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Objectives  

Completing an ADA Dental Claim Form  

Claim Samples   

Third Party Liability (TPL)  

Remittance Advice (RA)  

Adjustments and Voids  

Accessing Handbooks  
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Florida Medicaid Resources  

ÅMedicaid Provider General and Dental Coverage 
and Limitations Handbooks  

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

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

ÅMedicaid Area Office Contact Information (Policy 
Questions)  

Florida Medicaid HP Enterprise Services Web 
Portal: http://mymedicaid - florida.com   

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

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

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

Telephone Contact Information:  

Agency for Health Care Administration (AHCA) Florida Medicaid Web Site:  
http://ahca.myflorida.com/medicaid    
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Completing an ADA 
Dental Claim Form  
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Blank ADA Dental Claim Form  
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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?  
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ÅEnter all information using black type or blue or black ink. Do not use 
highlighters.  

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

ÅOnly complete the items that are required and applicable.  

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

 

ÅComplete the form by referencing the service - specific coverage and limitations 
handbook and the ADA Dental Claim Form Reimbursement Handbook.  

ADA Dental Claim Form Completion Rules  
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Entering NPI on the ADA Dental  

As of January 1, 2011, National Provider Identifier (NPI) entries in the billing and 
rendering provider sections of American Dental Association (ADA) Dental paper 
claims are required.  

If a taxonomy code is used to create a unique map from a providerôs NPI to a 
Florida Medicaid ID number, the applicable taxonomy code and qualifier must be 
entered on paper claims.  
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Claim Items 1 -3  

Claim Item 3: Company/Plan Name  

Enter ñFlorida Medicaidò in this item. Enter the address 
where the claim form is being mailed:   

ÅFlorida Medicaid  

ÅP.O. Box 7084  

ÅTallahassee, FL 32314 - 7084  

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

Claim Item 2: Predetermination/Preauthorization 
Number  

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

Claim Item 1: Type of Transaction  

Check only one box.  

Check Statement of Actual Services if submitting a 
claim for payment.  

Check EPSDT/Title XIX if claim is through the Child 
Health Check - Up Program.  
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Claim Items 4 -11  

Claim Items 4 - 11: Other Coverage  

ÅItem 4: Other Dental or Medical Coverage? A ñNoò or ñYesò response is required based on information 
available to the dentist.  If ñNo,ò skip to item 12. If ñYes,ò complete items 5 through 11 and attach the 
Explanation of Benefits (EOB) to the claim.  

ÅItem 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.   

ÅItem 6: Date of Birth. Enter the date of birth of the person listed in item 5 in MM/DD/CCYY format.  

ÅItem 7: Gender. Mark the gender of the person who is listed in item 5. ñMò for male or ñFò for female.  

ÅItem 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.  

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

ÅItem 10: Patientôs Relationship to Person Named in #5. Mark the recipientôs relationship to the other insured 
named in item 5.  

ÅItem 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.  
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Claim Items 12 -23  
Claim Items 12 - 17: Policyholder/Subscriber Information  

ÅItem 12: Policyholder/Subscriber Name. Enter the 
recipientôs complete name, address, and zip code. Enter 
the name in last, first, middle initial, suffix order.  

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

ÅItem 15: Policyholder/Subscriber ID. Enter the 
recipientôs ten- digit Medicaid Identification (ID) 
Number. Do not enter the eight - digit number on the 
Medicaid card. This is a card control number, not the 
recipientôs Medicaid ID number.  

Claim Items 18 - 23: Patient Information  

ÅItem 18: Relationship to Recipient. Always mark the box 
for ñSelf.ò 

ÅItem 23: Patient ID/Account #. Item is optional. Enter 
the number assigned by the dentistôs office to identify 
the patient.  
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Claim Items 24 & 25  

Claim Items 24 and 25: Record of Services Provided  

Item 24: Procedure Date. Enter the procedure date for actual services performed in 
MM/DD/CCYY format.  

Item 25: Area of Oral Cavity. Use of this item is conditional. Report the area of the 
oral cavity. The area of the oral cavity is designated by the following two - digit codes:    

ÅCode   Area  

Å10   Upper right quadrant  

Å20   Upper left quadrant  

Å30   Lower left quadrant  

Å40   Lower right quadrant  
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Claim Items 27 & 28  

Claim Items 27 and 28: Record of Services Provided  

Item 27: Tooth Number(s) or Letter(s). Enter the appropriate tooth number or letter from the ADAôs 
Universal/National Tooth Designation System when the procedure directly involves a tooth. Otherwise, 
leave blank.  

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.  

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:  

ÅSurface :               Code :  

ÅBuccal                    B 

ÅDistal                    D 

ÅFacial or labial      F 

ÅIncisal                   I  

ÅLingual   L 

ÅMesial   M 

ÅOcclusal   O 

Note: Do not leave any spaces between surface designations in multiple surface restorations.  
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Claim Items 29 -35  

Claim Items 29 - 33: Record of Services Provided  

Item 29: Procedure Code. Enter the appropriate procedure code from the dental fee schedule.  

Item 30: Description. Provide a brief description of the service provided (e.g., abbreviation of the 
procedure codes nomenclature).  

Item 31: Fee. Enter the dentistôs usual and customary fee for the procedure.  

Item 33: Total Fee. Enter the total of all the fees in item 31 claim lines 1 through 10.  

Claim Items 34 - 35: Missing Teeth Information  

ÅItem 34: Missing Teeth Information. This item pertains to fixed or removable prosthetics. Place an ñXò on each missing tooth.  

ÅItem 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).   

ÅNote : This item is used to indicate a void or adjustment. Enter ñVò or ñAò and enter the 13- digit Internal Control Number (ICN) or 
the 17 - digit Transaction Control Number (TCN) of the void or adjustment.  
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Claim Items 38 -44  

Claim Items 38 - 44: Ancillary Claim/Treatment Information  

ÅItem 38: Place of Treatment. Mark the box for the appropriate choice: Providerôs Office, Hospital, ECF 
(Extended Care Facility), or Other if none of the prior options apply.  

ÅItem 39: Number of Enclosures. If no enclosures are submitted with the claim, enter ñ00ò in each of 
the boxes to verify that nothing has been sent and therefore no possible attachments are missing.   

ÅItem 40: Is Treatment for Orthodontics?  If ñNo,ò skip to item 43. If ñYes,ò answer items 41 and 42 if 
the information is known.  

ÅItem 41: Date Appliance Placed. Leave blank if not known.  

ÅItem 42: Months of Treatment Remaining. Leave blank if not known.  

ÅItem 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 ñNoò and proceed to item 45. If Florida Medicaid had previously paid 
for replacement of a removable prosthesis (partial or full denture), mark ñYes,ò and complete item 
44.  

ÅItem 44: Date Prior Placement. Complete if the answer to item 43 was ñYes.ò Enter date in 
MM/DD/CCYY format.  
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Claim Items 48 & 52  

Claim Items 48 and 52: Billing Dentist or Dental Entity  

ÅNote : 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.  

ÅItem 48: Name, Address. Enter the pay - to -providerôs name and complete address, including a zip 
code plus 4 - digit extension.  

ÅItem 52: Enter the business phone number (area code and number) of the billing dentist or 
dental entity.  
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Claim Items 49 & 52A  

Items 49 and 52A: NPI  and Additional Provider ID  

Enter the Billing Providerôs NPI in 49. 

If a taxonomy code is used to create a unique map from a billing providerôs NPI to 
a Florida Medicaid ID number, enter qualifier code ZZ and the taxonomy code in 
field 52A.  

1231231230  
ZZ 1223G0001X  


