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ATION OF ADJUDICATION REASON CODE 274B 
274B reads as follows: 

ive (full-mouth) treatment plan is required for consideration 
quested. 

orized treatment plan has been altered; therefore, payment is 
owed. 

cedures 700, 701 (full dentures), 702, 703, 706 and 708 (partial 
only as full treatment plans. Approved Treatment Authorization 
ble only when the full treatment has been completed. For example, 
er dentures have been authorized, payment is made when both 
nd the Notice of Authorization (NOA) is submitted. If, after receiving 
tment plan changes and only one of the authorized appliances is 
sallow the request for payment of the delivered prosthetic appliance. 
authorized treatment plan requires deletion of the existing Notice of 

submission of a new TAR with the revised treatment plan. No 
med until the new TAR has been approved and the NOA has been 

CATION OF PAYMENT POLICY FOR REMOVABLE 

tions, Title 22, Section 51008(b)(1)(B) states that the “month of 
etic appliance procedure is the month in which the prosthesis was 

g laboratory. Providers must use the order date as the date of service 
nt of an authorized removable prosthesis (procedures 700-706, 708, 

 the beneficiary be required to pay a share-of-cost, the share-of-cost 
date the appliance was sent to the laboratory for final fabrication. 

aims denied when using the date of insertion of the prosthesis may 
orm (CIF) for reconsideration of payment. The CIF must include 
ndicating the date the prosthesis was ordered. 

RITERIA FOR BALANCE OF A COMPLETE DENTURE 
nce and the criteria established for removable partial dentures under 

artial denture is covered only when necessary for the balance of a 
ture. Balance is considered to be the presence of sufficient 



occluding posterior teeth to afford satisfactory biomechanical support of a prosthetic 
appliance in all excursions of the mandible. A removable partial denture shall be 
considered necessary for the balance of a complete denture when, in the arch opposite the 
edentulous area, at least (excluding the third molars unless the third molar is occupying 
the position of the second molar and is in functional occlusion): 

1. Four (4) adjacent natural posterior teeth are missing on the same side. 

2. Three (3) adjacent natural posterior teeth are missing on the same side if the first bicuspid 
remains on the same side. 

3. All four (4) natural permanent molars are missing. 

4. Five (5) posterior permanent teeth are missing. 

For additional information on dental criteria for balance of a complete denture, please refer to 
Section 6 – Glossary, of the Denti-Cal Provider Manual. 

 

If you have additional questions, please call Denti-Cal toll-free at (800) 423-0507. 
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