
RECORD OF SERVICES PROVIDED

24. Procedure Date
(MM/DD/CCYY)

25. Area 
of Oral 
Cavity

26.  
Tooth  

System

27. Tooth Number(s)
or Letter(s)

28. Tooth  
Surface

29. Procedure 
Code

29a. Diag. 
Pointer

29b.  
Qty.

30. Description 31. Fee
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33. Missing Teeth Information   (Place an “X” on each missing tooth.) 34�����'�L�D�J�Q�R�V�L�V���&�R�G�H���/�L�V�W���4�X�D�O�L�¿�H�U   �Q�Q��    ( ICD-10 = AB )  31a.  Other  
Fee(s)

   1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 34a. Diagnosis Code(s) A _________________ C _________________

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17 (Primary diagnosis in “A”) B _________________ D _________________  32. Total Fee 

35. Remarks

AUTHORIZATIONS

36.  I have been informed of the treatment plan and associated fees. I agree to be responsible for all  
�F�K�D�U�J�H�V���I�R�U���G�H�Q�W�D�O���V�H�U�Y�L�F�H�V���D�Q�G���P�D�W�H�U�L�D�O�V���Q�R�W���S�D�L�G���E�\���P�\���G�H�Q�W�D�O���E�H�Q�H�¿�W���S�O�D�Q�����X�Q�O�H�V�V���S�U�R�K�L�E�L�W�H�G���E�\�� 
�O�D�Z�����R�U���W�K�H���W�U�H�D�W�L�Q�J���G�H�Q�W�L�V�W���R�U���G�H�Q�W�D�O���S�U�D�F�W�L�F�H���K�D�V���D���F�R�Q�W�U�D�F�W�X�D�O���D�J�U�H�H�P�H�Q�W���Z�L�W�K���P�\���S�O�D�Q���S�U�R�K�L�E�L�W�L�Q�J���D�O�O�� 
�R�U���D���S�R�U�W�L�R�Q���R�I���V�X�F�K���F�K�D�U�J�H�V�����7�R���W�K�H���H�[�W�H�Q�W���S�H�U�P�L�W�W�H�G���E�\���O�D�Z�����,���F�R�Q�V�H�Q�W���W�R���\�R�X�U���X�V�H���D�Q�G���G�L�V�F�O�R�V�X�U�H�� 
of my protected health information to carry out payment activities in connection with this claim.

X _____________________________________________________________________________
     Patient/Guardian Signature                                                                    Date

�����������,���K�H�U�H�E�\���D�X�W�K�R�U�L�]�H���D�Q�G���G�L�U�H�F�W���S�D�\�P�H�Q�W���R�I���W�K�H���G�H�Q�W�D�O���E�H�Q�H�¿�W�V���R�W�K�H�U�Z�L�V�H���S�D�\�D�E�O�H���W�R���P�H�����G�L�U�H�F�W�O�\�� 
to the below named dentist or dental entity.

X _____________________________________________________________________________
     Subscriber Signature                                                                              Date 

BILLING DENTIST OR DENTAL ENTITY  (Leave blank if dentist or dental entity is not  
submitting claim on behalf of the patient or insured/subscriber.)

���������1�D�P�H�����$�G�G�U�H�V�V�����&�L�W�\�����6�W�D�W�H�����=�L�S���&�R�G�H��

49. NPI 50. License Number 51. SSN or TIN

52. Phone  
      Number  (                )               - 52a. Additional 

        Provider ID

ANCILLARY CLAIM/TREATMENT INFORMATION 




