Be advised that before a bill can be considered “acceptable” for
payment by the Victim Compensation and Government Claims
Board, the following sections must be completed correctly or
the bill will be returned and payment may be delayed.

ADA. Dental Claim Form
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12
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. . . . 1
30 Record of Services Provided: Description = -
31 Record of Services Provided: Procedure Code Fee u
Amount :—.
33 Record of Services Provided: Total Charges/Billed 6 |
Amount ;
48 Billing Dentist or Dental Entity: Name and Address s
T . T 10
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Information: Phone Number if different than box 52

The CalVCP Claim Number must be written on the ADA Dental Claim Form.

ATTENTION ALL PROVIDERS ALREADY IN OUR SYSTEM: Number 48 and
Number 51 on your bill must match exactly to what is in the system. If
YOU/PROVIDER has a new Tax ID please notify the Program immediately.

claim on behalf of the paliont or iInsuredfsubscriber)
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