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ADJUSTMENT/VOID FORMS AND INSTRUCTIONS
Early and Periodic Screening, Diagnosticis and Treatment

Instructions for Completing 209 Adjustment/VVoid Form

DXC Form 209 Instructions
Revised 10/04

1. Adj/Void Check the appropriate box.

2.-4. Patient’s Last Name, First Name, Ml Adjust — Enter the information exactly as it
appeared on the original invoice.

Void - Enter the information exactly as it appeared
on the original invoice.

5. Medical Assistance ID Number Adjust - Enter the information exactly as it
appeared on the original invoice. If you wish to
change this number, you must first void the original
claim.

Void - Enter the information exactly as it appeared
on the original invoice.

6. Patient's Address Adjust - Enter the information exactly as it
appeared on the original invoice.

Void - Enter the information exactly as it appeared
on the original invoice.

7. Date of Birth Adjust - Enter the information exactly as it
appeared on the original invoice.

Void - Enter the information exactly as it appeared
on the original invoice.

8. Sex Adjust - Enter the information exactly as it
appeared on the original invoice.

Void - Enter the information exactly as it appeared
on the original invoice.

9.-14. Not required
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15. Patient ID/Account Number
(Assigned By Dentist)

16. Pay to Dentist or Group

17. Pay to Dentist or Group Provider No.

18. Are X-Rays Enclosed

19. Treatment Necessitated By

20. Payment Source Other Than Title XIX

21-22.

23. Diagram

Adjust - Enter the information exactly
as it appeared on the original invoice.

Void - Enter the information exactly as
it appeared on the original invoice.

Adjust - Enter the information exactly
as it appeared on the original invoice.

Void - Enter the information exactly as
it appeared on the original invoice.

Adjust - Enter the information exactly
as it appeared on the original invoice. If
you wish to change this number, you
must first void the original claim.

Void - Enter the information exactly as
it appeared on the original invoice.

Not required.

Adjust - Enter the information exactly
as it appeared on the original invoice.

Void - Enter the information exactly as
it appeared on the original invoice.

Adjust - Enter the information exactly
as it appeared on the original invoice
unless the information is being adjusted
to indicate payment has been made by a
third party insurer. If TPL is involved,
enter the 6-digit TPL carrier code.

Void - Enter the information exactly as
it appeared on the original invoice.

Leave these spaces blank.

Not required.
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24, Examination and Treatment Plan Adjust - Enter the information exactly as it
appeared on the original invoice, unless this
information is being adjusted.

Void - Enter the information exactly as it appeared
on the original invoice.

25. Paid or Payable by Other Carrier Adjust - Enter the information exactly as it
appeared on the original invoice, unless this
information is being adjusted to indicate payment
has been made by a third party insurer. If such
payment has been made, indicate the amount paid,
even if zero ($0).

Void - Enter the information exactly appeared on
the original invoice.

26. Control Number Enter the control number assigned to the claim on
the Remittance Advice that reported the paid or
denied the claim.

27. Date of Remittance Advice Enter the date of the Remittance Advice that paid or
denied claim.
28-29. Reasons for Adjustment/Void Check the appropriate box and give a written
explanation, when applicable.
30-31. Leave these spaces blank.
32. Attending Dentist's Signature-Provider All adjustment forms must be signed, and the
Number provider number must be entered.

If a new procedure or corrected procedure is entered on the adjustment form, and the new or corrected
procedure requires authorization, the completed adjustment form should be submitted to the Medicaid
dDental_Program or its designee eonsuttants—forautherizationpriorto-being-submitted-to-BXC-for
adjustment. If the code was submitted on the original invoice, and prior authorization was already
obtained for the procedure, the provider does not need to submit the adjustment for approval.
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MEDICAID PAYMENTS: | HEREBY AGREE TO KEEP SUCH RECORDS AS ARE NECESSARY
TO DISCLOSE FULLY THE EXTENT OF SERVICES PROVIDED UNDER THE STATE'S TITLE
XIX PLAN AND TO FURNISH INFORMATION REGARDING ANY PAYMENTS CLAIMED
FOR PROVIDING SUCH SERVICES AS THE STATE AGENCY OR ITS AUTHORIZED
REPRESENTATIVE MAY REQUEST FOR FIVE YEARS FROM DATE OF SERVICE. |
FURTHER AGREE TO ACCEPT, AS PAYMENT IN FULL, THE AMOUNT PAID IN
ACCORDANCE WITH THE FEE STRUCTURE OF THE MEDICAID PROGRAM FOR THOSE
CLAIMS SUBMITTED FOR PAYMENT UNDER THAT PROGRAM.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | CERTIFY THAT THE SERVICES
LISTED ON THE REVERSE WERE MEDICALLY INDICATED AND NECESSARY
TO THE HEALTH OF THIS PATIENT AND WERE PERSONALLY RENDERED BY
ME OR UNDER MY PERSONAL DIRECTION.

NOTICE: THIS IS TO CERTIFY THAT THE FOREGOING INFORMATION IS
TRUE, ACCURATE AND COMPLETE.

| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL
BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE CLAIMS,
STATEMENTS, OR DOCUMENTS, OR CONCEALMENT OF A MATERIAL FACT,
MAY BE PROSECUTED UNDER APPLICABLE FEDERAL AND STATE LAWS.
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1. Adj/Void Check the appropriate box.
2.-4. Patient’s Last Name, First Name, Ml Adjust — Enter the information exactly as it

appeared on the original invoice.

Void — Enter the information exactly as it appeared
on the original invoice.

S. Medical Assistance ID Number Adjust - Enter the information exactly as it
appeared on the original invoice. If you wish to
change this number, you must first void the original
claim.

Void - Enter the information exactly as it appeared
on the original invoice.

6. Patient's Address Adjust - Enter the information exactly as it
appeared on the original invoice.

Void - Enter the information exactly as it appeared
on the original invoice.

7. Date of Birth Adjust - Enter the information exactly as it
appeared on the original invoice.

Void - Enter the information exactly as it appeared
on the original invoice.

8. Sex Adjust - Enter the information exactly as it
appeared on the original invoice.

Void - Enter the information exactly as it appeared
on the original invoice.

9.-14. Not required
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15.

16.

17.

18.

19.

20.

21.

22.

Patient ID/Account Number

(Assigned By Dentist)

Pay to Dentist or Group

Pay to Dentist or Group Provider No.

Are X-Rays Enclosed

Treatment Necessitated By

Payment Source Other Than Title XIX

Adjust - Enter the information exactly
as it appeared on the original invoice.

Void - Enter the information exactly as
it appeared on the original invoice.

Adjust - Enter the information exactly
as it appeared on the original invoice.

Void - Enter the information exactly as
it appeared on the original invoice.

Adjust - Enter the information exactly
as it appeared on the original invoice. If
you wish to change this number, you
must first void the original claim.

Void - Enter the information exactly as
it appeared on the original invoice.

Not required.

Adjust - Enter the information exactly
as it appeared on the original invoice.

Void - Enter the information exactly as
it appeared on the original invoice.

Adjust - Enter the information exactly
as it appeared on the original invoice
unless the information is being adjusted
to indicate payment has been made by a
third party insurer. If TPL is involved,
enter the 6-digit TPL carrier code.

Void - Enter the information exactly as
it appeared on the original invoice.

Not required.

Leave blank.
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23. A-G Adjust - Enter the information exactly as it
appeared on the original invoice unless the
information is being adjusted.

Void - Enter the information exactly as it appeared
on the original invoice.

24, Paid or Payable by Other Carrier Adjust - Enter the information exactly as it
appeared on the original invoice, unless this
information is being adjusted to indicate payment
has been made by a third party insurer. If such
payment has been made, indicate the amount paid,
even if zero ($0).

25. Other Information Leave blank

26. Control Number Enter the control number assigned to the claim on
the Remittance Advice that reported the paid or
denied the claim.

27. Date of Remittance Advice Enter the date of the Remittance Advice that paid
or denied claim.

28-29. Reasons for Adjustment/Void Check the appropriate box and give a written
explanation, when applicable.

30-31. Leave these spaces blank.

32. Attending Dentist's Signature-Provider All adjustment forms must be signed, and the
Number provider number must be entered.

If a new procedure or corrected procedure is entered on the adjustment form, and the new or corrected
procedure requires authorization, the completed adjustment form should be submitted to the Medicaid
dDental_Program or its designee ecensultantsfor-autherization—priorto-being-submitted-to-BXC-for
adjustment. If the code was submitted on the original invoice, and prior authorization was already
obtained for the procedure, the provider does not need to submit the adjustment for approval.
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MEDICAID PAYMENTS: | HEREBY AGREE TO KEEP SUCH RECORDS AS ARE NECESSARY
TO DISCLOSE FULLY THE EXTENT OF SERVICES PROVIDED UNDER THE STATE'S TITLE
XIX PLAN AND TO FURNISH INFORMATION REGARDING ANY PAYMENTS CLAIMED
FOR PROVIDING SUCH SERVICES AS THE STATE AGENCY OR ITS AUTHORIZED
REPRESENTATIVE MAY REQUEST FOR FIVE YEARS FROM DATE OF SERVICE. |
FURTHER AGREE TO ACCEPT, AS PAYMENT IN FULL, THE AMOUNT PAID IN
ACCORDANCE WITH THE FEE STRUCTURE OF THE MEDICAID PROGRAM FOR THOSE
CLAIMS SUBMITTED FOR PAYMENT UNDER THAT PROGRAM.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | CERTIFY THAT THE SERVICES
LISTED ON THE REVERSE WERE MEDICALLY INDICATED AND NECESSARY
TO THE HEALTH OF THIS PATIENT AND WERE PERSONALLY RENDERED BY
ME OR UNDER MY PERSONAL DIRECTION.

NOTICE: THIS IS TO CERTIFY THAT THE FOREGOING INFORMATION IS
TRUE, ACCURATE AND COMPLETE.

| UNDERSTAND THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL
BE FROM FEDERAL AND STATE FUNDS, AND THAT ANY FALSE CLAIMS,
STATEMENTS, OR DOCUMENTS, OR CONCEALMENT OF A MATERIAL FACT,
MAY BE PROSECUTED UNDER APPLICABLE FEDERAL AND STATE LAWS.
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