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For the fastest processing, submit claims electronically through our Dental Office Toolkit!
It’s free, casy, and available to all dentists. Check our Web sites for more information.

INSTRUCTIONS FOR COMPLETING THE SCANNABLE CLAIM

0pieca| scanmng of paper claims-can decrease total processmg time by two ip three daye aver those, ciaims lhat must be manually eyed -

FOR CLAIMS TO BE OPTICALLY SCANNED:

.

Clearly type, hand write, or use a computer printer to enter information,

Use all upper-case (capital) ietters, if possibie.

Wite, type, or print in black or blua penfink—do not use red er green ink or any color of highiighter.
Keep information within the correct field.

Make sure the typewriter or printer ribbon is dark and the print can be easily read.

Cover mistakes with line tape and print or type over—do not use liquid correction fiuid.

Use paparclips to hold attachmenis whenever possible. Place stapied items oniy at the lower edge of the form.

FIELDS 2 THROUGH 21--PATIENT/SUBSCRIBER INFORMATION:

if the patient has dental coverage through another carrier(s), complete the other coverage section, fields #2 through #10 (if not, leave them blank). Fill
in the amount of primary payment (#3) ONLY when the claim is billing for secondary benefits. Do not enter $0 unless the primary carrier's determination
of payment was $0. DO NOT ATTACH the primary carrier’s voucher.

Enter the patient's and subscriber’s names in this order: last, first, middle initial. Da nat use tittes, such as Mrs. or Dr.

FIELDS 22 THROUGH 31--DENTAL SERVICES AND REMARKS:

Hand or machine print

When machine printing, double-space lines and eater information in between the correct colurn guidelines. Dates may be entered without
saparators {/).

Use current ADA CDT procedure codes.

Use the REMARKS section (#31) for information necessary 1o process the claim, such as non-standard COB, misceltangous codes, codes for
which Delta Dental requires a report, or supporting documentation that will assist in accurately processing the claim. Keep documentation within the
designated field. Unnecessary documentation delays processing.

FIELDS 39 THROUGH 51—BILLING DENTIST AND TREATING DENTIST:

The dentist's name or business name enlered in field #39 must match the name on file with Delta Dental.

Enter the license number and Tax klentification number (TIN) of the treating dentisi in fields #46 and #47. Enter his/her National Provider ldentifier
(NPI) in field #45.

Fields #40 through #43 are optional for group practices or practices with more than one location who have more than one NPI, ficense number
andfor TIN.

NOTICE TO ALL PARTIES COMPLETING THIS FORM:

Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application
or files a claim containing a false or deceptive statement is guilty of insurance fraud.

TTNMALOLAMSTO: . | WAILINQUIRIESTO: | TELEPHONE FOR ELIGIBILITY AND BENEFIT
Delta Dental Deita Dental (800) 524-0149
P.O. Box 9085 Atin: Customer Service
Farmington Hills, MI 48333-9085 P.0O. Box 9089
Farmington Hills, M| 48333-9089
Delta Dental of Michigan Delta Dental of Ohio Delta Dental of Indiana Delta Dental of North Carolina

www. deltadentalmi.com www.deltadentaloh.com www.deltadentalin.com www.deltadentalnc.com
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FRAUD WARNINGS

Please read the warning statement for the state where you reside and for the
state where your policy was issued,

Alabama: Any person who knowingly presents a false or fraudulent claim
for payment of a loss or benefit or who knowingly presents false information
in an application for insurance is guilty of a crime and may be subject to
restitution fines ¢r confinement in prison, or any combination thereof.

Alaska: A person who knowingly and with intent to injure, defraud, or
decelve an insurance company files a claim centaining fatse, incomplete, or
misleading information may be prosecuted under state law.

Arizona: For your protection Asizona law requires the following statement to
appear on this form. Any person whe knowingly presents a false or fraudulent
claim for payment of a loss is subject to criminal and civil penalties,

Arkansas: Any person who knowingly presents a false or fraudulent claim
for payment of a loss or benefit or knowingly presents false information in an
application for insurance is guilty of a crime and may be subject to fines and
cenfinement in prison.

California: For your prolection California law requires the following to appear
on this form: Any person who knowingly presenis a false or fraudulent claim
for the payment of a loss is guilty of a crime and may be subject to fines and
confinement in state prison.

Celorado: Itis untawful to knowingly provide false, incomplete, or misleading
facts or information to an insurance company for the purpose of defrauding
or attempting to defraud the company. Penaliies may include imprisonment,
fines, denial of ipsurance and civil damages. Any insurance company or
agent of an insurance company who knowingly provides false, incomplets,
or misleading facts or information to a policyholder or claimant for the
purposa of defrauding or attempting to defraud the policyholder or claimant
with regard to a settlement or award payable fram insurance proceeds shall
be reported to the Colorado division of instrance within the department of
regulatory agencies.

Defaware: Any person who knowingly, and with intent to injure, defraud
or deceive any insurer, files a statement of claim containing any false,
incomplete or misleading information is gullty of a felony.

District of Columbia: WARNING: It is a critne to provide false or misleading
information to an insurer for the purpose of defrauding the insurer or any
other person. Penalties include imprisonment and/or fines. In addition, an
insurer may deny insurance benefits, if false information materially related to
a claim was provided by the appiicant.

Florida: Any person who knowingly and with intent to Injure, defraud, or
decaive any insurer files a statement of claim or an application containing
any false, incomplete, or misleading information is guilly of a felony of the
third degree.

Idaho: Any person who knowingly, and with intent to defraud or deceive
any insurance company, files a statement of claim containing any fatse,
incompiete, or misleading information is guilty of a felony.

Indiana: A person who knowingly and with intent io defraud an insurer
files a staterment of claim containing any false, incomplete, or misleading
infermation commits a felony.

Kansas: NOTICE: Any person who knowingly files a statemant of claim
conlalning any misrepresentation or any false, incomplete or misleading
information may be guilty of a criminal act punishable under faw and may be
subject to civil penaliies.

Kentucky: Any person who knowingly and with intent to defraud any
insurance company or other person files a statement of claim containing
any materiaily false information or conceals, for the purpose of misleading,
information conceming any fact malerial thereto commits a fraudulent
insurance act, which is a crime.

Louisiana; Any person who knowingly presents a faise or fraudulent claim
for payment of a loss or benefit ar knowingly presents false information in an
application for insurance {Footnole 1} is guiity of a crime and may be subject
to fines and confinement in prison.

Maine: It is a crime to knowingly provide false, incomplete or misleading
infermation to an insurance company for the purpose of defrauding the
company. Panalties may include imprisonment, fines or a denial of insurance
henafits,

Maryland: Any person who knowingly and wilifully presents a false or
frauduient claim for payment of a loss or benefit or who knowingly and
willfully presents false information in an application for insurance is guilty of a
crime and may be subject to fines and confinement in prison.

Massachusetts: Any persen who knowingly presents a false or fraudulent
claim for payment of a loss or benefit or knowingly presents false information
in an application for insurance is guilty of a crime and may be subject to fines
and confinement in prison.

Minnesota: A person who files a claim with intent to defraud or helps commit
a fraud against an insurer is guilty of a crime.

New Hampshire: Any person who, with a purpose to injure, defraud, or
decaive any insurange company, files a statement of ¢laim containing any
false, incomplete, or misieading information is subject to prosecution and
punishment for insurance fraud, as provided in R.5.A, 638:20.

New Jersey: Any person who knowingly files a statement of claim containing
any false or misleading information is subject to criminal and civil penalties.

New Mexice: Any person who knowingly presents a false or fraudulent claim
for payment of a loss or benefit or knowingly presents false information in an
application: for insurance is guilty of a crime and may be subject to clvil finas
and criminal penalties.

New York: Any person who knowingly and with intent to defraud any insurance
cempany or other person files an application for insurance or slatement of
claim containing any materially false Information, or conceals for the purpose
of misleading, information concerning any fact material therelo, commits a
fraudulent insurance act, which is a crime, and shall also be subject to a civil
penalty nat to excesd $5000 and the stated value of the claim for each such
violation.

Ohio: Any person wha, with intent to defraud or knowing that he is facilitating
a fraud against an insurer, submits an application or files a claim containing
a false or deceplive statement is guilty of insurance fraud.

Oklahoma: WARNING: Any parson who knowingly, and with Intent to injure,
dafraud or deceive and insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information
is quilty of a felony.

Oregon: Any person who knowingly presents a false statement of claim for
insurance may be guilty of a criminal offense and subject to penalties under
staie law.

Pennsylvania: Any person who knowingly and with intent to defraud any
insurance company or other person files an application for insurance or
statement of claim containing any malarially false information or conceals for
the purpose of misleading, information concerning any fact material thereto
commils a fraudulent insurance act, which is a crime and subjects such
person to ciiminal and civil penaities.

Rhode Island: Any persan who knowingly presents a false or fraudulent
claim for payment of a foss or benefit or knowingly presents false information
in an application for insurance is guilty of a crime and may be subject 1o fines
and confinement in prison,

Tennessee: It is a crime to knowingly provide false, incomplete or misfeading
information to an insurange company for the purpose of defrauding the
company. Penalties include imprisonment, fines and danial of insurance
benefits.

Texas: Any person who knowingly presents a false or fraudulent claim for
the payment of a loss is guiity of a criime and may be subject to fines and
confinament in state prison.

Vermont: No person shall, with intent 1o defraud, present or cause to be
presented a claim for payment or benefit, pursuant to any insurance policy,
that contains false representations as to any material fact or which conceals
a material facl. Any person who knowingly presents a false statement of claim
for insurance may be guilty of a criminal offense and subject to penatties
under state law,

Virginia: It is a crime to knowingly provide false, incomplete or misleading
information to an insurance company for the purpose of defrauding the
company. Penaliies include imprisonment, fines and denial of insurance
benefits.

Washington: It is a crime to knowingly provide false, incomplete, or
misleading information lo an insurance company for lhe purpose of
defrauding the company. Penalties include imprisonment, fines, and denial
of insurance benefils.

West Virginla; Any person who knowingly presents a false or fratdulent
claim for payment of a loss ar benefil or knowingly presents false information
in an application for Insurance is guilty of a crime and may be subject to fines
and confinement in prisan,
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