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Claim Attachment Cover Sheet
	Attachment Control Number:
	     

	National Provider ID (NPI):
	     

	Provider Name:
	     

	Subscriber ID:
	     

	Subscriber Name:
	     

	Patient Name:
	     

	Date Claim Sent:
	     
	Date Attachment(s) Sent:
	     
	

	Claim Type:


	 FORMCHECKBOX 
  Original

 FORMCHECKBOX 
  Replacement

 FORMCHECKBOX 
  Void 
	Number of Pages:
	     

	Type of Attachment:
	 FORMCHECKBOX 
  Dental Models
 FORMCHECKBOX 
  Diagnostic Report
 FORMCHECKBOX 
  Explanation of Benefits

 FORMCHECKBOX 
  Support Data for Claim
	 FORMCHECKBOX 
  Periodontal Charts
 FORMCHECKBOX 
  Radiology Films

 FORMCHECKBOX 
  Radiology Reports
 FORMCHECKBOX 
  Referral Form

	Procedure Code(s) Submitted on Claim:
	D    
D
D
	D
D
D
	
	D
D
D
	D
D
D

	Contact Name and Phone Number:
	     
	     

	Notes:
	     



General Instructions:

· Use this form when sending attachments related to a claim that was submitted electronically.
· All fields on this form are required with the exception of Notes. 

· A copy of the Claim Attachment Cover Sheet and the attachment information should be retained for your records.

· Available delivery methods or methods for sending attachment(s) are:

· email – claimattachmentdecare@decare.com
· fax – 1-866-516-5616.
· electronic (via Web available late Fall 2009) – decare.com.
· mail – use address listed on subscriber’s ID card.
· National Electronic Attachment, Inc. (NEA) – when using NEA a Claim Attachment Cover Sheet should not be used.
· If sending multiple attachments, all attachments for a claim should be sent using the same delivery method.

Field Definitions:

Attachment Control Number: Number supplied on the Electronic Claim.

National Provider ID (NPI): Treating dentist’s NPI.

Provider Name: Treating dentist’s name.

Subscriber ID: ID number listed on subscriber’s ID card.

Subscriber Name: Name listed on subscriber’s ID card.

Patient Name: Include patient’s first and last names.

Date Claim Sent: Date Electronic Claim was submitted.

Date Attachment Sent: Date Attachment was submitted.

Claim Type: Select one: 
Original – Use first time services are submitted.  

Replacement – Use when submitting a corrected claim for the following reasons: adding services, changing procedure code(s), correcting date(s) of service.
Void – Use when submitting a change for the following information: payer, subscriber, billing provider, patient did not want insurance billed.  If a new claim will be sent to replace the voided claim, send the Void first and wait a few days before submitting the new claim.  This will insure proper handling of both the Void and new claim.  
Number of Pages: Total number of pages/attachments, including this cover sheet.

Type of Attachment: Select from list.

Procedure Code(s) Submitted on Claim: List CDT procedure code(s) submitted on the Electronic Claim. 
Contact Name and Phone Number: Name and phone number of who to contact if there are questions regarding attachment(s).

Notes: Optional field that can be used to provide additional information, if needed.

Note: All fields are required with the exception of Notes.
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