligned with the
corresponding space.

AOnly complete the items that are required and applicable.

Alf needed, use correction tape. Do not use whiteout fluid.

handbook and the ADA Dental Claim Form Reimbursement Handbook.

AComplete the form by referencing the service - specific coverage and limitations }
@

ADA Dental 2006 03/01/2011
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Entering NPI on the ADA Dental MEDICAID "
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Claimltems 1 -3

AD)A, Dental Claim Form
IHEADER INFORMATION [
1. Type of Transaction (Mark all applicable boxes)
|:| Staternent of Actual Services
l:' EFSDT! Title XX

‘ 2 Predetermination/Preauthonzation Mumkber

|:| Request for Predetermination/Preauthonzation

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
3. Company/Plan Mame, Address, City, State, Zip Code

OTHER COVERAGE

4. Other Dental or Medical Coverage?

| Mo (skip 5113 [ ]es (Complete 5-11)

Claim Item 3: Company/Plan Name

Enter AFl orida Medicaido in this i

where the claim form is being mailed:

AFlorida Medicaid
AP.O. Box 7084

ATallahassee, FL 32314 -7084

Note : Do not mail forms requesting prior authorization
to this address.

ADA Dental 2006 03/01/2011

FLORIDA

MEDICAID

fon of the Agency for Health Care

Claim Item 1: Type of Transaction

Check only one box.

Check Statement of Actual Services
claim for payment.

if submitting a

Check EPSDT/Title XIX if claim is through the Child
Health Check -Up Program.

Claim Item 2: Predetermination/Preauthorization
Number

If the procedures require a Prior Authorization (PA),
enter the PA number in this box.

tenr CIrre rrreTTda U T eSS

a

Administration




A Division of the Agency for Health Care Administration

. FLORIDA
Claim ltems 4 -11 m&/"

OTHER COVERAGE

4. Other Dental or Medical Coverage? [ ] Mo (skip 5-113 []wves tcompleta 5-113

A, Mame of PalicyhaoldernrSubscriber in 34 {Last, First, Middle Initial, Suffix)

6. Date of Birth (M MIDDIC YY) 7. Gender 8. PolicvholderSubscriber ID (SSR or 1D#)
Cwm [ 1F

9. Plan/Group Mumber 10. Patient' s Relationship to Ferson Mamed in #5
[[] serr [ ] sepouse [ ] Dependent [ | other

11. Other Insurance ComparnyDental Benefit Plan Barme, Address, City, State, Zip Code

ADA Dental 2006 03/01/2011

response

A'tem 4: Other Dent al or Medical Coverage? A fANooO iYes
o} | f Yes, 0O Co0mj

or
available to the dentist. I f ANo, o0 skip t item 12.
Explanation of Benefits (EOB) to the claim.

0
i
Altem 5: Name of Policyholder/Subscriber in #4. If the recipient has other coverage through a spouse or a

parent, enter the name of the person who has the other coverage.
Altem 6: Date of Birth. Enter the date of birth of the person listed in item 5 in MM/DD/CCYY format.

Atem 7: Gender. Mark the gender of the person who is Iisted in ite]

Altem 8: Policyholder/Subscriber ID. Enter the identifier number of the person who is listed in item 5. This is
the number assigned by the payer or insurance company to this individual.

Altem 9: Plan/Group Number. Enter the group plan or policy number of the person identified in item 5.

Atem 10: Patientds Relationship to Person Named in #5. Mar k the re
named in item 5.

Altem 11: Other Insurance Company/Dental Benefit Plan. Enter the name, address, city, state, and zip code of
the additional payer, benefit plan, or entity for the insured named in item 5.

10




Claim Iltems 12 -23

IEDLIC‘I‘HGLDER.-'SUBSCRIBER INFORMATIONF or Insurance Carmipary Mamed in #3)
12. Policyhalder/Subscriber Mame (Last, First, Middle Initial, Suffy), Address, City, State, Zip Cade

13. Date of Birth iMMIDDICCYY) 14 Gender

(I [LF

17. Emplover Mame

14, PolicyholderfSubscriber 1D (358 ar ID#)

18. PlaniGroup Mumber

PATIENT INFORMATION

18. Relationship to PolicyholderSubsciber in #12 Above

[]setr [ ]spouse [ ] Dependentchid [ ] Other

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

14. Student Status

[Jrms [ s

21, Date of Bith (MM/DDIC YY) 22, Gender

| T OF

23. Patient IDfAccount # (Assigned by Dentist)

ADA Dental 2006 03/01/2011
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FLORIDA ﬂ/\_
MEDICAID _

Claim Items 12 - 17: Policyholder/Subscriber Information

Altem 12: Policyholder/Subscriber Name. Enter the

recipientds compl ete name, addr ess,
the name in last, first, middle initial, suffix order.

Altem 13: Date of Birth. Enter the date of birth of the
recipient in MM/DD/CCYY format.

Altem 15: Policyholder/Subscriber ID. Enter the
reci pi en td@isMetieid Identification (ID)
Number. Do not enter the eight - digit number on the
Medicaid card. This is a card control number, not the

recipientds Medicaid I D number.

Claim ltems 18 -23: Patient Information

Altem 18: Relationship to Recipient. Always mark the box
for fiSelf. o

Altem 23: Patient ID/Account #. Item is optional. Enter
the number assigned by the
the patient.

dentisto




Claim Items 24 & 25 st.‘?,%ﬁ/‘

A Division of the Agency for Health Care Administration

RECORD OF SERVICES PROVIDED
24, Procedure Date zuﬁ-é’*rr; Tﬁﬁu-th 27. Tooth Number(s) 28, Tooth |29, Procedure 30, Deserintion —
(MMIDDICCYY) Cavity [8vste o Letter(s) Surface Code : 0 :
1 TTT i i
2 | |
I .
3 | |
| i
i i
i i
T T
& I i
£ I |
i v
T ' !
]
g |
_:_
q |
i
10 !
i
MISSING TEET :
| 1
i
34, (Place an ®'ol |
-\ :_
35. Remarks

ACode Area

A10 Upper right quadrant
A20 Upper left quadrant
A30 Lower left quadrant
A40 Lower right quadrant

ADA Dental 2006 03/01/2011




. FLORIDA
Claim Items 27 & 28 —MED'CA,'RJ/\'

jon of the Agency for Hea ministration

RECORD OF SERVICES PROVIDED
25, Areg 26.
24. Procedure Date 27. Tooth Mumber(s) 28.Tooth | 29, Procedurs .
MMDDICEYY) DCfa?;irt?rl gy?sl:{teh or Letter(s) Sufface Code 30. Description 1. Fee
T T T
1 | L
z _
3 Claim Items 27 and 28: Record of Services Provided !
|
4 ; |
; L ]
g ltem 27: Tooth Number (s) or Letter(s). Enter the appropriate tlooft
Universal/National Tooth Designation System when the procedure directly involves a tooth. Otherwise, — ]
B leave blank. !
]
T _ _ _ —
a Note: If the same procedure is performed on more than a single tooth on the same date of service, :
report each procedure and tooth involved on separate lines of the claim form. —
10 !
MISSING TE Item 28: Tooth Surface. This item is necessary when the procedure performed by tooth involves one or ]
more tooth surfaces. Use the following single letter codes: !

ASurface : Code :
ABuccal

ADistal

AFacial or labial
Alncisal
ALingual
AMesial
AOcclusal

oZLrTTmoOw

Note: Do not leave any spaces between surface designations in multiple surface restorations.

ADA Dental 2006 03/01/2011
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Claim Items 29 -35 %ﬁ/‘

A Division of the Agency for Health Care Administration

RECORD OF SERVICES PROVIDED

24, Procedure Date |22 fep 26, 27, Tooth Number(s) 28, Tooth || 29. Procedure

MMDDICCYY) E:fa'f:ﬁ Tooth or Lefter(s) Surface Code

30. Description

Syste

|
3 panbmn s
4 o5 Prcate Cote, e ppepta s o e et
§
E oo oy, T e g stommmatte
7
E Prem 3k Feel Enrer tme dentistos wsusi and customary fee
9 o e e ot s e 0.

r

a

1

MISSING TEETH INFORMATION Permanent Frimary 32. Other
12345678 |91011 12 13 14 15 16 ABCDE FGH IJ Fee(s)

323 30 29 28 27 O MMM N 1918 17 TSRGQP OMNMLE 33 Total Fe

34. (Place an X on each missing tooth)

35, Remarks

Altem 34: Missing Teeth Information. This item pertains to fixed or removable

Altem 35: Remarks. This item may be used to convey additional information for a procedure code that requires a report or for
multiple supernumerary teeth. It can also be used to convey additional information that you believe is necessary for Medicaid to
process the claim (e.g., the amount that the primary carrier paid).

ANote : This item is used to indicate a void or adj ust muigilbternalEantra NumfieW((CN)or A0 an
the 17 -digit Transaction Control Number (TCN) of the void or adjustment.

/

ADA Dental 2006 03/01/2011
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. FLORIDA
Claim Iltems 38 -44 mh/\'

A Division of the Agency for Heaith Care Administration

AUTHORIZATIONS I ANCILLARY CLAIMTREATMENT INFORMATION
36. | have been informed of the treatment plan and associated fees. | agree to be responsible for all 38. Place of Treatment 34 f‘l;lulmbeif Ulf_.EnﬂUSUVES (00 to %’F‘)H
charges for dental services and materals not paid by my dental benefit plan, unless prohibited by law, or b TP e £l e ) Mock 1)

the treating dentist or dental practice has a contractual agreement with my plan prabibiting all or & pation of D Frovider's Office D Hiospital D ECF D Cither | | | | | |
sUch charges. To the extent permitted by lawe, | cansent to vour use and disclosure of my protected health

information to carry out payment activities in connection with this claim. 40 |1z Treatrment far Orthodontics? 41, Date Appliance FPlaced (MM/DDICCYY)
% [ |Mo (skip41-42y [ ]¥es (Corrplete 41-42)
PatientiGuardian signature Date 42 Months of Treatment |43, Replacement of Prosthesis? | 44, Date Prior Placement (MWD DICCYY)
Femaining D |:|
Mo Yes (Complete 44
7. I hereby authorize and direct payment of the dental benefits otherwise payahle to me, directly to the ( 0 !

helow named dentist ar dental entity. 44, Treatment Resulting from

¥ . o ' - ” L]

|58 Claim Items 38 -44: Ancillary Claim/Treatment Information L]
Atem 38: Pl ace of Treatment. Mark the box for the appropriat

(Extended Care Facility), or Other if none of the prior options apply.

Atem 39: Number of Enclosures. I f no enclosures are submitte:q
the boxes to verify that nothing has been sent and therefore no possible attachments are missing.

Altem 40: Il's Treatment for Orthodontics? | f ANo, 0 skip to it
the information is known.

Altem 41: Date Appliance Placed. Leave blank if not known.
Altem 42: Months of Treatment Remaining. Leave blank if not known.

Altem 43: Replacement of Prosthesis? This item applies to removable prosthesis (partial or full
denture). If the claim does not involve a prosthetic restoration or if claim is for the initial placement

of a removable prosthesis, mark ANod and proceed to item 45.
for replacement of a removable prosthesis (partial or full d e
44,

Atem 44: Date Prior Placement. Complete if the answer to iter
MM/DD/CCYY format.

ADA Dental 2006 03/01/2011 15




Claim Items 48 & 52 ﬁ‘&%&/‘

A Division of the Agency for Heaith Care Administration

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is not subrritting TREATING DENTIST AND TREATMENT LOCATION INFORMATION
claim on hehalf of the patient or insuredisubscriber) A3, | hereby cerdify that the procedures as indicated by date are in progress (for procedures that require
multiple wisits) or have heen completed.
48, Mame, Address, City, State, Zip Code
A
Signed (Treating Dentist) Date
a4, MNP 54, License Mumber
i 0 564, Provider
) Af. Address, City, State, Zip Code Specialty Code
49, MPI A0, License Mumber a1, 38N or TIN
A28 Addition 57. Fhane 58. Additional
{ J - rmrlmler Mumber ¢ ) - Pravider ID
-

ANote : If the billing dentist is the same as the treating dentist, this section must be completed and
the claim signed and dated in item 53. If the billing dentist or entity is different than the treating
dentist, both this section and the treating dentist section must be completed.

Altem 48: Name, Address. Enter the pay -to-providerd6s name and compl ete addr
code plus 4 -digit extension.

Altem 52: Enter the business phone number (area code and number) of the billing dentist or
dental entity.

ADA Dental 2006 03/01/2011 16




Claim Items 49 & 52A
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A Division of the Agency for Health Care Administration
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