
ADA Claim Form for Healthcare 
Professionals

Patient Information

Name: 

Date of Birth: 

Address: 

Insurance: 

Provider Details

Healthcare Provider:

NPI Number: 

TIN: 

Service Details

Date of Service: 

Description of Service: 

CPT Code: 

ICD-10 Code: 

Total Session Duration: 

Authorization and Signature

Patient Signature: 

Date: 

Billing Information

Total Charges: 



Insurance Information

Insurance Name:

Group Number: 

Policyholder: 

Supporting Documentation

Submission:

Outcome


	Supporting DocumentationRow1: [Attached medical notes and progress report detailing session's purpose, interventions performed, and patient's response.]
	OutcomeRow1: Await the review and processing of the claim.

Reimbursement will be processed based on the review outcome.
	Name: 
	0: Emily Johnson
	1: 
	0: June 15, 1985
	1: Smith Medical Clinic

	2: 
	0: 123 Main Street, Anytown, USA
	1: 1234567890

	3: 
	0: XYZ Health Insurance, Policy #987654
	1: 
	1: 
	0: August 10, 2023
	1: Physical Therapy Session
	2: 97110 (Therapeutic Exercise)
	3: 
	0: M62.81 (Muscle Weakness)
	1: Emily Johnson

	4: 
	0: 45 minutes
	1: 
	0: August 10, 2023
	1: $100.00



	0: 
	0: 987654321
	1: 
	0: XYZ Health Insurance
	1: 12345678
	2: 
	0: John Johnson
	1: Submit the completed ADA Claim Form and documentation to XYZ Health Insurance.








