
TivaCare, LLC	                                               Anthony C. Harward MS CRNA 
1389 N. 3250 W.                                                                                                 (208) 201-3737

Provo, Utah 84601

Fed. Tax ID #47-5115905

NPI #1598790966


Receipt/Insurance Claim Information


Date of Service_____________

Patient Name________________________________________ DOB____________ Sex____M_____F

Dentist____________________________________________________________________________

Dental Office Address________________________________________________________________

	                      ________________________________________________________________

Procedure Performed	 	 	 	                     Diagnosis Code

____ Dental Restoration	 	 	 	                       ____K02.9 Dental Caries

____ Exam, Cleaning, X-rays	 	 	 	         ____K04.0 Acute Pulpitis	 	 	                             

____ D1510 Space Maintainer- fixed unilateral                                ____K026.2 Dental caries extending into dentine

____ D2332 Resin based composite- 3 surfaces anterior	        ____F84.0 Autistic Disorders

____ D2335 Resin based composite- 4 or more surfaces 	        ____F79 Intellectual Disabilities unspecified

____ D4266 Guided tissue regeneration- resorbable barrier.             ____M26.3 Anomaly of erupted tooth position

____ D6010 Surgical placement of implant body	 	        ____F93.8 Childhood emotional disorders	                                                                 

____ D6104 Bone graft at time of implant placement.                      ____F41.9 Anxiety

____ D7140 Dental Extractions                                                         ____R56.9 Seizure Disorder

____ D7210 Dental Surgical Extraction                                            ____J45 (.20 mild) (.40 moderate) Asthma

____ D7220 Removal of impacted tooth- soft tissue                        ____K01.0 Embedded Teeth                                   

____ D7230 Removal of impacted tooth- partially bony                 ____K01.1 Impacted Teeth

____ D7240 Removal of impacted tooth- completely bony.            ____K03.81 Cracked Teeth

____ D7250 Removal of residual tooth roots.                                  ____K04.7 Periapical Abcess

____ D7953 Bone replacement graft for ridge preservation.           

                                                                                                                                                                         
Anesthesia Started ___________      Anesthesia Ended ___________    Total Time _______________


Dental Anesthesia Billing Code

D9222 General Anesthesia first 15 minutes	 	 	 1unit	 	 Charges $___________

D9223 General Anesthesia each additional 15minutes               1unit	 	 Charges $___________

D9223 General Anesthesia each additional 15minutes     	 1unit	 	 Charges $___________

D9223 General Anesthesia each additional 15minutes 	 1unit	 	 Charges $______________

D9223 General Anesthesia each additional 15minutes 	 1unit	 	 Charges $___________

D9223 General Anesthesia each additional 15minutes 	 1unit	 	 Charges $___________

D9223 General Anesthesia each additional 15minutes 	 1unit	 	 Charges $___________

D9223 General Anesthesia each additional 15minutes	   	 1unit	 	 Charges $______________

D9223 General Anesthesia each additional 15minutes		 1unit	 	 Charges $___________

D9223 General Anesthesia each additional 15minutes		 1unit	 	 Charges $___________

D9223 General Anesthesia each additional 15minutes		 1unit	 	 Charges $___________

D9223 General Anesthesia each additional 15minutes               1unit                     Charges $______________                               
D9223 General Anesthesia each additional 15minutes               1unit                     Charges $___________

D9223 General Anesthesia each additional 15minutes               1unit                     Charges $___________


Medical Anesthesia Billing Code 00170 Intra-oral Procedure 5 units + ________minutes/12 = _______Time units

99140 Emergency


Deposit $______________________      Total Charges $________________________


Signed_____________________________________________ Date____________________


