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Dear Doctor:
We are pleased to provide you with the Medi-Cal Dental Program Provider Handbook (“Handbook”).
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Preface

This Handbook contains basic information about Denti-Cal. It is designed to provide detailed information
concerning Denti-Cal policies, procedures and instructions for completing the necessary forms and other related
documents.

The criteria and policies contained in this Handbook are subject to the provisions of the Welfare and Institutions
(W & ) Code and regulations under California Code of Regulations (CCR), Title 22. When changes in these criteria
and/or policies occur, bulletins and revised pages will be issued for purposes of updating the information in this
Handbook.

Please call the Denti-Cal toll-free number, (800) 423-0507, with any questions you have regarding the contents of
this Handbook or participation in the California Medi-Cal Dental Program. Our Provider Services staff will be happy
to assist you.

Copies of this Handbook, and other valuable information, can be found on the Denti-Cal Web site:
http://www.denti-cal.ca.gov/.







How to Use This Handbook

This Handbook is your primary reference for information about the Denti-Cal Program, as well as submission and
processing of all necessary documents. The Handbook contains detailed instructions for completing Denti-Cal
claims, Treatment Authorization Requests, Resubmission Turnaround Documents, Claim Inquiry Forms and other
billing forms for dental services, and should be consulted before seeking other sources of information.

The Handbook is organized into 13 major sections:

e Section 1 - Introduction

e Section 2 - Program Overview

e  Section 3 - Enrollment Requirements

e Section 4 - Treating Beneficiaries

e Section 5 - Manual of Criteria and Schedule of Maximum Allowances
e Section 6 - Forms

e Section 7 - Codes

e Section 8 - Fraud, Abuse and Quality of Care
e Section 9 - Special Programs

e Section 10 - CDT 13 Tables

e Section 11 - Glossary

e Section 12 - Denti-Cal Bulletin Index

e Section 13 - Index

The Table of Contents provides an overview of all major sections and subsections in the Handbook.

Bulletin information released from December 2015 through December 2016 has been incorporated into the
Handbook. Please refer to the Denti-Cal Bulletin Index for the page where the information may be found.
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Section 1 - Introduction

Program Background

In July 1965, two important amendments to the
Social Security Act greatly expanded the scope of
medical coverage available to much of the
population. Title XVIII established the Medicare
program, and Title XIX created the optional state
medical assistance program known as Medicaid. This
legislation also provided for the federal government
to match funds for states electing to implement a
comprehensive health care program.

In November 1965, legislation was signed to
implement the Title XIX program in the State of
California, called “Medi-Cal.” A dental segment of this
program was subsequently established. Initially,
benefits provided under the California Medi-Cal
Dental (Denti-Cal) Program were approved by the
State and paid by Blue Shield of California as fiscal
intermediary. Since January 1, 1974, Delta Dental of
California has administered the Denti-Cal Program for
the State of California, Department of Health Care
Services.

Over the years, the Denti-Cal program has undergone
several changes. Legislation in 1991 brought about
reduced documentation and prior authorization
requirements for many common procedures,
increased the fees paid to providers for these
services, and expanded outreach activities to
promote greater access to dental care for all Medi-Cal
beneficiaries. The Denti-Cal program has also seen
the creation of an orthodontic benefits program for
beneficiaries with handicapping malocclusion, cleft
palate and craniofacial anomalies. The scope of
available services for children was widened with the
addition of dental sealants as a covered benefit.

Effective July 1, 2009, Assembly Bill X3 5 (Evans,
Chapter 20, Statutes of 2009-10) added Section
14131.10 to the Welfare and Institutions Code,
eliminated most dental services for adults 21 years
and older. Dental services that are still benefits for
adults are: Federally Required Adult Dental Services
(FRADS), dental services for pregnant beneficiaries for
treatment of conditions that might complicate the
pregnancy, dental services that are necessary as
either a condition precedent to other medical

treatment or in order to undergo a medical surgery,
and dental services provided to beneficiaries who
reside in a licensed Skilled Nursing Facility (SNF) or
Intermediate Care Facility (ICF).

Effective May 1, 2014, Assembly Bill 82 (AB 82)
restored some dental benefits for adults 21 years and
older: Restored Adult Dental Services (RADS). Please
see “Table 3: Restored Adult Dental Services (RADS)”
in “Section 10 -CDT 13 Tables.”

Innovative program enhancements such as electronic
funds transfer of Denti-Cal payments and electronic
claims submission continue to bring Denti-Cal to the
forefront as one of the most advanced systems of
subsidized dental health care delivery in the United
States.

Program Objectives

The primary objective of the Denti-Cal Program is to
create a better dental care system and increase the
quality of services available to those individuals and
families who rely on public assistance to help meet
their health care needs. Through expanding
participation by the dental community and efficient,
cost-effective administration of the Denti-Cal
Program, the goal to provide quality dental care to
Medi-Cal beneficiaries continues to be achieved.

Regulations

Denti-Cal is governed by policies subject to the laws
and regulations of the Welfare and Institutions (W &
1) Code, the California Code of Regulations (CCR), Title
22, and the California Business and Professions Code -
Dental Practice Act. For additional information, visit
these web sites:

W & | Code: http://www.leginfo.ca.gov/cqi-
bin/calawquery?codesection=wic&codebody
=&hits=20

California Code of Regulations (CCR), Title
22: http://government.westlaw.com/
linkedslice/default.asp?SP=CCR-1000
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California Business and Professions Code:
http://www.leginfo.ca.gov/cgi-
bin/calawquery?codesection=bpc&codebod
y=&hits=20#Chapter%204

Denti-Cal (click on the Statutes and
Regulations tab): http://www.denti-

cal.ca.gov/
Current Dental Terminology (CDT)
Copyright

Current Dental Terminology 13 (CDT 13) including
procedure codes, definitions (descriptors) and other
data is copyrighted by the American Dental
Association. © 2012 American Dental Association. All
rights reserved. Applicable FARS/DFARS apply.
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Section 2 - Program Overview

Provider Participation in the California
Medi-Cal Dental (Denti-Cal) Program

To receive payment for dental services rendered to
Medi-Cal beneficiaries, prospective providers must
apply and be approved by Denti-Cal to participate in
the Denti-Cal Program, the details of which are found
in “Section 3: Enrollment Requirements” of this
Handbook. When a provider is enrolled in the Denti-
Cal program, Denti-Cal sends the provider a letter
confirming the provider’s enroliment effective date.
Denti-Cal will not pay for services until the provider is
actively enrolled in the Denti-Cal Program.

Compliance in the Denti-Cal Program

California Code of Regulations (CCR), Title 22, Section
51476, requires participants in the Denti-Cal program
to:

1. Comply with Title VI of the Civil Rights Act of
1964 (PL 88-352), the Americans with Disabilities
Act of 1990, Section 504 of the Rehabilitation Act
of 1973, and all requirements imposed by the
Department of Health and Human Services
(DHHS) (45 CFR Part 80), which states that “no
person in the United States shall, on the ground
of race, color, religion, sex, age, disability, or
national origin, be excluded from participation in,
be denied the benefits of, or be otherwise
subjected to discrimination under any program
or activity for which the applicant receives state
financial assistance from the Department.”
Additionally, providers must comply with
California Department of Corporations laws and
regulations, which forbid discrimination based on
marital status or sexual orientation (Rule
1300.67.10, California Code of Regulations).

2. Keep and maintain all records disclosing the type
and extent of services provided to a beneficiary
for a period of three years from when the service
was rendered (W & | Code, Sections 14124.1 and
14124.2).

3. Provide all pertinent records to any authorized
representative of the state or federal
government concerning services rendered to a

beneficiary (California Code of Regulations (CCR),
Title 22, Section 51476(q)).

4. Not bill or collect any form of reimbursement
from beneficiaries for services included in the
Denti-Cal program scope of benefits, with the
exception of Share of Cost (California Code of
Regulations (CCR), Title 22, Section 51002).

5. Certify:

the services listed on the Treatment
Authorization Request (TAR)/Claim form
have been provided to the beneficiary either
by the provider or another person eligible
under the Medi-Cal program to provide such
services. Such person(s) must be designated
on the treatment form.

the services were necessary to the health of
the beneficiary.

that he or she understands payment for
services rendered will be made from federal
and/or state funds and that any falsification
or concealment of a material fact may be
prosecuted under Federal and/or State laws.

Failure to comply with Dent-Cal program
requirements will result in corrective actions. Please
see “Section 8: Fraud, Abuse and Quality of Care” of
this Handbook for more information.
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Out-of-State Coverage

Out-of-state providers who wish to be reimbursed by
Denti-Cal for services provided to California Medi-Cal
beneficiaries are subject to specific regulations
under California Code of Regulations (CCR), Title 22,
Section 51006, Out-of-State Coverage. The
regulations state:

(@) Necessary out-of-state medical care, within the
limits of the program, is covered only under the
following conditions:

(1) When an emergency arises from accident,
injury or illness; or

(2) Where the health of the individual would be
endangered if care and services are
postponed until it is feasible that he return
to California; or

(3) Where the health of the individual would be
endangered if he undertook travel to return
to California; or

(4) When itis customary practice in border
communities for residents to use medical
resources in adjacent areas outside the
State; or

(5) When an out-of-state treatment plan has
been proposed by the beneficiary’s
attending physician and the proposed plan
has been received, reviewed and authorized
by the Department before the services are
provided. The Department may authorize
such out-of-state treatment plans only
when the proposed treatment is not
available from resources and facilities
within the State.

(6) Prior authorization is required for all out-of-
state services, except:

(A) Emergency services as defined in Section
51056.

(B) Services provided in border areas
adjacent to California where it is
customary practice for California
residents to avail themselves of such
services. Under these circumstances,
program controls and limitations are the

same as for services from providers
within the state.

(b) No services are covered outside the United
States, except for emergency services requiring
hospitalization in Canada or Mexico.

More information on Out-of-State Coverage is found
on the Administrative Law Web
site: http://www.oal.ca.gov/.

Written Correspondence

Most provider inquiries can be answered by using the
automated system or operator-assisted options that
are available through the toll-free telephone line. For
protection and confidentiality, Denti-Cal requires that
certain inquiries and requests be made through
written correspondence only. The types of inquiries
and requests that must be sent to Denti-Cal in writing
include:

a change or correction to a provider’s
name/address or other information
concerning a dental practice;

a request for a detailed printout of a
provider’s financial information, such as
year-to-date earnings;

a change in electronic funds transfer
information, such as a different banking
institution or new account number;

a request to stop payment of or reissue a
lost or stolen Denti-Cal payment check.

All written inquiries and requests should contain at a
minimum the following information:

provider name

Denti-Cal billing provider number
date of request/inquiry
signature of billing provider

Written correspondence should also include any
other specific information that pertains to an inquiry
or request.

Direct all written correspondence to:

Denti-Cal

Attn: [Name of Department]
PO Box 15609

Sacramento, CA 95852-0609

Program Overview
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Upon receipt of written correspondence, the provider
will receive acknowledgement that the request has
been received by Denti-Cal and is being processed.

Suspended and Ineligible Providers

Billing providers who submit claims for services
provided by a rendering provider suspended from
participation in the Denti-Cal Program are also
subject to suspension from the Program.

Welfare and Institutions (W & I) Code, §14043.61(a)
states that “a provider shall be subject to suspension
if claims for payment are submitted under any
provider number used by the provider to obtain
reimbursement from the Medi-Cal program for the
services, goods, supplies, or merchandise provided,
directly, or indirectly, to a Medi-Cal beneficiary, by an
individual or entity that is suspended, excluded, or
otherwise ineligible because of a sanction to receive,
directly or indirectly, reimbursement from the Medi-
Cal program and the individual or entity is listed on
either the Suspended and Ineligible Provider List,...or
any list is published by the federal Office of Inspector
General regarding the suspension or exclusion of
individuals or entities from the federal Medicare and
Medicaid programs, to identify suspended, excluded,
or otherwise ineligible providers.”

The List of Excluded Individuals/Entities compiled by
the Office of Inspector General is available online
at: http://exclusions.oig.hhs.gov.

Enrollment Denied for Failure to Disclose
Fraud or Abuse, or Failure to Remediate
Deficiencies

Per Assembly Bill 1226 (Chaptered October 14, 2007,
amending Sections 14043.1, 14043.26, and 14043.65
of the Welfare and Institutions Code):

A provider whose application for enroliment is denied
for failure to disclose fraud or abuse, or failure to
remediate deficiencies after Department of Health
Care Services (DHCS) has conducted additional
inspections, may not reapply for a period of three
years from the date the application is denied. Three-
year debarment from the Medi-Cal program would
begin on the date of the denial notice.

Applicants are allowed 60 days to resubmit their
corrected application packages when DHCS returns it
deficient.
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General Telephone Information

Provider Toll-Free Telephone Number

For information or inquiries, providers may call Denti-
Cal toll-free at (800) 423-0507. Providers are
reminded to have the appropriate information ready
when calling, such as:

Beneficiary Name

Beneficiary Medi-Cal Identification Number
Billing Provider Name

Provider Number

Type of Treatment

Amount of Claim or TAR

Date Billed

Document Control Number

Check Number

© 0N UMD R

Telephone Service Center Representatives are
available Monday through Friday between 8:00 a.m.
and 5:00 p.m., excluding holidays. Providers are
advised to call between 8:00 a.m. and 9:30 a.m., and
12:00 noon and 1:00 p.m., when calls are at their
lowest level.

Hours of operation and additional information for the
Interactive Voice Response (IVR) system can be found
in “Section 4: Treating Beneficiaries” of this
Handbook.

In order for Denti-Cal to give the best possible service
and assistance, please use the Denti-Cal Provider toll-
free number: (800) 423-0507.

Inquiries that cannot be answered immediately will
be routed to a telephone inquiry specialist. The
question will be answered by mail within 10 days of
the receipt of the original telephone call.

Beneficiary Toll-Free Telephone Number

If an office receives inquiries from beneficiaries,
please refer them to the Denti-Cal Beneficiary
Services toll-free number: (800) 322-6384

The Beneficiary Services toll-free lines are available
from 8:00 a.m. to 5:00 p.m. Monday through Friday,
excluding holidays.

Either beneficiaries or their authorized
representatives may use this toll-free number.
Beneficiary representatives must have the
beneficiary’s name, BIC or CIN and a signed Release
of Information form on file with Denti-Cal in order to
receive information from the Denti-Cal program.

The following services are available from the Denti-
Cal program by Beneficiary Services toll-free
telephone operators:

1. Areferral service to dentists who accept new
Denti-Cal beneficiaries

2. Assistance with scheduling and rescheduling
Clinical Screening appointments

3. Information about SOC and copayment
requirements of the Denti-Cal Program

4. General inquiries

5. Complaints and grievances

6. Information about denied, modified or deferred
Treatment Authorization Requests (TARS)

Program Overview
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Contact Listings for Denti-Cal

authorizations of Treatment Authorization Requests (TARS).

Denti-Cal Program - Contact the Denti-Cal Program for questions related to payments of claims and/or

Provider Toll-Free Line (800) 423-0507
Beneficiary Toll-Free Line (800) 322-6384
Teletext Typewriter (TTY) (800) 735-2922
Electronic Data Interchange (EDI) Support: denti-caledi@delta.org (916) 853-7373
Conlan Help Desk (916) 403-2007
Denti-Cal Program Abuse Line (800) 822-6222

Ordering Denti-Cal Forms Provider First Level Appeal

Denti-Cal Forms Reorder Denti-Cal
11155 International Dr., MS C210 | Attn: Appeals Unit
Rancho Cordova, CA 95670 PO Box 13898

Sacramento, CA 95853-4898

FAX: (877) 401-7534

Written Correspondence
Attn: [Name of Department]
PO Box 15609

Sacramento, CA 95852-0609

Point of Service (POS), or Internet questions.

Medi-Cal Program - Contact the Medi-Cal Program for California Children’s Services (CCS)/Medi-Cal,
Genetically Handicapped Persons Program (GHPP)/Medi-Cal, CCS-only, and CCS/Health Families (HF) eligibility,

Automated Eligibility Verification System (AEVS)

(800) 456-2387

Eligibility Message Help Desk, POS, and/or Internet Help Desk

(800) 541-5555

Outside California

(916) 636-1200

Internet Eligibility Web Site: http://www.medi-cal.ca.gov/

Attorney General’s Medi-Cal Fraud Hotline

(800) 722-0432

GHPP State Office - Providers are to contact this State office for GHPP-only related questions.

Genetically Handicapped Persons Program
MS 8200

PO Box 997413

Sacramento, CA 95899

(916) 327-0470 or
(800) 639-0597
FAX: (916) 327-1112

County Medical Services Program (CMSP)
Questions Regarding Changes to Program: http://www.cmspcounties.org/

(916) 649-2631

Beneficiary State Hearings/To Withdraw from a State Hearing
State Hearings Division

PO Box 944243, MS: 19-37

Sacramento, CA 94244-2430

(855) 266-1157
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Internet Access and Web Sites

The Denti-Cal web site (http://www.denti-
cal.ca.gov/) now meets increased usability and
accessibility standards, and has been improved to
allow for faster navigation to important topics and
provider resources. A new search engine makes
finding information fast and easy.

Both the Denti-Cal and Medi-Cal Web sites
(http://www.medi-cal.ca.gov/) are available 24
hours/day, seven days/week. The latest versions of
free browsers and other tools, such as Adobe
Acrobat, may be accessed through the Web sites
toolbox link. Both Web sites provide links to other
sites with useful and related information.

The Denti-Cal Web site provides access to:

provider and Electronic Data Interchange
(EDI) enrollment descriptions and forms
access to resource links

publications, such as bulletins and
Handbook updates

seminar schedules

the provider referral list

information related to billing criteria
outreach services

managed care

frequently asked questions.

The Medi-Cal Web site allows providers to:

access eligibility
perform Share of Cost (SOC) transactions

More information about SOC can be found in
“Section 4: Treating Beneficiaries” of this Handbook.

E-Mail

Providers can now subscribe to the Denti-Cal
Provider E-mail List to receive updates related to the
Denti-Cal program. A registration form is available
on the Denti-Cal website. Providers may unsubscribe
from the e-mail list at any time.

Fourth Quarter, 2016

Program Overview
Page 2-7



This page intentionally left blank

Program Overview Fourth Quarter, 2016
Page 2-8



Training Program

Denti-Cal offers an extensive training program that
has been designed to meet the needs of both new
and experienced providers and their staffs.

Seminars

Denti-Cal conducts basic and advanced seminars
statewide. Seminar attendees receive the most
current information on all aspects of the Denti-Cal
Program. Basic seminars address general program
purpose, goals, policies and procedures; provide
instructions for the correct use of standard billing
forms; and explain the reference materials and
support services available to Denti-Cal providers. The
expanded format of the advanced seminars offers in-
depth information on topics such as Medi-Cal
Identification Cards; dental criteria; radiograph and
documentation requirements; processing codes; and
other topics of specific concern to Denti-Cal
providers.

In addition to the regular basic and advanced
seminars scheduled each quarter, Denti-Cal conducts
workshops and orthodontic specialty seminars
throughout the year. The uniquely designed
workshops give inexperienced billing staff a “hands-
on” opportunity to learn about the Denti-Cal program
and practice their newly acquired skills. Specialized
training seminars have been developed for
orthodontists who participate in the Denti-Cal
Orthodontic Services Program; these intensified
sessions cover all aspects of the Denti-Cal orthodontic
program, including enroliment and certification,
completion of billing forms, billing procedures and
criteria and policies specific to the provision of Denti-
Cal orthodontic services.

Each Denti-Cal training seminar is conducted by an
experienced, qualified instructor.

Continuing education credits for all seminars are
offered to dentists and registered or certified dental
assistants and hygienists. Denti-Cal training seminars
are offered free of charge at convenient times and
locations.

Although there are no prerequisites for attendance at
any type of seminar, in order for Denti-Cal to
continue offering free provider training seminars and

workshops, making reservations well in advance is
recommended. If unable to keep the reservation,
please notify Denti-Cal promptly. Space is limited and
“no-shows” prevent others from being able to attend.
Seminar schedules are available on the Denti-Cal Web
site: http://www.denti-cal.ca.gov/.

On-Site Visits

Providers needing assistance may request an on-site
visit by a Provider Relations Representative by
phoning the Denti-Cal Telephone Service Center:
(800) 423-0507. This personal attention is offered to
help the provider and office staff better understand
Denti-Cal policies and procedures to easily meet
program requirements.
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Provider Appeals Process

The three separate, specific procedures for asking
Denti-Cal to reevaluate/appeal the denial or
modification of a claim payment or a TAR
authorization are as follows:

1. Submitting a Claim Inquiry Form (CIF)
2. Reevaluation of a Notice of Authorization (NOA)
3. First-Level appeal

To find out why payment of a claim was disallowed or
to furnish additional information to Denti-Cal for
reconsideration of a payment denial or modification,
the provider should begin by submitting the Claim
Inquiry Form (CIF) within six calendar months of the
Explanation of Benefits (EOB) date. Please refer to
“Section 6: Forms” of this Handbook for guidelines for
submitting a CIF. Check the box on the CIF marked
“CLAIM REEVALUATION ONLY.” Remember to send a
separate CIF for each inquiry.

Use the Notice of Authorization (NOA) to request a
single reevaluation of modified or disallowed
procedures on a TAR. Check the “Reevaluation is
Requested” box in the upper right corner of the NOA.
Do not sign the NOA when requesting reevaluation.
Include any additional documentation for
reconsideration and return the NOA to Denti-Cal.
Reevaluations may be requested only once. In
“Section 6: Forms” of this Handbook, the complete
procedures is listed for requesting reevaluation of a
TAR using the NOA.

If upon reconsideration Denti-Cal upholds the original
decision to disallow payment of the claim or
authorization of treatment, the provider may request
an appeal. In accordance with Title 22, Section 51015,
of the California Code of Regulations (CCR), Denti-Cal
has established an appeals procedure to be used by
providers with complaints or grievances concerning
the processing of Denti-Cal TAR/Claim forms for
payment. The following procedures should be used
by dentists to appeal the denial or modification of a
TAR or claim for payment of services provided under
the Denti-Cal Program:

Provider First-Level Appeals

1. The provider must submit the appeal by letter to
Denti-Cal within 90 days of the EOB denial date.
Do not use CIFs for this purpose.

2. The letter must specifically request a first-level
appeal.

3. Send all information and copies to justify the
request. Include all documentation and
radiographs.

4. The appeal should clearly identify the claim or
TAR involved and describe the disputed action.

5. First-level appeals should be directed to:
Denti-Cal
Attn: Provider First-Level Appeals
PO Box 13898
Sacramento, CA 95853-4898

Denti-Cal will acknowledge the written complaint or
grievance within 21 calendar days of receipt. The
complaint or grievance will be reviewed by Denti-Cal
Provider Services, and a report of the findings and
reasons for the conclusions will be sent to the
provider within 30 days of the receipt of the
complaint or grievance. If review by Provider Services
determines it necessary, the case may be referred to
Denti-Cal Professional Review.

If the complaint or grievance is referred to Denti-Cal
Professional Review, the provider will be notified that
the referral has been made and a final determination
may require up to 60 days from the original
acknowledgement of the receipt of the complaint or
grievance. Professional Review will make its
evaluation and send findings and recommendations
to the provider within 30 days of the date the case
was referred to Professional Review.

The provider should keep copies of all documents
related to the first-level appeal.

Under Title 22 regulations, a Denti-Cal provider who
is dissatisfied with the first-level appeal decision may
then use the judicial process to resolve the complaint.
In compliance with Section 14104.5 of the Welfare
and Institutions Code, the provider must “seek
judicial remedy” no later than one year after
receiving notice of the decision of the First Level
Appeal.
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Health Insurance Portability and
Accountability Act (HIPAA) and the National

Provider Identifier (NPI)

The Administrative Simplification provisions of the
Health Insurance Portability and Accountability Act of
1996 (HIPAA) mandated the adoption of standard
unique identifiers for health care providers, as well as
the adoption of standard unique identifiers for health
plans. The purpose of these provisions is to improve
the efficiency and effectiveness of the electronic
transmission of health information. The Centers for
Medicare & Medicaid Services (CMS) has developed
the National Plan and Provider Enumeration System
(NPPES) to assign these unique identifiers. NPPES
collects identifying information on health care
providers and assigns each a unique National
Provider Identifier (NPI) number.

The NPI is a unique 10-digit number, used across the
country to identify providers to health care partners,
regardless of type of practice or location. All public
and private health plans are required by HIPAA to
receive/submit the NPI as the only provider identifier
in all electronic transactions.

Itis required for use in all HIPAA transactions:

health care claims

claim payment/remittance advice
coordination of benefits
eligibility inquiry/response

claim status inquiry/response
referrals

enrollment

Information on how to apply for an NPI can be found
here: https://nppes.cms.hhs.gov.

Reqistering NPIs

Al NPIs (both billing and rendering providers) must
be registered with Denti-Cal in order to ensure
appropriate payment of claims in a timely manner.
Providers may register their NPIs through one of
three options:

1. Submitting a hardcopy registration form
(DHCS 6218) by mail, or

2. Calling the Denti-Cal Telephone Service Center at
(800) 423-0507, or

3. Register NPIs using the Denti-Cal Web Collection
System on the Denti-Cal Web
site: http://www.denti-cal.ca.gov/.

Rendering providers who have not submitted a Social
Security Number to Denti-Cal at the time of
enrollment will not be able to register using the
Denti-Cal Web site. Such providers will need to
register using the Denti-Cal NPI Registration Form
(DHCS 6218) found on the Denti-Cal Web

site: http://www.denti-cal.ca.gov/.

Freedom of Information Act (FOIA)-
Disclosable Data

NPPES health care provider data that are disclosable
under the Freedom of Information Act (FOIA) will be
disclosed to the public by the Centers for Medicare &
Medicaid Services (CMS). In accordance with the e-
FOIA Amendments, CMS has these data via the
Internet. Data is available in two forms:

A query-only database, known as the NPI
registry.
A downloadable file.

For more information on FOIA
visit: http://www.cms.hhs.gov/aboutwebsite/

04_FOIA.asp.
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Electronic Data Interchange (EDI)

Electronic Data Interchange (EDI) is the computer-to-
computer transfer of transactions and information.
Providers are encouraged to submit claims
electronically for improved productivity and cost
efficiency.

EDI enrollment and other important EDI information
can be obtained by:

accessing the Denti-Cal Web

site: http://www.denti-
cal.ca.gov/WSI/Prov.jsp?fname=EDI, or:
sending an e-mail to
denti-caledi@delta.org, or:

calling the Denti-Cal Telephone Service
Center at (800) 423-0507, or

calling (916) 853-7373 and asking for EDI
Support

Enrollment requirements for EDI can be found in
“Section 3: Enrollment Requirements” of this
Handbook.

Providers using EDI for claims submissions are still
required to provide radiographs and other
attachments to Denti-Cal. They can be sent either by
mail or digitally through a certified electronic
attachment vendor.

Digitized Images

In conjunction with claims and TARs submitted
electronically, Denti-Cal now accepts digitized
radiographs and attachments submitted through
electronic attachment vendors National Electronic
Attachment, Inc. (NEA), National Information Services
(NIS), and Tesia Clearinghouse, LLC.

Note: Providers must be enrolled in EDI to submit
documents electronically prior to submitting digitized
images. For more information see “Section 3:
Enrollment Requirements” of this Handbook.
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Overview of TAR and Claim Processing

In administering the Denti-Cal Program, Denti-Cal’s
primary function is to process TARs and Claims
submitted by providers for dental services performed
for Medi-Cal recipients. It is the intent of Denti-Cal to
process TARs and Claims as quickly and efficiently as
possible. A description of the processing workflow is
offered to promote a better understanding of the
Denti-Cal automated claims processing system.

Document Control Number (DCN)

All incoming documents are received and sorted in
the Denti-Cal mail room. TARs and Claims are
separated from other incoming documents, including
general correspondence, and assigned a Document
Control Number (DCN).

The DCN is a unique number containing 11 digits in
the following format:

14059100001

The first five digits of the DCN represent the Julian
date of receipt. In the example shown above,
“14”designates the year, and “059” designates the
fifty-ninth day of that year. The sixth digit, “1,”
identifies the type of document: 1 = TAR/Claim form.
The remaining five digits of the DCN represent the
sequential number assigned to the document. Thus,
the document assigned the DCN shown in the
example above would be the first TAR or Claim
received by Denti-Cal on the fifty-ninth day of 2014 or
February 28, 2014.

TARs and Claims plus any attachments are then
scanned, batched, and forwarded to Data Entry,
where pertinent data from the forms is entered into
the automated claims processing system.

Edits and Audits

After data from the TAR or Claim is scanned into the
system, the information is automatically edited for
errors. Errors are highlighted on a display screen, and
the data entry operator validates the information
entered against the scanned image. When necessary
corrections are made and the operator confirms that
the information scanned is correct, the system
prompts the operator as to the proper disposition of
the TAR or Claim.

TAR/Claim Adjudication

Information on a TAR or Claim is audited via a series
of manual and automated transactions to determine
whether the services listed should be approved,
modified or disallowed. If the claim data is
determined to be satisfactory, the result is payment,
with the issuance of an EOB and a check.

If the TAR data is determined to be satisfactory, the
result is authorization of treatment, with the issuance
of a NOA.

If the information submitted on the TAR or Claim is
not sufficient, the document is held for further
manual review until a resolution can be concluded. In
some instances, more information may be required
to make a determination. Denti-Cal will issue a
Resubmission Turnaround Document (RTD) to
request additional information from the provider.

Radiographs

Radiographs should be taken only for clinical reasons
as determined by the beneficiary’s dentist.
Radiographs are part of the beneficiary’s clinical
record and the original images should be retained by
the dentist. Originals should not be used to fulfill
requests made by patients or third parties for copies
of records.

Radiographs should be taken only for clinical reasons
as determined by the beneficiary’s dentist.
Radiographs are part of the beneficiary’s clinical
record and the original images should be retained by
the dentist. Originals should not be used to fulfill
requests made by patients or third parties for copies
of records.

Radiographs and photographs will not be returned.
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Prior Authorization

Prior authorization is required for some Denti-Cal
benefits. For detailed information regarding
procedures requiring prior authorization, please refer
to “Section 5: Manual of Criteria and Schedule of
Maximum Allowances” of this Handbook.

Following is a list of Denti-Cal procedures requiring
prior authorization:

Restorative

D2710, D2712, D2721, D2740, D2751, D2781, D2783,
D2791

Endodontics

D3222, D3310, D3320, D3330, D3346, D3347, D3348,
D3351, D3410, D3421, D3425, D3426

Periodontics

D4210, D4211, D4260, DA261, D4341, D4342,
D4999

Prosthodontics (Removable)

D5110, D5120, D5211, D5212, D5213, D5214, D5860,
D5899 (non-emergency)

Maxillofacial Prosthetics

D5937, D5958, D5986, D5988, D5999 (non-
emergency)

Implant Services

D6010, D6040, D6050, D6053, D6054, D6055, D6056
D6057, D6058, D6059, D6060, D6061, D6062, D6063
D6064, D6065, D6066, D6067, D6068, D6069, D6070
D6071, D6072, D6073, D6074, D6075, D6076, D6077
D6078, D6079, D6080, D6090, D6091, D6094, D6095
D6194, D6199

Fixed Prosthodontics

D6211, D6241, D6245, D6251, D6721, D6740, D6751,
D6781, D6783, D6791, D6970, D6972,
D6999

Oral & Maxillofacial Surgery

D7280, D7283, D7290, D7340, D7350, D7840, D7850,
D7852, D7854, D7858, D7860, D7865, D7872, D7873,
D7874,D7875,D7876, D7877, D7880, D7899 (non-
emergency), D7940, D7941, D7943, D7944, D7945,
D7950, D7951, D7955, D7991, D7995

Orthodontics

D8080, D8210, D8220, D8660, D8670, D8680, D8999
(non-emergency)

Adjunctive Services

D9220, D9221, D9241, D9242, D9950, D9952, D999
(non-emergency)

Dental services provided to patients in hospitals,
skilled nursing facilities, and intermediate care
facilities are covered under the Denti-Cal Program
only following prior authorization of each non-
emergency and non-diagnostic dental service (Section
51307(f)(3), Title 22, California Code of Regulations).
Emergency services may be performed on
convalescent patients without prior authorization for
the alleviation of pain or treatment of an acute dental
condition. However, the provider must submit clinical
information with the claim describing the
beneficiary’s condition and the reason the emergency
services were necessary.

The Denti-Cal Program, within the Department, and
California Code of Regulations (CCR), Title 22, Section
51455, state that prior authorization may be required
of any or all providers for any or all covered benefits
of the program except those services specifically
exempted by Section 51056(a) and (b). These prior
authorization requirements do not change when the
beneficiary has other dental coverage; the provider
should submit for prior authorization and indicate the
primary carrier. No verbal authorization will be
granted by Denti-Cal. Denti-Cal reserves the right to
require prior authorization in accordance with these
guidelines.

Election of Prior Authorization

If a provider chooses to submit a TAR for services that
do not normally require prior authorization, Denti-Cal
may not review these procedures. However, these
services may be reviewed if they are submitted as
part of a total treatment plan. When a provider
receives a NOA for procedures on a TAR that do not
normally require prior authorization, the NOA is not a
guarantee that these procedures have been
approved. (Refer to “Section 7: Codes”, Adjudication
Reason Codes 355A, 355B, and 355C.)
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If a provider elects to have any proposed treatment
plan prior authorized, all provisions relating to prior
authorization for all services listed apply.

Non-Transfer of Prior Authorization

Prior authorization is not transferable from one
provider to another. If for some reason the provider
who received authorization is unable to complete the
service or the beneficiary wishes to go to another
provider, another provider cannot perform the
service until a new treatment plan is authorized
under his/her own provider number.

To expedite processing of a TAR with a change of
provider, submit a new TAR with an attached
statement from the beneficiary indicating a change of
provider.

Retroactive Prior Authorization

Title 22, Section 51003, State of California Code of
Regulations (CCR) allows for the retroactive approval
of prior authorization under the following conditions:

When certification of eligibility was delayed
by the county social services office;

When beneficiary’s other dental coverage
denied payment of a claim for services;
When the required service could not be
delayed;

When a beneficiary does not identify
himself/herself to the provider as a Medi-Cal
beneficiary through deliberate concealment
or because of physical or mental incapacity
to identify himself/herself. The provider
must submit in writing that concealment
occurred, and the submission of the TAR
must be within 60 days of the date the
provider certifies he/she was made aware of
the beneficiary’s eligibility.

Clinical Screening

During the processing of the TAR, Denti-Cal may
decide to further evaluate the beneficiary and
schedule a clinical screening appointment.

If this occurs, the dental office will receive a letter
notifying them that a screening will take place and
the beneficiary will be sent a screening notification
appointment letter. Clinical Screening Dentists, acting

as members of the program’s Quality Assurance
Committee, serve as impartial observers to examine
patients and report their objective clinical findings.
Denti-Cal utilizes these observations as additional
information to help in making a final determination of
medical necessity or the appropriateness and/or
quality of care.

Screening protocol dictates that the Clinical Screening
Dentist is not allowed to discuss their clinical
observations with providers, patients, or any third
party. In addition, providers or the beneficiary’s
representatives are not allowed to accompany the
beneficiary to a screening. To ensure attendance, it is
also recommended that providers fully discuss
proposed treatment with their patients before a
clinical screening appointment. Failure to do so may
result in a potential delay or denial of treatment.
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Billing and Payment Policies

Billing Beneficiaries

Providers may not submit a claim to, or demand or
otherwise collect reimbursement from, a Medi-Cal
beneficiary, or from other persons on behalf of the
beneficiary, for any service (other than Share of Cost).
Section 51002 of Title 22 of the California Code of
Regulations specifically prohibits billing or collecting
from Medi-Cal beneficiaries for services included in
the Denti-Cal Program scope of benefits, except for
those patients who have a fiscal liability to obtain
and/or maintain eligibility requirements.

In addition, Title 42, Volume 3, of the Code of Federal
Regulations, reads as follows:

Section 447.15 Acceptance of State payment as
payment in full.

A State plan must provide that the Medicaid
agency must limit participation in the Medicaid
program to providers who accept, as payment in
full, the amounts paid by the agency plus any
deductible, coinsurance or copayment required by
the plan to be paid by the individual. However, the
provider may not deny services to any eligible
individual on account of the individual’s inability to
pay the cost sharing amount imposed by the plan
in accordance with Sec. 431.55(g) or Sec. 447.53.
The previous sentence does not apply to an
individual who is able to pay. An individual’s
inability to pay does not eliminate his or her
liability for the cost sharing charge.

Finally, Welfare & Institutions Code reads:

14107.3 Any person who knowingly and willfully
charges, solicits, accepts, or receives, in addition to
any amount payable under this chapter, any gift,
money, contribution, donation, or other
consideration as a precondition to providing
services or merchandise to a Medi-Cal beneficiary
for any service or merchandise in the Medi-Cal’s
program under this chapter or Chapter 8
(commencing with Section 14200), except either:

(1) To collect payments due under a contractual or
legal entitlement pursuant to subdivision (b) of
Section 14000; or

(2) To bill a long-term care patient or
representative for the amount of the patient’s
share of the cost; or

(3) As provided under Section 14019.3, is
punishable under a first conviction by
imprisonment in the county jail for not longer than
one year or state prison, or by a fine not to exceed
ten thousand dollars ($10,000), or both such
imprisonment and fine. A second or subsequent
conviction shall be punishable by imprisonment in
the state prison.

This clause means that a provider may not bill both
the beneficiary and the program for the same Denti-
Cal procedure. If the provider submits a claim to
Denti-Cal, he/she can’t bill the beneficiary for the
difference between Denti-Cal’s Schedule of Maximum
Allowances (SMA) and the provider’s usual,
customary, and reasonable (UCR) fee.

If Medi-Cal eligibility is verified, the provider may not
treat the beneficiary as a private-pay beneficiary to
avoid billing Denti-Cal, obtaining prior authorization
(when necessary) or complying with any other
program requirement. In addition, upon obtaining
eligibility verification, the provider cannot bill the
beneficiary for all or part of the charge of a Medi-Cal
covered service except to collect the Medi-Cal
copayment or share of cost. Providers cannot bill
beneficiaries for private insurance cost-sharing
amounts such as deductibles, co-insurance or
copayments.

This clause means that once a provider has checked a
beneficiary’s eligibility, or has submitted a claim or
TAR for services, then that provider has agreed to
accept that beneficiary as a Denti-Cal beneficiary and
can’t later decide to not accept the beneficiary for
treatment to avoid pre-authorization requirement or
having to accept Denti-Cal fees. The provider also
agrees not to charge the beneficiary for all or part of
any treatment that has been deemed by Denti-Cal to
be a covered benefit.

A provider and beneficiary may enter into a private
agreement under the following scenarios:

a. The provider and beneficiary have agreed to
have specific dental treatment performed
outside of the Denti-Cal program. The provider
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must have not verified the beneficiary’s eligibility
or submitted any TAR or claim to Denti-Cal for
the current phase of treatment.

Or:

b. The provider has submitted a specific procedure
on a TAR or claim to Denti-Cal that was
subsequently denied on the basis that it was
either not a benefit under Denti-Cal’s scope of
benefits or it was denied because it did not meet
the criteria or time/frequency limitations for the
specific procedure. Procedures that have been
denied for technical or administrative reasons,
such as failure to respond to Resubmission
Turnaround Documents (RTDs), inadequate
radiograph submission, signatures, or that the
procedure is included in a global procedure
billed, cannot be billed to the beneficiary under
any circumstances.

Providers should establish written contracts with
beneficiaries before any non-reimbursed Denti-Cal
treatment is rendered. They should also secure the
proper Denti-Cal denial if applicable.

Providers cannot bill a Denti-Cal beneficiary for
broken appointments (42 CFR 447.15 and SSA 1902

(@)(19).

When beneficiaries request copies of records and/or
radiographs, providers can charge them a reasonable
fee for duplication, but only when they have the
same policy for their private patients.

Providers may only bill beneficiaries their UCR fees if
the $1,800 limit per calendar year for beneficiary
services (dental cap) has been met and nothing has
been paid on a procedure.

Providers may not bill beneficiaries when the
program has paid any amount on a specific procedure
as the result of the beneficiary cap being met. This
partial payment on a procedure must be considered
payment in full.

Beneficiary Reimbursements

In accordance with Welfare and Institutions Code
Section 14019.3, a Denti-Cal provider is required to
reimburse a Denti-Cal beneficiary who paid for a
medically necessary covered service rendered by the
provider during any of the following three time

periods: 1) the 90-day period prior to the month of
application for Denti-Cal; 2) the period after an
application is submitted but prior to the issuance of
the beneficiary’s Medi-Cal card; and 3) after issuance
of the beneficiary’s Medi-Cal card for excess co-
payments (i.e., co-payments that should not have
been charged to the beneficiary).

By law, a Denti-Cal provider must reimburse a
beneficiary for a claim if the beneficiary provides
proof of eligibility for the time period during which
the medically necessary covered service was
rendered (and for which the beneficiary paid).
Evidence of the reimbursement paid by the provider
to the beneficiary should be submitted to the Denti-
Cal program as a claim with the appropriate
documentation to indicate that Denti-Cal eligibility
was recently disclosed. The Department will allow the
provider a timeliness override in order to bill Denti-
Cal for the repaid services. If the provider does not
reimburse the beneficiary, the beneficiary may
contact the Department, inform the Department of
the provider’s refusal to reimburse, and then submit
a request for reimbursement directly to the
Department. In this case, the Department will contact
the provider and request that the provider reimburse
the beneficiary. Should the provider refuse to
cooperate, the Department will reimburse the
beneficiary for valid claims and recoup the payment
from the provider. Additional sanctions may be
imposed on the provider such as those set forth in
Welfare and Institutions Code Section 14019.3.

Not a Benefit/Global

Dental or medical health care services that are not
covered by the Medi-Cal program are deemed “not a
benefit.”

“Global procedures” are those procedures that are
performed in conjunction with, and as part of,
another associated procedure. Global procedures are
not separately payable from the associated
procedure.

Program Overview
Page 2-22

Fourth Quarter, 2016



Dental Materials of Choice

The Denti-Cal Program wants all providers to
understand the important distinction between a
beneficiary’s entitlement to a medically necessary
covered dental service and your professional
judgment of which dental material is used to perform
the service.

In general, a Denti-Cal beneficiary is entitled to
covered services that are medically necessary. The
choice of dental material used to provide a specific
service lies within the scope of the professional
judgment of the dentist.

Providers may not bill beneficiaries for the difference
between the Denti-Cal fee for covered benefits and
the UCR fee.

Payment Policies

Denti-Cal will only pay for the lowest cost procedure
that will correct the dental problem. For example,
Denti-Cal cannot allow a porcelain crown when a
restoration would correct the dental problem. A
dental office cannot charge Denti-Cal more than it
charges a private beneficiary for the services
performed. The dental office should list its UCR fees
when filling out the claim, TAR or NOA, not the SMA.

For tax purposes, Denti-Cal uses Form 1099 to report
earnings to the Internal Revenue Service (IRS) for
each billing provider who has received payment from
Denti-Cal during the year. Federal law requires that
Denti-Cal mail 1099 forms by January 31 of each year
to reflect earnings from January 1 through December
31 of the previous year.

It is the provider’s responsibility to make certain
Denti-Cal has the correct billing provider name,
address and Taxpayer Identification Number (TIN) or
Social Security Number (SSN) that correspond exactly
to the information the IRS has on file. If this
information does not correspond exactly, Denti-Cal is
required by law to apply a 28 percent withholding to
all future payments made to the billing provider. To
verify how tax information is registered with the IRS,
please refer to the preprinted label on IRS Form 941,
“Employer’s Quarterly Federal Tax Return,” or any
other IRS-certified document. The provider may also
contact the IRS to verify how a business name and
TIN or SSN are recorded.

If a provider does not receive the 1099 form, or if the
tax or earnings information is incorrect, please
contact Denti-Cal at (800) 423-0507 for the
appropriate procedures for reissuing a correct 1099
form.

Assistant Surgeons

Assistant surgeons should bill Denti-Cal using
Procedure D6199/D7999 (as applicable) and may be
paid 20% of the surgical fee paid to the primary
surgeon (dentist or physician) provided the following
is submitted with the claim:

The operating report containing the name of
the assistant surgeon;
Proof of payment to the primary surgeon.

Surgical fees include major maxillofacial and
orthognathic procedures, as well as trauma surgery,
and include all associated extractions. All other
procedures (anesthesia, radiographs, restorations,
etc.) performed on the same date of service as the
surgical procedure including bedside visits and
hospital care are not considered in the
determinations of the surgical fee and are not
payable to assistant surgeons.

Providing and Billing for
Anesthesia Services

Prior Authorization is required for general anesthesia
(GA) and intravenous (IV) sedation. A TAR can only
be requested from an enrolled Denti-Cal provider.
The anesthesiologist may submit a TAR if they are
enrolled as a billing provider. If an anesthesiologist is
not a billing provider, the billing provider rendering
the dental services may submit the TAR on behalf of
the anesthesiologist rendering the anesthesia.
Additionally, if an anesthesiologist is part of a group
practice, the group practice may submit a TAR on
behalf of anesthesiologist.

Note: Prior authorization is not required for a
beneficiary who resides in a state certified skilled
nursing facility (SNF) or any category of intermediate
care facility (ICF) for the developmentally disabled.

The provider must submit a documentation indicated
below to justify the medical necessity for anesthesia
services.
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If the provider provides clear medical record
documentation of both number 1 and number 2
below, then the patient shall be considered for
intravenous sedation or general anesthetic:

1. Use of local anesthesia to control pain failed or
was not feasible based on the medical needs of
the patient.

2. Use of conscious sedation, either inhalation or
oral, failed or was not feasible based on the
medical needs of the patient

If the provider documents any one of numbers 3
through 6 then the patient shall be considered for
intravenous sedation or general anesthetic:

3. Use of effective communicative techniques and
immobilization (patient may be dangerous to self
or staff) failed or was not feasible based on the
medical needs of the patient.

4. Patient requires extensive dental restorative or
surgical treatment that cannot be rendered
under local anesthesia or conscious sedation.

5. Patient has acute situational anxiety due a lack of
psychological or emotional maturity that inhibits
the ability to appropriately respond to
commands in a dental setting.

6. Patient is uncooperative due to certain physical
or mental compromising conditions.

Prior authorization can be waived when Intravenous
Sedation/General Anesthesia is medically necessary
to treat an emergency medical condition. An
"emergency medical condition" is defined in Title 22,
Division 3, Subdivision 1, Chapter 3, Article 2, Section
51056 (b).

Billing providers must ensure that all their rendering
dental anesthesiologists and dentists providing
general anesthesia and intravenous conscious
sedation/analgesia are permitted or certified through
the Dental Board of California prior to enrolling in the
Denti-Cal program and prior to treating Medi-Cal
patients (B&P Code 1646.1and 1647.19-20).
Payments made to billing providers for services
performed by their unenrolled rendering providers
will be subject to payment recovery per Title 22,
Section 51458.1 (a)(6).

The following is required to receive payment for
administering general anesthesia or intravenous
conscious sedation/analgesia:

The rendering provider performing the
general anesthesia must have a valid permit
with the Dental Board of California and the
permit number must be on file with Denti-
Cal.

The anesthesia record must be signed by the
anesthesiologist performing the anesthesia
procedure. The rendering provider name on
the anesthesia record must coincide with the
rendering provider number in field 33 on the
claim for payment.

Tamper-Resistant Prescription Pads

In order for Denti-Cal outpatient drugs to be
reimbursable by the federal government, all written,
non-electronic prescriptions must be executed on
tamper-resistant pads. The tamper-resistant
prescription pad requirement applies to over-the-
counter drugs, and impacts all dentists and other
providers who prescribe outpatient drugs.

The Centers for Medicare and Medicaid Services
(CMS) has issued guidance on this requirement that
can be found on the Web site:
www.cms.hhs.gov/center/intergovernmental.asp.

As outlined by CMS, a prescription pad must contain
at least one of the following three characteristics and,
by October 1, 2008, all three characteristics:

7. One or more industry-recognized features
designed to prevent unauthorized copying of a
completed or blank prescription form;

8. One or more industry-recognized features
designed to prevent the erasure or modification
of information written on the prescription by the
prescriber; or,

9. One or more industry-recognized features
designed to prevent the use of counterfeit
prescription forms.

The National Council for Prescription Drug Programs
(NCPDP) has issued a letter providing additional
information as to which tamper-resistant features fall
within the three characteristics, a copy of which can
be found on the Medi-Cal Web site:
www.medi-cal.ca.gov.
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The California-required tamper-resistant prescription
pads for controlled drugs fully meet the federal
compliance requirements. Prescribers are
encouraged to use the current pads, and may order
tamper-resistant prescription pads from security
prescription printer companies.

Those companies preapproved by the California
Department of Justice and Board of Pharmacy to
produce tamper-resistant prescription pads are listed
at the following Web site: www.oag.ca.gov/
bne/security printer_list.php. This directory provides
an alphabetical listing of companies and is updated as
new security prescription printers are approved.
Providers will need their prescriber’s state license
number and a copy of their DEA Registration when
they place their order. Other security prescription
printer companies are available and may be used as
needed. To comply with California statute, regardless
of how a provider chooses to procure tamper-
resistant prescription pads for all other written Medi-
Cal prescriptions, providers must continue to procure
tamper-resistant prescription pads for controlled
drugs from the list of approved security prescription
printer companies.
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Time Limitations for Billing

Time limitations for billing services provided under
the Denti-Cal Program are governed by Section 14115
of the Welfare and Institutions Code. Claims received
by Denti-Cal within:

six calendar months after the end of the
month in which the service was performed
are considered for full payment (100 percent
of the SMA)

seven to nine months after the end of the
month in which the service was performed
will be considered for payment at 75 percent
of the SMA amount.

ten to twelve months after the end of the
month in which the service was performed
will be considered for payment at 50 percent
of the SMA amount.

The time limitation for billing will be applied to each
date of service.

Denti-Cal may receive and process late claims upon
review of substantiating documentation that justifies
the late submittal of a claim. The following is a list of
reasons delayed submissions are acceptable when
circumstances are beyond the control of the provider:

1.

A beneficiary did not identify himself/herself to a
provider as a Medi-Cal beneficiary at the time
services were performed. The provider must
submit the claim for payment within 60 days
after the date certified by the provider that the
beneficiary first did identify himself/herself as a
Medi-Cal beneficiary. The date so certified on the
claim must be no later than one year after the
month in which services were performed.

The maximum time period for submission of a
claim involving other coverage is one year from
the date of service, to allow sufficient time for
the provider to obtain proof of payment or non-
liability of the other insurance carrier.

If a delay in submitting a claim for payment was
caused by circumstances beyond the control of
the provider, Denti-Cal may extend the period of
submission to one year from the date of service.
Title 22, Section 51008, lists those specific
circumstances which would be considered

beyond the control of the provider and under

which such an extension may be granted:
delay or error in the certification or
determination of Medi-Cal eligibility by the
State or county;
delay in delivering a completed removable
appliance when a beneficiary does not
return in a timely manner for delivery
(Section 51470(b) states an undelivered,
custom-made prosthesis must be retained
for no less than one year after the date it
was ordered, and is payable at 80% of the
amount after the provider has attempted to
deliver the prosthesis to the beneficiary);
damage to or destruction of provider’s
business office or records by natural
disaster, including fire, flood, or earthquake;
or circumstances involving such a disaster
that have substantially interfered with the
timely processing of bills;
delay of required authorization by Denti-Cal;
delay by Denti-Cal in supplying billing forms
to the provider;
theft, sabotage, or other deliberate, willful
acts by an employee;
other circumstances, clearly beyond the
control of the provider that have been
reported to the appropriate law
enforcement or fire agency, where
applicable;
special circumstances, such as court or fair
hearing decisions.
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Interim Payments

Interim payments are made to Denti-Cal providers for
unpaid claims that have been delayed at least 30 days
due to Denti-Cal or State errors, or for paid claims
affected by retroactive changes.

A provider may contact Denti-Cal, either by
telephone or in writing, to request interim payment.
Denti-Cal will determine if a claim qualifies for interim
payment. If it does not qualify, or if a determination
cannot be made, Denti-Cal must notify the provider
by telephone within 24 hours, followed by a written
notice within two workdays. If Denti-Cal determines
that a claim does qualify for interim payment, the
findings are forwarded to the State for final approval
or denial of the request.

When the State reaches a final decision, it will notify
Denti-Cal.

Denti-Cal, in turn, will notify the provider. Once final
approval of interim payment has been received from
the State by Denti-Cal, the payment request is
processed and a check is generated and sent to the
provider.

Retroactive Reimbursement for Medi-Cal
Beneficiaries for Out-of-Pocket Expenses

As a result of the Conlan v. Shewry court decision, a
process has been implemented by which beneficiaries
can obtain prompt reimbursement of their Denti-Cal
covered, out-of-pocket expenses. For questions or
instructions regarding this reimbursement, please
phone the Conlan Help Desk at (916) 403-2007.

Denti-Cal Responsibilities

Denti-Cal responsibilities include the following:

Verifying beneficiary Denti-Cal eligibility
Evaluating supporting medical expense
documentation provided by the beneficiary
Reviewing rendered services for medical
necessity

Determining whether Denti-Cal payment
was previously made

Verifying that the provider reimbursed the
beneficiary

Maintaining documentation for each case

Provider Notification of Beneficiary
Request for Reimbursement

If a beneficiary’s request for reimbursement is
validated by Denti-Cal, a letter of request for
beneficiary reimbursement is sent to the provider.
This letter must be submitted with the provider’s
claim for reimbursement.

Provider Responsibility

Upon receipt of a beneficiary reimbursement letter,
providers are expected to reimburse beneficiaries for
monies that the beneficiary paid to the provider at
the time of service, then submit a claim to Denti-Cal.
Claims will be denied if the beneficiary has not been
reimbursed.

Claim Submission

Providers must submit claims to Denti-Cal within 60
days of the date on the letter as follows:

Submit an original hard-copy claim solely for
services mentioned in the beneficiary
reimbursement letter

Attach the beneficiary reimbursement letter
Attach any additional required Denti-Cal
documentation

The original claim, beneficiary reimbursement letter,
and supporting documentation should be submitted
to the following address:

Denti-Cal

Attn: Beneficiary Services
PO Box 526026

Sacramento, CA 95852-6026

No electronic claim submission is allowed. Denti-Cal
determines medical necessity, therefore no TAR is
required. The six-month billing limit will be waived for
these claims.
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Provider Reimbursement

Providers are reimbursed for medically necessary
services according to the current SMA found in
“Section 5: Manual of Criteria and Schedule of
Maximum Allowances” of this Handbook.

To be reimbursed, the provider must have been
enrolled as a Denti-Cal provider on the date of
service. Providers should contact Denti-Cal at (800)
423-0507 or online at http://www.denti-cal.ca.gov/ if
any of the following conditions apply:

Provider was not a Denti-Cal provider on the
date of service but wants to enroll now
Provider is a Denti-Cal provider now, but was
not enrolled on the date of service and
needs retroactive eligibility

Provider was not a Denti-Cal provider on the
date of service, but wants to temporarily
enroll retroactively in Denti-Cal in order to
bill for the Beneficiary Reimbursement
Process claims

For more information on Provider Enrollment, please
refer to “Section 3: Enroliment Requirements” of this
Handbook.
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Medicare/Medi-Cal Crossover Claims

Medicare will pay for the following dental services:
D0502, D5924, D5931, D5932, D5934, D5935, D5936,
D5999, D7285, D7286, D7450, D7451, D7460, D7461,
D7465, D7490, D7610, D7620, D7630, D7640, D7650,
D7660, D7680, D7710, D7720, D7730, D7740, D7750,
D7760, D7770, D7771, D7780, D7810, D7820, D7830,
D7840, D7850, D7852, D7854, D7856, D7858, D7860,
D7865, D7870, D7872, D7873, D7874, D7875, D7876,
D7877, D7920, D7940, D7941, D7943, D7944, D7945,
D7946, D7947, D7948, D7949, D7950, D7955, D7981,
D7982, D7991, D7995, D7997.

Please note that the following codes listed above
require prior authorization: D5999, D7850, D7852,
D7854, D7858, D7860, D7865, D7872, D7873, D7874,
D7875, D7876, D7877, D7940, D7941, D7943, D7944,
D7945, D7950, D7955, D7991, D7995.

If a TAR/Claim is submitted for a Denti-Cal beneficiary
and Field 31 contains any of the procedure codes
listed above, the claim or TAR must be accompanied
by official documentation which clearly shows proof
of payment/denial by Medicare or states the
beneficiary’s ineligibility. Documentation of
ineligibility may be:

1. An Explanation of Medicare Benefits (EOMB)
stating “No Part B coverage”;

2. An EOMB stating “Benefits are exhausted”;

3. An official document verifying the beneficiary’s
alien status;

4. An EOMB or any official document from the
Social Security Administration verifying
beneficiary’s ineligibility for Medicare.

Denti-Cal processes claims and TARs for Medicare
covered dental services in accordance with the
following Medicare/Medi-Cal crossover policies and
procedures:

1. A provider must be enrolled with Medicare to bill
Denti-Cal for Medicare/Medi-Cal crossover
services.

2. Medicare must be billed for Medicare covered
services prior to billing Denti-Cal. When billing
Denti-Cal, attach the EOMB to the claim form.

3. Approved and paid Medicare dental services do
not require prior authorization by Denti-Cal.

4. Payment for a Medicare covered dental service
does not depend on place of service;
hospitalization or non-hospitalization of a
beneficiary has no direct bearing on the coverage
or exclusion of any given dental procedure.

For information about Medicare enrollment and
billing procedures, please visit the Noridian
Healthcare Solutions web site:

https://med.noridianmedicare.com/web/jeb

When processing a claim with Medicare covered
services, Denti-Cal reviews the EOMB submitted with
the claim. The Medicare procedures listed on the
EOMB are matched with the Denti-Cal procedures
listed on the claim. Payment calculations are based
on Medicare deductibles, coinsurance and Medi-Cal
allowable amounts up to the SMA.
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Orthodontic Services Program

The provision of medically necessary orthodontic
services is limited to Medi-Cal and California
Children’s Services (CCS) eligible individuals under 21
years of age by dentists qualified as orthodontists
under the California Code of Regulations, Title 22,
Section 51223(c). For additional information, see
“Section 9: Special Programs” of this Handbook.

Dental Restorations for Children Under Age

Four and for Developmentally Disabled
Beneficiaries of Any Age

Senate Bill (SB) 1403 (Chapter 61, signed July 7,
2006), stipulates that “For any beneficiary who is
under four years of age, or who, regardless of age,
has a developmental disability, as defined in
subdivision (a) of [Welfare and Institutions Code]
Section 4512, radiographs or photographs that
indicate decay on any tooth surface shall be
considered sufficient documentation to establish the
medical necessity for treatment provided.”

Claims, NOAs, and CIFs with dates of service on or
after January 1, 2007, and any TAR or reevaluation
requiring review will only require one radiograph or
photograph that demonstrates medical necessity to
be submitted. When the radiograph or photograph
demonstrates at least one decayed surface, all of the
fillings and prefabricated crowns on that document
will be allowed, unless the beneficiary’s history
indicates the tooth has been previously extracted, a
recent filling/prefabricated crown, etc.

Providers who are replacing fillings or prefabricated
crowns that they previously placed must submit a
current radiograph or photograph of that tooth that
demonstrates the need for replacement when the
applicable time limitations have not been met.

When no radiographs or photographs are
submitted, or when the single radiograph or
photograph that is submitted is not current
or is non-diagnostic, all fillings and
prefabricated crowns on that document will
be denied/disallowed.

When there is no decay evident in the single
radiograph or photograph submitted, all
restorations will be denied/disallowed.

When a pulpotomy is requested in
conjunction with a filling/prefabricated
crown, and the filling/prefabricated crown is
denied/disallowed, the pulpotomy will also
be disallowed.

Children Under Age Four

The beneficiary must be under the age of four at the
time the services were rendered or when the request
for authorization was reviewed.

Developmentally Disabled (DD)
Beneficiaries

Senate Bill (SB) 1403 (Chapter 61, signed July 7,
2006), amends Section 14132.88 of the Welfare and
Institutions (W & 1) Code in the following ways:

Once a provider has established the fact that their
beneficiary is a client of a Regional Center/
Department of Developmental Services, he/ she must
document that fact on the document by writing the
following — “Registered Consumer of the Department
of Developmental Services.” No substitute language
or documentation will suffice.

When requesting authorization/payment of
prefabricated crowns on permanent teeth for DD
patients, the requirement for arch films will be
waived.

Hospital (Special) Cases

When dental services are provided in an acute care
general hospital or a surgicenter, the provider must
document the need for hospitalization, e.g.,
retardation, physical limitations, age, etc.

To request authorization to perform dental-related
hospital services, providers need to submit a TAR
with radiographs/photos and supporting
documentation to Denti-Cal. Prior authorization is
required only for the following services in a hospital
setting: fixed partial dentures, removable prosthetics,
and implants.

It is not necessary to request prior authorization for
services that do not ordinarily require authorization
from the Denti-Cal program, even if the services are

Fourth Quarter, 2016

Program Overview
Page 2-33



provided in an outpatient hospital setting. In all cases,
an operating room report or hospital discharge
summary must be submitted with the claim for
payment.

Hospital Inpatient Dental Services
(Overnight or Longer)

Inpatient dental services are defined as services
provided to beneficiaries residing in hospitals, skilled
nursing facilities (SNFs), intermediate care facilities
(ICFs), and those who are homebound.

Dental services provided to patients in hospitals are
covered under the Denti-Cal Program only following
prior authorization of each non-emergency and non-
diagnostic dental service (Section 51307(f)(3), Title
22, California Code of Regulations). Emergency
services may be performed on hospital patients
without prior authorization for the alleviation of pain
or treatment of an acute dental condition. However,
the provider must submit clinical information with
the claim describing the beneficiary’s condition and
the reason the emergency services were necessary.

Inpatient dental services (hospitals, SNFs, and ICFs)
are covered only when provided on the signed order
of the provider responsible for the care of the
beneficiary. A claim for inpatient dental services must
show verification that the services are to be rendered
on the signed order of the admitting physician or
dentist.

If a Denti-Cal provider needs to perform dental
services within a hospital inpatient setting, the
provision of the medical support services, e.g.,
Operating Room (OR) time, surgical nurse,
anesthesiologist, or hospital bed, will depend on how
the Denti-Cal beneficiary receives their Medi-Cal
medical services. Denti-Cal beneficiaries may receive
their medical services through a number of different
entities:

Medi-Cal Fee-For-Service (FFS)
Geographic Managed Care (GMC)
Medi-Cal Managed Care

County Organized Health Systems (COHS)

Denti-Cal providers should refer to “Section 4:
Treating Beneficiaries” of this Handbook for

instructions on how to determine the entity providing
a beneficiary’s medical services.

Prior authorization is required for each non-
emergency and non-diagnostic dental service
provided to Denti-Cal beneficiaries in a hospital
inpatient setting where the beneficiary’s hospital stay
exceeds 24 hours. This authorization must be
submitted on the Medi-Cal Form 50-1 and sent
directly to this address:

Department of Health Care Services
San Francisco Medi-Cal Field Office
P.O. Box 3704

San Francisco, CA 94119

(415) 904-9600

The Medi-Cal Form 50-1 should not be submitted to
Denti-Cal as this will only delay the authorization for
hospital admission.

For more information regarding the Medi-Cal TAR
field offices, please review this

document: http://files.medi-
cal.ca.gov/pubsdoco/publications/
masters-mtp/part2/tarfield_m00i00001003004
006007008011a02a04a05a06a07a08p00100.doc

If the beneficiary requires emergency hospitalization,
a “verbal” authorization is not available through the
Medi-Cal field office. If the beneficiary is admitted as
an emergency case, the provider may indicate in the
Verbal Authorization Box on the Medi-Cal Form 50-1,
“Consultant Not Available” (CNA). An alternative is to
admit the beneficiary as an emergency case and
submit the Medi-Cal Form 50-1 retroactively within
ten working days to the Medi-Cal field office.

A claim for payment of dental services is submitted to
Denti-Cal and must be accompanied by a statement
documenting the need and reason the emergency
service was performed. Include a copy of the
operating room report.

Requesting Hospital Dental Services for Medi-Cal
Beneficiaries Enrolled in the GMC, COHS, or
Medi-Cal Managed Care Plans

The dentist must contact the beneficiary’s medical
plan to arrange for hospital or surgicenter admission
and medical support services. All medical plans that
provide services to Medi-Cal managed care
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medical support services for dental treatment. If the
Medi-Cal Field Office receives a Form Medi-Cal Form
50-1 for a Medi-Cal beneficiary who receives their
medical benefits through one of these programs, the
form will be returned to the submitting dentist.

For more information about Denti-Cal inpatient and
out-patient services, please review this document:
http://files.medi-cal.ca.gov/pubsdoco/publications/
masters-mtp/part2/dentiio i00003005.doc

Homebound Patients (Place of Service 2)

A physician’s letter is required when requesting
dental services for a beneficiary who cannot leave
his/her private residence due to a medical condition.
The physician’s letter must be on his/her professional
letterhead with the following information
documented:

e The beneficiary’s specific medical condition

e The reason the beneficiary cannot leave the
private residence

o The length of time the beneficiary will be
homebound

Emergency services may be performed on
homebound patients without prior authorization for
the alleviation of pain or treatment of an acute dental
condition. In addition to the submission requirements
for each individual procedure, the provider must also
submit documentation with the claim describing the
beneficiary’s condition and the reason the emergency
services were necessary. A letter from the
beneficiary’s physician, as stated above, must also be
submitted with the claim.

Skilled Nursing and Intermediate Care Facilities

(Place of Service 4 or 5)

The California Department of Public Health defines a
Skilled nursing facility and Intermediate care facility
as the following:

e Skilled nursing facility (SNF) means a health
facility that provides skilled nursing care and
supportive care to patients whose primary
need is for availability of skilled nursing care
on an extended basis. Refer to California
Health & Safety Code, Section 1250 for more
details.

e Intermediate care facility (ICF) means a
health facility that provides inpatient care to
ambulatory or non ambulatory patients who
have a recurring need for skilled nursing
supervision and need supportive care, but
who do not require availability of continuous
skilled nursing care. Refer to California
Health & Safety Code, Section 1250 for more
details.

Providers may use the California Department of
Public Health Web site to verify licensed facilities:
http://hfcis.cdph.ca.gov/servicesAndFacilities.aspx

All TARs and claims submitted for patients residing in
SNFs or ICFs must include the following:

e place of service 04 or 05 (only) must be
indicated regardless of where the dental
services were or will be performed.

e facility name, phone number and address,
regardless of where the dental services were
or will be performed in Box 34 of the claim
or TAR form.

e when treating residents outside of the
facility, indicate the actual place of service in
Box 34.

All procedures rendered on patients residing in an
SNF or ICF require prior authorization with the
exception of the following emergency and diagnostic
services:

D0120, b0150, D0210, D0220, D0230, D0240, D0O250,
D0260, D0270, D0272, D0274, D0290, DO330, D0O340,
D0350, D0502, D0999, D1110, D1120, D1206, D1208,
D1555, D2940, D2970, D3221, D4910, D4920, D5410,
D5411, D5421, D5422, D5510, D5520, D5610, D5620,
D5630, D5640, D5650, D5660, D5850, D5851, D6092,
D6093, D7285, D7286, D7510, D7511, D7521, D9110,
D9120, D9210, D9220, D9221, D9241, D9242, D9410,
D9430, D9440, D9910, D9930.

Emergency services may be performed on SNF and
ICF patients without prior authorization for the
alleviation of pain or treatment of an acute dental
condition. In addition to the submission requirements
for each individual procedure, the provider must also
submit documentation with the claim describing the
beneficiary’s condition and the reason the emergency
services were necessary.
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In order to determine medical necessity and the
beneficiary’s adaptability and compliance with
requested treatment, prior authorization requests
may be evaluated by a Clinical Screening Dentist.

Note: Prior authorization will be waived for facility
patients treated in a hospital or surgical center except
for fixed partial dentures and removable prostheses
and implants.

Hospital Care (Including Surgical Centers)

(Place of Service 6 or 7)

In a hospital setting, prior authorization for treatment
included in the scope of benefits is not required
except for laboratory processed crowns, fixed partial
dentures, and implants. When treatment is
performed without prior authorization (on a
procedure that would normally require prior
authorization), requests for payment must be
accompanied by radiographs, photographs, and any
documentation to adequately demonstrate the
medical necessity. Refer to the individual procedures
for specific requirements and limitations. In addition,
requests for payment must be accompanied by an
operating room report that indicates the amount of
time spent in the operating room suite.

Mobile Dental Treatment Vans

(Place of Service 8)

Mobile dental treatment vans are considered, under
Denti-Cal, to be an extension of the provider’s office
and are subject to all applicable requirements of the
program.
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Section 3 - Enroliment Requirements

Provider Application and Disclosure Forms

To receive payment for dental services rendered to
Medi-Cal beneficiaries, prospective providers must
apply and be approved by Denti-Cal to participate in
the Denti-Cal Program. When a provider is enrolled in
the Denti-Cal program, Denti-Cal sends the provider a
letter confirming the provider’s enrollment effective
date. Denti-Cal will not pay for services until the
provider is actively enrolled in the Denti-Cal Program.

The Denti-Cal Program utilizes the same applications
as those used by providers participating in the Medi-
Cal Program. A prospective provider must use the
most current version of these forms. To obtain a
current application packet, contact Denti-Cal toll-free
at (800) 423-0507 or visit the Denti-Cal Web

site: http://www.denti-cal.ca.gov/WSI/Prov.jsp?
fname=ApplicationForms. Failure to submit the
appropriate form(s) and supporting documentation
will delay the processing of an application and it will
be returned as incomplete.

Applicants who are natural persons licensed or
certificated under the Business and Professions Code
or the Osteopathic or Chiropractic Initiative Acts to
provide health care services, or who are professional
corporations under subdivision (b) of Section 13401
of the Corporations Code, must enroll in the Medi-Cal
Program as either individual providers or as rendering
providers in a provider group. This is true even if the
person or the professional corporation meets the
requirements to qualify as exempt from clinic
licensure under subdivision (a) or (m) of Section 1206
of the Health and Safety Code (see W&I Code Section
14043.15(b)(1)).

W&I Code Section 14043.26(a)(1) requires a
prospective provider not currently enrolled in the
Medi-Cal Program or a provider applying for
continued enrollment to submit a complete
application package for enrollment, continued
enrollment, or enroliment at a new location or a
change in location.

An applicant or provider shall complete and submit
the following applications/forms, as applicable:

Medi-Cal Provider Group Application - DHCS

6203 (Rev. 2/08)
Medi-Cal Provider Application - DHCS 6204

(Rev. 2/08)

Medi-Cal Change of Location Form for
Individual Physician or Individual Dentist
Practices Relocating Within the Same County
(DHCS 9096, Rev 1/11)

Medi-Cal Disclosure Statement - DHCS 6207

(Rev. 02/15)
Medi-Cal Provider Agreement - DHCS 6208

(Rev. 11/11)

Medi-Cal Supplemental Changes - DHCS
6209 (Rev. 2/08)

Medi-Cal Rendering Provider
Application/Disclosure Statement/
Agreement for Physician/Allied/Dental
Providers - DHCS 6216 (Rev. 2/15)
Successor Liability with Joint and Several
Liability Agreement - DHCS 6217 (Rev. 2/08)
National Provider Identifier Registration —
DHS 6218 (Rev. 2/08)

Denti-Cal does not accept application forms with a
revision date prior to 02/08. The forms listed above
with a revision date of 02/08 or later will be
accepted.

Prospective providers must have received a National
Provider Identifier (NPI) prior to applying to the Medi-
Cal Dental Program. This unique identifier is required
on all Medi-Cal applications.

Rendering Provider Enrollment Process

In accordance with the California Code of Regulations
(CCR), Title 22, 851000.31(b), rendering providers
must apply to the Denti-Cal Program by submitting a
Medi-Cal Rendering Provider Application/Disclosure
Statement/Agreement for Physician/Allied Dental
Providers (DHCS 6216, Rev. 2/15) form.

Rendering providers must be enrolled in the Denti-Cal
program prior to rendering services to a Denti-Cal
beneficiary. Denti-Cal will not pay for services until
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the provider is actively enrolled in the Denti-Cal
Program.

Enrolled rendering providers in good standing may
join existing provider groups or practice at other
locations without submitting additional applications
for each location.

Applications may be obtained by contacting the
Telephone Service Center at (800) 423-0507, or visit
the Denti-Cal Application Forms section on the Denti-
Cal Web site at: http://www.denti-cal.ca.gov/
WSI/Prov.jsp?fname=ApplicationForms.

Rendering providers must provide a National Provider
Identifier (NPI). To obtain an NPI, you may go to the
CMS Web site

at: http://www.cms.hhs.gov/NationalProvidentStand

/03 _apply.asp.

Any modification to a rendering or billing provider’s
information (such as a change in address or
ownership) requires Denti-Cal notification within 35
days of the change.

Pre-enrollment Inspection

Prior to enrollment in the Denti-Cal program, the
applicant or provider may be subject to a pre-
enrollment inspection or unannounced visit.

Enrollment Requirements
Page 3-2
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Medi-Cal Provider Group Application

(DHCS 6203, Rev. 2/08)

A new Medi-Cal Provider Group Application form is

required
actions:

All modifications pertaining to information previously

to report any of the following enroliment

A dentist with one or more rendering
dentists requesting to apply as a Denti-Cal
Group provider

A group dentist changing or requesting to
add an additional business address

A group dentist changing a Taxpayer ID
number

A group dentist changing ownership in the
practice and/or reporting a cumulative
change of 50% or more ownership or
controlling interest

submitted on the application must be submitted in
writing to Denti-Cal within 35 days of the date of

change.

Further instructions are included on the DHCS 6203,

as well as in California Code of Regulations (CCR),
Title 22, Section 51000.31.

Enrollment Requirements
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Sample Medi-Cal Provider Group Application (DHCS 6203, Rev. 2/08)

Sain of Calformin-—Flealih and Fuman Haedoss Agsny Degawtnart of Hoalh Cang Saries

MEDI-CAL PROVIDER. GROUP APPLICATION

FOR STATE USE ONLY
Important:

- Fead a¥ instructions bafore completing the application,

= Type or print chearky, in ink.

+ W you must make corractions, peasa line through, date, and initial in ink.

For Medi-Cal return completed forms to: For Demti=Cal return completed forms Lo
Dapartment of Health Care Services Medi-Cal Dental Program (Denti-Cal)
Prendider Enrollment Divigion Pravider Enrclimaent
M5 4704 B0, Box 15609
P.O. Box 987413 Sacramenio, CA 958520608
Sacramento, CA 95899-T413 (B00) 423-0507
(916) 323-1945

= Do mot use staples on this form or on any attachments.
«  Da pot leave any questions, boxes, ines, ele. blank. Enter NVA if not applicable to you.

Provider number (NPl or Denti-Cal provider number 2 appicatie _ Due

Enrcliment action requested (check all that apply) i

0 Mew provider

0 Change of business address O Contirued errciment (Do nat check this box wnless you have been
0 Additienal businass address recuasted by the Department to apply for contirued enrolimert in Be

O Mew Taxpaye: 1D number Wedi-Cal program pursvant to Tills 22, CCR, Section 5100055 .)

O Facilkty-Based Provider TG n'mlr,:l'n“dh' rurnber 1o bl of Serices umu—nd almis

£ *Change of ownership (per Tile 22, CCR, Section 51000.6) A ;

0 "Acceptance of “Successor Liabiity with Joint and Severs|
Liability” (per Titte 22, CCR, Sections 51000.24.1, 51000.32)

O *Cumulative change of 50 percent or more in person{s) with
ownership or contrel interest (per Tite 22, CCR, Segh

Md 1:0 lh& Dml‘ mmm h]l' l'MI:-T

51000.15) o% of Trde 2@, CCR, Section 5100032
1 *Sake or transfer of assets (50 pgoent or hor 22, T:FL essor Liability with Joink & Sovoral
Section 51000.30)
For ibems above marked with * © dﬁ‘ [ . ot rahyp offective data: —_
Type of entity [check one) \_ﬂ/
0 Sola propaiator 0 Comparaliof 2| therits Nanprofit Comporation
O Partnership Comeorals s LIz 1 Type of nonprodt:
O Government enlity  Stats incorporaiagh: e 0 Crthwer:
1. Ligal provioor group name {as lsied | 1] U L
L=
| A
1 Businoss ramo, i difonr e
Is this a ficlifous business name? | If yes, list the Sicitous Business Name SatementPermil number | S¥ective date 3. Provider group telephone number
0 Yes o Ho [ { !
(Artach & logile copy of the recordedilamped Fieitious Bausir ewe hame SiatemenlPoere |
4. Provider group business sodress (rumber, sireslh Gy County Stale Pan-gige. ZIF code
a. M you ane apphirg as a facility-based provider, comple'e this sedion ¥ e, check e option that applies:

O AN gervices sre provided & s one fadlity lecation OR
O Eervioes are provéced of more than one lloonsed health fecilzy
{Actach & list of all business scdresass whemn sendces are provided).

This aderess is & hoenasd hospitabheath ‘oolty. T Wes 0 Ho

5 Pay-bo adcress (number, siree:, PO, Box rumibery Gy Siale Mine-digh. ZIP* code

B Mailrg address foumber, sireel, PO, Bax pumber)y Gy Siate Pang-digh ZIP cocle

Far & changs of business address, enter lecathon meving frgm;

7. Provdous business eddnas (rumbe, 3reed) Gy iate Pang-digh ZIP cacle

8. Taxpeyer ldentification humber (TIN) or social secunty rumber 9, MecicareOdher MNP [sos inatructions) 10, Seller's Pemnit numiser (atech a legible copy)
[Asach A lagitle capy of #e RS )

1. Privery Tevsnomy Coce Tamcmomy Code Tanoraonny Code

12, Type of pravider grogs 13 I physiciards) or deniialis], il spedallylios)

DRSS BIC3 (v, 200) Page 4 of &
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Medi-Cal Provider Application
(DHCS 6204, Rev. 2/08)

A new Medi-Cal Provider Application form is required
to report any of the following enroliment actions:

A sole-proprietor dentist changing or adding
an additional business address

A sole-proprietor dentist changing his/her
Taxpayer ID number

A sole-proprietor dentist changing
ownership in the practice and/or reporting a
cumulative change of 50% or more
ownership or controlling interest

All modifications pertaining to information previously
submitted on the application must be submitted in
writing to Denti-Cal within 35 days of the date of
change.

Further instructions are included on the DHCS 6204,
as well as in California Code of Regulations (CCR),
Title 22, Section 51000.30.
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Sample Medi-Cal Provider Application (DHCS 6204, Rev. 2/08)

Important:

Type or print chearhy, in ink.

M5 4704
P.O. Box 987413

(916) 323-1045

Sacramano, CA 958997413

S of Calfoonis—Haall mnd Humnn Ssrvices Agenoy

Degawtnart of Hoalth Cans Sanies

MEDI-CAL PROVIDER APPLICATION

Read all instructions before completing the application.

« W you must make corrections, please line through, date, and initial in ink.
= For Medi-Cal relurn completed forms to:
Department of Healih Care Services
Provider Enrollment Division

Medi-Cal Dental Program (Den
Provider Enrcliment

PO, Boo 15608

Sacramanta, CA B5852-0600
(B0 4230507

= Do not use staples on this form or on any attachments.
= Do not leave any questions, boxes, lines, etc. blank. Enter NA if not applicable to you

For Danti-Cal return completed forms to:

FOR STATE USE ONLY

ti-Cal)

01 Mew provider

O Change of businass address
0 Additional business asddress
O Mew Tepayer 10 numiern

O Facility-Bases! Provicer

For itema abowva marked with =

Type of entity (check one)
O Sole propristor
0 Comporaton

Corporate numbar

Slate inconporated:

Frowvider number (MPI or Dentl-Cal number as applicablie);
Emraliment aclion requestad (check all that apply)

2 | intend 1o use my current providas number to bl for serices delivered al
this location while this application request s pending. | undarstand that |
will e 0N provesonal prosider status dunng this tme, pursuant 1o Title 22,
CCR. Sectan §

0 “Changa of ownership (par Title 22, CCR, Section 51000.8)

O “Cumulative change of 50 percent or mone in person{s] with ownership or
conirol intareat (per Title 22, CCR, Sacson 3100015}

O "Sale of assets 50 parcant of mora, per Tite 22, CCR, Section S1000.30)

Indicate etfective date: ___ (/.
O Contnued Ervoliment (Do not check this box unless you have bean
reqguasiad by the Departmend lo apply for contoued enrollment in the
Mad-Cal program pursuant io Tike 22, CCR, Seclion 51000 .55.)

1000.51

o, an appllcam may be J-Dll'lld W lhl p!wldlr
| phlance with the provitsions of Title 22, CCH,

1. Legsl name of applicart ﬂmﬁf&l.ﬁ(l}' 55

2 Businoss nama, if dforont

U\

3. Business {olephone numbser

|3 thizs & ficiious e neme?
O Yes O No

Q:___F‘.HE Fio Fullifiins Businoss Name SiatementPeit numbor

[ )
Effociive daln
r i

[Azinch o legible copy of the recordecistemped Ficitious Businesa Name StelomentPermit.)

4 Busihess odress (number, Siesel)

Cay

County B Pang-digi. ZIP code

A Wynu aee fppiyng as o faclity-based provider, corpletn this secion:

If yes, chedk the oplon that apples

This aderss is & licersed hospealhenith ‘aciy, A ves jm J 1Y O Al services e providod ot this ono faclity locaton OR
71 Servces are provided sl more than one Boensed Festh Tacikty
(Azach a st o' all business acomsses where sendces are providec.
5 Pay-Do adcress {number, gineet, PO, B rumiary cey SR Mine-gign ZIF code
B Mailrg aAcdress inumbar, giree], PO Bax pumber Ciy Sune Mine-gigh ZIF code
Far a changs of nsiness address, enter locathon maving from:
7. Provicus busicess addieas [mumber, siroal) City Saam Nirw-digl ZIP oxda

B, Ligwng nummber (alach ogibb oy

Liceig eMecive date | Licenss axpialon dels 0. Provider Lype

L I

10, Medcare/Qher K {see namuclions)

1. Priveery Tevonmmy Coce

Taxoromny Coge

Ty Coce

{attach o lgble copy of tha RS fom)

12, Taxpanyer |denlifcation Mumbes (TIN) Bsusd by e IRS

13, Sodial securiy runileer. T aoke pegeistion rol using & TIN, you mus! disckse this Dusnier,
(Bas Privacy Styterwnt on page £

LG B0 [ry, 2000

Page 4 of 5
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Medi-Cal Change of Location Form for

Individual Physician or Individual Dentist

Practices Relocating Within the Same

County (DHCS 9096, Rev 1/11)

A new Medi-Cal Change of Location form for
Individual Physician or Individual Dentist Practices
Relocating Within the Same County is available for
those who meet the following criteria:

The dental provider must meet the
definition of an “individual dentist practice”
as defined in W&I Code, Section
14043.1(1)(1).

The dental provider must be changing the
location of his or her individual dental
practice within the same county.

The information submitted by the dental
provider in his or her last approved Medi-Cal
application package, including their last
Medi-Cal Disclosure Statement, remains
true, accurate and complete to the best of
the dental provider’s knowledge and belief.

All modifications pertaining to information previously
submitted on the application must be submitted in
writing to Denti-Cal within 35 days of the date of

change.

Further instructions are included on the DHCS 9096.

Enrollment Requirements
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Sample Medi-Cal Change of Location Form for Individual Physician or Individual Dentist Practices
Relocating Within the Same County (DHCS 9096, Rev 1/11)

Srate of Calformia = Healkh arel Hurman Senvices Agercy Diepartraer of Health Taew Sarvices

MEDI-CAL CHANGE OF LOCATION FORM FOR INDIVIDUAL PHYSICIAN OR
INDIVIDUAL DENTIST PRACTICES RELOCATING WITHIN THE SAME COUNTY
[ FORSTATE USE ONLY |

- Hud all imtn.dim before completing the form,

& Type or print cleary, in ink

& | you must make comections, please line through, date. and iniial in ink.

Do not leave any questions, boxes, lines, efc. blank. Enter N'A if nof appiicable to you.

® PHYZICIANS send completed fom o ® DENTISTS send completed fomm o
Department of Heatth Care Services Medi-Cal Dental Frogram (Denti-Cal)
Frenider Enrelimént Divigion Prowvider Enrollment
M5 4704 PO Bl 15609
F.0. Box 997412 Sacramento, CA 95852-0609
Sacramento, CA 95899-7412 {B0d0) 423-0507
(916) 323-1945

Check each box below. Unless both of the statements apply to you, you are not eligible to use this
change of location form and must instead submit a complete application package.

[ 1atiest that | am an individual dentist practice os defined in Welfare and Institutions. Code, Section 14043.1(11) or
| am an individual physician practice as defined in Welfare and Insttutions Code, Section 14043.1(1)2), and | am
relecating within the same county. Sote

O 1attest that, with the exception of the change in location | am reporting wih this fam, lh‘lm@ﬂ” j-Cal '

T

applcation package, includmg the last Med-Cal Dicloture Staternent, submitied bo and approved af
Healh Care Services remains true, accurate, and com 1o the best of ained A
1, Legal nams: of applicant o provider (as Esied with the IRS) 2. Provideg P galtach r’.vpr uljﬂmﬂPFES oofimmalion}
..
1 Business name, ¥ dfferont by 4 Talophoes Huscar
5. New business sddiess. (sddess numbes, Fnl.mlrrll Ciryl Gafinty U / Sale | Mire-digh 20 code
sm.lumwﬂmMmm«mu&{K ] and dute nuirifer, o abglioobl] J Btale | Mire-digh 20 code
e
?hhumwﬁammrﬂuiﬂum Stale | Mre-digl 2P code
B Lot businogs iconse/porml numbess (iftach 1 10. Stole Labomtory Li Rogistmtior Humb
“1 {ahach copy}
Enter location you are moving flem J'
11. Previous business address (rumber, sirasl) City Courly Stata | Mina-digit 2IP code
12, Proofl of comprehensive lability insurance
Hams ol insurance compaey (attach copy of the certificate of comprehensive labilty insurance to this form)
Inturancs plicy msmbar Desbe policy wsued (mmidd ey Expirabion dale of polcy (mrmiddivyyy)
Insuiance @enl's rama LICETH (rriddi) lal) (dr. B eie)
Talaphoma numbsy Faee nussnbar E-mraal addenss.
L ) { )
13, Applicant Signature and kdentification Information
Printod logal namwe of applicant sty (Frad {ricicha} 14, Denital Medical kopnse number (attach copy)
Cuiginal signaluse of applcant 15, Dyhvers boenss number fatlach oopy)
Executed at: on
Sty 15tat) (et}

Privacy Staternent (Civil Code Section 1738 et seq. )

ANl informalion iegeesied on Tis fom & mandaiony, This infoimaion & requined by the Depariment of Mealh Cale Serdces, Provider Enrolment, by the aulhosity of
Wolfaro and Inctibutione Code, Soofion 14043 2a) and T 22, Colif Code of Rogul Wnﬂﬁiﬂﬁmdmwmmhmm
inlormabon requesied are denial of snmlmen Ge s MediCad el or el of d annollmend 55 & p e @ chesctvali b i By
The rovider (o oblain reimbursement Diom the Med-Cal program. Ary information may akso be prurldnd 5] IM Slabe C.onm I:I'Ic,un l'qu'lorrh Depariment of
Jumties, thi Dopartmont of Condumeds A, ha mlﬁmmbﬂ of olher glule of local o o e iy pliires.
l‘lﬂFﬂdlﬂlBurliuDl gabicn, the Inlernal | mmmrmlmm{mum.mnmmmammmdmmm

Jicaid, aiud I i) programs in olher slabes. For moie afoimalion of eccms. b mdrds conlaming your personal infermation maintsined by his agency,
ecnizet e Provider Enmllnont Division ot (B8} 3231848, or Dwnti-Cial o (BOO) 4230807

DHCS 9096 (rev 01H1) Page 3of 3
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Medi-Cal Disclosure Statement
(DHCS 6207, Rev. 2/15)

A new Medi-Cal Disclosure Statement is required
when either the Medi-Cal Provider Application (DHCS
6204) or Medi-Cal Provider Group Application (DHCS
6203) are submitted.

All modifications pertaining to information previously
submitted on the application must be submitted in
writing to Denti-Cal within 35 days of the date of
change.

Further instructions are included on the DHCS 6207,
as well as in California Code of Regulations (CCR),
Title 22, Section 51000.30.

Enrollment Requirements
Page 3-10
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Sample Medi-Cal Disclosure Statement (DHCS 6207, Rev. 2/15)

Stave of Cadormis—Heatn and Himan Servoss Agoncy

Daparimant of Healh Care Gersioes

MEDI-CAL DISCLOSURE STATEMENT

Do not leave any questions, boxes, lines, efc., blank. Check or enfer N4 if not applicable to you.

I. APPLICANT/PROVIDER INFORMATION

A, Legal name of applcantiprovider as reparted ta the IRS
E. Legal name of apphcantiprovider a5 il appears on professional loense - NOT APPLICABLE CHECK THE BOx [ NTA
. Exsting prosder numbers (NP1 or Dent-Cal prowioer number 35 applcable) usad at the address indicated ntem G below, [ ] NIA
D. 17 apidying as a rendering provider 10 @ provider group, check berg [ and procesd o Parl | (marked with “asterisk Deiow)
E_ Ficttous bussness namea ] INTA
F. "Doing Busness As' name ] MIA
5, Address whare sarvices are mndenad o proweded {umbar, straet] () (Stata) [Mina-chgt JF coda’
1. Dwoes applicant'provider lease this location? O Yes O No
2. T YES, complete he Tollowing infoomabion regarding the Lessor and enclose a copy of the current signed Lease
Agreement, inCluding any sublease agreements entened inlo by the appicant provider at the business addross on the
Application,
4. Lezsor ng
sate]  (Ning-cige 2P coda)
&
H. Type of Entity (mus! check anel

*I

O Gencral Partncrship O Limited Partnership O Limited Liakility Partnership

(Encloze Parnerzhie Agreement] {Encloge Parfmership Agreement} (Enciose Partnership Agreement)
[ Soke Proprieior (Unincorporated) [ Limited Liability Comgany: O Gevernmental
State of kormation;
O Corporaticn
[(Enciose Articias of incamaraifon and Corporate number State ncorporaled.

Statamant of Indormmation]

] Nongrofit
Check one: Check one:
O Corporation O charitable O Cther fzpacify):
[ Unincorparated Association [ Refigious

- List below finestdebis due and owing by appicant/provider to any federal, state, or local government that relate o Mediczare,

Medicaid and alf other federal and stale health care programs that have not been paid and whal amangements have been made
to fulfil the chlgston(s). Suvbmit copies of all documents partaming fo the arrangemerts including terms and conditions. Ses
Califomia Code of Regulations (CCR), Title 22, Secfion S1000.50a)8). ] NIA

DATE TO BE
FINE/DEBT AGENCY DATE ISSUED PAIDIN FULL
3 it i
3 [ I
Do ot leave any guestions, boxes, fnes, efe., biank.
G5 S20F (e, 2150 Page 1 cf 15
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Medi-Cal Provider Agreement
(DHCS 6208, Rev. 11/11)

A new Medi-Cal Provider Agreement is required when
either the Medi-Cal Provider Application (DHCS 6204)
or Medi-Cal Provider Group Application (DHCS 6203)
are submitted.

All modifications pertaining to information previously
submitted on the application must be submitted in
writing to Denti-Cal within 35 days of the date of
change.

Further instructions are included on the DHCS 6208,
as well as in California Code of Regulations (CCR),
Title 22, Section 51000.30.

Enrollment Requirements
Page 3-12
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Sample Medi-Cal Provider Agreement (DHCS 6208, Rev. 11/11)

St of Caldomis—Haalth and Faman Servoos Agsnoy

and initial in ink.

MEDI-CAL PROVIDER AGREEMENT
(Te Accompany Applications for Enroliment or Continued Enrollment)*

Do not use staples on this form or on any attachments.
Type or print clearly in ink. If you must make corrections, please line through, date,

Do not leave any questions, lines, etc. blank. Enter NVA if not applicable to you.

Dpsarmant of Haalth Cans Senanes

FOR STATE USE ONLY

(HEREINAFTER “DHC
PROVIDER IN THE
1396a(a)(27), TITLE
INSTITUTIONS CODE
SECTION 51000.30(a)(1).

MEDI-CAL PROGRAM
HERETO, WHICH IS/AR

EXECUTION OF THIS PROVIDER AGREEMENT BETW

Legal iy of appdcant o provider [hensina®er ointly reféened o a8 Hrovider') Busrsss, e (F dSeent Than legal nama)
Previdiar nasmbsar (NP of Danb-Cal piovidar nismber as apnbeabla) Runinass Taonnans KmisT
Business address (numbas, shreat] Ciy ':S:mo } Ming-digit ZIP code
Maikrg sddoaes (nursbir, ginsit, PO, Box rurmbar) Cy B Minag-digit ZIF ook
Paoyto addross {nurbar, street. PO, Box rambar) Ciy Srate Ming-digit ZIP code
Previous Busnass addross {rurbad, siresl, PO, Bax Aumbar) City Gl Ming-digit ZIP cod
Taxperysr idenbfcabion Numbsr™ 1

N

PROVIDER HEREINAFTER

HUED PARTICIPATION AS A
ATES CODE, SECTION
431.107, WELFARE AND

CONDITIONS, AND WITH ¥ ' RMS AND CONDITIONS INCLUDED ON ANY ATTACHMENT(S)

. Term and Termination. This Agreement will be effective from the date applicant is enrolled as a provider by DHCS, or, from
the date provider is approved for continued enrollmant.  Provider may terminate this Agreement by providing DHCS with
written notice of intent to terminate, which termination shall result in Provider's immediate disenrollment and exclusion
(without formal hearing under the Administrative Procedures Act) from further participation in the Medi-Cal program unlass
and until such time as Provider is re-enrclled by DHCS in the Medi-Cal program. DHCS may immediately terminate this
Agreement for cause il Provider is suspendediexcluded for any of the reasons sei forth in Paragraph 26(a) below, which
termination will resull in Provider's immediate disenroliment and exclusion (without formal hearing under the Administrative
Procedures Act) from further participation in the Medi-Cal program. During any period in which the provider is on provisional
provider status or preferred provisicnal provider status, DHCS may terminate this agreement for any of the grounds stated
in Welfare and Institutions Code Section 14043.27(c).

. Compliance With Laws and Regulations. Provider agrees to comply with all applicable provisions of Chapters 7 and 8 of
the Weifare and Institutions Code (commencing with Sections 14000 and 14200), and any applicable rules or regulations
promulgated by DHCS pursuant 1o these Chaplers. Provider further agrees that if it violales any of the provizgions of
Chapters T and 8 of the Welfare and Institutions Code, or any other regulations promulgated by DHCS pursuant to these
Chapters, it may be subject lo all sanctions or other remedies available to DHCS. Provider further agrees o comply with all
federal laws and regulations goveming and regulating Medicaid providers.

* Every applicant and provider must exacule this Provider Agreement. axcept physicians, who must exacute the “Medi-Cal Physiclan Application/agresmens,”

DHCS B210

* The taxpayer identfication number may be a Taxpayer identificabon Mumbar (TIN) or 3 sodal secunty number for sola propisions:

CHACE A8 (rew. 10711)

Page 1 of B
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Medi-Cal Supplemental Changes
(DHCS 6209, Rev. 2/08)

A Medi-Cal Supplemental Changes application is
required to report any of the following actions within
35 days of the date of the change:

1. Toadda:
Business activity
Doing-Business-As (DBA) hame
License, permit, certification, etc.
Medi-Cal Supplemental Changes
- Specialty code
2. Todelete a:
Specialty code
3. Tochange:
A pay-to or mailing address and/or phone
number
A person with ownership or control interest
less than 50%
DBA name
Other information, e.g., legal name change
(marriage, etc.)
4. Miscellaneous:
Issuance of new Provider Identification
Number (PIN)

Further instructions are included on the DHCS 6209,
and California Code of Regulations (CCR), Title 22,
Section 51000.40.

Enrollment Requirements
Page 3-14

Fourth Quarter, 2016



Sample Medi-Cal Supplemental Changes (DHCS 6209, Rev. 2/08)

Sain of Calformin-—Flealih an Fuman Haedoss Agsnoy

Impartant:
Type ar print clearty. in ink.

Faor Medi-Cal retumn completed forms to:
Department of Health Care Services

MEDI-CAL SUPPLEMENTAL CHANGES

Read a Instructions before completing the application,

-
L oL must make correcions, pease ling Thmugh. date, and initial in ink,
-

For Denti=Cal return completed forms o
Medi-Cal Dental Program (Denti-Cal)

Degawtnart of Hoalh Cang Saries

FOR STATE USE ONLY

Change:
M NP1 asaignad o ona or mane oo

(m
A Confirmaton (exsting PIN)

O Desctivata providar rumber

M Deactivata providar ypafocation (sttach lefler spacfyng changa)

Izsuance {new FIN}

Pravider Enrollment Division Provider Enrcliment

M3 4704 PO, Box 15602

P.O. Box 887413 Sacramento, CA 95852-0600

Sacramento, CA 95899-T413 (B00) 423-0507

(916) 323-1945
= This is pot the correct form for reporting a change in business address.
Legel provider name (as listed with e RS) Prvider umber (NP1 or Deni-Cal provider rumibes as spplicebie) | Dale

|

PROVIDER TYPE (check oms)
O Dantst 0O Prysician
M DME M Frovides group
a L M Regstared Dantal Hypwnist Allsmativa Practics
[ Qrthosc and prosthatic O  Transporiation
O  Phamacy O  Oaner provider type (please descrbea)
ACTION REQUESTED (check all that apply)
Add:
0O Businass aciwty obfone Mpay-it o mading only)
O Clinkcal Laboratory Improvemant Amendmant (CLIA) they change iz associated with:
O  Doing-Businass-As (DBA) nama 1
0 Licanses, parmits, cortificatas, oo ] gabiett [drivar, plot ar gecgraphic ara sanved
O Maodical transportaton vohicla, driyl m Fadrirod imtorost lass than 50 parcont
O Salar's Pamit ]
0 MedicaraiOthar NP n
O Spacialty coda ]
O Tamonomy Code ]
Delete: E

Complate only the boxes specific to the action requested. Complefe boxes 35=40. Complete box 41, if applicable.

GENERAL INFORMATION

1. Busihess pame, if dferent

{ )

2. Business lelephore manber

I8 thi & ficlifous business namo?

0 Yes 0 e

¥ yos, lis! $io Ficiious Businoss Mamo SalomoniPonni] rumbsos

Efective dato

L

[Atiach a legible cogry of the recordecstampec Ficliious Business hame Statement or Fictiious Mame Pormit, if applicable.j

3. Pay-to adcress {number, streo:, PO, Box rumbark

=

Siate Kino-digi ZIP code

4. Mailirg aodross fnumbor, sirect, PO, Box rumber)

=

Sinta Mine-digi ZIP code

B.a. Ciirical Laboratory nprovement Amondment
GCLIA) covsficaie nomber (alach & lagids copy)

Eb. Sate Laboraiony LicensoRogistration mimber
(Atach A Bt e

&, MocicarsOther KNP FMocicare Billing Mumiber
{ee mainaiana)

7. EBslx's Permit number (atlach a legible aopy)

B Ary el busieess licenss, pemmil of certifces
numbers {aitad & eghie copy)

A

Q4. Speciaby coceis), ¥ appdcable

Dishirta

DHICE BI05 (v 2049

Fage 5 of 10
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Medi-Cal Rendering Provider
Application/Disclosure Statement/
Agreement for Physician/Allied Dental
Providers (DHCS 6216, Rev. 2/15)

A new Medi-Cal Rendering Provider Application is
required when adding an (unenrolled) Rendering
Provider to the Denti-Cal Program.

All modifications pertaining to information previously
submitted on the application must be submitted in
writing to Denti-Cal within 35 days of the date of
change.

Further instructions are included on the DHCS 6216,
as well as in California Code of Regulations (CCR),
Title 22, Section 51000.30.

Enrollment Requirements Fourth Quarter, 2016
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Sample Medi-Cal Rendering Provider Application/Disclosure Statement/Agreement for Physician/Allied
Dental Providers (DHCS 6216, Rev. 2/15)

Brate f Cablorras—Hoolth and Homin Borcasd Agency Diapartrat of Hosllh Covd Bavvess

MEDI-CAL RENDERING PROVIDER APPLICATION/DISCLOSURE
STATEMENT/AGREEMENT FOR PHYSICIAN/ALLIED/DENTAL PROVIDERS

Important: FOR STATE USE ONLY

= Read all instructions before completing the application.

= Typea or print cleady, inink

» [ you must make comrections, please line through, date, and initial in ink

» For Medi-Cal refum completed foms 1o For Denti-Cal retumn completed forms to:

Depanment of Health Care Sedvices Depanment of Heallh Care Services
Frovider Enrallment Division Medl-Cal Dental Program (Denti-Cal)
KIS 4704 Provecior Enallrment

F.0. Box 867412 P.0. Box 15608

Sacramento, CA 95899-7412 Sacramento, CA 95852-0609

(916) 323-1245 (B00) 423-0307

[ Preferred provider status requested pursuant to Welfare and Institutions Code
Section 14043 26(d). Al qualifying documentabion and cover letter atlached.
Do not use staples on this form or on any attachments. Do not use correction fluid or tape.

Do il leave vestions, boxes, Foes, eic, Mank. Erter WA i rrot ﬂ'ﬁh’r o you.
Enealimant achon raquasted [anack|+ | a1l (N3l Sppl) Malional Prowidar [deralar (NP1 Data

[ meaw randacing physscanialisd/dental provider f f
Provider Type (chack o) [ Chirspractor [ Prysszian
O audaiogist [ oenctst [ Podiatrist [ Registered Dental Hygienst Atenstve Pracicos
[ Certified Nurse Midwite [ optometrist [ Prosthetist O other
[ Certified Registened Nurse Anesthetist [ Oxthaties [ Peycheologiet

1 Legal name of applicart # [lahe of orih 3 Garnder

o0
4, Reskdercs addresss (membes, sxesl e Nine -0 gil ZF code

5 Wy M30rEss hnbar i Ning @ il 289 co

B Soral securty mumber |

B Prafeasional lcerme cerlficalei
renbaor {atnch gkl co

5. Business acdress [ofcenosy e - Mine-dige ZIP code

10 Busness kiepnone number | 19, Contact persor’s neme I 12. Contect person's

{ ) { }

gne nimber I13. Cordac peragn’s s-mal address
T4 Provicar numbar (NP or Deri-Cal Srov der Mambaer a6 apphcabie) of proup being jsined

15 Proof of Professional Liability Insurance-Applicant must attach a copy of thelr certiNcate of imadpractice] inserance bo this applicatdon,
Hama & Fiurance oo pany

IFeUrance poicy number DOrabe pOBCy [8808d [mmuadinny Experaton Deate of podcy [mmiddiin
Iraurance sipe 3 name—firal) II“I“;:I ; (haasl) — i, Br, el
Telaphere amber Fax rumibe E-nal sfdets

{ ) { !

DISCLOSURE INFORMATION

Respond to the following guestions:

1. Within ten years of the date of this statement, have you, the applcantiprovider, been convicted of
any felony o misdemeanor imvolving fraud or abuse in any government program? Oves [ONe
If yes, provids the date of the comiction (mmfddiyyyy):
2. Within ten years of the date of this staterment, hava you, lhe applicantiprovider. been fownd liable for
fraud or abuse invalving A governmeant program in any civil proceading? Ovyes [ONa
If yes, provida the date of final judgment (mmdddiyyyy):
3. Within ten years of the date of thig statement, have you, the apphcantiprovider, enlered into a

sctilemont in iow of conviclion for frawd or abuse involving a gevernment program? OYes [ONo
If yes, provide the date of the setilemant (mmfddiyyyy)
BHES B39 frev. 5] Page 3 of 5
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Successor Liability with Joint and Several
Liability Agreement (DHCS 6217, Rev. 2/08)

A Successor Liability form is required to transfer
liability in the result of a sale of practice.

Providers are reminded to also complete and submit:

either the Medi-Cal Provider Group
Application (DHCS 6203) or Medi-Cal
Provider Application (DHCS 6204)

the Medi-Cal Disclosure Statement (DHCS
6207)

Medi-Cal Provider Agreement (DHCS 6208)

Further instructions are included on the DHCS 6217.

Enrollment Requirements Fourth Quarter, 2016
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Sample Successor Liability with Joint and Several Liability Agreement (DHCS 6217, Rev. 2/08)

Hals of Caifearia-1ioall mnd Human Soivizes Agency Deepeaitivesid of Mleall Cave Servioas

SUCCESSOR LIABILITY WITH JOINT AND SEVERAL LIABILITY AGREEMENT

This section is 10 be signed and dated by provider transferor and transferee applicant

and acknowledge thal
{legal nama of provider transferor on file with IRS) {legal name of transferes appicant on file with IRS)

Ihe Medi-Cal Provider Agreemeni behaeen the provider Irsnsferor and the Depafment of Heallh Cane Sendces (DHCS) lor The business

operalions al is being assigned 1o Ihe lransferee applicant
(straat addmeas city and rine-dgit 2ip ooda of incation Beng Fanstarred]

efiective L

(effechive date of ransfar)
The provider iransferar and transleree applicanl acknowledge and agree hat thay bolh will be janty and severally Fable for all debls
arising from the Medi-Cal Provider Agreement applicatle (o the localion indicaled betow, from he dale of this agreement unlil the rans-
feree applicant’s applicalion is either aporoved or denied. Bolh transferor and ransferee agree nol 1o submil any claims o DHCS using
an NP undess that NP s appropriately regstened with the Centers for Medicane and Medicaid Services (CWS) and is in compliance with
all NP requirements establizhed by CMS as of the dale he claim is submilled. Bolh ranslercr and transleree agree thal submission of
an NP to DHCS as par of an appicabon o use hal NP for billing senices conslilutes an implied representation thal the NP1 submitted
& appropriately registered and in compliance with all CMS requirements at the ime of submission, Both transferor and transferee agree
Ihal any subseguenl defiect in regstralion or compliance of the NP1 conslilules an “addiion o change in Ihe information previcusly sub-
mitted” which must be reported to DHCS under the requirements of Calfornia Code of Regulations, Tille 22, Seclion 51000 40.

FOR PROVIDER TRANSFEROR .
Signed this day of S m

{day of month} k¥ | U [wear)
i , Gdlife

il 7.

Eo trarfstano {date)
) )
{cument NPT or Deni-Cal provider mn\uﬂ pﬂmffm tr1r:| " hsefiud Businass™ name of provider ranslenor, if aopicable)
Pl

FOR TRANSFEREE APPL [
Signed this day of .

{day of momn; {manth) {voar)
in , California.

{nama of county where signed)

[
{signature of ransfese spplcant) ()

jeurrant NP| or Dwrti-Cal providar numiber of ransieanme appicant. i apoicabla) {"Flcitous Businass” nama of ranstarss applicant, if apobeabla)

| , declare under penalty of perjury under the laws of
{name of ransferes applicant)
the Slate of California that | meel all of the requirements 1o be a Medi-Cal provider.

Execuled al , . on f 7
Loty isiata] [date)

Notary Public

Motarization iz required. The Cerificate of Acknowledgement signed by the Notary Public must be in the form specified in
Section 1189 of the Civil Code.

This letler should be posimarked no later than five (5) days afler the occurrence of the circumstance listed in California Code
of Regulations (CCR), Title 22, Section 51000.20{b). The transferee applicant musl submil a complete application package
1o be received by (ne Depariment within 35 days of the occurrence of a circumstance listed in (b1}, (b)(2), (b)(E), or (B)T).
This is required per CCR, Tille 22, Section 51000.30{b).

DHCE A21F e 208)
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National Provider Identifier Registration
Form (DHS 6218, Rev. 2/08)

Billing and rendering providers enrolled in the Denti-
Cal program prior to 5/23/07 must register their
NPI(s) using either the following:

1. NPI Registration Form (DHCS 6218)
2. Denti-Cal NPI Collection System

Providers may request an NPI Registration Form by
calling the Denti-Cal Telephone Service Center at
(800) 423-0507 or by accessing the NPI Registration
Form (DHCS 6218) on the Denti-Cal Web

site: http://www.denti-cal.ca.gov/WSINPIInfo.jsp?
fname=NPIMain.

The Denti-Cal NPI Collection System is found on the
Denti-Cal Web site: http://www.denti-cal.ca.gov/
WSI/NPIWebCollection.jsp?fname=NPIWeb
Collection.

Enrollment Requirements
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Sample National Provider Identifier Registration Form (DHS 6218, Rev. 2/08)

STATE OF CALFORNA-HEALTH AND HUMLN SERYVICES AGENCY

Mational Provider |dentifier
Registration Form

This form is being used to register your Mational Provider Identifier (MPI) with the California Department of Health Care Services
Provider Enrollment Division (FED). Medi-Cal Dental Program (Denti-Cal), and Child Health and Disabdity Prevention Program
(CHDP). Al areas with an astenisk (*) are required. It you have any questions or need assistance with this form, please call the
applicable MP| Helpcdesk:

Medi-Cal — 1-800-541-5555 Denti-Cal - 1-800-423-0507
NOTE: A separate NPI registration form Is required for each existing Provider number.

DEPARTMENT OF HEALTH CARE SERMCES

WP (WA & gy of B Ok SR PE S NP oosfine Shon Ieser i s
form

gL B ey (e L Frovndes BB Frowdar Mama

"PLEASE PROVIDE one of the following for Med-Cal, Dent-Cal or CHOP:
Last 4 digits of Social Security Number [S5H)

Provider |dertification Mumber [PIN) R Lastd ﬁg’thﬂmﬂldvmlﬁclﬁmthr[TN O
TH S5H
o

Privacy Statement (Civil Code Sectlon 1798 et seq.)
The information requested on this form is required by the Depariment of Health Care Services for purposes of identification and
decument processing. Furnishing the infermation requested on this form is mandatery. Failure to provide the information may
result in your request being delayed or not be processed.

PROVIDER TAXONOMY CODE INFORMATION = Pleate enter each Taxonomy Code you provigad ir] the ndhgpplication to CMSMPPES to oblain

this MPI. Enter any additional Taxonory Codes on the reverte side of thit form.

Primany Taxoromy Code

NON-PHYSICIAN MEDICAL PRA
previded in the onigingl spplication tof U4

A Litern FUmDor AGTI C]

Some Medi-Cal, Denti-Cal an
of the NP1 will automatically u
on the reverse side of this f

CONTACT INFORMATION FOR FOLLOWL-UP j |
*Firss Hams Liaak Nar
"Contact P hone Mumber ol il Ackress. bor conimmabon of processed NP {Siresd, Oy, Stale, Ig)

{ 1

| daclare under panalty of perjury under the laws of the State of Calfornia that the foregoing information in this document and in the
attachments are true, accurate, and complete to the best of my knowledge and belief. | declare that | have the authority o legally bind the
provider.

"Frnt Mams and Title of Authonzed Fepresentaing of Provider

* Aummoazed Represanlaive of Privider Sigraure *‘Date

Return completed form to:
O Medi-CalCHDP O

Denti-Cal
California Department of Health Care Services California Department of Health Care Services

PRO - NPl Help Desk Medi-Cal Dental Frogram
Medi-Cal Fiscal Intermediary Provider Enroliment

PO Box 13811 PO Box 15509

Sacramento, CA 95853-0046 Sacramento, CA 85852-0609

Agresment Update Information on reverse side

DHCE 8210 (Few. D008
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Provisional Provider Status

The Welfare and Institutions Code (W & 1) states:

Section 14043.26 - New providers will be enrolled as
“provisional providers.” These providers shall be
subject to the terms of provisional provider status for
a period of 12 months from the date of enroliment.
After successful completion of the 12-month
provisional period, the provider’s status will be
changed to reflect regular, active status.

All applications must be processed within 180 days
and, upon approval, are granted provisional provider
status for 12 months. If the provider is not notified
after 180 days, provisional provider status will
automatically be invoked.

Section 14043.28 - Providers who are subsequently
denied enrollment will not be eligible to reapply for a
period of three (3) years.

Section 14123.25 - Providers will be notified of
improper billing practices via deficiency notices.
Subsequent notices to the same providers may result
in civil penalties being imposed by the Department.

Section 14172.5 - The Department shall pursue
liquidation of overpayment 60 days after issuance of
the first statement of accountability or demand for
repayment, regardless of the status of the provider’s
appeal.

Preferred Provisional Provider Status

The Welfare and Institutions (W & 1) Code section
14043.26(d) allows providers who meet the criteria
identified in that section to be considered within 60
days for enrollment in the Medi-Cal program as
preferred provisional providers.

Based upon the authority granted to the director of
the Department of Health Care Services (DHCS) in W
& | Code section 14043.75(b), the director has
established the following procedures that must be
followed for a provider to request enroliment in the
Medi-Cal Dental program as a preferred provisional
provider. These procedures implement W & | Code
section 14043.26(d) as it relates to dental providers
and have the full force and effect of law pursuant to
W & | Code section 14043.75(b). These procedures
are effective for all application packages received on
or after December 27, 2012.

If the applicant does not meet the criteria for a
preferred provisional provider, or the application
package submitted fails to meet the requirements set
forth, the applicant shall be notified within 60 days,
and the submitted application package shall be
processed under W & | Code section 14043.26 within
180 days from the date of the notice to the applicant
or provider that s/he does not qualify as a preferred
provider.

If a provider has already submitted an application to
Denti-Cal for enrollment and they would like to
request to be considered for a preferred provisional
provider, they must meet all the criteria in item two
below and submit all documentation listed in item
two that was not already included in application
package submitted along with a Cover Letter for
Preferred Provisional Provider Enrollment as directed
in item three below.

If the Medi-Cal Dental Program finds that a provider
falsely certified that they meet the criteria to be a
preferred provisional provider, the Medi-Cal Dental
Program will recoup all payments for claims from
Denti-Cal to provider.

Procedures for Enrollment as a
Preferred Provisional Provider

An applicant or provider requesting consideration for
enrollment as a preferred provisional provider must
do all of the following:

1. Submit an application package that includes
the:

Medi-Cal Provider Group Application
(DHCS 6203, Rev. 2/08) or the Medi-Cal
Provider Application
(DHCS 6204, Rev. 2/08)
Medi-Cal Disclosure Statement
(DHCS 6207, Rev. 2/15)
Sample Medi-Cal Provider Agreement
(DHCS 6208, Rev. 11/11)

The words “Preferred Provisional Provider”
must be clearly written by the provider in
bold print at the top of the first page of the
Medi-Cal Provider Group Application or the
Medi-Cal Provider Application. Failure to
disclose required information or the
disclosure of false information in the

Enrollment Requirements
Page 3-22

Fourth Quarter, 2016



application package requesting enroliment
as a preferred provider, its attachments or
in the Cover Letter for Preferred Provisional
Provider Enrollment or its required
statement, will result in denial or
termination of the provisional provider
status, and may result in further legal
action.

Meet all of the following criteria and submit
the listed documentation at the time of
submission of the application package to the
department:

Hold a current license as a dentist issued by
the Dental Board of California, which has not
been revoked, whether stayed or not,
currently suspended, on probation, or
subjected to other limitation. To meet this
criterion, the applicant must include a copy
of his/her dental license.

Submit documentation showing the dental
provider is credentialed by a health care
service plan licensed under the Knox-Keene
Health Care Service Plan Act of 1975.
Documentation may come in various forms
including, but not limited to, a letter by the
Knox-Keene licensed plan notifying the
provider that they have successfully enrolled
in the Knox-Keene licensed plan, the
provider's most recent beneficiary roster
from the Knox-Keene licensed plan without
PHI, or proof of payment by a Knox-Keene
licensed plan.

Have never had revoked and/or suspended
privileges through the California Medicaid
program Medi-Cal Dental.

Have no adverse entries in the Healthcare
Integrity and Protection Data Bank/National
Practitioner Data Bank (HIPDB/NPDB). To
meet this criterion, the applicant must
submit documentation from HIPDB/NPDB
verifying that the database has no adverse
entries regarding the applicant.

Include in the application package a Cover
Letter for Preferred Provisional Provider
Enrollment in which the applicant declares
under penalty of perjury under the laws of
the state of California that s/he meets all the

criteria of a preferred provisional provider,
has no adverse entries in the HIPDB/NPDB
and holds a current license as a dentist
through the Dental Board of California,
which has not been revoked, whether stayed
or not, suspended, placed on probation, or
subjected to other limitation. The provider
shall identify the place in California where
the statement is made and include the date
and signature of the applicant.

Fourth Quarter, 2016
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Tax Identification Number

Verify Your Tax Identification Number (TIN)

The Denti-Cal Program reports annually to the
Internal Revenue Service (IRS) the amount paid to
each enrolled billing provider. The Business Name
and TIN must match exactly with the name and TIN
on file with the IRS. TINs may be either a Social
Security Number (SSN) or an employer identification
number (EIN), which are printed on the front of the
check and on the Explanation of Benefits (EOB).
Please verify that the Business Name and TIN on the
next check/EOB are correct. If the Business Name and
TIN do not match, the IRS requires Denti-Cal to
withhold 28% of future payments.

Providers do not need to notify Denti-Cal if the
Business Name and/or TIN appearing on the Denti-Cal
check/EOB are correct.

Updating Your Tax ldentification Number

Updating your TIN is necessary only when:

The Business Name and/or TIN are incorrect.
A Medi-Cal Supplemental Changes — DHCS
6209

(Rev. 2/08) form is required to make
necessary changes. Please attach a valid,
legible copy of an official preprinted
document from the IRS (Form 147-C, SS-4
Confirmation Notification, 2363 or 8109C).
The business type has changed (for example:
sole proprietorship, corporation or
partnership). Providers are required to
complete a new Medi-Cal Provider Group
Application — DHCS 6203 (Rev. 2/08); or

a Medi-Cal Provider Application — DHCS 6204
(Rev. 2/08), Medi-Cal Disclosure Statement —
DHCS 6207 (Rev. 2/15), and Medi-Cal
Provider Agreement - DHCS 6208 (Rev.
11/11).

Provider has incorporated. Attach a valid,
legible copy of the Articles of Incorporation
showing the name of the corporation and a
legible copy of an official preprinted
document from the IRS (Form 147-C, SS-4
Confirmation Notification, 2363 or 8109-C).
A provider’s corporation is doing business
under a fictitious name. Attach a valid,

legible copy of the fictitious name permit
issued by the Dental Board of California.

To obtain a current application form, please contact
Denti-Cal toll-free at (800) 423-0507 or visit the
Denti-Cal Web site: http://www.denti-cal.ca.gov/
WSI/Prov.jsp?fname=ApplicationForms. Failure to
submit the appropriate form(s) and supporting
documentation will delay the processing of the
enrollment application and it will be returned as
incomplete.

To obtain the Tax Identification Change Form, please
visit the Denti-Cal Web site: http://www.denti-

cal.ca.gov/.

Enrollment Requirements
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Tax Identification Change Information

TAX IDENTIFICATION CHANGE INFORMATION

Provider 10 Number Service Office Number

Doing Business As Name

Tax ldentification Number - - or __ __ - ____ _
(SSN) (EIN)
Billing Provider Name
(Please Print)
Billing Provider's Signature Date
Fourth Quarter, 2016 Enrollment Requirements
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No Claim Activity for 12 Months

In order to remain actively enrolled in the Denti-Cal
Program, providers must comply with all enroliment
requirements.

Denti-Cal Program providers will automatically be
inactivated from the Denti-Cal Program if any of the
following occurs:

Dental license is expired, revoked,
inactivated, denied renewal, or suspended
by the Dental Board of California;

Mail is returned by the post office marked
“Undeliverable” due to incorrect address;
Twelve months with no claim activity in the
Denti-Cal Program.

Upon inactivation, providers will be required to re-
apply to the Denti-Cal Program. To receive the most
current enrollment application and information,
please request an application by calling the
Telephone Service Center at (800) 423-0507 or going
to the Denti-Cal Web site: http://www.denti-
cal.ca.gov/WSI/Prov.jsp?fname=ApplicationForms.

As a participating Denti-Cal provider, it is important
to keep Denti-Cal records up to date by promptly
reporting any changes to previously submitted
information, e.g. name and address changes, the
addition of associates or the sale of a practice.
Providers must notify Denti-Cal in writing to change
or correct your provider name/address information.
Denti-Cal must receive a signed authorization within
35 days from the date the change occurred in order

to make any changes to provider information records.

Providers who have had no claim activity (submitting
no claims or requesting reimbursement) in a 12-
month period shall be deactivated per Welfare and
Institutions Code Section 14043.62 which reads as
follows:

The department shall deactivate, immediately and
without prior notice, the provider numbers used
by a provider to obtain reimbursement from the
Medi-Cal program when warrants or documents
mailed to a provider’s mailing address or its pay to
address, if any, or its service or business address,
are returned by the United States Postal Service as
not deliverable or when a provider has not

submitted a claim for reimbursement from the
Medi-Cal program for one year. Prior to taking this
action the department shall use due diligence in
attempting to contact the provider at its last
known telephone number and ascertain if the
return by the United States Postal Service is by
mistake or shall use due diligence in attempting to
contact the provider by telephone or in writing to
ascertain whether the provider wishes to continue
to participate in the Medi-Cal program. If
deactivation pursuant to this section occurs, the
provider shall meet the requirements for
reapplication as specified in this article or the
regulations adopted thereunder.

To remain active in the Denti-Cal Program, complete
the form on the previous page and mail it to:

Denti-Cal

Attn: Enrollment Department
PO Box 15609

Sacramento, CA 95852-0609

If the form is not received by Denti-Cal prior to the
end of the 12-month period, the provider number will
be deactivated. If a provider number is deactivated,
the provider must reapply for enroliment in the
Denti-Cal Program. To request an enrollment package
contact Denti-Cal toll free at (800) 423-0507.

The No Claim Activity form is available on the Denti-
Cal Web site: http://www.denti-cal.ca.gov/.

Voluntary Termination of
Provider Participation

A provider may terminate his or her participation in
the Denti-Cal Program at any time. Written
notification of voluntary termination must include the
provider's original signature, in blue or black ink
(rubber stamps are not acceptable), and a current
copy of the provider’s driver’s license must be
attached for signature verification. Send to:

Denti-Cal

Attn: Provider Services

PO Box 15609

Sacramento, CA 95852-0609

Enrollment Requirements
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No Claim Activity for 12 Months Form

No Claim Activity for 12 Months

Froviders who have had no claim activity (submitting no claims or requesting reimbursement) in 2 12-month pericd
shall be deactivated per Welfare and Institutions Code Section 14043.62 (a) which reads as follows:

The department shall deactivate, immediately and without prior notice, the provider's number, including afl
business addresses used by a provider to abtain reimbursement from the Medi-Cal program when warrants or
documents mailed to a provider's mailing address or its pay to oodress, if amny, or Its service or business address,
are returned by the United States Postal Service as not deliverable or when a provider has not submitted a claim
for reimbursement from the Medi-Cal program for one year. Prior to taking this action the department shall use
due diligence in attempting to contact the provider at its last known telephone number and ascertain if the
return by the United 5tates Postal Service is by mistake or shall use due diligence in attempting to contact the
provider by telephone ar in writing to ascertain whether the provider wishes to continue to participate in the
Medi-Cal program. If deactivation pursuant to this section occurs, the provider shall meet the requirements for
reapplication as specified in this article or the regulations adopted thereunder.

If wou have not had any claim activity in a 12-month period, and wish to remain an active provider in the Denti-Cal
Frogram, please complete the bottom portion of this form and mail to: Denti-Cal, Medi-Cal Dental Program, P.O, Box
15609, Sacramento, CA 95852-0609. If your provider number is deactivated, you must reapply for enrollment in the
Denti-Cal Program. To reguest an enrollment package contact Denti-Cal toll-free at (800) 423-0507.

Yes, | wish to remain a provider in the Denti-Cal Program because:

Check the box that applies to your practice:

[ FQHC/RHC (Federally Qualified Health
Climic/Rural Health Clinic)

Provider Mame Provider Humber
CA
Provider Address City State Lip Code

Submit Form

Resat Form

o O8I0
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Enrollment of Billing Intermediaries

Denti-Cal providers who use a billing intermediary for
claims preparation and submission must notify Denti-
Cal of their billing arrangements. A billing
intermediary may include any entity, such as a
partnership, corporation, sole proprietorship or
individual, contracted with a provider to bill the
Denti-Cal program on his or her behalf. A provider's
salaried employees are not considered billing
intermediaries.

A provider who wishes to use a billing service must
complete a Medi-Cal Dental Provider and Billing
Intermediary Application/Agreement and send it to
Denti-Cal. A provider should use this form to notify
Denti-Cal of the initiation, renewal or termination of a
billing intermediary contract. Billing services
submitting claims to Denti-Cal must register with the
Denti-Cal Program by completing a Billing
Intermediary Registration Form. Upon registration,
Denti-Cal will assign a registration number which the
billing service must include on all claims submitted.
To obtain either a Medi-Cal Dental Provider and
Billing Intermediary Application/Agreement or a
Billing Intermediary Registration Form, providers
should call Denti-Cal toll-free at (800) 423-0507 or
write to:

Denti-Cal

Attn: Provider Services

PO Box 15609

Sacramento, CA 95852-0609

When a provider notifies Denti-Cal of billing service
arrangements, Denti-Cal will acknowledge the
notification within 10 days. Denti-Cal will also notify a
provider when one of the following occurs:

A billing intermediary notifies Denti-Cal that
it has contracted with a provider;

A billing intermediary notifies Denti-Cal that
it has terminated its contract with a
provider;

A billing intermediary that submits claims for
a provider notifies Denti-Cal that it is
withdrawing its registration as a Denti-Cal
billing intermediary;

The Department instructs Denti-Cal to
withdraw the registration of a provider's

billing intermediary.
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Sample Medi-Cal Dental Provider and Billing Intermediary Application/Agreement - Page 1

Denti-Cal

Eafitcemia Medh-Cal Dutal Program

MEDI-CAL DENTAL PROVIDER AND RILLING INTERMEDIARY APPLICATION/AGREEMENT

Important:
«  Type or print clearly, in blue ink
*  Ifyou make cormections, please line through, date, and initial correction inink
L] For Medi-Cal roturm com pletied Application fAgnedmomnt o
Medi-Cal Dental Program [Denti-Cal)
Provider Enrollment

PO, Box L5605
Sacramento, CA 95952-0609
[B00) 423-0507
1) Type of Request: O nitial Registration O Terminate Registration
O Add Provider{<) [ Delee Provider(s)

Do not leave any questions, boxes, Knes, ctc. blank Enter NAA if nol applioable to vouw.
PROVIDER INFORMATION

i‘\. Prowvder !\lmru-:ful.: J:g;l]
;

)| Deng Business Name [if applicable y Mational Prow.der Ide o fuy (NP
3) E [ifappl 1 (4) e (WTT)
.
5-. Provider Service Adkdress [ number, street] City I State I ZIF Code
L
. = £
.. | Camtract Begin Date {men/dd/yyry) =1 Conlry ;,:-Eq‘fm;-‘l ey _,l'r_-, Mew Contract
&) iy r
e f i | | yes O] noJ
_"3'\ Contact Person Trtle/Positian /_ -\.I e h Emall fd drefs rP"'_
Cantact telepione number [ rovedfi Llceng g oo Stabe-Ledubd 1daehificagdn Nodder agdistasd af ssaance [atach a legble copy)
a |

BILPRR IREGRMATION (If otldr thish the broyifler b rviet)
Owrer Name [full legal mame h‘.L‘L‘Qr rm}f {?‘_«n'\.p,-"l. hfrest illeksetice Trirphane Number
]

i l:h__ui-rr‘[‘r \.ll.rsjud by the IRS | Business License/Tax Cernficate Number

1'1/ Business Address [.-urn'lm-:.s::rc‘?l / L/L-" |"3'7Y |5*"'"IE | &y

Biller Secvice Regatration Numb ] rupU\r 14

Ao

= Owrer contact namber o Drover's License o Scate-lisued Ideptificaton Numbe:s and State af [isaance (attach a l=ghle copy)
@ )
Full legral mamels red s and mry essurned Broiness ianres{s ), aokfress rwd Netional Frovider Identifierfs).
Submit a legible copy of the following documents [required)
o Provider and Billing Intermediary Apglication/Agreement
+  Billing lne rmediary Service Contracys)/Agreement (=)
»  Biller Busimess Livense/ Tax Certificate
= Provider Driver's Licenso or Suate-lssued Identfication Number Cand
+«  Biller Driver's License or State-l1ssued lde ntifcation Nomber Card
Tae Frovider and Biller agree to provide Denti-Cal with the abowve information requested in order to verify qualifications to act as a
Medi-Cal Dental Incermediary Biller.
(13) [ PROVIDER SUGNATURE INFORMATION
Fall Printed Mame Tite
Provider Signature [original signature required) Cate {mm/dd vl
! Al
BILLING SERVICE SIGNATURE INFINIMATION
Fall Printed Name Tite
Owrer [oreginal signature required) Date {mm/dd /vl
! !
DTH. B-PRV.FRM024 Versin A Print Diabe. 253012 Page 1 of 2
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Sample Medi-Cal Dental Provider and Billing Intermediary Application/Agreement - Page 2

The Provider/ Biller hereby acknowledges that he /she has read and understands the Medi-Cal Dental Program Provider
Handbook and its contents, and agrees to comply with all Medi-Cal and Denti-Cal requirements, to include fature
updates as posted on the Dentl-Cal web site: www denti-cal ca pov

Fora minimum period of five (5) vears the Provider/ Biller agrees to keep and maintain records of each such serviee
rendered, the bencficiary or person to whom rendered, the date the service was rendered, and such additional
information, which may be required by regulation. The Provider/ Biller agrees 1o furnish these records and any
information regarding payments claimed for providing the services, on request, to the California Department of Health
Care Services; California Department of [ustice; Bureau of Medi-Cal Fraud, Office of the State Controller; California
Department of Corporations; U, 5, Department of Health and Huran Services, or their duly authorized representatives.

The Provider/Biller acknowledges that anyone who misrepresents or falsifies or causes 1o be misrepresented (or
falsified) any records or other information may be subject 1o legal action, including, bur not linited 10, criminal
prosecution, action for civil money penalties, administrative action to recover the funds, and decertification of the
Prowider/Biller from participarion in the Medi-Cal program andfor hilling either electronically or manoally.

The Provider/Biller agrees not 1o submit claims 10 or demand or otherwise collect reimbursement from a Medi-Cal
heneficiary or from other persons on behall of the beneficiany for any service included in the Medi-Cal program’s scope
of benefits in addition to claims submitied 1o the Medi-Cal program for that service, excepl o collect payments due

where the benefits available under the Medi-Cal program duplicate those provideehunder other contractual or legal
entitlements of the person or persons recelving them.
The Provider further agrees that dental care services are offered a ; with Ic:&rl ination based on race,
religion, color, national or ethnic origin, sex, age, WI CTi.'ii,Hﬂi“l L il stkis, o sexual orentation.
i .r"'"_‘\ 1
1__3.. PROVIDER SIGNATURE INFORM ﬁﬂjﬂ' IS
Fiall Primted Namae L‘J ( n Tatlfs J }
Provider Sigmatire fnngm:lﬂp{:v m}t\ |7' i Wﬂiﬁwﬂ
Lt J f
BILLING SERVICE SIGNATURE INFORGATION h o
Full Printed Name r ) j U | =Tatl= =
Fi —
Thamer [onginal signature -rr'n_mU = Date [mm [dd fyyey]
i [
DTH: B-PRV-FRM-028 Vosion: A Print Date: 2972012 Puu_;; 2al2
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How to Complete the Medi-Cal Dental
Provider and Billing Intermediary
Application/Agreement

Providers must use this form to notify Denti-Cal when
they initiate, renew or terminate a contract with a
billing intermediary. The form contains the following:

1. Type of Request: Use an “X” to indicate the
request type:

Initial Registration
Add Provider(s)
Terminate Registration
Delete Provider(s)

2. Provider Name (full legal): Enter the provider’s
name.

3. Doing Business Name (if applicable): Enter the
provider’s “Doing Business As” name.

4. National Provider Identifier (NPI): Enter the
provider’s NPl number.

5. Provider Service Address (number, street): Enter
the provider’s street address, city, state, and zip
code in these fields.

6. Contract Begin Date (mm/dd/yyyy): Beginning
date of the contract between the provider and
the billing intermediary.

7. Contract End Date (mm/dd/yyyy): Date the
contract between the provider and billing
intermediary will end (unless it is renewed).

8. Contact Person Title/Position: Enter the name,
title, e-mail address, telephone number (with
area code), and driver’s license or state-issued
identification and state of issuance in these
fields.

If the biller’s information is different than the
provider of services, then complete the following
sections:

9. Owner Name (full legal name with 5% or more
ownership/interest): Enter the owner’s name
and telephone number.

10. Biller Service Registration Number: The
registration number assigned to the billing
intermediary, if applicable. (NOTE: The assigned
registration number may not yet be available to a
provider who is notifying Denti-Cal of a new
contract with a billing service, especially if the

billing service has not yet registered with Denti-
Cal).

11. Business Address (hnumber, street): Complete
the fields for the billing service’s address,
including street address, city, state and zip code.

12. Owner contact number: Enter the owner’s
telephone number (with area code) and driver’s
license or state-issued identification and state of
issuance in these fields.

13. PROVIDER SIGNATURE INFORMATION/BILLING
SERVICE SIGNATURE INFORMATION: Both the
provider and the billing service need to sign both
page one and page two of the form.

When submitting the form, make sure to include the
following:

Provider and Billing Intermediary
Application/Agreement

Billing Intermediary Service
Contract(s)/Agreement(s)

Biller Business License/Tax Certificate
Provider Driver’s License or State-Issued
Identification Number Card

Biller Driver’s License or State-Issued
Identification Number Card

Fourth Quarter, 2016
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Electronic Data Interchange (EDI)

To submit documents and receive corresponding
reports electronically, dentists who have enrolled and
are certified to participate in the Denti-Cal Program
must apply and be approved by Denti-Cal to
participate in the EDI program. The Medi-Cal Dental
Telecommunications Provider and Biller
Application/Agreement (for electronic claim
submission), hereinafter “Trading Partner
Agreement,” must be signed and submitted along
with the Provider Service Office Electronic Data
Interchange Option Selection Form. Failure or refusal
to sign this Agreement may be grounds for immediate
suspension from participation in the electronic claims
submission program pursuant to Title 22, California
Code of Regulations (CCR) §51502.1(j). This
Agreement is also required for EDI clearinghouses
and billing intermediaries billing electronically on
behalf of Denti-Cal providers. Providers can also
authorize Denti-Cal to provide remittance data
electronically by completing the Electronic
Remittance Advice (ERA) Enrollment Form.

When a provider is enrolled in the Denti-Cal EDI
program, Denti-Cal sends the provider a letter
confirming the provider’s EDI enrollment.
Confirmation is also sent by e-mail if a valid e-mail
address is available.

“Section 6: Forms” of this Handbook gives
instructions for completing all required billing forms.
Denti-Cal's Electronic Data Interchange (EDI) service
gives participating providers the option of submitting
many of these completed treatment forms
electronically to Denti-Cal and receiving related
information electronically.

HIPAA-Compliant Electronic Format Only

Denti-Cal accepts only the HIPAA-compliant
electronic format for claims (ASC X12N 837) and claim
status (ASC X12N 276) from certified trading partners.
A provider submitting claims electronically is required
to undergo certification for the HIPAA-compliant
format. However, if a provider is submitting claims
electronically through its contracted clearinghouse,
only the clearinghouse must be certified. In this case,
a provider must ensure that its contracting

clearinghouse has been certified through Denti-Cal,
prior to submitting claims.

Ineligibility for EDI

A Denti-Cal provider is not eligible for EDI if, within
the past three years, criminal charges were filed
against the provider for fraudulently billing the Medi-
Cal program, or if the provider has been suspended
from the Medi-Cal program, or has been required to
pay recovery to Medi-Cal for overpayments in excess
of 10 percent of the provider’s total annual Medi-Cal
income.

If a Denti-Cal provider has been placed on Prior
Authorization (PA) and/or Special Claims Review
(SCR), submitting electronically is still possible.
Providers must flag the radiograph or the attachment
indicator to “Y” (Yes) for procedures on PA and/or
SCR to avoid the claim from being denied.

A copy of the HIPAA Transaction Standard Companion
Guide (Denti-Cal EDI Companion Guide), as well as
the Trading Partner Agreement, can be obtained by
phoning Telephone Service Center toll-free at (800)
423-0507 or (916) 853-7373 and asking for EDI
Support. Requests may also be sent by e-mail

to denti-caledi@delta.org.
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Sample Medi-Cal Dental Telecommunications Provider and Biller Application/Agreement

STATE OF CALFORNIA = CALIFORNLA HEALTH AND HUMAN SERVICES AGENCY CALIFORM A DEPARTMENT OF HEALTH CARE SERVICES

MEDI-CAL DENTAL TELECOMMUNICATIONS PROVIDER AND BILLER AFFLICATION/AGREEMENT
(For electronic claim submission)

1.0 IDENTIFICATION OF PARTIES
This agreement is between the State of Califormia, Califormia Department of Health Care Services, hereinafter
referred to as the "Department” and.

FROVIDER INFORMATION

Provider namss (Ll gl

Businoss Hams (i appicasie; Hanonal Froveder idevifar HFT)

Frovider SBrvice S00MSs (Rumber, veeet] City | Ttate | I Code

Tontact person Emall Address

TonMact pareon AOCKEYS (UMEs, Sneel] Ty | Ttate | I Code

E:Fﬂldhlnh:n-mlrdnf Curently avtigned submitter number (otherwine, lesve blank bo be assigned # new submifier numbar)
BILLER INFORMATION (If other than the provider of service)

Blar nans (LN gah Tillae thophons numbet

Busmess Nams (if apphcable) Email Addreis { }

Busihess ASGress [ramber, weel Ty Siate | Zp

Toradt Paries Turently avugned wh Tuerar (Ghaceiie. WEve Dlark 00 bo a1isgeed & naw submler nomben

Full legal nameys) required as well as any assumed Business names(s), addressfes), and National Provider Identifier(s).
The parties identified abowve will be hereinafter referred to as the “Provider” and'or “Biller.”

1.1 ELECTROMIC DATA INTERCHANGE (EDN) DATA TYPES
This Agreement applies to the following EDI Data Types, when available: (Refer to Provider Service Office
Electronic Data Interchange Option Selection Farm)

ANSI X 12 837 (Claims/TARSRTDs/MNOAs/Adustments)
AMSI X 12 2781277 (Claim Status Inquiny/Responses)
AMNSI X 12 835 (Claim PaymentRemittance Advice)

1.2 BACKGROUND INFORMATION
The Provider/Biller agrees to provide the Department with the above information requested in order to verify
qualifications to act as a Medi-Cal Dental electronic Biller,

20 DEFINITIONS
The terms used in this agreement shall have their ordinary meaning, except those terms defined in regulations,
Title 22, California Code of Regulations, Section 515021, shall have the meaning ascribed to them by that
regulation as from time to time amended. The term “electronic” or “electronically,” when used to describe a farm
of claims submission, shall mean any claim submitted through any electronic means such as: magnetic tape or
modem communications.

30 CLAIMS ACCEPTANCE AND PROCESSING
The Department agrees to accept from the enrolled Provider/Biller, electronic claims submitted to the Medi-Cal
fiscal intermediary in accordance with the Denti-Cal Provider Handbook The Provider hereby acknowledges that
he or she has read, and understands the Provider Handbook and its contents, and agrees to read and comply
with all Provider Handbook updates and provider bulleting relating to electronic billing.

31 CLAIMS CERTIFICATION
The Provider agrees by claims submission and cerdifies under penalty of perjury that all services for which claims
are submitted electronically have been perscnally provided to the patient by the Provider or under his or her
direction by another person eligible under the Medi-Cal program to provide such senvices, and such person(s)

Page 1 of 4
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Sample Provider Service Office Electronic Data Interchange Option Selection Form

HENTI-CAL

CALNFORNEA MEDS-CAL DENTAL PROGRAM
P HOX 13804

SACHAMEN IO, CALIFCEENLA, S3R32-000F
Plime 004230307 Wb www derti-cal oo gov

P Mami

OPTION SELECTION FORM

Hational Prowesr iconaded (NP

PROVIDER SERVICE OFFICE ELECTRONIC DATA INTERCHANGE

Reason for Submission: () NewEnrollment (O Change Enraliment (O Cancel Enrallment

Disng Business As Name [DRA):

Prorsier Adcrwts — Sireet Ciy ‘Slm 21P Cote
Paoder Contad Mame Telepnone NuTDer
Sclarmme Precicon Mersgerand Srslen [T

INPUT FROM:

Electranic RTDs
Electronic NOAs

Electronic EQOB Supplemeanial Claim Data
"Would you like to stop receiving Explanations of Benefits (EOBs) by masl?

EDI INPUT/QUTPUT OPTIONS

Identify the INFUT FROM and RETURN QUTPUT OPTIONS for your office in the fields below,
For assistance, contact EDI Support at (916) 853-T373 or by email to denti-caledifidelta org.

O senvice Office (SC)
O Billing Cffice (BO)
O Clearinghouse (CH) MAME:

You will submit Claims, TARS and Adjustments [ANS] X 12 83T}
Will you also submit NOAs electronically?
Wil you alsa submit Claim Status Inquiry (ANSI X 12 278)?

RETURN OUTPUT OPTIONS when available (shaded options are standard or mandatory ).

(1 ves: O summary orQ DETAIL)

O ves O no
) YES O NO
QO ves O no
O ves O No
O YES ) NO
O Yes O NO

*If YE3. EDV Support wall corfact your affice fo defermine the effective dale.
NOTE: Opting no! to receive papar EQBs by mall is an option only f either the 835 ERA andior Supplamental ECB

il i the Detail formait are received,

Electronic X-Ray/Attachment Labels rves: O1-up or O 3upr) ® YES
Report of Documents Awaiting Return Infermation (CP-0-978-P) @  YES
Report of EDI Documents Received (CP-0-973-P) @  YES
Claim Status Inguiry Response (ANSI X 12 277) ) YES O NO
|
Autharnzed Signature Submission Date
Return completed form to:  Medi-Cal Dental Program
Provider Enroliment
P.C. Box 15609
Sacramento, A $5352-060%
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Sample Electronic Remittance Advice (ERA) Enrollment Form - Page 1

P

CAl FORMIN MYIN-CAL DFNTA PROGRARM

[N JE i
Reset Form

SALFAMATNTO, CA FORNIA PRI IR09
Fheome 300 423 025 Web wwweden i ol .ca.gov

ELECTRONIC REMITTANCE ADVICE (ERA) ENROLLMENT FORM

PROVIDER INFORMATION

T Dooar Eirareesn Jos e (LB

5 Frowder Aot - Slee

PROVIDER IDENTIFIERS INFORMATION

7 Proadar Padacal | i |Salilanbor Musresr | 1H | o [ ol oy eriihoalon Museear H

5 Hahcral [Tooeer abia (0]

PROVIDER CONTACT INFORMATION

U TN PIUTICRT 1 ST ]

2. Prowaer Corcact Heme

ELECTRONIC REMITTANCE ADVICE INFORMATION
Prefence for Aggregation of Remitlance Data {Account Mumbser Linkage o Provider identiller)

1Z Habonal Frovoder e ber (821
13 Meihosd of Raviavil Tre orky mated of relreval Fom Dentl Cal s Secure FTR

ELECTRONIC REMITTANCE ADVICE CLEARINGHOUSE INFORMATION
& Chenrng H

ELECTRONIC REMITTANCE ADVICE VENDOR INFORMATION

o veraer e

= Reason for Submission: ) new Enroliment (O) Change Enrolimert () Cancel Enralimert

Authosised Signalure Subtvmizsion Dale

Prmled Name of Person Subemaing Enrclisnent

Mail the completed foum to: Derti-Cal, Aenfcn: Provider Eneolment Department, Po0. Box 15808, Sacramento, CA BEBS2-0800,
To check stetus, call [316) 3537373 and ask for EDH Supoornt

T redeaich and iesokd & bate o meesing wS00 X12 B35, pleass contact Danti-Cal ED Supged ol (81 8) B53-7373 {o-mal dond-calechif delta crgh
Lisbe or eigsing s dedned ns n lapsac i of four Business days folowing e rezsipt of an associsted Blectronic Fusds Transfer (EF TL

DOTH: B-EDI-FRM-D48.A
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Sample Electronic Remittance Advice (ERA) Enrollment Form - Page 2

Instructions for Completing the Electronic Remittance Advice (ERA)
Enrollment Form

By submitting this form, the provider s authorizing Denti-Cal to provide remittance data electronically

The ERA = the w5010 X12 835 trangaction. For assistance in completing the Electronic Remittance
Advice (ERAY Enroliment form, please contact Denti-Cal EDI Support at [(916) 853-7373 (e-mail; denti-
caledifidelta org) These instruclions may also be Tound in the EQN section on the Denti-Cal website at
wiww denti-cal.ca gov.

FROVIDER INFORMATION
1. Enter the provider name
2 Ifusing a doing business as name (DBA) enter the DBA
3. Enter the provider service office street address
4. Enler the service ollice city
2
L

Enter the service office state
Enter the service office zip code

FROVIDER IDENTIFIERS INFCHEMATIOMN
7. Depending on how eamings are reported enter the provider tax idertification number (TIM) or
Employer Identfication numbsr (EIN) ar Social Security Mumber (SSN)
8. Enter the provider National Provider Identifier (MP1) for the service office location

FROVIDER CONTACT INFORMATICN
S Enter the cantact name
10.  Enter the telephone number for the service office
11.  Enter the provider email 2ddress

ELECTRONIC REMITTANCE ADVICE INFORMATION
12, Enter the provider National Provider Identifier (MP1) for the service office location; must match the
preference for ERA payment.
13. MWethod of refrieval: The anly method of retrieval from Denti-Cal is Secure FTR.

| I ALY F |
14 If applicable, enter the name of the provider's Electronic Data Interchange (EDI) clearinghouse

ELECTRONIC REMITTAMCE ADVICE VENDOR IMFORMATICM
15 KFapplicable, enter the name of the provider's Practice Management SystemiSoftware vendor

16 Cheack Ihe ERA action "New Enraliment”, "Change Enrallment” or Cancel Enrolimert”

QTHER
17. Sign and date the ERA form; reguires the provider's origingl signature

Mail the completed form to:.  Denti-Cal
Aftention: Provider Enroliment Depatment
F.C. Box 15608
Sacramerto, CA 95B52-0603,

To check status, call (916) 853-7373 and ask for EDI Support

To research and resolve a late or missing w5010 X12 B35, please contact Dent-Cal EDN Support at (216) 853-
TIT3 (e-mail: dent-caledifhdela org). Late or missing is defined as a maximum elapsed time of four business
days following the receipt of an associated Electronic Funds Transfer (EFT),
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Electronic Claims Submission and
Payment Services

Submitting claims electronically reduces processing
time for claims, makes billing and tracking documents
easier, and helps maximize computer capabilities.
EDI-enrolled providers can also receive the Notice of
Authorization (NOA) and Resubmission Turnaround
Document (RTD) forms electronically along with other
EDI reports.

For an EDI Enrollment Packet, please contact Provider
Services toll-free at (800) 423-0507. For an EDI How-
To Guide or other information on submitting Denti-
Cal claims and Treatment Authorization Requests
(TARs) electronically, please call EDI Support at (916)
853-7373. Requests may also be sent by e-mail

to denti-caledi@delta.org. Providers may also access
EDI enrollment forms and Guides from the Denti-Cal
Web site: http://www.denti-cal.ca.gov/WSI/Prov.jsp?
fname=EDI.

A dental office wishing to use EDI must have a
computer system that includes an internet
connection and a software program that will allow
the transmission of claims. If the office already has a
computer, check with the practice management
system vendor to determine if the software will
enable submitting of claims electronically to Denti-
Cal. The software vendor can also assist in
determining the best computer hardware and
software options for electronic claims processing
needs.

EDI enrollment allows providers to send TARs, claims
and NOAs for payment, over the telephone line or
through File Transfer Protocol (FTP) directly from the
office to Denti-Cal, or through a billing intermediary
or clearinghouse. EDI gives providers the option of
receiving claims-related information electronically
from Denti-Cal, such as reports, Explanation of
Benefits (EOBs) and Electronic Remittance Advice
(ERA) data for performing automated accounts
receivable reconciliation.

EDI Providers who receive the 835 Electronic
Remittance Advice (ERA) and/or Supplemental EOB
file in Detail format may opt to discontinue receiving
paper EOBs. In order to stop receiving paper EOBs,
providers enrolled to submit electronically must

complete and submit the Provider Service Office
Electronic Data Interchange Option Selection form
reflecting that option. The decision to not receive a
paper EOB will not affect the mailing of a provider's
checks.

The EDI system format also allows the electronic
submission of comments which may be pertinent to
the treatment requested or provided. Denti-Cal
provides identification labels and specially marked
envelopes for mailing additional information (such as
radiographs, periodontal charting, or other
documentation) which may be required to process
electronically submitted treatment forms.

Use red-bordered EDI envelopes and EDI labels only
when Denti-Cal requests them through the “X-
Ray/Attachment Request” report (CP-0-971-P).

Use green-bordered envelopes when submitting
claims, NOAs and RTDs (conventional paper forms) or
those made available electronically that are printed
onto paper and mailed in for processing as well as
Claim Inquiry Forms (CIFs). No EDI labels on EDI RTDs
or NOAs, please.

What Can Be Sent Electronically to Denti-Cal

The following items can be transmitted electronically:

Claims,

TARs,

NOAs for payment when treatment is
completed (if the system or clearinghouse
can accept them; only selected software and
clearinghouses include the EDI NOA feature).
Radiographs,

Periodontal evaluation charts,

Justification of Need for Prosthesis Forms
(DC054), and

Narrative documentation (surgical reports,
etc.)

The following items cannot be transmitted
electronically and must be mailed to Denti-Cal:

Completed RTDs (even those provided
electronically that are printed on paper),
NOAs (if the system cannot submit them
electronically),

requests for reevaluation,

Enrollment Requirements
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CIFs, RTDs, or NOAS issued for paper or EDI
documents, and/or

Any documentation related to claims and
TARs submitted on paper.

Within 24 to 48 hours after sending documents
electronically, Denti-Cal provides an
acknowledgement report to confirm receipt of claims
and TARs (CP-0-973-P: Daily EDI Documents Received
Today). Another report (CP-O-971-P: X-
Ray/Attachment Request) is issued the same day the
acknowledgement report is issued if documentation
is needed.

It is important to review these reports to verify
submitted forms and documentation are being
received by Denti-Cal. If these reports are not being
received, check with your vendor, clearinghouse, or
EDI Support.

Sending Radiographs and Attachments

Providers should maintain a supply of EDI labels and
envelopes (small and large X-ray envelopes, and
mailing envelopes) which are printed in red ink.
When entering the document into the practice
management system, determine whether
radiographs or documentation are needed. If so
prepare EDI labels and envelopes:

Insert the radiographs into an EDI X-ray
envelope.

Affix a blank label onto the outside of the
envelope.

Staple any necessary documentation, such as
a Justification of Need for Prosthesis form
(DCO54) or periodontal chart, onto the
outside of the X-ray envelope.

Write the patient's name under “BIC” to help
you identify the patient.

Upon receipt of the X-ray/Attachment Request
report, write the 11-digit Base DCN next to “Denti-Cal
DCN” and mail it to Denti-Cal in the large mailing
envelope marked with the special EDI post office box.

Attachments, such as claims information, transmitted
electronically to Denti-Cal are delivered to Denti-Cal's
computer system for processing. Denti-Cal providers
may use EDI to submit treatment forms and receive
reports and other electronic data 24 hours per day

Monday through Saturday, and from 12 noon to 12
a.m. on Sunday (excluding holidays). Electronic
documents received at Denti-Cal by 6:00 p.m.
Monday through Saturday are entered into EDI
processing the same evening. Staff are also available
to answer EDI-related questions and assist with any
problems an office may be experiencing with
electronic claims transmission Monday through
Friday during normal work hours.

Digitized Images and EDI Documents

In conjunction with electronically submitted
documents, Denti-Cal accepts digitized images
submitted through electronic attachment vendors:
National Electronic Attachment, Inc. (NEA), National
Information Services (NIS) and Tesia Clearinghouse,
LLC.

Providers must be enrolled to submit documents
electronically prior to submitting digitized images. For
more information regarding digitized images and EDI
enrollment, please contact:

Telephone Service Center toll-free, (800)
423-0507

EDI Support, (916) 853-7373

e-mail: denti-caledi@delta.org

Digitized Imaging Vendor and
Document Specifications

Digitized radiographs, photographs, periodontal
evaluation charts, scanned State-approved
Justification of Need for Prosthesis forms (DC054),
and other narrative reports may be submitted in
conjunction with EDI claims and TARs through NEA,
NIS or Tesia Clearinghouse, LLC Web sites.

NEA Users: Digitized radiographs and attachments
must be transmitted to NEA before submitting an EDI
document. NEA’s reference number must be entered
on the EDI claim or TAR in the following format:
“NEA#” followed by the reference number, with no
spaces - Example: NEA#9999999. It is important to
use this format and sequence.

Some dental practice management and electronic
claims clearinghouse software have an interface with
NEA that automatically enters the reference number
into the notes of the claim. For additional
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information, providers can visit
http://www.nea-fast.com or call (800) 782-5150

NIS Users: The EDI document should be created.
Before transmitting a document electronically, the
digitized radiographs and attachments should be
attached. The Document Center should be used to
scan images of Denti-Cal’s Justification of Need for
Prosthesis Form (DC054), perio charts, photos, etc.
The date images were created should be entered in
the notes for each attachment. For additional
information, providers can

visit www.nationalinfo.com or call (800) 734-5561.

Tesia Clearinghouse, LLC Users: Create the claim or
TAR. Before transmitting a document electronically,
the digitized images should be created and attached.
Each attachment must include the date the images
were created. For additional information, providers
can visit www.tesia.com or call (800) 724-7240.

Please note:

Images should not be transmitted for EDI
claims or TARs that are already waiting for
radiographs and/or attachments to be
mailed.

Digitized images of Claim Inquiry Forms
(CIFs), Resubmission Turnaround Documents
(RTDs) and Notices of Authorization (NOAS)
or digitized images related to paper
documents cannot be processed.

When submitting CIFs by mail, providers
have the option of not submitting hard
copies of radiographs and other
documentation related to a CIF if the
provider indicates digitized image reference
numbers in the form's remarks box. If a
provider chooses not to include digitized
image reference numbers on a CIF, the
provider must send in hard copies.
Denti-Cal is unable to respond to inquiries
submitted through digitized imaging
vendors’ Web sites. Instead, CIFs should be
mailed to Denti-Cal.

Radiographs are not required for dentures
on edentulous patients. Submit Justification
of Need for Prosthesis forms (DC054) only.
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Medi-Cal Dental Patient Referral Service

Denti-Cal providers can take advantage of a free
referral service for accepting Denti-Cal patients. This
referral service can be an excellent resource for
enrolled Denti-Cal providers to build, maintain or
increase their patient base while making available the
highest level of dental service for the California’s
medically needy.

If you are a provider interested in this service, or
need to update the information currently on file,
please fill out the Medi-Cal Dental Patient Referral
Service Form. Return the completed form in one of
the following ways:

Mail: California Medi-Cal Dental Program
Attn: Enrollment Department
PO Box 15609
Sacramento, CA 95852-0609

E-mail: Denti-CalEnrollmentDept@delta.org
Send a scanned image of the completed
form to the e-mail address above.

Fax 916-631-1191

If you have any questions about the form or the
referral service, please contact the Denti-Call
Telephone Service Center at (800) 423-0507.
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Sample Medi-Cal Dental Patient Referral Service Form - Page 1

Denti-Cal Medi-Cal Dental Patient Referral Service

[J Yesi would like Denti-Cal patients referred to my office. Please add my name to your referral list. |
understand | may request removal of my name from this list at any time.

[] No | do not want Denti-Cal patients referred to my office. Please do not include my name on your referral
list.
Billing Service
Dental License # MPI # Provider ID Office #

Provider Name:

Business Name:

Office Address:

Phone Number: Is your office wheelchair accessible? [} Yes [ No
Email Address:

Approximately how many more Dent-Cal patients can you accept in your practice?

What other languages are spoken in your office?

Are you a board-certified or board-eligible specialist? O Yes [CIMNo If yes, please list your specialties:

Specialty: [] Board Certified [ Board Eligible
Specialty: [] Board Certified [ Board Eligible
Specialty: [ Board Certified [ Board Eligible

Are there rendering providers in your office that are board-certified or board-eligible specialists?

C¥es LINo If yes, please list the rendering provider(s) and specialties in space indicated on back of page.

List any dental specialties or services offered in your office (i.e. endodantic, periodontal, oral surgery,
procedures, general anesthesia, etc.):

What ages of children do you see in this practice? [Select the appropriote number|

1 2 3 4 5 & 7 8 9 10 11 12
O O O O O O O O 0O O O O
Special needs accepted (Sefect oll that apply):
__ Neo __ Motor impairment ___ Seizures
____ Mildly challenging behavior ____Cognitive impairment

Mail, email, fax or call Denti-Cal to be added to the referral list!

Mail form to: Email form to: Fax form to: Call Denti-Cal at:
Denti-Cal
Attn: Provider Denti- 916-631-1191 1-800-423-0507
Enrollment CalEnrolimentDept@delta.org
P.O. Box 15609 Speak with a representative
Sacramento, CA 95852- to answer questions by
0609 phane!
Enrollment Requirements Fourth Quarter, 2016
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Sample Medi-Cal Dental Patient Referral Service Form - Page 2

Rendering providers in your office that are board-certified or board-eligible specialists:

Name:

Dental Lic. #:

Specialties:

[0 Board Certified

Mame:
Dental Lic. #:
Specialties;

1 Board Eligible

[ Board Certified

MName:;

] Board Eligible

Dental Lic. #:

Specialties:

[0 Board Certified

MNameg:

_1 Board Eligible

Dental Lic. #:

Specialties: _
[J Board Certified

Mame:

] Board Eligible

Dental Lic. #:

Specialties:

[0 Board Certified

Comments:

1 Board Eligible

MName:

Dental Lic. #:

Specialties:

1 Board Certified

Mame:
Dental Lic. #:
Specialties:

[0 Board Eligible

1 Board Certified

MName;

] Board Eligible

Dental Lic. #:

Specialties:

Z1 Board Certified

Name:

O Board Eligible

Dental Lic. #:

Specialties:
[0 Board Certified

Name:

O Board Eligible

Dental Lic. #:

Specialties:

71 Board Certified

[ Board Eligible

www.denti-cal.ca.gov

Mail, email, fax or call Denti-Cal to be added to the referral list!

Mail form to:
Denti-Cal

Email form to:

Fax form to:

[ Print Form |
| Reset Form |
| submitbyEmail |

Call Denti-Cal at:

Attn: Provider
Enrcliment
P.O. Bax 15609

0609

Sacramento, CA 95852-

Denti-
CalEnrolimentDept@delta.org

916-631-1191

1-800-423-0507

Speak with a representative
to answer questions by
phone!
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Electronic Funds Transfer of Payment

Denti-Cal offers electronic funds transfer of Denti-Cal
payments to a designated checking or savings
account. To begin participating in electronic funds
transfer, you must complete and sign an Electronic
Funds Transfer Enrollment Form. Forms may be
requested by calling Provider Services at (800) 423-
0507, or by writing to Denti-Cal at this address:

Denti-Cal

Attn: Provider Enrollment Department
PO Box 15609

Sacramento, CA 95852-0609

Instructions for completing the Electronic Funds
Transfer Enrollment Form are contained on the back
of the form. Mail the completed form to Denti-Cal at
the address shown above. Please be sure to sign and
date the form. To be accepted for processing, the
Electronic Funds Transfer Enrollment Form must
contain the provider's original signature, in blue or
black ink (rubber stamps are not acceptable), and a
preprinted, voided check must be attached.

Upon receipt of the Electronic Funds Transfer
Enrollment Form, Denti-Cal will ensure the
designated bank participates in electronic funds
transfer. To verify account information, Denti-Cal will
send a “test” deposit to the bank; there will be a
“zero” deposit to the account for that payment date.
The test cycle usually takes three to four weeks to
complete. During the test cycle period, the provider
will continue to receive Denti-Cal payment checks
through the mail.

Each time Denti-Cal deposits a payment directly to an
account, a statement confirming the amount of the
deposit will appear on the Explanation of Benefits.

Contact Denti-Cal to change or discontinue electronic
funds transfer of Denti-Cal checks. To change banks
or close an account, send Denti-Cal a written
authorization to discontinue electronic funds transfer
of Denti-Cal checks.

Enrollment Requirements
Page 3-44

Fourth Quarter, 2016



Sample Electronic Funds Transfer of Enrollment Form

CALFOR AW B CIN-CAL DENTAL PROGRAM

P03 B 15509
Reset Form SACRAMENT O, CALFORNSA 958520609

Phane B00-85 30507 Web vasordenti-cal on o

ELECTRONIC FUNDS TRANSFER (EFT) ENROLLMENT FORM
PROVIDER INFORMATION

2 Dwoare) Eurarsiss A% N (DA

Caroon

Froeder flamie

> Frmde Al tes - Dlee

i Lo l ETe S l-. L F Lo Ponbsl Loce
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Treating Beneficiaries

Beneficiary Identification

Medi-Cal Benefits Identification Card

Denti-Cal does not determine the eligibility of
beneficiaries. Eliéﬁﬁtv%ptﬂ'ebenti{al Program is
determined by a County Social Services office and
reported to the State of California. The State, in turn,
issues a

Medi-Cal Benefits Identification Card (BIC) to
beneficiaries who are eligible for Medi-Cal benefits.
The BIC serves as a permanent identification for a
Medi-Cal beneficiary; however, possession of the
card does not guarantee eligibility for Medi-Cal
benefits, since the card can be retained by the
beneficiary whether or not the beneficiary is eligible
for the current month.

For more information, see the following Web site:
http://files.medi-cal.ca.gov/pubsdoco/publications/

masters-mtp/partl/eligreccrd z01.doc.

BIC cards are 3 % inches long and 2 % inches wide
with a white background. The lettering is blue on the
front and black on the back. Printed on the front of
the cardis a

14-character alphanumeric identification (ID)
number. The ID number is comprised of a nine-
character alphanumeric, a check digit and a four-
digit Julian date matching the issue date of the BIC.

Only California Children’s Services (CCS) beneficiaries
will have a BIC with a 10-character ID. All other
Medi-Cal beneficiaries have received a BIC with a 14-
character ID. If beneficiaries have not received the
14-character BIC ID, refer them to their local county
office.

Issue Date 03 01 Qy

Figure 4-1, CCS Number (Numeric, 10 digit)

Issue Date 01 01 Oy

Figure 4-2, Pseudo SSN (Alphanumeric, 10
characters)

Issue Date 01 01 05 /

Figure 4-3, 14 Digit BIC Number (Alphanumeric, 14
characters)

Figure 4-4, BIC (Back)
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Special Programs ldentification Cards

Some Medi-Cal beneficiaries may be enrolled in
special programs, such as prepaid health plans and
pilot projects. A beneficiary enrolled in one of these
plans who is eligible for dental services should have
an identification card from the plan as well as
possess a Medi-Cal Benefits Identification Card. A list
of current special project and prepaid health plan
codes can be found in “Section 9: Special Programs”
of this Handbook.

Medi-Cal Identification Card for
Presumptive Eligibility (MC 263 PREMEDCARD
(4/96)) for Aid Code 7G

In order to receive payment for services provided to
pregnant beneficiaries in Aid Code 7G, providers
must submit a copy of the beneficiary's temporary
Presumptive Eligibility (PE) card with their claim (see
below for a sample of the card). The PE card is a
required form of identification. Substitutions should
not be accepted. This card is validated by the
beneficiary's physician attending to the beneficiary’s
pregnancy and is valid until the Medi-Cal eligibility is
determined or the PE period ends. This date is
identified on the temporary PE card as the “First
Good Thru” date. Some beneficiaries may be eligible
for extended PE coverage. In such cases, the
temporary PE card will have a “Second Good Thru”
date, and sometimes additional “Good Thru” dates.
Once approved for Medi-Cal, the beneficiary will
receive a plastic BIC.

Providers will only be paid for claims with dates of
service that are between the effective date (the date
the beneficiary signs the card) and the latest “Good
Thru” date. The date of service must be within the
validated time frame and, if not, providers should
instruct the beneficiary to see a prenatal care
provider, call an Eligibility Worker and/or a
community advocate.

Figure 4-5, Medi-Cal Identification Card
Presumptive Eligibility

Immediate Need Cards

In certain situations, county welfare departments
will issue Medi-Cal beneficiaries temporary BICs to
Immediate Need and Minor Consent Program
recipients (see below for a sample of the card).

The ID number (“ID NO.”) is the 14-character BIC ID:
this is used to access the Medi-Cal Eligibility
Verification System. Prior to rendering services,
providers must verify the beneficiary’s eligibility and
that the beneficiary with the BIC is the individual to
whom the card was issued.

Temporary BICs issued to Immediate Need recipients
are valid for identification purposes for 30 days, as
indicated on the “ISSUE DATE:” and “GOOD THRU:”
lines. The valid dates may occur in two consecutive
months and are only used for identification
purposes. Providers must verify the beneficiary’s
eligibility through a Point of Service (POS) network
before rendering services.

The temporary BICs received by Minor Consent
Program recipients are valid for identification for
one year. However, the recipient is only eligible for
the requested month. The “Issue Date:” and “Good
Thru:” dates are for identification purposes only:
providers must still verify the beneficiary’s eligibility
through a POS network before rendering services.

Figure 4-6, Immediate Need Card

Treating Beneficiaries
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Verifying Beneficiary Identification

In certain instances, no identification verification is
required, for example:

e  When the beneficiary is 17 years of age or
younger;

e  When the beneficiary is receiving
emergency services;

e  When the beneficiary is a resident in a long-
term care facility.

If the beneficiary is unknown to the provider, the
provider is required to make a “good-faith” effort to
verify the beneficiary's identification by matching
the name and signature on the Medi-Cal issued ID to
that on a valid photo identification, such as:

e A California driver’s license;

e Anidentification card issued by the
Department of Motor Vehicles;

e Any other document which appears to
validate and establish identity.

The provider must retain a copy of this identification
in the beneficiary's records. If there is a conflict in
the beneficiary's Denti-Cal billing history where a
provider bills or submits for authorization for a
procedure that was previously performed by
another provider, Denti-Cal will request that the
current provider submit a copy of the beneficiary's
identification to verify that the services are being
provided to the appropriate beneficiary. If this
situation occurs and the current provider cannot
provide appropriate beneficiary identification,
payment or authorization for treatment will be
denied.

For additional information, please refer to Welfare &
Institutions (W & 1) Code 14017, 14017.5, 14018, and
14018.2(c).

Denti-Cal Beneficiary Eligibility

A Medi-Cal beneficiary is eligible for dental services
provided under the Denti-Cal Program. However,
limitations or restrictions of dental services may
apply in certain situations to the following
individuals:

e Those enrolled in a prepaid health plan
which provides dental services;

e Those enrolled in another pilot program
which provides dental services;

e Those who are assigned special aid codes;

e Those with minor consent restricted service
cards.

According to state law, when a provider elects to
verify Medi-Cal eligibility using a BIC, a paper
identification card or a photocopy of a paper card
and has obtained proof of eligibility, he or she has
agreed to accept the beneficiary as a Medi-Cal
beneficiary and to be bound by the rules and
regulations of the Denti-Cal program.

Providers must verify eligibility every month for each
recipient who presents a plastic Benefits
Identification Card (BIC) or paper Immediate Need or
Minor Consent card. Eligibility verified at the first of
the month is valid for the entire month of service. A
Point of Service (POS) printout or Internet eligibility
response may be kept as evidence of proof of
eligibility for the month.

Eligibility may be verified only for the current month
and up to the previous 12 months, never for future
months.

A person is considered a child until the last day of
the month in which his/her 18th birthday occurs.
After that particular month, he/she is considered an
adult. However, a treatment plan authorized for a
child is effective until completion if there is both
continuing eligibility and dental necessity, regardless
of change in age status.

Beneficiaries who cannot sign their name and cannot
make a mark (X) in lieu of a signature because of a
physical or mental handicap will be exempt from this
requirement. Beneficiaries who can make a mark (X)
in lieu of a signature will not be exempted from this
requirement and will be required to make their mark
on the Medi-Cal identification card. In addition, the
signature requirement does not apply when a
beneficiary is receiving emergency services, is 17
years of age or younger, or is a beneficiary residing
in a long-term care facility.

If Medi-Cal eligibility is verified, the provider may not
treat the beneficiary as a private-pay beneficiary to
avoid billing the beneficiary's insurance, obtaining
prior authorization (when necessary) or complying

Fourth Quarter, 2016
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with any other program requirement. In addition,
upon obtaining eligibility verification, the provider
cannot bill the beneficiary for all or part of the
charge of a Medi-Cal covered service except to
collect the Medi-Cal copayment or SOC. Providers
cannot bill beneficiaries for private insurance cost-
sharing amounts such as deductibles, co-insurance
or copayments.

Once eligibility verification has been established, a
provider can decline to treat a beneficiary only
under the following circumstances:

e The beneficiary has refused to pay or
obligate to pay the required SOC.

e The beneficiary has limited Medi-Cal
benefits and the requested service(s) is not
covered by the Denti-Cal program.

e The beneficiary is required to receive the
requested service(s) through a designated
health plan. This includes cases in which the
beneficiary is enrolled in a Medi-Cal
managed care plan or has private insurance
through a health maintenance organization
or exclusive provider network and the
provider is not a member provider of that
health plan.

e The provider is unable to provide the
particular service(s) that the beneficiary
requires.

e The beneficiary is not eligible for Denti-Cal
services.

e The beneficiary is unable to present
corroborating identification with the BIC to
verify that he or she is the individual to
whom the BIC was issued.

A provider who declines to accept a Medi-Cal
beneficiary must do so before accessing eligibility
information except in the above circumstances. If
the provider is unwilling to accept an individual as a
Medi-Cal beneficiary, the provider has no authority
to access the individual's confidential eligibility
information.

Verifying Beneficiary Eligibility

The Point of Service (POS) network is set up to verify
eligibility and perform Share of Cost. The POS
network may be accessed through the Internet, a

POS device, or through the Automated Eligibility
Verification System (AEVS).

Internet

The Medi-Cal Web site on the Internet at
https://www.medi-cal.ca.gov/Eligibility/Login.asp

allows providers to verify beneficiary eligibility and
clear Share of Cost liability. An EVC number on the
Internet eligibility response verifies that an inquiry
was received and eligibility information was
transmitted. This response should be printed and
kept in the recipient’s file.

Providers who check eligibility via AEVS over the
phone do not automatically have access to check
eligibility through Medi-Cal's web site. Providers who
wish to use the Medi-Cal POS or Medi-Cal web site
applications are required to have a Medi-Cal Point of
Service (POS) Network/Internet Agreement on file
with Denti-Cal.

Questions regarding this form or the Medi-Cal web
site should be directed to EDS POS/ Internet Help
Desk at (800) 427-1295.

Treating Beneficiaries
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POS Device

An EVC number on a printout from the POS device
verifies that an inquiry was received and eligibility
information was transmitted. This printout should be
kept in a recipient’s file. The POS Device User Guide
contains information about how to use a POS device.
This guide can be accessed via the Medi-Cal Web site
at:

http://files.medi-cal.ca.gov/pubsdoco/
pos_home.asp

Note: Information about obtaining a POS device is
available from the POS/Internet Help Desk at (800)
427-1295.

Automated Eligibility Verification System (AEVS)

An Eligibility Verification Confirmation (EVC) number
verifies that an inquiry was received and eligibility
information was transmitted. (Refer to
http://files.medi-cal.ca.gov/pubsdoco/

AEVS home.asp for information about using
telephone AEVS.)

The table below show the alphabetic code listings
codes for entering alphabetic data:

Letter 2 Digit Code Letter 2 Digit Code

A *21 N *62
B *22 0 *63
c *23 p *71
D *31 Q *11
E *32 R *72
F *33 s *73
G *41 T *81
H *4? u *82
| *43 v *83
J *51 w *91
K *52 X *92
L *53 y *93
M *61 z *12
Share of Cost (SOC)

If the Medi-Cal eligibility verification system
indicates a beneficiary has a Share of Cost (SOC), the
SOC must be met before a beneficiary is eligible for
Medi-Cal benefits. Refer to the applicable
transaction manual for directions on applying SOC.

SOC was developed by the Department to ensure an
individual or family meets a predetermined financial
obligation for medical and dental services before
receiving Medi-Cal benefits. Prior authorization
requirements are not waived for SOC beneficiaries.
The SOC obligation is incurred each month and,
consequently, the amount of obligation may vary
from month to month. The dollar amount to be
applied to any health care cost incurred during that
month is computed in order to meet the SOC. Health
care costs could be dental, medical, pharmaceutical,
hospital, etc. Beneficiaries may use non-Medi-Cal
covered services in meeting the monthly SOC
obligation.

Providers can determine a beneficiary’s SOC when
verifying the beneficiary’s eligibility through AEVS or
by referring to the beneficiary’s SOC Case Summary
letter. AEVS will report if a beneficiary has an unmet
SOC before providing an EVC. Providers may collect
payment on the date that services are rendered, or
they may allow a beneficiary to pay for the services
at a later date or through an installment
arrangement. SOC obligations are between the
beneficiary and the provider and they should be in
writing and signed by both parties.

The Medi-Cal SOC obligation can apply to an
individual or family as a whole. Family members who
are not eligible for Medi-Cal may be included in the
beneficiary's SOC. The health care costs for these
ineligible family members can be used to meet the
SOC obligation for family members who are eligible.
Ineligible family members who are able to do this
are identified by an “IE” or “00” aid code on the
beneficiary’s SOC letter.

Natural or adoptive parents (coded as Responsible
Relative (RR) on their child’s SOC form) may choose
to apply their medical expenses towards their own
SOC or towards their child’s SOC. In this instance,
parents’ expenses can be listed fully towards their
own SOC or applied partially towards their SOC and
any of their children’s SOC. However, the total
amount reported for a single medical expense
cannot be more than the original bill.

An example of this situation would be a family that
consists of a stepfather, his wife and his wife’s
separate child. The wife and her husband are listed
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as eligible recipients on the same SOC letter with a
$100 SOC. The wife’s separate child is listed on a
different SOC letter with a $125 SOC. The wife is also
listed on her child’s SOC letter with an “RR” code in
the aid code field.

The wife has expenses that total $75 and that have
not been billed to Medi- Cal. She may do one of the
following:

1. Apply the entire $75 to her own $100 SOC.
Apply the entire $75 to her own child’s $125
SOC.

3. Apply any amount less than $75 to her SOC and
the balance of the $75 to her child’s SOC. The
total amount reported cannot exceed the
original $75.

Providers should submit a SOC clearance transaction
immediately upon receiving payment from the
beneficiary. The SOC clearance transaction can be
performed by entering the amount through AEVS.
Once this amount has been entered, eligibility can
be established for that month for the family
members eligible for Medi-Cal. If the beneficiary’s
SOC obligation has been met, providers are entitled
to bill Denti-Cal for those services that have been
partially paid for by the beneficiary and all other
services not paid for by the beneficiary. However,
total payments from the beneficiary and Denti-Cal
will not exceed the Schedule of Maximum
Allowances (SMA).

Interactive Voice Response (IVR) System

The Denti-Cal Interactive Voice Response (IVR)
System is a touch-tone only system providing
general program information. General program
information is available 24 hours a day, seven days a
week on the IVR system. To by-pass the entire
response, press the required key.

Patient history, claim/TAR status and financial
information can be accessed using the IVR system,
seven days a week, 2:00 a.m. to 12:00 midnight, with
little or no wait time.

Note: Beneficiary aid code status is only accessible
by speaking with a Customer Service Representative
by calling (800) 322-6384, Monday through Friday,
between 8:00 a.m. and 5:00 p.m. (the best time is

between 8:00 a.m. and 9:30 a.m., and 12:00 noon
and 1:00 p.m.).

To access the IVR, enter the star key (*) followed by
the provider’s NPI.

The IVR allows providers to check history and billing
criteria.

Patient history information can be obtained by
entering the NPI followed by the pound (#) key and
entering the current Denti-Cal service office number.
Then press “1” from the main menu and enter the
provider identification (ID) number. If the provider
ID number starts with “B,” press the star (*) key,
then the number “2,” and the number “2” again,
followed by the five numbers of your assigned
provider number. If the provider number starts with
“G” press the star (*) key, then the number “4,”
followed by the number “1,” followed by the five
numbers of your assigned provider number. Begin
entering patient information by pressing “1” again,
then follow the prompts. This option in the IVR gives
history on radiographs, prophylaxes, dentures, and
many other procedures.

Providers may verify the available balance of a
beneficiary’s dental cap. For information regarding
beneficiary cap status, press 1, then press 3, and
follow the prompts. Providers are reminded that
beneficiary cap information is contingent upon
patient eligibility and does not include any
documents currently in process.

Providers may request by FAX: the Schedule of
Maximum Allowances (SMA) and the clinical
screening dentist application. In addition to details
regarding basic and advanced seminars, providers
may now get information on orthodontic seminars
and workshops.

Note: To check beneficiary eligibility, continue to use
AEVS: (800) 456-2387.
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Provider Toll-Free Menu Options
(800) 423-0507

1

4

T r A &
General Program Information Denti-Cal Enroliment Status
Patlen; :;':::ayl' ;:; I:‘;Rr/’(':‘l:tl:::tatus. Accessible 24 hours a day, seven Accessible by speaking with
; days per week Customer Service
Accessible Monday-Sunday 2:00 (This option does not require Representatives,

a.m. -12:00 a.m. PST

A &
Enter Provider ID or NPI
followed by the # key and
service office number

A A

provider identification)

Monday-Friday,
8:00 a.m. - 5:00 p.m. PST

A

Patient History - 1
For History on Restorations - 1
Most Recent 12-month
History - 1
Enter:
e procedure code
o Specific Tooth Number or
Letter - 2
e For all other History
Inquiries - 2

Claim/TAR status - 2

Enter:

e Patient's BIC

e Patient's year of birth (last
two digits of the birth year)

Beneficiary cap Status Inquiry - 3

IVR Message:

"Please note that the beneficiary

cap information is contingent

upon patient eligibility. The

information provided to you does

not include any documents that

are currently in process"”.

Enter:

¢ nine-digit beneficiary ID

o Dbeneficiary's year of birth (last
two digits of the birth year)

Financial Information - 4

Enter:

e 6-digit PIN (personal
identification number)

v
Seminar Schedules - 1
Enter:

e Your 5-digit zip code
Enroliment Information - 2

Billing Criteria - 3

Monthly News Flash - 4

Denti-Cal Enroliment Status - 3

Enter:

e Your Social Security or Tax
Identification Number

California Children's Services
(CCS) or Genetically Handicapped
Persons Program (GHPP) for a
Customer Service

Representative - 0
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Beneficiary Coverage

Elimination of Optional Adult Dental Services

Effective July 1, 2009, Assembly Bill X3 5 (Evans,
Chapter 20, Statutes of 2009-10) added Section
14131.10 to the Welfare and Institutions Code, which
eliminated specific optional benefits from the Medi-

Cal program, including most adult dental services.

Dental services for adults ages 21 and older will no
longer be payable under the Denti-Cal program with
the following exceptions:

e Federally Required Adult Dental Services
(FRADS) - Federal law requires the provision
of services by a dentist which a physician
could reasonably provide (please refer to
Table 1 below for a list of allowable
procedure codes).

e Dental services for pregnant beneficiaries for
treatment of conditions that might
complicate the pregnancy including 60 days
post partum.

e Dental services that are necessary as either a
condition precedent to other medical
treatment or in order to undergo a medical
surgery.

e Dental services for beneficiaries who reside
in a licensed Skilled Nursing Facility (SNF) or
licensed Intermediate Care Facility (ICF).
Refer to “Section 2: Program Overview” for
more information.

Table 1: Federally Required Adult Dental Services

(FRADS)

The following procedure codes are reimbursable for
beneficiaries 21 years of age and older:

Note: Procedure codes marked with an asterisk (*)
are only payable when the procedure is appropriately
rendered in conjunction with another FRADS or
pregnancy related procedure.

D0250%*, D0260*, D0290*, D0310*, D0320*, D0322%,
D0502, D0999, D2910, D2920, D2940, D5911, D5912,
D5913, D5914, D5915, D5916, D5919, D5922, D5923,
D5924, D5925, D5926, D5927, D5928, D5929, D5931,
D5932, D5933, D5934, D5935, D5936, D5937, D5953,
D5954, D5955, D5958, D5959, D5960, D5982, D5983,
D5984, D5985, D5986, D5987, D5988, D5999, D6092,

D6093, D6100, D6930, D6999, D7111, D7140, D7210,
D7220, D7230, D7240, D7241, D7250, D7260, D7261,
D7270, D7285, D7286, D7410, D7411, D7412, D7413,
D7414, D7415, D7440, D7441, D7450, D7540, D7451,
D7460, D7461, D7465, D7490, D7510, D7511, D7520,
D7521, D7530, D7540, D7550, D7560, D7610, D7620,
D7630, D7640, D7650, D7660, D7670, D7671, D7680,
D7710, D7720, D7730, D7740, D7750, D7760, D7770,
D7771, D7780, D7810, D7820, D7830, D7840, D7850,
D7852, D7854, D7856, D7858, D7860, D7865, D7870,
D7872,D7873,D7874, D7875, D7876, D7877, D7910,
D7911, D7912, D7920, D7940, D7941, D7943, D7944,
D7945, D7946, D7947, D7948, D7949, D7950, D7951,
D7955, D7971, D7980, D7981, D7982, D7983, D7990,
D7991, D7995, D7997, D7999, D9110, D9210, D9220,
D9221, D9230, D9241, D9242, D9248, D9410, D9420,
D9430, D9440, D9610, D9910, D9930, D9999.

Table 3: Restored Adult Dental Services (RADS)

Effective May 1, 2014 some adult dental benefits
have been restored in accordance with Assembly Bill
82 (AB 82).

D0150, D0210, D0220, D0230, D0270, D0272, D0274,
D0330, D0350, D1110, D1206, D1208, D2140, D2150,
D2160, D2161, D2330, D2331, D2332, D2335, D2390,
D2391, D2392, D2393, D2394, D2931, D2932, D2933,
D2952, D2954, D3310, D3346, D5110, D5120, D5130,
D5140, D5410, D5411, D5510, D5520, D5610, D5730,
D5731, D5750, D5751, D5850, D5851, D5860

Dental Treatment Precedent to a Covered

Medical Procedure

Dental services that are necessary as either a
condition precedent to other medical treatment or in
order to undergo a medical surgery.

Beneficiaries may receive dental services that are
necessary in order to undergo a covered medical
service. A precedent dental service is one that is
medically necessary in order for a medical procedure
to subsequently be performed. Virtually all precedent
dental services are for the improvement or
elimination of transient bacteremia (the presence of
bacteria in the bloodstream of the patient). One
example is when a patient is scheduled for a heart
transplant, and oral infections need to be eliminated
prior to the surgery. For many of these cases, the
extraction of infected teeth is the most prevalent and
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effective treatment. Tooth extractions are covered by

the Denti-Cal Program under FRADS (see Table 1),
and do not require a Treatment Authorization
Request (TAR).

When providers request treatment other than
extractions or other FRADS procedures that do not
require prior authorization, they must submit a TAR
for those services. Necessary diagnostic
radiographs/photographs and exams, however, may
be done without prior authorization when they are
included on the same TAR as the treatment
requested. Providers should submit the following
documentation with their TAR; all required
radiographs/photographs for the specific
procedure(s) requested, as well as all required
written documentation and/or forms. In addition,
providers must submit a letter from the patient's
physician that details the specific medical
procedure(s) that are to be performed. This
statement must be on the physician's or implant
center's professional letterhead and must be signed
and dated by the physician.

TARs for dental treatment precedent to a medical
procedure will be subject to special handling. Please
call the Telephone Service Center at (800) 423-0507
for special instructions regarding the submission of
these requests. Do not send these TARs to the
regular Denti-Cal P.O.Box as they may be denied.

$1,800 Limit per Calendar Year for Beneficiary

Dental Services

The fiscal year (FY) 2005-2006 Budget Act required
the Department to employ changes in covered
benefits as set forth in Assembly Bill 131 (Chapter 80,
Statutes of 2005). Assembly Bill 131 amends Section
14080 of the Welfare and Institutions Code by
limiting non-exempt dental services for beneficiaries
21 years of age or older to $1,800 per beneficiary for
each calendar year.

Providers are responsible for checking the beneficiary

dental cap status prior to rendering services to

determine the current remaining balance. This

information can be accessed by telephoning Denti-Cal

toll-free at (800) 423-0507.

To help reduce the possibility that procedures
performed will not be fully paid because the dental
cap has been reached, providers should:

o  verify the beneficiary’s dental cap.

o discuss with the beneficiary any other
treatment recently received from another
provider.

e quickly submit claims for procedures not
requiring prior authorization.

e upon receipt of a NOA, promptly perform
services and submit requests for payment.

Providers are reminded that approval of a TAR does

not guarantee payment. Debits toward the dental cap

are based upon the order in which claims and NOAs
are processed. Non-exempt services will be paid in
the order they are received and processed until the
annual dental cap is reached for a calendar year.

Providers may not bill beneficiaries when the
program has paid any amount on a specific procedure
as the result of the dental cap being met. This partial
payment on a procedure must be considered
payment in full.

Providers may only bill beneficiaries their usual,
customary, and reasonable fees if the $1,800 limit per
calendar year for dental services (dental cap) has
been met and nothing has been paid on a procedure.

Payments will not be applied towards the $1,800 per

calendar year limit for any of the following:

Emergency dental services.
Services that are federally mandated, including
pregnancy-related services.

3. Dentures.

4. Maxillofacial and complex oral surgery.

5. Maxillofacial services, including dental implants
and implant-retained prostheses.

6. Services provided in long-term care facilities.
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Table 5: Exempt Dental Services

The following procedures have been identified as
always exempt from the dental cap limitation. Those
procedures are D0502, D2910, D2920, D5110, D5120,
D5130, D5140, D5211, D5212, D5213, D5214, D5410,
D5411, D5421, D5422, D5660, D5730, D5731, D5740,
D5741, D5850, D5851, D5860, D5911, D5912, D5913,
D5914, D5915, D5916, D5919, D5922, D5923, D5924,
D5925, D5926, D5927, D5928, D5929, D5931, D5932,
D5933, D5934, D5935, D5936, D5937, D5951, D5953,
D5954, D5955, D5958, D5959, D5960, D5999, D6010,
D6040, D6050, D6053, D6054, D6055, D6056, D6057,
D6058, D6059, D6060, D6061, D6062, D6063, D6064,
D6065, D6066, D6067, D6068, D6069, D6070, D6071,
D6072, D6073, D6074, D6075, D6076, D6077, D6078,
D6079, D6080, D6090, D6091, D6092, D6093, D6094,
D6095, D6100, D6194, D6199, D6930, D6980, D6999,
D7260, D7270, D7285, D7286, D7440, D7441, D7450,
D7451, D7460, D7461, D7490, D7510, D7511, D7520,
D7521, D7540, D7550, D7560, D7610, D7620, D7630,
D7640, D7650, D7660, D7670, D7671, D7710, D7720,
D7730, D7740, D7750, D7760, D7770, D7771, D7810,
D7820, D7830, D7840, D7850, D7852, D7854, D7856,
D7858, D7860, D7865, D7870, D7872, D7873, D7874,
D7875, D7876, D7877,D7910, D7911, D7912, D7920,
D7940, D7941, D7943, D7944, D7945, D7946, D7947,
D7948, D7949, D7950, D7951, D7955, D7980, D7983,
D7991, D7995, and D7999.

Table 6: Exempt Emergency Dental Services

The following procedure codes may be exempt from
the dental cap limitation if they are related to an
adequately documented emergency service: D0160,
D0220, D0230, D0240, D0250, D0260, D0270, D0272,
D0274, D0290, D0330, D0999, D1550, D2940, D2970,
D3220, D3221, D3240, D3999, D4920, D4999, D5510,
D5520, D5610, D5620, D5630, D5640, D5650, D6100,
D7111, D7140, D7210, D7220, D7230, D7240, D7241,
D7250, D7261, D7411, D7412, D7413, D7414, D7415,
D7465, D7530, D7680, D7780, D7946, D7947, D7948,
D7949, D7970, D7971, D7990, D8691, D9110, D9120,
D9210, D9220, D9221, D9230, D9241, D9242, D9248,
D9410, D9420, D9430, D9440, D9610, D9910, D9930,
D9999.

Pregnancy-Related Services

Effective October 1, 2014, pregnant beneficiaries,
regardless of age, aid code, and/or scope of benefits
will be eligible to receive all dental procedures listed
in the Denti-Cal Manual of Criteria (MOC) that are
covered by the Medi-Cal program so long as all MOC
procedure requirements and criteria are met.
Beneficiaries will also be eligible to receive these
services for 60 days postpartum, including any
remaining days in the month in which the 60th day
falls.

If you receive a denial (Adjudication Reason Code
503A or 503B) for a covered service for a
pregnant/postpartum beneficiary, you should submit
a Claim Inquiry Form (CIF) indicating “PREGNANT” or
“POSTPARTUM” in the “REMARKS” field plus any
additional documentation and radiographs pertinent
to the procedure for reconsideration.

Radiograph Requirements for Pregnant and

Postpartum Beneficiaries

For all procedures that require radiographs/prior
authorization, no payment will be made if the
radiographs are not submitted. "Patient refused x-
rays" will not be acceptable documentation for non-
submission of radiographs. Additional information
regarding dental care during pregnancy can be found
at the CDA Foundation web site at
http://www.cdafoundation.org/learn/education-

training/perinatal-oral-health-education.

Long-Term Care

Beneficiaries will be excluded from the dental cap if
they have Long Term Care (LTC) aid codes or reside in
either Place of Service 4/SNF (Skilled Nursing Facility)
or Place of Service 5/ICF (Intermediate Care Facility).
Exempt long term aid codes include 13, 23, 53, and 63
(for more information on Aid Codes, refer to the end
of this section). Descriptions of these and other aid
codes are found in the following pages of this section.

All other aid codes and procedure codes will be
subject to the $1,800 calendar year limitation.
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Special Needs Patients

Special needs patients are defined as those patients
who have a physical, behavioral, developmental, or
emotional condition that prohibits them from
adequately responding to a provider’s attempts to
perform an examination.

Patients may be classified as special needs when a
provider has adequately documented the specific
condition and the reasons why an examination and
treatment cannot be performed without general or
intravenous sedation.

Prior authorization is not required for treatment
(with the exception of fixed partial dentures,
removable prosthetics and implants) in order to
minimize the risks associated with sedation.

When treatment is performed without prior
authorization (on a procedure that normally would
require prior authorization), requests for payment
must be accompanied by documentation to
adequately demonstrate the medical necessity. Refer
to the individual procedures for specific requirements
and limitations in “Section 5: Manual of Criteria and
Schedule of Maximum Allowances” of this Handbook.

American Sign Language (ASL)

Translation Services

American Sign Language translation services are
available to Denti-Cal beneficiaries. To request an ASL
translator be present at the time of the appointment,
either the provider or the beneficiary must contact
Denti-Cal and provide the following information:

e Date of dental appointment

e  Start and end time of appointment

e Appointment type (dental, surgical, consult,
etc.)

e Name of person needing ASL services

e  Office address

e  Office contact

e  Office phone number

To schedule an ASL translator, providers can call the
Provider Customer Service Line at 1-800-423-0507.
Beneficiaries can call the Free Beneficiary Customer
Service Line at 1-800-322-6384.

Treating Beneficiaries That Reside in Other

Counties

Enrolled Denti-Cal providers can treat any eligible
beneficiary in the Denti-Cal program no matter where
the beneficiary resides. Denti-Cal providers can
provide services to eligible beneficiaries that reside in
other counties in addition to the county the provider
is located. To check Medi-Cal eligibility of a
beneficiary, please call the Automated Eligibility
Verification System (AEVS) at (800) 456-2387.

Teledentistr

The Department of Health Care Services has opted to
permit the use of teledentistry as an alternative
modality for the provision of select dental services.
Therefore, enrolled Denti-Cal billing providers may
submit documents for services rendered utilizing
teledentistry.

The goal of teledentistry is to:

e Allow Medi-Cal providers to practice
“teledentistry”, as defined to mean the
transmission of medical information to be
reviewed at a later time by a licensed dental
provider at a distant site; and

e Authorize modest scope of practice
expansions.

Please note that allied dental professionals, such as
Registered Dental Hygienists in Alternative Practice,
shall not be permitted to bill for services rendered via
teledentistry.

Transmission Types

Asynchronous Store and Forward

Asynchronous store and forward is the transmission
of a beneficiary's dental information from a site
where a beneficiary is located at the time dental
services are provided via a telecommunications
system or where the asynchronous store and forward
service originates (i.e. "originating site") to a provider
at a distant site, where the provider reviews the
information-within 48 hours-without the beneficiary
being present.

A beneficiary receiving teledentistry services by store
and forward may also request to have real-time
communication with the distant dentist at the time of
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the consultation or within 30 days of the original
consultation.

Synchronous or Live Transmissions

Synchronous interaction, or live transmission, is a
real-time interaction between a beneficiary and a
provider located at a distant site. Live transmissions
are limited to 90 minutes per beneficiary per
provider, per day. Please note: Live transmissions are
only to be used at the beneficiary's request.

Billing for Teledentistry

Billing for Asynchronous Store
and Forward (D0999)

Teledentistry claims are identified using Current
Dental Terminology (CDT) code D0999 (“Unspecified
diagnostic procedure, by report”) with a date of
service on or after July 1, 2015. The Schedule of
Maximum Allowance (SMA) for D0999 used for
teledentistry is $0.00.

The following CDT codes may be billed as part of
teledentistry by enrolled Denti-Cal billing providers:

e DO0120: Periodic oral evaluation —
established patient

e D0150: Comprehensive oral evaluation —
new or established patient

e D0210: Intraoral — complete series of
radiographic images

e DO0220: Intraoral — periapical first
radiographic image

e D0230: Intraoral — periapical each
additional radiographic image

e D0240: Intraoral — occlusal radiographic
image

e D0270: Bitewing — single radiographic
image

e D0272: Bitewings — two radiographic
images

e D0274: Bitewings — four radiographic
images

e DO0330: Panoramic radiographic image

e DO0350: Oral/Facial photographic images

Providers may bill for teledentistry on the same claim
form as other types of procedure codes unless they
are in conflict with the Denti-Cal Manual of Criteria
(MOC).

A claim service line containing procedure D0999, and
a date of service on or after July 1, 2015, will be paid
$0.00. If a claim containing procedure D0999 is not
for teledentistry but for an unspecified diagnostic
procedure then Denti-Cal will re-evaluate the claim
and modify it to an appropriate CDT procedure code
to be paid according to the SMA. If a provider
receives $0.00 for Procedure D0999 and the
procedure is not for teledentistry then the provider
must submit a CIF for the claim explaining the
procedure is not for teledentistry. Providers must also
include any documentation and/or information as
specified in the MOC for D0999.

Billing for Synchronous or

Live Transmissions (D9999)

Providers may use CDT Code D9999 for
reimbursement of live transmission costs associated
with teledentistry (D0999). When submitting a claim
for reimbursement of live transmission costs, CDT
Code D9999 will only be payable when CDT Code
D0999 has been rendered. Transmission costs
associated with store and forward are not
reimbursable.

The reimbursed rate is 24 cents per minute, up to a
maximum of 90 minutes. Procedure D9999 may only
be used once per date of service per beneficiary, per
provider. Written documentation is required and
must include the number of minutes the transmission
occurred.

Live transmissions are only billable at the
beneficiary's request. If the live transmission cannot
occur at the precise time of the beneficiary request,
then a subsequent agreed upon time may be
scheduled between the beneficiary and provider
within a 30 day time period.
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Copayment Requirements for Denti-Cal Services

It is the provider’s responsibility to determine if a copayment is required according to the Denti-Cal criteria. The
copayment, if applicable, should be collected by the provider at the time the dental services are performed. Even
though the copayment may be required, the provider has the option of collecting or not collecting the copayment
amount.

Copayment amounts are in addition to the usual Denti-Cal provider reimbursement. No deduction will be made
from the amounts otherwise approved by Denti-Cal for payment to the provider.

A provider is prohibited by law from denying dental services if a beneficiary cannot make the copayment. The
beneficiary is, however, liable to the provider for any copayment amount owed. See Welfare and Institutions Code,
Section 14134.

For questions regarding these copayment provisions as they apply to dental services, please contact Denti-Cal toll-
free at (800) 423-0507.

MEDI-CAL COPAYMENT CRITERIA

SERVICES SUBJECT TO COPAYMENT COPAYMENT FEE | EXCEPTIONS TO FEE
NON-EMERGENCY SERVICES PROVIDED IN AN $5.00 1. Personsaged 18 or under.
EMERGENCY ROOM: 2. Any woman receiving

A non-emergency service is defined as “any service not perinatal care (services
required for alleviation of severe pain or the immediate pregnancy and one month
diagnosis and treatment of severe medical conditions following delivery).

which, if not immediately diagnosed and treated, would 3. Persons who are inpatients in
lead to disability or death.” Such services provided in an a health facility (hospital,
emergency room are subject to copayment. skilled nursing facility or

intermediate care facility).
4. Any child in AFDC-foster care.
5. Any service for which the
program’s payment is $10 or

OUTPATIENT SERVICES: $1.00
Physician, optometric, chiropractic, psychology, speech
therapy, audiology, acupuncture, occupational therapy,
pediatric, surgical center, hospital or clinic outpatient,

less.
physical therapy and dental. ess
DRUG PRESCRIPTIONS: $1.00 All listed above, plus person aged
Each drug prescription or refill. 65 or older.
Fourth Quarter, 2016 Treating Beneficiaries
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Emergency Services

Title 22, CCR, Section 51056, states as follows:

(a) Except as provided in subsection (b),
“emergency services” means those services
required for alleviation of severe pain, or
immediate diagnosis and treatment of unforeseen
medical conditions, which, if not immediately
diagnosed and treated, would lead to disability or
death.

(b) For purposes of providing treatment of an
emergency medical condition to otherwise eligible
aliens pursuant to Welfare and Institutions Code
Section 14007.5(d), “emergency medical
condition” means a medical condition (including
emergency labor and delivery) manifesting itself by
acute symptoms of sufficient severity, including
severe pain, such that the absence of immediate
medical attention could reasonably be expected to
result in any of the following:

(1) Placing the patient's health in serious
jeopardy.

(2) Serious impairment to bodily functions.

(3) Serious dysfunction of any bodily organ or
part.

(c)Emergency services are exempt from prior
authorization, but must be justified according to
the following criteria:

(1) Any service classified as an emergency,
which would have been subject to prior
authorization had it not been so classified, must
be supported by a physician’s, podiatrist’s or
dentist’s statement which describes the nature
of the emergency including relevant clinical
information about the patient’s condition, and
states why the emergency services rendered
were considered to be immediately necessary. A
mere statement that an emergency existed is
not sufficient. It must be comprehensive enough
to support a finding that an emergency existed.
Such statement shall be signed by a physician,
podiatrist or dentist who had direct knowledge
of the emergency described in this statement.

(2) The Department may impose post service
prepayment audit as set forth in Section

51159(b), to review the medical necessity of
emergency services provided to beneficiaries.
The Department may require providers to follow
the procedures for obtaining authorization on a
retroactive basis as the process for imposing
post-service prepayment audits. Requests for
retroactive authorization of emergency services
must adequately document the medial necessity
of the services and must justify why the services
needed to be rendered on an emergency basis.

(d) Program limitation set forth in Section 51304
and 51310 are not altered by this section.

Within the scope of dental benefits under the
program, emergency services may comprise of those
diverse professional services required in the event of
unforeseen medical conditions such as hemorrhage,
infection, or trauma. Examples of emergency
conditions may include, but are not limited to, the
following:

e  High risk-to-life or seriously disabling
conditions, such as cellulitis, oral
hemorrhage, and traumatic conditions.

e Low risk-to-life or minimally disabling
conditions, such as painful low grade oral-
dental infections, near pulpal exposures,
fractured teeth or dentures, where theses
conditions are exacerbated by psychiatric or
other neurotic states of the patient.
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Table 4: Omnibus Budget Reconciliation Act

(OBRA) Emergency Services Only Omnibus

Budget Reconciliation Act (OBRA) Emergency
Services Only

OBRA beneficiaries are newly legalized amnesty
aliens and/or undocumented aliens who are
otherwise eligible for Medi-Cal benefits but are not
permanent U.S. residents. These beneficiaries have
limited benefits and are only eligible for emergency
dental services; they can be identified by their limited
scope aid code.

An emergency dental condition is a dental condition
manifesting itself by acute symptoms of sufficient
severity including severe pain, which in the absence
of immediate dental attention could reasonably be
expected to result in any of the following:

e placing the patient’s health in serious
jeopardy,

e serious impairment to bodily functions,

e serious dysfunction of any bodily organ or
part.

The emergency must be certified in accordance with
Section 51056 of Title 22, CCR.

Please note that TARs are not allowed and may not

be submitted for these beneficiaries. If a TAR is

submitted for any of the procedures described below,

it will be denied.

The following are identified as emergency dental
procedures for OBRA beneficiaries: D0220, D0230,
D0250, D0260, D0290, D0330, D0502, D0999, D2920,
D2940, D2970, D3220, D3221, D6092, D6093, D6930,
D7111, D7140, D7210, D7220, D7230, D7240, D7241,
D7250, D7260, D7261, D7270, D7285, D7286, D7410,
D7411,D7412,D7413, D7414, D7415, D7440, D7441,
D7450, D7451, D7460, D7461, D7490, D7510, D7511,
D7520, D7521, D7530, D7540, D7550, D7560, D7610,
D7620, D7630, D7640, D7650, D7660, D7670, D7671,
D7710, D7720, D7730, D7740, D7750, D7760, D7770,
D7771, D7810, D7820, D7830, D7910, D7911, D7912,
D7980, D7983, D7990, D9110, D9210, D9220, D9221,
D9230, D9241, D9242, D9248, D9410, D9420, D9430,
D9440, D9610, D9910, D9930.

When applicable, necessary documentation and/or
radiographs to justify the emergency procedure must
be submitted with the claim.

When the procedures listed above are provided, an

emergency certification statement is always required.

This statement must be either entered in the
“Comments” area (Field 34) on the claim form or
attached to the claim. It must:

1. Describe the nature of the emergency, including
clinical information pertinent to the patient’s
condition; and

2. Explain why the emergency services provided
were considered immediately necessary.

3. The statement must be signed by the dentist

providing the services (in the “Comments” area

or on the attached statement) and must provide

enough information to show the existence of an

emergency dental condition and need for

immediate treatment. Merely stating an

emergency existed or that the patient was in
pain is insufficient.
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Other Health Coverage

The Denti-Cal program follows the regulations in
California Code of Regulations (CCR), Title 22, which
require full utilization of benefits from all other
carriers first. This means Denti-Cal is considered the
secondary carrier and can only pay up to the
maximum amount allowed for covered benefits.
Denti-Cal will make payment only if the primary

carrier pays less than the maximum Denti-Cal

allowance.

After billing the other coverage carrier, providers
should submit a claim to Denti-Cal along with the
Explanation of Benefits/Remittance Advice (EOB/RA),
Proof of Denial letter, or fee schedule from the other
insurance carrier. Denti-Cal will not accept “no other
dental coverage” written on the claim, NOA for
payment, RTD or CIF. Denti-Cal will apply the
coinsurance or deductible to each service in the
individual amounts indicated on the EOB/RA and fee
schedule; if the other coverage carrier has applied the
coinsurance/deductible amount to the claim as a
whole, Denti-Cal will distribute the amount equally
among all services listed on the claim when
calculating payment for covered services. Denti-Cal
will pay the difference between the amount the other
coverage carrier paid for the service plus the
appropriate coinsurance/deductible amount applied
to that service, and the Denti-Cal allowed amount for
the service.

Note: Insurance information must be submitted for a
claim for payment, but is not required for a TAR.

Prepaid Health Plan (PHP)/Health
Maintenance Organization (HMO)

When a Medi-Cal beneficiary has a PHP or HMO as
other health coverage, he or she must use the plan
facilities for regular dental care. Providers should bill
the appropriate carrier for out-of-area services or
emergency treatment covered by the beneficiary's
PHP or HMO.

The following are other health coverage codes:

OHC Health Coverage Type
Healthy Families
Pay and Chase
CHAMPUS
Medicare Part D
Medicare HMO
Kaiser
Dental Only
No Other Coverage
PHP/HMO

Y Fee-For-Service Carriers
Providers should note that even though the other

health coverage code indicates a PHP/HMO, the
dental carrier may not be a PHP or HMO.

o ZC XARTOO >0

For Denti-Cal to correctly process claims submitted
for payment, a Remittance Advice/Explanation of
Benefits (RA/EOB), fee schedule or denial of service
letter must accompany the claim to verify the other
coverage carrier is a PHP/HMO. Providers billing
Denti-Cal for services not included in the beneficiary’s
PHP/HMO plan must submit an RA/EOB, fee schedule
or denial letter showing that the PHP/HMO was billed
first.

Child Health and Disability Prevention
(CHDP) Gateway

On July 1, 2003, Child Health and Disability
Prevention (CHDP) medical providers (not dental
providers) began pre-enrolling eligible low-income
children under 19 years of age into the new CHDP
Gateway. CHDP Gateway providers encourage
parents to apply for health care coverage for their
children through Medi-Cal or Healthy Families. The
children are eligible to receive Full Scope, fee-for-

service Medi-Cal and Denti-Cal benefits during the

month of application and the following month, or
until the processing of their application is complete.
Denti-Cal reimbursement rates for children eligible

for this temporary coverage are the same as the usual

Denti-Cal rates. Children who are not eligible for
either program will continue to receive CHDP services
in accordance with the CHDP periodicity table.

Since the Gateway began, several issues have arisen
that may be of interest to Denti-Cal providers:

e  Because some children may be eligible for
only 1-2 months, it is very important for
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children with temporary Medi-Cal eligibility
to be seen as quickly as possible. A number
of offices and clinics have responded by
setting aside a block of time to see these
children.

e  Children enrolled through the Gateway will
ordinarily receive their BIC ID card within 10
days of enrollment. In the interim, they will
have an “immediate eligibility document,”
which will be either a copy of a printout
from an Internet Web site or a Point of
Service (POS) device receipt similar to a gas
station pump receipt. This document
displays the beneficiary's BIC ID number and
is an acceptable form of identification that
should be accepted until the BIC ID card is
received. Regardless of whether the
beneficiary presents a BIC ID card or a paper
immediate eligibility document, all
providers, including Children’s Treatment
Program (CTP) providers, must always check
a beneficiary's eligibility status at each visit.
The PM160 form is insufficient
documentation for participation in the CHDP
Gateway.

e The immediate eligibility document can
contain several different responses, so it is
important to read the response carefully. All
providers participating in the CHDP Gateway,
including CTP providers, must check
eligibility for every beneficiary at every visit,
regardless of what the response says. The
PM160 form is insufficient.

e  Children who are determined ineligible for
temporary Medi-Cal coverage through the
Gateway may be assigned other emergency
or pregnancy-related Medi-Cal aid codes. If a
child switches dentists because they were
unable to complete treatment prior to
termination of their temporary Medi-Cal
coverage, Denti-Cal encourages the child’s
provider to provide the child's treatment
plan and radiographs to their new dentist to
prevent unnecessary duplication of costs.

e Because of the short period of eligibility for
some children, Denti-Cal encourages
providers to allow their names and phone
numbers to be distributed to CHDP medical

providers. Providers willing to do this should
call the local CHDP office to be included on a
referral list. Access the local CHDP office at
http://ww2.dhcs.ca.gov/services/chdp/Page
s/default.aspx. Also, if Denti-Cal providers
are able to accommodate children eligible

for the Gateway on short notice, notify the
CHDP medical providers so they will know of
your willingness to see these children
relatively quickly. (For additional eligibility
procedures for CHDP visit the following web
site:

http://files.medi-cal.ca.gov/pubsdoco/

publications/Masters-other/verifone/

eligtrans_ver00.pdf.)

Altered Cards and Other Abuses of
the Denti-Cal Program Fraud, Help
Stop:Altered Cards and Other Abuses

The Department is requesting that dental providers
be reminded that all beneficiary information is
confidential and must be protected from disclosure
to unauthorized personnel. Beneficiary identification
includes the following:

e Beneficiary’s name

e address

e telephone number

e  social security number

e  Medi-Cal identification number

Protecting confidential information is especially
important for providers of inpatient care billing and
third-party insurance organizations when utilizing
independent billing agencies, as well as employees
who appear to be inappropriately accessing such
information.

Dental providers should not accept any Medi-Cal

identification card that has been altered in any way. If

a beneficiary presents a paper or plastic card that is
photocopied or contains erasures, strike-outs, white-
outs, type-overs, or appears to have been altered in
any other way, the provider should request that the
beneficiary obtain a new card from his or her county
social services office prior to performing services.
Health care providers are encouraged to report
evidence of fraud to the Attorney General’s Medical
Fraud Hotline at (800) 722-0432. Any provider who
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suspects a beneficiary of abusing the Denti-Cal
program may call (800) 822-6222. Situations where
abuse of the program may be suspected include:

e  Use of another person's Medi-Cal
identification card;

e  Presenting an altered card;

e Attempting to obtain excessive or
inappropriate drugs.

Misuse of Benefits Identification Card

The Department’s Medical Review Branch has
increased the number of replacement Medi-Cal
Benefits Identification Cards (BICs) in an ongoing
effort to nullify BICs that may have been stolen or
misused. This process may be further escalated as
other misuses of BICs are discovered.

If a provider receives a response during the eligibility
verification process that states “current BIC ID and
issue date required”, the provider must ask the
beneficiary for his/her new card.

Attaching a copy of the BIC card for documentation

purposes will not be accepted.

Prevention of Identity Theft

To prevent identity theft, the Department requires all
providers to avoid using a beneficiary’s Social Security
Number (SSN) whenever possible, and reminds them
that SSNs are not permitted on forms submitted for
payment. Claims or TARS submitted with SSNs will be
denied.

When submitting TAR/Claim forms to Denti-Cal,
providers should use the 14-character ID number
from the BIC.
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Beneficiary Complaint or
Grievance Procedures

A Medi-Cal beneficiary with a complaint or grievance
concerning scope of benefits, quality of care,
modification or denial of a TAR/Claim form, or other
aspect of services provided under the Denti-Cal
Program must direct the complaint or grievance as
follows:

Initial Appeal to Provider

The beneficiary should initiate action by submitting
the complaint or grievance to the provider,
identifying the complaint or grievance by specifically
describing the disputed service, action, or inaction.
The provider responsible for the dental needs of the
beneficiary should attempt to resolve the complaint
or grievance within the parameters of the Denti-Cal
program.

Notification to Denti-Cal

When action at the provider level fails to resolve the
complaint or grievance, the beneficiary should
telephone Denti-Cal at (800) 322-6384, identify
himself/herself and the provider involved, and
specifically describe the disputed services, action, or
inaction. The beneficiary may also complete the
Beneficiary Medi-Cal Dental Program Complaint Form
(a sample, found on the following pages, is to be
copied for the beneficiary) and return it to Denti-Cal
at the address indicated on the form.

Denti-Cal Beneficiary Services will make every effort
to resolve the problem at this level. Denti-Cal may
refer the beneficiary back to the provider for
resolution of the problem, or send the Beneficiary
Medi-Cal Dental Program Complaint Form to the
beneficiary for completion.

Denti-Cal will acknowledge the written complaint or
grievance within five (5) calendar days of receipt. The
written complaint or grievance may be referred to a
Denti-Cal dental consultant, who will determine the
next course of action, which could include contacting
the patient and/or provider, referring the patient to a
clinical screening examination by a Denti-Cal Clinical
Screening Dentist, or referral to the appropriate peer
review body.

When a copy of the beneficiary’s chart and other
pertinent information is requested from a provider’s
office, it is important that this information be
submitted to Denti-Cal within the time frame
indicated on the request to avoid potential
recoupment of funds previously paid for the
service(s) at issue.

Denti-Cal will send a letter summarizing its conclusion
and reasons substantiating the decision to the patient
within 30 days of the receipt of the complaint or
grievance. If it is determined that there is a need to
recoup funds for previously paid service(s), Denti-Cal
will issue the provider a written notification indicating
the specific reasons for the recoupment.

If a beneficiary is not able to make his/her scheduled
clinical screening the 30 days may be extended.

If a beneficiary is not satisfied with the decision of the
complaint review process, he/she may ask for a State
Hearing by writing to or calling:

Office of the Chief Administrative Law Judge
State Department of Social Services

PO Box 13189 Sacramento, CA 95813-3189
Or:

(800) 952-5253

The following three pages include the forms to
submit for beneficiary complaints. The 3rd, blank
page is for comments relating to the complaint.
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Beneficiary Medi-Cal Dental Program Complaint Form (Page 1)
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Beneficiary Medi-Cal Dental Program Complaint Form (Page 2)
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Beneficiary Medi-Cal Dental Program Complaint Form (Blank)

Denti-Cal

California Medi-Cal Dental Program

F.Q. Box 15539 #» Sacramento, CA 95852-1539 « (B00) 322-6384
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Grievance and Complaint Procedures to the
Department of Managed Health Care

Grievance and complaint procedures for both
beneficiaries and providers are maintained in order to
resolve or adjudicate differences in professional
judgments or opinions, misunderstandings in prior
authorization or payment policies, and interpretation
of the level and scope of benefits of the Denti-Cal
program.

For more information visit the California Department
of Managed Health Care (DMHC) Web site:
http://www.dmhc.ca.gov/aboutthedmhc/.

The following page contains information on how to
file a complaint with the DMHC.
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Notice from the Department of Managed Health Care (How to File a Complaint with DMHC)

Denti-Cal

California Medi-Cal Dental Program

Notice from the Department of Managed Health Care

You may file a complaint with the California Department of Managed Health Care after
you have completed Delta’s grievance process or after you have been involved in Denti-
Cal's grievance process for 30 days. You may file a grievance with the Department
immediately in an emergency situation that is one involving severe pain and imminent
and serious threat to your health.

The California Department of Managed Health Care is responsible for regulating health
care service plans. If you have a grievance against your health plan, you should first
telephone your plan at (1-800-322-6384) and use your plan's grievance process before
contacting the Department. Utilizing this grievance procedure does not prohibit any
potential legal rights or remedies that may be available to you. If you need help with a
grievance involving an emergency, a grievance that has not been satisfactorily resolved
by your Health Plan, or a grievance that has remained unresolved for more than 30 days,
you may call the Department for assistance. You may also be eligible for an Independent
Medical Review (IMR). If you are eligible for IMR, the IMR process will provide an
impartial review of medical decisions made by a Health Plan related to the medical
necessity of a proposed service or treatment, coverage decisions for treatments that are
experimental or investigational in nature and payment disputes for emergency or urgent
medical services. The Department also has a toll-free telephone number (1-888-HMO-
2219) and a TDD line (1-877-688-9891) for the hearing and speech impaired. The
Department's Internet Web site (http://www.hmohelp.ca.gov) has complaint forms, IMR
application forms and instructions online.

IMR has limited application to your dental program. You may request IMR only if your
dental claim concerns a life-threatening or seriously debilitating condition(s) and is
denied or modified because it was deemed an experimental procedure.

P.O.Box 15539 « Sacramento, CA 95852-1539 + (800) 322-6384 B-1
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State Hearing

According to California Code of Regulations (CCR),
Title 22, Section 50951:

Applicants or beneficiaries shall have the right to a
State hearing if dissatisfied with any action or
inaction of the county department, the Department
of Health Services or any person or organization
acting in behalf of the county or [t]he Department
relating to Medi-Cal eligibility or benefits....

Authorization of Services Through the State
Hearing Process

Services can be authorized through the State Hearing
process in two ways:

1. A conditional withdrawal; or
2. Agranted decision.

Conditional Withdrawal

A conditional withdrawal can be offered to the
beneficiary upon receipt of additional information
from either the beneficiary or the dentist. If the
beneficiary agrees to the conditions of the
withdrawal, a pink authorization letter is mailed to
him/her. The beneficiary may then take the
authorization to the Denti-Cal provider of his/her
choice. In order to be paid for services provided, the
treating provider is responsible to:

1. Bean enrolled Denti-Cal provider.
. Verify the patient’s eligibility.

3. Provide ONLY the service(s) authorized within
the 180 days of the date on the letter.

4. Submit a claim for payment within 60 calendar
days from the date of the last completed service
provided within the authorization period. The
claim must include the original pink authorization
letter bearing the original signature. Mail the
claim for payment to:

Denti-Cal

California Medi-Cal Program
Attn: State Hearings

PO Box 13898

Sacramento, CA 95853

Granted Decision

If an administrative law judge determines a denied
service should be authorized, the judge will issue a
GRANTED DECISION. Through the action, the
beneficiary is authorized to take the decision to the
Denti-Cal provider of his/her choice to receive
services. In order to be paid for services provided, the
treating provider is responsible to:

1. Bean enrolled Denti-Cal provider.
Verify the patient’s eligibility.
Provide ONLY the service(s) authorized in the
“ORDER” section of the decision within 180
calendar days of the signed order.

4. Submit a claim for payment within 60 calendar
days from the date of the last completed service
performed within the authorization period. The
claim must include the Granted Decision and
should be mailed to the following address:

Denti-Cal

California Medi-Cal Program
Attn: State Hearings

PO Box 13898

Sacramento, CA 95853

Contacting Denti-Cal to Postpone or
Withdraw a State Hearing

The Department of Social Services (DSS) has
implemented a phone number for providers and
beneficiaries wishing to postpone or withdraw a State
Hearing. The toll free phone number is (855) 266-
1157. This number may also be used to make a
general inquiry about a State Hearing that has already
been filed.

To make an oral request to file a State Hearing,
providers and beneficiaries should continue to call
DSS toll free at (800) 952-5253.
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Aid Codes

The following aid codes identify the types of services for which different Medi-Cal/CMSP/CCS/GHPP beneficiaries

are eligible.

More information about OBRA and IRCA aid codes can be found on www.medi-cal.ca.gov > Publications > Provider
Manuals > Part 1-Medi-Cal Program and Eligibility > OBRA and IRCA (obra).

Special Indicators: These indicators, which appear in the aid code portion of the county ID number, help Medi-Cal

identify the following:

IE Ineligible: A person who is ineligible for Medi-Cal benefits in the case. An IE person may only use medical
expenses to meet the SOC for other family members associated within the same case. Upon certification of
the SOC, the IE individual is not eligible for Medi-Cal benefits in this case. An IE person may be eligible for
Medi-Cal benefits in another case where the person is not identified as IE.

RR Responsible Relative: An RR is allowed to use medical expenses to meet the SOC for other family members
for whom he/she is responsible. Upon certification of the SOC, an RR individual is not eligible for Medi-Cal
benefits in this Medi-Cal Budget Unit (MBU). The individual may be eligible for Medi-Cal benefits in
another MBU where the person is not identified as RR.

Aid
Code Benefits

SOC

Program/Description

0A Full Scope

No

Refugee Cash Assistance (FF). Includes unaccompanied children. Covers
all eligible refugees during their first eight months in the United States.
Unaccompanied children are not subject to the eighth-month limitation
provision. This population is the same as aid code 01, except that they
are exempt from grant reductions on behalf of the Assistance Payments
Demonstration Project/California Work Pays Demonstration Project.

(1] HF services only (no
Medi-Cal)

No

Access for Infants and Mothers (AIM) - Infants enrolled in Healthy
Families (HF). Infants from a family with an income of 200 to 300
percent of the federal poverty level, born to a mother enrolled in AIM.
The infant’s enrollment in the HF program is based on their mother’s
participation in AlM.

OE Full Scope

No

Medi-Cal Access Prog Preg Women >213% through 322%

OF Full Scope

No

Five Month transitional food stamp program. This aid code is for
households who are terminating their participation in the CalWORKs
program without the need to re-establish food stamp eligibility.

0G Full Scope

No

MCAP Pregnant Woman >213% = <322% FPL FFS

OM | Full Scope

No

Accelerated Enrollment (AE) of temporary, full scope, no Share of Cost
(SOC) Medi-Cal only for females 65 years of age and younger, who are
diagnosed with breast and/or cervical cancer, found in need of
treatment, and who have no creditable health insurance coverage.
Eligibility is limited to two months because the individual did not enroll
for on-going Medi-Cal.

ON Full Scope

No

AE of temporary, Full Scope, no SOC Medi-Cal coverage only for females
65 years of age and younger, who are diagnosed with breast and/or
cervical cancer, found in need of treatment, and who have no
creditable health insurance coverage. No time limit.
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Aid
Code

Benefits

SOC

Program/Description

oP

Full Scope

No

Full scope, no SOC Medi-Cal only for females 65 years of age and
younger who are diagnosed with breast and/or cervical cancer and
found in need of treatment; who have no creditable health insurance
coverage and who are eligible for the duration of treatment.

OR

Restricted Services

No

Provides payment of premiums, co-payments, deductibles and
coverage for non-covered cancer-related services for all males and
females (regardless of age or immigration status). These individuals
must have high cost other health coverage cost-sharing insurance (over
$750/year), have a diagnosis of breast (payment limited to 18 months)
and/or cervical (payment limited to 24 months) cancer, and are found
in need of treatment.

oT

Restricted Services

No

Provides payment of 18 months of breast and 24 months of cervical
cancer treatment services for all aged males and females who are not
eligible under aid codes OP, OR, or OU, regardless of citizenship, that are
diagnosed with breast and/or cervical cancer and found in need of
treatment. This aid code does not contain anyone with other creditable
health insurance, regardless of the amount of coinsurance. Does not
cover individuals with expensive creditable insurance or anyone with
unsatisfactory immigration status.

ou

Restricted Services

No

Provides services only for females with unsatisfactory immigration
status, who are 65 years of age or younger, diagnosed with breast
and/or cervical cancer and are found in need of treatment. These
individuals are eligible for federal Breast and Cervical Cancer Treatment
Program (BCCTP) for emergency services for the duration of the
individual’s treatment. State-only breast (payment limited to 18
months) and cervical (payment limited to 24 months) cancer services,
pregnancy-related services and LTC services. Does not cover individuals
with other creditable health insurance.

ov

Limited Scope

No

Provides Emergency, Long Term Care, and Pregnancy-related services,
with no share of cost, to individuals no longer eligible for the Breast and
Cervical Cancer Treatment Program.

01

Full Scope

No

Refugee Cash Assistance (FFP). Includes unaccompanied children.
Covers all eligible refugees during their first eight months in the United
States. Unaccompanied children are not subject to the eighth-month
limitation provision.

02

Full Scope

Y/N

Refugee Medical Assistance/Entrant Medical Assistance (FFP). Covers
refugees and entrants who need Medi-Cal and who do not qualify for or
want cash assistance.

03

Full Scope

No

Adoption Assistance Program (AAP) (FFP). A cash grant program to
facilitate the adoption of hard-to-place children who would require
permanent foster care placement without such assistance.

04

Full Scope

No

Adoption Assistance Program/Aid for Adoption of Children (AAP/AAC)
(non-FFP). Covers cash grant children receiving Medi-Cal by virtue of
eligibility to AAP/AAC benefits.

05

None

No

SERIOUSLY EMOTIONALLY DISTURBED CHILDREN
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Aid
Code

Benefits

SOC

Program/Description

07

Full Scope

No

A cash grant program to facilitate the ongoing adoptive placement of
hard-to-place NMDs, whose initial AAP payment occurred on or after
age 16 and are over age 18 but under age 21, who would require
permanent foster care placement without such assistance.

08

Full Scope

No

Entrant Cash Assistance (ECA) (FFP). Provides ECA benefits to
Cuban/Haitian entrants, including unaccompanied children who are
eligible, during their first eight months in the United States. (For
entrants, the month begins with their date of parole.) Unaccompanied
children are not subject to the eighth-month limitation provision.

09

None

No

FOOD STAMP PROGRAM - PARTICIPANTS

1A

None

No

Aged Cash Assistance Program for Immigrants (CAPI) — Qualified Aliens

1D

Full Scope

No

Aged — In-Home Support Services (IHSS). Covers aged individuals
discontinued from the IHSS residual program for reasons other than the
loss of Supplemental Security Income/State Supplemental Payment
(SSI/SSP) until the county determines their Medi-Cal eligibility.

1E

Full Scope

No

Craig v. Bonta Continued Eligibility for the Aged. Aid Code 1E covers
former SSI beneficiaries who are aged (with the exception of persons
who are deceased or incarcerated in a correctional facility) until the
county redetermines their Medi-Cal eligibility. Provides fee-for-service
full scope Medi-Cal without a share of cost and with federal financial
participation.

1F

None

Yes

PERSONAL CARE SERVICES PROGRAM

1H

Full Scope

No

Federal Poverty Level — Aged (FPL-Aged). Provides Full Scope (no Share
of Cost) Medi-Cal to qualified aged individuals/couples.

v

Restricted to pregnancy
and emergency services

No

Restricted Federal Poverty Level — Aged (Restricted FPL-Aged). Provides
emergency and pregnancy-related benefits (no Share of Cost) to
qualified aged individuals/couples who do not have satisfactory
immigration status.

1X

Full Scope

No

Multipurpose Senior Services Program (MSSP) waiver provides full
scope benefits, MSSP transitional and non-transitional services, with no
share of cost and with federal financial participation.

1y

Full Scope

Yes

Multipurpose Senior Services Program (MSSP) waiver provides full
scope benefits, MSSP transitional and non-transitional services, with a
Share of Cost and with federal financial participation.

10

Full Scope

No

SSI/SSP Aid to the Aged (FFP). A cash assistance program administered
by the SSA which pays a cash grant to needy persons 65 years of age or
older.

11

None

No

AID TO THE AGED - SERVICES ONLY

12

None

No

AID TO THE AGED - SPECIAL CIRCUMSTANCES

13

Full Scope

Y/N

Aid to the Aged — LTC (FFP). Covers persons 65 years of age or older
who are medically needy and in LTC status.
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Aid

Code Benefits SOC Program/Description

14 Full Scope No | Aidto the Aged — Medically Needy (FFP). Covers persons 65 years of
age or older who do not wish or are not eligible for a cash grant, but are
eligible for Medi-Cal only.

16 Full Scope No | Aid to the Aged — Pickle Eligibles (FFP). Covers persons 65 years of age
or older who were eligible for and receiving SSI/SSP and Title Il benefits
concurrently in any month since April 1977 and were subsequently
discontinued from SSI/SSP but would be eligible to receive SSI/SSP if
their Title Il cost-of-living increases were disregarded. These persons
are eligible for Medi-Cal benefits as public assistance recipients in
accordance with the provisions in the Lynch v. Rank lawsuit.

17 Full Scope Yes | Aid to the Aged — Medically Needy, SOC (FFP). Covers persons 65 years
of age or older who do not wish or are not eligible for a cash grant, but
are eligible for Medi-Cal only. SOC required.

18 Full Scope No | Aid to the Aged — IHSS (FFP). Covers aged IHSS cash recipients, 65 years
of age or older, who are not eligible for SSI/SSP cash benefits.

2A Full Scope No | Abandoned Baby Program. Provides Full Scope benefits to children up
to three months of age who were voluntarily surrendered within 72
hours of birth pursuant to the Safe Arms for Newborns Act.

2C No Dental No CCHIP 266% - 322%, 0=<19

2D Full Scope N BLIND DISCONTINUED IHSS RESIDUAL

2E Full Scope No | Craigv. Bonta Continued Eligibility for the Blind. Aid code 2E covers
former SSI beneficiaries who are blind (with the exception of persons
who are deceased or incarcerated in a correctional facility) until the
county redetermines their Medi-Cal eligibility. Provides fee-for-service
full scope Medi-Cal without a share of cost and with federal financial
participation.

2F None Yes | PERSONAL CARE SERVICES PROGRAM

2H Full Scope No | Blind - Federal Poverty Level - Full

2L None N/A | IHSS - PLUS WAIVER

2M None N/A | IHSS - PERSONAL SERVICES

2N None N/A | IHSS - RESIDUAL

2V Full Scope No | TVCAP RMA Medi-Cal NO SOC

2P Full Scope No | ARC Program - Medi-Cal coverage for foster children and youth up to 18
years of age (eligibility ends on the last day of the month of their 18th
birthday) participating in the ARC Program who do not qualify for state
CalWORKSs.

2R Full Scope No | ARC Program - Non-Minor Dependent (NMD) - Medi-Cal coverage for

foster youth 18 to 21 years of age (eligibility ends on the last day of the
month of their 21st birthday) participating in the ARC Program as a
NMD who does not qualify for state CalWORKs.

Fourth Quarter, 2016

Treating Beneficiaries
Page 4-29




Aid
Code

Benefits

SOC

Program/Description

2S

Full Scope

No

ARC Program - Federal CalWORKs - Medi-Cal coverage for foster
children and youth up to 18 years of age (eligibility ends on the last day
of the month of their 18th birthday) participating in the ARC Program
who qualify for federal CalWORKs.

2T

Full Scope

No

ARC Program - State CalWORKs - Medi-Cal coverage for foster children
and youth up to 18 years of age (eligibility ends on the last day of the
month of their 18th birthday) participating in the ARC Program who
qualify for state CalWORKs.

2U

Full Scope

No

ARC Program - State CalWORKs NMD - Medi-Cal coverage for foster
youth 18 to 21 years of age (eligibility ends on the last day of the month
of their 21st birthday) participating in the ARC Program as a NMD who
qualifies for state CalWORKs.

2X

Full Scope

No

LIMITED TERM REINSTATEMENT

20

Full Scope

No

SSI/SSP Aid to the Blind (FFP). A cash assistance program, administered
by the SSA, which pays a cash grant to needy blind persons of any age.

21

None

No

AID TO THE BLIND - SERVICES ONLY

22

None

No

AID TO THE BLIND - SPECIAL CIRCUMSTANCES

23

Full Scope

Y/N

Aid to the Blind — LTC Status (FFP). Covers persons who meet the
federal criteria for blindness, are medically needy, and are in LTC status.

24

Full Scope

No

Aid to the Blind — Medically Needy (FFP). Covers persons who meet the
federal criteria for blindness who do not wish or are not eligible for a
cash grant, but are eligible for Medi-Cal only.

26

Full Scope

No

Aid to the Blind — Pickle Eligibles (FFP). Covers persons who meet the
federal criteria for blindness and are covered by the provisions of the
Lynch v. Rank lawsuit. (See Aid Code 16 for definition of Pickle eligibles.)

27

Full Scope

Yes

Aid to the Blind — Medically Needy, SOC (FFP). Covers persons who
meet the federal criteria for blindness who do not wish or are not
eligible for a cash grant, but are eligible for Medi-Cal only. SOC is
required of the beneficiaries.

28

Full Scope

No

Aid to Blind — IHSS (FFP). Covers persons who meet the federal
definition of blindness and are eligible for IHSS. (See Aid Code 18 for
definition of eligibility for IHSS.)

3A

Full Scope

No

Safety Net - All Other Families, CalWORKs, Timed-Out, Child-Only Case.
This program provides for continued cash and Denti-Cal coverage of
children whose parents have been discontinued from cash aid and
removed from the assistance unit (AU) due to reaching the CalWORKs
60-month time limit without needing a time extender exception.

3C

Full Scope

No

Safety Net - Two-Parent, CalWORKs Timed-Out, Child-Only Case. This
program provides for continued cash and Denti-Cal coverage of children
whose parents have been discontinued from cash aid and removed
from the AU due to reaching the CalWORKs 60-month time limit
without meeting a time extender extension.

Treating Beneficiaries

Page 4-30

Fourth Quarter, 2016




Aid
Code

Benefits

SOC

Program/Description

3D

Full Scope

No

CalWORKs Pending, Medi-Cal Eligible. Provides Medi-Cal coverage for a
maximum period of four months to new CalWORKs recipients.

3E

Full Scope

No

CalWORKs LEGAL IMMIGRANT — FAMILY GROUP (FFP). Provides aid to
families in which a child is deprived because of the absence, incapacity
or death of either parent.

3F

Full Scope

No

Two Parent Safety Net & Drug/Fleeing Felon Family.

3G

Full Scope

No

AFDC-FG (State only) (non-FFP cash grant FFP for Medi-Cal eligibles).
Provides aid to families in which a child is deprived because of the
absence, incapacity or death of either parent, who does not meet all
federal requirements, but State rules require the individual(s) be aided.
This population is the same as Aid Code 32, except that they are
exempt from the AFDC grant reductions on behalf of the Assistance
Payments Demonstration Project/California Work Pays Demonstration
Project.

3H

Full Scope

No

AFDC-FU (State only) (non-FFP cash grant FFP for Medi-Cal eligibles).
Provides aid to pregnant women (before their last trimester) who meet
the federal definition of an unemployed parent but are not eligible
because there are no other children in the home. This population is the
same as Aid Code 33, except that they are exempt from the AFDC grant
reductions on behalf of the Assistance Payments Demonstration
Project/California Work Pays Demonstration Project.

3)

None

CalWORKs — Diversion AF

3K

None

CalWORKs — Diversion 2P

3L

Full Scope

No

CalWORKs LEGAL IMMIGRANT — FAMILY GROUP (FFP). Provides aid to
families in which a child is deprived because of the absence, incapacity
or death of either parent.

3M

Full Scope

No

CalWORKs LEGAL IMMIGRANT — UNEMPLOYED (FFP). Provides aid to
families in which a child is deprived because of the unemployment of a
parent living in the home.

3N

Full Scope

No

AFDC — Mandatory Coverage Group Section 1931(b) (FFP). Section 1931
requires Medi-Cal be provided to low-income families who meet the
requirements of the Aid to Families with Dependent Children (AFDC)
State Plan in effect July 16, 1996.

3P

Full Scope

No

AFDC Unemployed Parent (FFP cash) — Aid to families in which a child is
deprived because of the unemployment of a parent living in the home
and the unemployed parent meets all federal AFDC eligibility
requirements. This population is the same as Aid Code 35, except that
they are exempt from the AFDC grant reductions on behalf of the
Assistance Payments Demonstration Project/California Work Pays
Demonstration Project.
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3R

Full Scope

No

Aid to Families with Dependent Children (AFDC) — Family Group (FFP) in
which the child/children is/are deprived because of the absence,
incapacity or death of either parent. This population is the same as Aid
Code 30, except that they are exempt from the AFDC grant reductions
on behalf of the Assistance Payments Demonstration Project/California
Work Pays Demonstration Project.

3S

None

CA Registered Domestic Partner

3T

Restricted to pregnancy
and emergency services

No

Initial Transitional Medi-Cal (TMC) (FFP). Provides six months of
emergency and pregnancy-related initial TMC benefits (no SOC) for
aliens who do not have satisfactory immigration status (SIS) and have
been discontinued from Section 1931(b) due to increased earnings from
employment.

3V

Full Scope

No

CalWORKs LEGAL IMMIGRANT — UNEMPLOYED (FFP). Provides aid to
families in which a child is deprived because of the unemployment of a
parent living in the home.

3v

Restricted to pregnancy
and emergency services

No

Section 1931(b) (FFP). Provides emergency and pregnancy-related
benefits (no SOC) for aliens without SIS who meet the income,
resources and deprivation requirements of the AFDC State Plan in effect
July 16, 1996.

3w

Full Scope

No

Temporary Assistance for Needy Families (TANF) -Timed out, mixed
case. Recipients who reach the TANF 60-month time limit, remain
eligible for CalWORKs and the family includes at least one non-federally
eligible recipient.

3X

None

CalWORKs — Diversion 2P — State only

3y

None

CalWORKs — Diversion 2P — State only

30

Full Scope

No

AFDC-FG (FFP). Provides aid to families with dependent children in a
family group in which the child/children is/are deprived because of the
absence, incapacity or death of either parent.

31

None

No

AFDC FAMILY GROUP - SERVICES ONLY

32

Full Scope

No

TANF-Timed out. Recipients who have reached their TANF 60-month
time limit and remain eligible for CalWORKs.

33

Full Scope

No

AFDC — Unemployed Parent (State-only program) (non-FFP cash grant
FFP for Medi-Cal eligibles). Provides aid to pregnant women (before
their last trimester) who meet the federal definition of an unemployed
parent but are not eligible because there are no other children in the
home.

34

Full Scope

No

AFDC-MN (FFP). Covers families with deprivation of prenatal care or
support who do not wish or are not eligible for a cash grant but are
eligible for Medi-Cal only.

35

Full Scope

No

AFDC-U (FFP cash). Provides aid to families in which a child is deprived
because of unemployment of a parent living in the home, and the
unemployed parent meets all federal AFDC eligibility requirements.
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36

Full Scope

No

Aid to Disabled Widow/ers (FFP). Covers persons who began receiving
Title Il SSA before age 60 who were eligible for and receiving SSI/SSP
and Title Il benefits concurrently and were subsequently discontinued
from SSI/SSP but would be eligible to receive SSI/SSP if their Title Il
disabled widow/ers reduction factor and subsequent COLAs were
disregarded.

37

Full Scope

Yes

AFDC-MN (FFP). Covers families with deprivation of prenatal care or
support who do not wish or are not eligible for a cash grant, but are
eligible for Medi-Cal only. SOC required of the beneficiaries.

38

Full Scope

No

Continuing Medi-Cal Eligibility (FFP). Edwards v Kizer court order
provides for uninterrupted, no SOC Medi-Cal benefits for families
discontinued from AFDC until the family’s eligibility or ineligibility for
Medi-Cal only has been determined and an appropriate Notice of
Action sent.

39

Full Scope

No

Initial Transitional Medi-Cal (TMC) — Six Months Continuing Eligibility
(FFP). Provides coverage to certain clients subsequent to AFDC cash
grant discontinuance due to increased earnings, increased hours of
employment or loss of the $30 and 1/3 disregard.

4A

Full Scope

No

Adoption Assistance Program (AAP). Program for AAP children for
whom there is a state-only AAP agreement between any state other
than California and adoptive parent(s).

4C

Full Scope

No

AFDC-FC Voluntarily Placed (Fed) (FFP). Provides financial assistance for
those children who are in need of substitute parenting and who have
been voluntarily placed in foster care.

4D

None

No

ADAM

4E

Full Scope

No

Hospital PE Former Foster Care Up to age 26.

4F

Full Scope

No

Kinship Guardianship Assistance Payment (Kin-GAP). Federal program
for children in relative placement receiving cash assistance.

4G

Full Scope

No

Kin-GAP. State-only program for children in relative placement
receiving cash assistance.

4H

Full Scope

No

Foster Care Children in CALWORKS.

4K

Full Scope

No

Emergency Assistance (EA) Program (FFP). Covers juvenile probation
cases placed in foster care.

4L

Full Scope

No

Foster Care Children In 1931(B)

4mM

Full Scope

No

Former Foster Care Children (FFCC) 18 through 20 years of age.
Provides Full Scope Medi-Cal benefits to former foster care children
who were receiving benefits on their 18th birthday in Aid Codes 40, 42,
45, 4C and 5K and who are under 21 years of age.
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4N

Full Scope

No

Covers NMD, age 18 but under age 21, under AB 12 on whose behalf
financial assistance is provided for foster care placement, living with an
approved CalWORKSs relative who is not eligible for Kin-GAP or foster
care

ap

None

No

CalWORKs Family Reunification — ALL FAMILIES, provides for the
continuance of CalWORKs services to all families except two parent
families, under certain circumstances, when a child has been removed
from the home and is receiving out-of-home care.

4R

None

No

CalWORKs FAMILY REUNIFICATION — TWO PARENT, provides for the
continuation of CalWORKSs services to two-parent families, under
certain circumstances, when a child has been removed from the home
and is receiving out-of-home care.

4S

Full Scope

No

Serves former foster care NMDs over age 18, but under age 21, by
moving them from foster care placements to more permanent
placement options through the establishment of a relative guardianship
that occurred on or after age 16. (Also “includes youth age 18 but under
age 21 based on a disability.”)

3 )

Full Scope

No

IV-E KinGAP Full Scope No SOC to 21 years-old with exceptions

4U

Ful Scope

No

FFCC Optional Coverage Group

4V

Full Scope

Yes

TVCAP RMA Medi-CAL SOC

4w

Full Scope

No

Covers NMDs age 18 but under age 21, eligible for extended KinGAP
assistance based on a disability or based on the establishment of the
guardianship that occurred on or after age 16. Non-Title IV-E KinGAP
must have a full Medicaid eligibility determination.

40

Full Scope

No

AFDC-FC/Non-Fed (State FC). Provides financial assistance for those
children who are in need of substitute parenting and who have been
placed in foster care.

41

None

No

AFDC - FOSTER CARE - SERVICES ONLY

42

Full Scope

No

AFDC-FC/Fed (FFP). Provides financial assistance for those children who
are in need of substitute parenting and who have been placed in foster
care.

43

Full Scope

No

Covers NMD, age 18 but under age 21, under AB 12 on whose behalf
financial assistance is provided for state-only foster care placement.

44

Restricted to
pregnancy-related
services

No

Income Disregard Program. Pregnant (FFP) United States Citizen/U.S.
National and aliens with satisfactory immigration status including lawful
Permanent Resident Aliens/Amnesty Aliens and PRUCOL Aliens.
Provides family planning, pregnancy-related and postpartum services
for any female if family income is at or below 200 percent of the federal
poverty level.

45

Full Scope

No

Children Supported by Public Funds (FFP). Children whose needs are
met in whole or in part by public funds other than AFDC-FC.
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47 Full Scope No | Income Disregard Program (FFP). Infant — United States Citizen,
Permanent Resident Alien/PRUCOL Alien. Provides full Medi-Cal
benefits to infants up to 1 year old and continues beyond 1 year when
inpatient status, which began before first birthday, continues and
family income is at or below 200 percent of the federal poverty level.
48 Restricted to No | Income Disregard Program. Pregnant — Covers aliens who do not have
pregnancy-related lawful permanent resident, PRUCOL, or amnesty status (including
services undocumented aliens), but who are otherwise eligible for Medi-Cal.
Provides family planning, pregnancy-related and postpartum services
for any age female if family income is at or below 200 percent of the
federal poverty level. Routine prenatal care is non-FFP. Labor, delivery
and emergency prenatal care are FFP.
49 Full Scope No | Covers NMD, age 18 but under age 21, under AB 12 on whose behalf
financial assistance is provided for federal foster care placement.
5A None EA Seriously Emotionally Disturbed
5C Full Scope No | HFP to Medi-Cal Transitional PE-No Premium
5D Full Scope No | HFP to Medi-Cal Transitional PE-Premium Payment
S5E Full Scope No | HF to Medi-Cal PE-No SOC
5F Restricted to pregnancy | Y/N | OBRA Aliens. Covers pregnant alien women who do not have lawful
and emergency services permanent resident, PRUCOL or amnesty status (including
undocumented aliens), but who are otherwise eligible for Medi-Cal.
5J) Restricted Services No | Beneficiaries, whose linkage has to be redetermined under Senate Bill
87 (SB 87) requirements, are receiving restricted services due to
unsatisfactory immigration status, with no SOC, and whose potential
new linkage is disability.
5K Full Scope No | Emergency Assistance (EA) Program (FFP). Covers child welfare cases
placed in EA foster care.
5R Restricted Services Yes | Beneficiaries, whose linkage has to be re-determined under SB 87
requirements, are receiving restricted services with a SOC, and whose
potential new linkage is disability.
5T Restricted to pregnancy No | Continuing TMC (FFP). Provides an additional six months of continuing
and emergency services emergency and pregnancy-related TMC benefits (no SOC) to qualifying
aid code 3T recipients.
5V Full Scope No | TVCAP MEDI-CAL RULES NO SOC, Emergency Services
5W | Restricted to pregnancy No | Four Month Continuing (FFP). Provides four months of emergency and

pregnancy-related benefits (no SOC) for aliens without SIS who are no
longer eligible for Section 1931(b) due to the collection or increased
collection of child/spousal support.

Fourth Quarter, 2016

Treating Beneficiaries
Page 4-35




Aid
Code Benefits SOC Program/Description

5X Full Scope No | Second Year Transitional Medi-Cal (TMC). Provides a second year of Full
Scope (no SOC) TMC benefits for citizens and qualified aliens age 19 and
older who have received six months of additional Full Scope TMC
benefits under aid code 59 and who continue to meet the requirements
of additional TMC. (State-only program.)

50 Restricted to CMSP Y/N | CMSP is administered by Doral Dental Services of California:

emergency services (800) 341-8478.
only

51 Full Scope Yes | IRCA ALIENS - FULL SCOPE BENEFITS

52 Limited Scope Yes | IRCA ALIENS - EMERGENCY BENEFITS

53 Restricted to LTC Y/N | Medically Indigent — LTC (Non-FFP). Covers persons age 21 or older and

services only under 65 years of age who are residing in a Nursing Facility Level A or B
and meet all other eligibility requirements of medically indigent, with or
without SOC.

54 Full Scope No | Four-Month Continuing Eligibility (FFP). Covers persons discontinued
from AFDC due to the increased collection of child/spousal support
payments but eligible for Medi-Cal only.

55 Restricted to pregnancy No | Aid to Undocumented Aliens in LTC Not PRUCOL. Covers undocumented

and emergency services aliens in LTC not Permanently Residing Under Color Of Law (PRUCOL).
LTC services: State-only funds; emergency and pregnancy-related
services: State and federal funds. Recipients will remain in this aid code
even if they leave LTC.

56 Full Scope Y IRCA AG WKRS - FULL SCOPE BENEFITS

57 Limited Scope Yes | IRCA AG WKRS - EMERGENCY BENEFITS

58 Restricted to pregnancy | Y/N | OBRA Aliens. Covers aliens who do not have lawful permanent resident,

and emergency services PRUCOL or amnesty status (including undocumented aliens), but who
are otherwise eligible for Medi-Cal.

59 Full Scope No | Additional TMC — Additional Six Months Continuing Eligibility (FFP).
Covers persons discontinued from AFDC due to the expiration of the
$30 plus 1/3 disregard, increased earnings or hours of employment, but
eligible for Medi-Cal only, may receive this extension of TMC.

6A Full Scope No | Disabled Adult Child(ren) (DAC)/Blindness (FFP).

6C Full Scope No | Disabled Adult Child(ren) (DAC)/Disabled (FFP).

6D Full Scope Y/N | Disabled —In-Home Support Services (IHSS). Covers disabled individuals
discontinued from the IHSS residual program for reasons other than the
loss of Supplemental Security Income/State Supplemental Payment
(SSI/SSP) until the county determines their Medi-Cal eligibility.
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6E

Full Scope

No

Craig v Bonta Continued Eligibility for the Disabled. Aid code 6E covers
former SSI beneficiaries who are disabled (with the exception of
persons who are deceased or incarcerated in a correctional facility)
until the county redetermines their Medi-Cal eligibility. Provides fee-
for-service full scope Medi-Cal without a share of cost and with federal
financial participation.

6F

None

Yes

PERSONAL CARE SERVICES PROGRAM

6G

Full Scope

No

250 Percent Program Working Disabled. Provides Full Scope Medi-Cal
benefits to working disabled recipients who meet the requirements of
the 250 Percent Program.

6H

Full Scope

No

Federal Poverty Level — Disabled (FPL-Disabled) Provides Full Scope (no
Share of Cost) Medi-Cal to qualified disabled individuals/couples.

6J

Full Scope

No

Senate Bill (SB) 87 Pending Disability Program. Provides Full Scope, no
Share of Cost benefits to recipients 21 to 65 years of age, who have lost
their non-disability linkage to Medi-Cal and the client claims disability.
Medi-Cal coverage continues uninterrupted during the determination
period.

6K

None

CAPI — Non-Qualified Aliens

6M

None

CAPI — Sponsored Aliens

6N

Full Scope

No

Personal Responsibility and Work Opportunity Reconciliation Act
(PRWORA)/No Longer Disabled Recipients (FFP). Former SSI disabled
recipients (adults and children not in aid code 6R) who are appealing
their cessation of SSI disability.

6P

Full Scope

No

PRWORA/No Longer Disabled Children (FFP). Covers children under age
18 who lost SSI cash benefits on or after July 1, 1997, due to PRWORA
of 1996, which provides a stricter definition of disability for children.

6R

Full Scope

Yes

Senate Bill (SB) 87 Pending Disability Program. Provides Full Scope,
Share of Cost benefits to recipients 21 to 65 years of age, who have lost
their non-disability linkage to Medi-Cal and the client claims disability.
Medi-Cal coverage continues uninterrupted during the determination
period.

6S

Full Scope

No

State Only — This aid code supplants those that were in Aid Code 65
prior to 8/24/05 - Aid to the Disabled Substantial Gainful Activity/Aged,
Blind, Disabled — Medically Needy IHSS (non-FFP). Covers persons who
(a) were once determined to be disabled in accordance with the
provisions of the SSI/SSP program and were eligible for SSI/SSP but
became ineligible because of engagement in substantial gainful activity
as defined in Title XVI regulations. They must also continue to suffer
from the physical or mental impairment that was the basis of the
disability determination or (b) are aged, blind, or disabled medically
needy, and have the costs of IHSS deducted from their monthly income.

6T

None

CAPI — Limited Term Qualified Aliens
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6U Restricted to pregnancy No | Restricted Federal Poverty Level — Disabled (Restricted FPL-Disabled)
and emergency services Provides emergency and pregnancy-related benefits (no Share of Cost)
to qualified disabled individuals/couples who do not have satisfactory
immigration status.

6V Full Scope No | Aid to the Disabled — DDS Waiver (FFP). Covers persons who qualify for
the Department of Developmental Services (DDS) Regional Waiver.

6W | Full Scope Yes | Aid to the Disabled — DDS Waiver (FFP). Covers persons who qualify for
the Department of Developmental Services (DDS) Regional Waiver.

6X Full Scope No | Aid to the Disabled — Model Waiver (FFP). Covers persons who qualify
for the Model Waiver.

6Y Full Scope Yes | Aid to the Disabled — Model Waiver (FFP). Covers persons who qualify
for the Model Waiver.

60 Full Scope No | SSI/SSP Aid to the Disabled (FFP). A cash assistance program
administered by the SSA that pays a cash grant to needy persons who
meet the federal definition of disability.

61 None No | AID TO THE DISABLED - SPECIAL CIRCUMSTANCES

62 None No | DISABLED - LONG TERM CARE

63 Full Scope Y/N | Aid to the Disabled — LTC Status (FFP). Covers persons who meet the
federal definition of disability who are medically needy and in LTC
status.

64 Full Scope No | Aidto the Disabled — Medically Needy (FFP). Covers persons who meet
the federal definition of disability and do not wish or are not eligible for
cash grant, but are eligible for Medi-Cal only.

65 Full Scope Y/N | Katrina — covers eligible evacuees of Hurricane Katrina

66 Full Scope No | Aidto the Disabled Pickle Eligibles (FFP). Covers persons who meet the
federal definition of disability and are covered by the provisions of the
Lynch v Rank lawsuit. No age limit for this aid code.

67 Full Scope Yes | Aid to the Disabled — Medically Needy, SOC (FFP). (See Aid Code 64 for
definition of Disabled — MN.) SOC is required of the beneficiaries.

68 Full Scope No | Aid to the Disabled IHSS (FFP). Covers persons who meet the federal
definition of disability and are eligible for IHSS. (See Aid Codes 18 and
65 for definition of eligibility for IHSS).

7A Full Scope No | 100 Percent Program. Child (FFP) — United States Citizen, Lawful
Permanent Resident/PRUCOL/(IRCA Amnesty Alien [ABD or Under 18]).
Provides full benefits to otherwise eligible children, ages 6 to 19 and
beyond 19 when inpatient status began before the 19th birthday and
family income is at or below 100 percent of the Federal poverty level.
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7C Restricted to pregnancy No | 100 Percent Program. Child — Undocumented/ Nonimmigrant
and emergency services Status/[IRCA Amnesty Alien (Not ABD or Under 18)]. Covers emergency
and pregnancy-related services to otherwise eligible children, ages 6 to
19 and beyond 19 when inpatient status begins before the 19th
birthday and family income is at or below 100 percent of the Federal
poverty level.
7E Full Scope No | 100% New Entrant Non-Immigrant
7F Valid for pregnancy No | Presumptive Eligibility (PE) — Pregnancy Verification (FFP). This option
verification office visit allows the Qualified Provider to make a determination of PE for
outpatient prenatal care services based on preliminary income
information. 7F is valid for pregnancy test, initial visit, and services
associated with the initial visit. Persons placed in 7F have pregnancy
test results that are negative.
7G Valid only for No | Presumptive Eligibility (PE) — Ambulatory Prenatal Care Services (FFP).
ambulatory prenatal This option allows the Qualified Provider to make a determination of PE
care services for outpatient prenatal care services based on preliminary income
information. 7G is valid for Ambulatory Prenatal Care Services. Persons
placed in 7G have pregnancy test results that are positive.
7H Valid only for TB-related | No | Medi-Cal Tuberculosis (TB) Program. Covers individuals who are TB-
outpatient services infected for TB-related outpatient services only.
7] Full Scope No | Continuous Eligibility for Children (CEC) Program. Provides Full Scope
benefits to children up to 19 years of age who would otherwise move to
a SOC (Share of Cost).
7K Restricted to pregnancy No | Continuous Eligibility for Children (CEC) Program. Provides emergency
and emergency services and pregnancy-related benefits (no SOC) to children up to 19 years of
age who would otherwise move to a SOC.
7L Full Scope No | ELE 19 through 64 <= 128% FPL - Disabled No Medicare
7M | Valid for Minor Consent | Y/N | Minor Consent Program (Non-FFP). Covers minors aged 12 and under
services 21. Limited to services related to Sexually Transmitted Diseases, sexual
assault, drug and alcohol abuse, and family planning.
7N Valid for Minor Consent No | Minor Consent Program (FFP). Covers pregnant female minors under
services age 21. Limited to services related to pregnancy and family planning.
7P Valid for Minor Consent | Y/N | Minor Consent Program (Non-FFP). Covers minors age 12 and under 21.
services Limited to services related to Sexually Transmitted Diseases, sexual
assault, drug and alcohol abuse, family planning and outpatient mental
health treatment.
7R Valid for Minor Consent | Y/N | Minor Consent Program (FFP). Covers minors under age 12. Limited to
services services related to family planning and sexual assault.
7S Full Scope No | Cal Fresh Express Lane for Parents Age 19-64, at or below

138% FPL.
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T

Full Scope

No

Free National School Lunch Program (NSLP) Express Enrollment.
Children determined by their school, designated as an express
enrollment entity, as eligible for express enroliment.

7V

Full Scope

No

Cal Fresh Express Lane for Adults Age 19-64, at or below 130% FPL.

7W

Full Scope

No

Cal Fresh Express Lane Enrollment for Children Age 0-19, at or below
130% FPL.

7X

Full Scope

No

Two months of Healthy Families Program (HFP) Bridge. Provides two
calendar months of health care benefits with no SOC to Medi-Cal
parents, caretaker relatives, legal guardians, and children who appear
to qualify for the Healthy Family Program.

7Y

Full Scope

No

HF to Medi-Cal Bridge (HFP) provides two additional calendar months of
HF to adults and children who at the annual review are ineligible for HF
and appear to qualify for Medi-Cal.

71

Restricted to dialysis
and supplemental
dialysis-related services

Y/N

Medi-Cal Dialysis Only Program/Medi-Cal Dialysis Supplement Program
(DP/DSP) (Non-FFP). Covers persons of any age who are eligible only for
dialysis and related services.

72

Full Scope

No

133 Percent Program. Child-United States Citizen, Permanent Resident
Alien/PRUCOL Alien (FFP). Provides full Medi-Cal benefits to children
ages 1 up to 6 and beyond 6 years when inpatient status, which began
before sixth birthday, continues, and family income is at or below 133
percent of the federal poverty level.

73

Restricted to parenteral
hyperalimentation-
related expenses

Y/N

Medi-Cal TPN Only Program/Medi-Cal TPN Supplement Program (Non-
FFP). Covers persons of any age who are eligible for parenteral
hyperalimentation and related services and persons of any age who are
eligible under the Medically Needy or Medically Indigent Programs.

74

Restricted to
emergency services

No

133 Percent Program (OBRA). Child Undocumented/ Nonimmigrant
Alien (but otherwise eligible) (FFP). Provides emergency services only
for children ages 1 up to 6 and beyond 6 years when inpatient status,
which began before sixth birthday, continues, and family income is at or
below 133 percent of the federal poverty level.

76

Restricted to 60-day
postpartum services

No

60-Day Postpartum Program. Provides Medi-Cal at no SOC to women
who, while pregnant, were eligible for, applied for, and received Medi-
Cal benefits. They may continue to be eligible for all postpartum
services and family planning. This coverage begins on the last day of
pregnancy and ends the last day of the month in which the 60th day
occurs.

79

Full Scope

No

Asset Waiver Program (Infant). Provides full Medi Cal benefits to infants
up to 1 year, and beyond 1 year when inpatient status, which began
before first birthday, continues and family income is between 185
percent and 200 percent of the federal poverty level (State-Only
Program).

8A

None

No

QUALIFIED DISABLED WORKING INDIVIDUAL (QDWI)
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8C

None

No

SPECIFIED LOW INCOME MEDI-CAL BENEFICIARY (SLMB)

8D

None

No

QUALIFYING INDIVIDUAL - 1 PROGRAM (Ql-1)

8E

Full Scope

No

Children under the age of 19, apparently eligible for any no-cost Medi-
Cal program, will receive immediate, temporary, fee-for-service, Full
Scope, no-cost Medi-Cal benefits.

8F

CMSP services only
(companion aid code)

Y/N

CMSP is administered by Doral Dental Services of California:
(800) 341-8478.

8G

Full Scope

No

Qualified Severely Impaired Working Individual Program Aid Code.

Allows recipients of the Qualified Severely Impaired Working Individual
Program to continue their Medi-Cal eligibility.

8H

Family PACT (SOFP
services only). No Medi-
Cal

N/A

Family PACT (also known as SOFP — State Only Family Planning).
Comprehensive family planning services for low income residents of
California with no other source of health care coverage.

8K

None

No

QUALIFYING INDIVIDUAL - 2 PROGRAM (Ql-2)

8N

Restricted to
emergency services

No

133 Percent Program (OBRA). Child Undocumented/ Nonimmigrant
Alien (but otherwise eligible except for excess property) (FFP). Provides
emergency services only for children ages 1 up to 6 and beyond 6 years
when inpatient status, which began before sixth birthday, continues,
and family income is at or below 133 percent of the federal poverty
level.

8P

Full Scope

No

133 Percent Program. Child — United States Citizen (with excess
property), Permanent Resident Alien/PRUCOL Alien (FFP). Provides Full
Scope Medi-Cal benefits to children ages 1 up to 6 and beyond 6 years
when inpatient status, which began before sixth birthday, continues,
and family income is at or below 133 percent of the federal poverty
level.

8R

Full Scope

No

100 Percent Program. Child (FFP) — United States Citizen (with excess
property), Lawful Permanent Resident/ PRUCOL/(IRCA Amnesty Alien
[ABD or Under 18]). Provides Full Scope benefits to otherwise eligible
children, ages 6 to 19 and beyond 19 when inpatient status begins
before the 19th birthday and family income is at or below 100 percent
of the federal poverty level.

8T

Restricted to pregnancy
and emergency services

No

100 Percent Program. Child — Undocumented/Nonimmigrant
Status/(IRCA Amnesty Alien [with excess property]). Covers emergency
and pregnancy-related services only to otherwise eligible children ages
6 to 19 and beyond 19 when inpatient status begins before the 19th
birthday and family income is at or below 100 percent of the federal
poverty level.

8uU

Full Scope

No

Deemed Eligibility (DE) CHDP Gateway/Medi-Cal. Provides Full Scope no
Share of Cost (SOC) Medi-Cal benefits for infants born to mothers who
were enrolled in Medi-Cal with no SOC in the month of the infant’s
birth.
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8V

Full Scope

Yes

Deemed Eligibility (DE) CHDP Gateway/Medi-Cal. Provides Full Scope
Medi-Cal benefits with a Share of Cost (SOC) for infants born to
mothers who were enrolled in Medi-Cal with a SOC in the month of the
infant’s birth and SOC was met.

8w

Full Scope

No

Child Health Disability Program (CHDP) Gateway Medi-Cal — Aid Code
8W provides for the pre-enrollment of children into the Medi-Cal
program which will provide temporary, no share of cost (SOC), Full
Scope Denti-Cal benefits. Federal Financial Participation (FFP) for these
benefits is available through Title XIX of the Social Security Act.

8X

Full Scope

No

CHDP Gateway Healthy Families — Aid Code 8X provides pre-enrollment
of children into the Medi-Cal program. Provides temporary, Full Scope
Denti-Cal benefits with no SOC until eligibility for the Healthy Families
program can be determined. Federal Financial Participation (FFP) for
these benefits is available through Title XXI of the Social Security Act.

8y

CHDP Only

No

CHDP — Aid Code 8Y provides eligibility to the CHDP ONLY program for
children who are known to MEDS as not having satisfactory immigration
status. There is no Federal Financial Participation for these benefits.
This aid code is state funded only.

80

Restricted to Medicare
expenses

No

Qualified Medicare Beneficiary (QMB). Provides payment of Medicare
Part A premium and Part A and B coinsurance and deductibles for
eligible low income aged, blind, or disabled individuals.

81

Full Scope

Y/N

MI-Adults Aid Paid Pending (Non-FFP). Aid Paid Pending for persons
over 21 but under 65, with or without SOC.

82

Full Scope

No

MI-Person (FFP). Covers medically indigent persons under 21 who meet
the eligibility requirements of medical indigence. Covers persons until
the age of 22 who were in an institution for mental disease before age
21. Persons may continue to be eligible under Aid Code 82 until age 22
if they have filed for a State hearing.

83

Full Scope

Yes

MI-Person SOC (FFP). Covers medically indigent persons under 21 who
meet the eligibility requirements of medically indigent.

84

CMSP services only (no
Medi-Cal)

No

CMSP is administered by Doral Dental Services of California:
(800) 341-8478.

85

CMSP services only (no
Medi-Cal)

Yes

CMSP is administered by Doral Dental Services of California:
(800) 341-8478.

86

Full Scope

No

MI-Confirmed Pregnancy (FFP). Covers persons aged 21 years or older,
with confirmed pregnancy, who meet the eligibility requirements of
medically indigent.

87

Full Scope

Yes

MI-Confirmed Pregnancy (FFP). Covers persons aged 21 or older, with
confirmed pregnancy, who meet the eligibility requirements of
medically indigent but are not eligible for 185 percent/200 percent or
the MN programs.
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88 CMSP services only (no No | CMSP is administered by Doral Dental Services of California:
Medi-Cal) (800) 341-8478.
89 CMSP services only (no Yes | CMSP is administered by Doral Dental Services of California:
Medi-Cal) (800) 341-8478.
9A BCEDP only No | The Breast Cancer Early Detection Program (BCEDP) recipient identifier.
BCEDP offers benefits to uninsured and underinsured women, 40 years
and older, whose household income is at or below 200 percent of the
federal poverty level. BCEDP offers reimbursement for screening,
diagnostic and case management services.
Please note: BCEDP and Medi-Cal are separate programs, but BCEDP is
using the Medi-Cal billing process (with few exceptions).
9C None No | EXPANDED ACCESS TO PRIMARY CARE
9D No Dental No | CCS Only Child Enrolled in a Health Care Plan
9G None General Assistance/General Relief (County Only tracking)
9H HF services only (no N/A | The Healthy Families (HF) Program provides a comprehensive health
Medi-Cal) insurance plan for uninsured children from 1 to 19 years of age whose
family’s income is at or below 250 percent of the federal poverty level.
HF covers medical, dental and vision services to enrolled children.
9 GHPP No | Genetically Handicapped Person’s Program (GHPP)-eligible. Eligible for
GHPP benefits and case management.
9K CCS No | California Children’s Services (CCS)-eligible. Eligible for all CCS benefits
(i.e., diagnosis, treatment, therapy and case management).
9M | CCS Medical Therapy No | Eligible for CCS Medical Therapy Program services only.
Program only
9N CCS Case Management No | Medi-Cal recipient with CCS-eligible medical condition. Eligible for CCS
case management of Medi-Cal benefits.
9R CCS No | CCS-eligible Healthy Families Child. A child in this program is enrolled in
a Healthy Families plan and is eligible for all CCS benefits (i.e., diagnosis,
treatment, therapy and case management). The child's county of
residence has no cost sharing for the child's CCS services.
9T Full Scope No | HF adults linked by a child who is eligible for no Share of Cost Medi-Cal
or HF.
9u CCs NO | CCS-eligible Healthy Families child. A child in this program is enrolled in
a Healthy Families plan and is eligible for all CCS benefits (i.e. diagnosis,
treatment, therapy and case management). The child's county of
residence has county cost sharing for the child's CCS services.
9X None No COUNTY ONLY - FOSTER CARE
94 CHDP CHDP
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c1 Restricted to pregnancy No | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
Aid to the Aged - Medically Needy.
Cc2 Restricted to pregnancy | Yes | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
Aid to the Aged - Medically Needy, SOC.
c Restricted to pregnancy No | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
Blind - Medically Needy.
Cca Restricted to pregnancy | Yes | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
Blind - Medically Needy, SOC.
c5 Restricted to pregnancy No | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
AFDC - Medically Needy.
C6 Restricted to pregnancy | Yes | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
AFDC - Medically Needy SOC.
c7 Restricted to pregnancy No | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
Disabled - Medically Needy.
c8 Restricted to pregnancy | Yes | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
Disabled - Medically Needy, SOC.
Cc9 Restricted to pregnancy No | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
M - Child. Covers medically indigent persons under 21 who meet the
eligibility requirements of medical indigence. Covers persons until the
age of 22 who were in an institution for mental disease before age 21.
Persons may continue to be eligible under aid code 82 until age 22 if
they have filed for a State hearing.
D1 Restricted to pregnancy | Yes | OBRA Aliens and Unverified Citizens. Covers eligible aliens who do not
and emergency services have satisfactory immigration status and unverified citizens.
MI - Child SOC. Covers medically indigent persons under 21 who meet
the eligibility requirements of medically indigent.
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D2

Restricted to pregnancy
and emergency services

No

OBRA Aliens - Not PRUCOL and Unverified Citizens - Long Term Care
(LTC) services. Covers eligible undocumented aliens in LTC who are not
PRUCOL and unverified citizens. Recipients will remain in this aid code
even if they leave LTC. For more information about LTC services, refer
to the OBRA and IRCA section in this manual.

Aid to the Aged - Long Term Care (LTC). Covers persons 65 years of age
or older who are medically needy and in LTC status.

Providers Note: Long Term Care services refers to both those services
included in the per diem base rate of the LTC provider, and those
medically necessary services required as part of the patient's day-to-
day plan of care in the LTC facility (for example, pharmacy, support
surfaces and therapies).

D3

Restricted to pregnancy
and emergency services

Yes

OBRA Aliens - Not PRUCOL and Unverified Citizens - Long Term Care
(LTC) services. Covers eligible undocumented aliens in LTC who are not
PRUCOL and unverified citizens. Recipients will remain in this aid code
even if they leave LTC. For more information about LTC services, refer
to the OBRA and IRCA section in this manual.

Aid to the Aged - Long Term Care (LTC), SOC. Covers persons 65 years of
age or older who are medically needy and in LTC status.

Providers Note: Long Term Care services refers to both those services
included in the per diem base rate of the LTC provider, and those
medically necessary services required as part of the patient's day-to-
day plan of care in the LTC facility (for example, pharmacy, support
surfaces and therapies).

D4

Restricted to pregnancy
and emergency services

No

OBRA Aliens - Not PRUCOL and Unverified Citizens - Long Term Care
(LTC) services. Covers eligible undocumented aliens in LTC who are not
PRUCOL and unverified citizens. Recipients will remain in this aid code
even if they leave LTC. For more information about LTC services, refer
to the OBRA and IRCA section in this manual.

Blind - Long Term Care (LTC).

Providers Note: Long Term Care services refers to both those services
included in the per diem base rate of the LTC provider, and those
medically necessary services required as part of the patient's day-to-
day plan of care in the LTC facility (for example, pharmacy, support
surfaces and therapies).
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D5 Restricted to pregnancy
and emergency services

Yes

OBRA Aliens - Not PRUCOL and Unverified Citizens - Long Term Care
(LTC) services. Covers eligible undocumented aliens in LTC who are not
PRUCOL and unverified citizens. Recipients will remain in this aid code
even if they leave LTC. For more information about LTC services, refer
to the OBRA and IRCA section in this manual.

Blind - Long Term Care (LTC), SOC.

Providers Note: Long Term Care services refers to both those services
included in the per diem base rate of the LTC provider, and those
medically necessary services required as part of the patient's day-to-
day plan of care in the LTC facility (for example, pharmacy, support
surfaces and therapies).

D6 Restricted to pregnancy
and emergency services

No

OBRA Aliens - Not PRUCOL and Unverified Citizens - Long Term Care
(LTC) services. Covers eligible undocumented aliens in LTC who are not
PRUCOL and unverified citizens. Recipients will remain in this aid code
even if they leave LTC. For more information about LTC services, refer
to the OBRA and IRCA section in this manual.

Disabled - Long Term Care (LTC).

Providers Note: Long Term Care services refers to both those services
included in the per diem base rate of the LTC provider, and those
medically necessary services required as part of the patient's day-to-
day plan of care in the LTC facility (for example, pharmacy, support
surfaces and therapies).

D7 Restricted to pregnancy
and emergency services

Yes

OBRA Aliens - Not PRUCOL and Unverified Citizens - Long Term Care
(LTC) services. Covers eligible undocumented aliens in LTC who are not
PRUCOL and unverified citizens. Recipients will remain in this aid code
even if they leave LTC. For more information about LTC services, refer
to the OBRA and IRCA section in this manual.

Disabled - Long Term Care (LTC), SOC.

Providers Note: Long Term Care services refers to both those services
included in the per diem base rate of the LTC provider, and those
medically necessary services required as part of the patient's day-to-
day plan of care in the LTC facility (for example, pharmacy, support
surfaces and therapies).

D8 Restricted to pregnancy
and emergency services

No

OBRA Aliens and Unverified Citizens - Pregnant Woman. Covers eligible
pregnant alien women who do not have satisfactory immigration status
and unverified citizens.

Ml - Confirmed Pregnancy. Covers persons aged 21 years or older, with
confirmed pregnancy, which meet the eligibility requirements of
medically indigent.
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CﬁI:e Benefits SOC Program/Description
D9 Restricted to pregnancy | Yes | OBRA Aliens and Unverified Citizens - Pregnant Woman. Covers eligible
and emergency services pregnant alien women who do not have satisfactory immigration status
and unverified citizens.
Ml - Confirmed Pregnancy SOC. Covers persons aged 21 or older, with
confirmed pregnancy, which meet the eligibility requirements of
medically indigent but are not eligible for 185 percent/200 percent or
the MN programs.
E1l Restricted to Pregnancy No | MC-HF-Bridge Limited Scope No SOC
Related Services
E2 Full Scope No | ACA 2101 (f) Citizen/Lawful Age 0-19 No Premium
E4 Preg/Emerg No | ACA 2101 (f) Undocumented Age 0-19 No Premium
E5 Full Scope No | ACA 2101 (f) Citizen/Lawful Age 1-19 With Premium
E6 Full Scope No | AIM Infants>213% FPL up to and including 266% FPL
E7 Full Scope No | AIM-Linked Infant>250% to and incl 300% w premium
GO Full Scope No | Full Scope no SOC; State medically paroled adults
Gl None No | Full Scope no SOC; State medically paroled adults
G2 None No | Medi-Cal No SOC St Juvenile Inmate Undoc Emerg/Preg
G5 None No | Limited Medi-Cal No SOC County Juvenile Inmate
G6 None No | Medi-Cal No SOC Cty Juvenile Inmate Undoc Emerg/Preg
G7 None No | Limited Medi-Cal SOC County Juvenile Inmates
G8 None No | Medi-Cal No SOC Cnty Juvenile Inmate Undoc Emerg/Preg.
HO Full Scope No | Hospital PE 6-19 above 108% up to 266% FPL
H1 Full Scope No | Medi-Cal Targeted Low Income FPL for Infants
H2 Full Scope No | Medi-Cal Targeted Low Income FPL Child 1-6 133-150%
H3 Full Scope No | Medi-Cal Targeted Low Income FPL Child 1-6 150-250% Prem
H4 Full Scope No | MC Targeted Low Income FPL Child 6-19 100-150%
H5 Full Scope No | MC Targeted Low Income FPL Child 6-19 150-250% Prem
H6 Full Scope No | Hospital PE Infants 0-1 over 208% up to 266% FPL
H7 Full Scope No | Hospital PE Child 1-6, at or below 142% FPL
H8 Full Scope No | Hospital PE Child 6-19, at or below 108% FPL
H9 Full Scope No | Hospital PE Child 1-6 above 142-266% FPL
IE None No INELIGIBLE FOR DENTAL BENEFITS
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CﬁI:e Benefits SOC Program/Description
J1 Full Scope No | Full-scope No SOC County Med Probation/Comp Release
J2 Full Scope Yes | Full-scope SOC County Medical Probation
13 Emergency/Pregnancy No | Restricted no SOC County Medical Probation
J4 Emergency/Pregnancy Yes | Restricted SOC County Medical Probation
J5 Full Scope Yes/ | FSLTC Aged No SOC/SOC County Med Prob/Comp Release
No
J6 Emergency/Pregnancy Yes/ | RS LTC Aged No SOC/SOC County Med Prob/Comp Release
No
17 Full Scope Yes/ | FSLTC Dsbl No SOC/SOC County Med Prob/Comp Release
No
J8 Emergency/Pregnancy Yes/ | RS LTC Dsbl No SOC/SOC County Med Prob/Comp Release
No
K1 Full Scope No | Single Parent Safety Net & Drug/Fleeing Felon Family
L8 Limited No | T19 Pregnant Woman Wrap > 138% through 213%
L9 Full Scope No | T 19 Newly Qualified Immigrants Wrap 0% - 138%
L1 Full Scope No | LIHP/MCE transition to Medi-Cal Age 19-64, at or below 138% FPL
M1 | Full Scope N Title XIX. Adults ages 19 to 64. Provides full-scope, no-cost Medi-Cal
coverage to adults with income up to 138 percent of the FPL.
M2 Preg/Emerg N Adult 19 to 65 at or below 138% FPL Citiz/Lawful
M3 Full Scope N Parents/Caretaker Relative Citizens under 109% FPL
M4 | Preg/Emerg N Parents/Caretaker Relative Undoc under 109% FPL
M5 | Full Scope N Expansion Child 6-19 yrs 108-133% FPL Citizens
M6 | Preg/Emerg N Expansion Child 6-19 yrs 108-133% FPL Undoc
M7 | Full Scope N Pregnant Women under 60% FPL Citizen/Lawful
M8 | Preg/Emerg N Pregnant Women under 60% FPL Undocumented
M9 | Preg/Emerg N Pregnant Women 60-213% FPL Limited Citiz/Lawful
MO Preg/Emerg N Pregnant Women 60-213% FPL Limited Scope Undoc
N5 Non-Dental No | Limited Scope Medi-Cal No SOC State Adult Inmate
N6 Non-Dental No | Restricted Scope Medi-Cal No SOC State Adult Inmate
N7 Non-Dental No | Limited Scope Medi-Cal No SOC Cty Adult Inmate
N8 Non-Dental No | Restricted Scope Medi-Cal No SOC Cty Adult Inmate
N9 Full Scope No | State Inmate LIHP/MCE transition to Medi-Cal
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NO Full Scope No | County Inmate LIHP/MCE transition to Medi-Cal
P5 Full Scope N ACA Child 6-19 Yrs 0-133% FPL Citizen
P6 Preg/Emerg N ACA Child 6-19 Yrs 0-133% FPL Undocumented
P7 Full Scope N ACA Child 1-6 Yrs 0-133% FPL Citizen
P8 Preg/Emerg N ACA Child 1-6 Yrs 0-133% FPL Undocumented
P9 Full Scope N ACA Infants 0-1 Yrs 0-200% FPL Citizen
PO Preg/Emerg N ACA Infants 0-1 Yrs 0-200% FPL Undocumented
R1 Full Scope No | CalWORKs TCVAP Trafficking Victims
R7 Non-Dental No | WINS-TCF-Non-2-Parent
R8 Non-Dental No | Work Incentive Nutritional Supplement-TCF2 Parent
R9 Non-Dental No | Work Incentive Nutritional Supplement-TCFAP
RR | None No | RESPONSIBLE RELATIVE
T1 Full Scope N Medi-Cal TLIC Infant Undoc 201-250% FPL
T2 Full Scope N Medi-Cal TLIC Ages 6-19 Citizen 151-250% FPL Prem
T3 Full Scope N Medi-Cal TLIC Ages 6-19 Citizen 134-150% FPL
T4 Full Scope N Medi-Cal TLIC Ages 1-6 Citizen 151-250% FPL Prem
T5 Full Scope N Medi-Cal TLIC Ages 1-6 Citizen 134-150% FPL
T6 Preg/Emerg N Medi-Cal TLIC Infant Citizen 201-250% FPL
T7 Preg/Emerg N Medi-Cal TLIC Ages 6-19 Undoc 151-250% FPL Prem
T8 Preg/Emerg N Medi-Cal TLIC Ages 6-19 Undoc 134-150% FPL
T9 Preg/Emerg N Medi-Cal TLIC Ages 1-6 Undoc 151-250% FPL Prem
T0 Preg/Emerg N Medi-Cal TLIC Ages 1-6 Undoc 134-150% FPL Prem
X1 Non-Dental N Covered CA-Subsidized Coverage (250-400 FPL)
X2 Non-Dental N Covered California-Subsidized Cov 100-150 FPL)
X3 Non-Dental N Covered CA-Subsidized Coverage 151-200 FPL)
X4 Non-Dental N Covered CA-Subsidized Coverage 201-250 FPL)
X5 Non-Dental N Covered CA-Cost Sharing Waiver (100-300 FPL)
X6 Non-Dental N Covered CA-AI/AN CSR Only No Income Test
X7 Non-Dental N Covered CA-Unsubsidized Coverage (Above 400 FPL)
X8 Non-Dental N Covered CA-Lawful Present/MC ineligible <100% FPL
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X9

Non-Dental

Covered CA-Narrow Bridge Program 200% FPL
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Current Dental Terminology 13 (CDT 13) Codes — Preface

Current Dental Terminology 13 (CDT 13) including procedure codes, definitions (descriptors) and other data is
copyrighted by the American Dental Association. © 2012 American Dental Association. All rights reserved.

Applicable FARS/DFARS apply.

IMPORTANT: Effective July 1, 2009, Assembly Bill X3 5 (Evans, Chapter 20, Statutes of 2009-10) added Section
14131.10 to the Welfare and Institutions Code, which eliminated specific optional benefits from the Medi-Cal
program, including most dental services for adults ages 21 and older. Effective May 1, 2014 some adult dental
benefits have been restored in accordance with Assembly Bill 82 (AB 82). Unless specifically identified in the
Assembly Bill as a change, the criteria contained in this next section, the Manual of Criteria for Medi-Cal
Authorization (Dental Services) will remain in effect. Refer to “Section 4: Elimination of Optional Adult Dental
Services” to view the list of Table 1: Federally Required Adult Dental Services (FRADS) and Table 3: Restored
Adult Dental Services (RADS) for the exemptions that apply.
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Diagnostic General Policies (D0100-D0999)
Diagnostic General Policies (D0100-D0999)

1. Radiographs (D0210-D0340):

A)
B)
C)
D)

E)

L)

According to accepted standards of dental practice, the lowest number of radiographs needed to provide

the diagnosis shall be taken.

Original radiographs shall be a part of the patient’s clinical record and shall be retained by the provider at

all times.

Radiographs shall be made available for review upon the request of the Department of Health Services or

its fiscal intermediary.

Pursuant to Title 22, CCR, Section 51051, dental radiographic laboratories shall not be considered

providers under the Medi-Cal Dental Program.

Radiographs shall be considered current as follows:

i) radiographs for treatment of primary teeth within the last eight months.

i) radiographs for treatment of permanent teeth (as well as over-retained primary teeth where the
permanent tooth is congenitally missing or impacted) within the last 14 months.

iii) radiographs to establish arch integrity within the last 36 months. Arch radiographs are not required
for patients under the age of 21.

All radiographs or paper copies of radiographs shall be of diagnostic quality, properly mounted, labeled

with the date the radiograph was taken, the provider’s name, the provider’s billing number, the patient’s

name, and with the tooth/quadrant/area (as applicable) clearly indicated.

Multiple radiographs of four or more shall be mounted. Three or fewer radiographs properly identified (as

stated in “e” above) in a coin envelope are acceptable when submitted for prior authorization and/or

payment.

Paper copies of multiple radiographs shall be combined on no more than four sheets of paper.

All treatment and post treatment radiographs are included in the fee for the associated procedure and

are not payable separately.

A panoramic radiograph alone is considered non-diagnostic for prior authorization and/or payment of

restorative, endodontic, periodontic, removable partial and fixed prosthodontic procedures.

When arch integrity radiographic images are required for a procedure and exposure to radiation should

be minimized due to a medical condition, only a periapical radiograph shall be required. Submitted

written documentation shall include a statement of the medical condition such as the following:

i) pregnancy,

i) recent application of therapeutic doses of ionizing radiation to the head and neck areas,

iii) hypoplastic or aplastic anemia.

Prior authorization for procedures other than fixed partial dentures, removable prosthetics and implants

is not required when a patient’s inability to respond to commands or directions would necessitate

sedation or anesthesia in order to accomplish radiographic procedures. However, required radiographs

shall be obtained during treatment and shall be submitted for consideration for payment.

2. Photographs (D0350):

A)

B)

Photographs are a part of the patient’s clinical record and the provider shall retain original photographs at
all times.

Photographs shall be made available for review upon the request of the Department of Health Care
Services or its fiscal intermediary.

3. Prior authorization is not required for examinations, radiographs or photographs.

Effective June 1, 2014 Manual of Criteria
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Diagnostic Procedures (D0100-D0999)

Diagnostic Procedures (D0100-D0999)

PROCEDURE D0120
PERIODIC ORAL EVALUATION -

ESTABLISHED PATIENT

1.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

A benefit:

a. for patients under the
age of 21.

b. once every six months,
per provider, or

c. after six months have
elapsed following
comprehensive oral
evaluation (D0150), same
provider.

This procedure is not a

benefit when provided on the

same date of service with
procedures:

a. limited oral evaluation-
problem focused
(D0140),

b. comprehensive oral
evaluation- new or
established patient
(D0150),

c. Detailed and extensive
oral evaluation-problem
focused, by report
(D0160),

d. re-evaluation- limited,
problem focused
(established patient; not
post-operative visit)
(D0170),

e. office visit for
observation (during
regularly scheduled
hours)-no other services
performed (D9430).

PROCEDURE D0140
LIMITED ORAL EVALUATION -

PROBLEM FOCUSED

1.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment.

A benefit:

a. for patients under the
age of 21.

b. once per patient per
provider.

¢. when provided by a
Medi-Cal Dental Program
certified orthodontist.

Submission of the

Handicapping Labio-Lingual

Deviation (HLD) Index

California Modification Score

Sheet Form, DC016 (06/09) is

not required for payment.

The following procedures are

not a benefit, for the same

rendering provider, when
provided on the same date of
service with procedure

D0140:

a. periodic oral evaluation
(D0120),

b. comprehensive oral
evaluation- new or
established patient
(D0150),

c. Detailed and extensive
oral evaluation- problem
focused, by report
(D0160),

d. re-evaluation-limited,
problem focused
(established patient; not
post- operative visit)
(D0170),

e. office visit for
observation (during
regularly scheduled
hours)-no other services
performed (D9430).

5. This examination procedure
shall only be billed for the
initial orthodontic evaluation
with the completion of the
Handicapping Labio-Lingual
Deviation (HLD) Index
California Modification Score
Sheet Form DC016 (06/09).

PROCEDURE D0145
ORAL EVALUATION FOR A

PATIENT UNDER THREE YEARS OF
AGE AND COUNSELING WITH
PRIMARY CAREGIVER

This procedure can only be
billed as periodic oral
evaluation-established
patient (D0120) or
comprehensive oral
evaluation-new or established
patient (D0150)-and is not
payable separately.

PROCEDURE D0150
COMPREHENSIVE ORAL
EVALUATION - NEW OR
ESTABLISHED PATIENT

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit once per patient per
provider for the initial
evaluation.

3. This procedure is not a
benefit when provided on the
same date of service with
procedures:

Effective June 1, 2014
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Diagnostic Procedures (D0100-D0999)

a. limited oral evaluation
(D0140),

b. Detailed and extensive
oral evaluation-problem
focused, by report
(D0160),

c. re-evaluation-limited,
problem focused
(established patient; not
post-operative visit)
(D0170).

4. The following procedures are
not a benefit when provided
on the same date of service
with D0150:

a. periodic oral evaluation
(D0120),

b. office visit for
observation (during
regularly scheduled
hours)-no other services
performed (D9430).

PROCEDURE D0160

DETAILED AND EXTENSIVE ORAL
EVALUATION - PROBLEM
FOCUSED, BY REPORT

1. Written documentation for
payment- shall include
documentation of findings
that supports the existence of
one of the following:

a. Dento-facial anomalies,
b. complicated perio-
prosthetic conditions,

c. complex
temporomandibular
dysfunction,

d. facial pain of unknown
origin,

e. severe systemic diseases
requiring multi-
disciplinary consultation.

2. A benefit once per patient per
provider.

3. The following procedures are
not a benefit when provided

on the same date of service

with D0160:

a. periodic oral evaluation
(D0120),

b. limited oral evaluation-
problem focused
(D0140),

c. comprehensive oral
evaluation- new or
established patient
(D0150),

d. re-evaluation-limited,
problem focused
(established patient; not
post- operative visit)
(D0170),

e. office visit for
observation (during
regularly scheduled
hours-no other services
performed (D9430).

PROCEDURE D0170
RE-EVALUATION — LIMITED,

PROBLEM FOCUSED
(ESTABLISHED PATIENT; NOT
POST-OPERATIVE VISIT)

1. Written documentation for
payment- shall include an
evaluation and diagnosis
justifying the medical
necessity.

2. Abenefit for the ongoing
symptomatic care of
temporomandibular joint
dysfunction:

a. uptosixtimesinathree
month period.

b. uptoamaximum of12in
a 12-month period.

3. This procedure is not a

benefit when provided on the
same date of service with a
detailed and extensive oral
evaluation (D0160).

4. The following procedures are

not a benefit when provided

on the same date of service

with D0170:

a. periodic oral evaluation
(D0120),

b. limited oral evaluation-
problem focused
(D0140),

c. comprehensive oral
evaluation-new or
established patient
(D0150),

d. office visit for
observation (during
regularly scheduled
hours)-no other services
performed (D9430).

PROCEDURE D0180
COMPREHENSIVE PERIODONTAL
EVALUATION - NEW OR
ESTABLISHED PATIENT

This procedure can only be
billed as comprehensive oral
evaluation-new or established
patient (D0150)-and is not
payable separately.

PROCEDURE D0190
SCREENING OF A PATIENT

This procedure is not a
benefit.

PROCEDURE D0191
ASSESSMENT OF A PATIENT

This procedure is not a
benefit.

PROCEDURE D0210
INTRAORAL - COMPLETE SERIES

OF RADIOGRAPHIC IMAGES

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

A benefit once per provider
every 36 months.

Manual of Criteria
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3. Not a benefit to the same
provider within six months of
bitewings (D0272 and D0274).

4. Acomplete series shall be at

least:
a. ten (10) periapicals
(D0230) and bitewings

(D0272 or D0274), or

b. eight (8) periapicals
(D0230), two (2) occlusals
(D0240) and bitewings
(D0272 or D0274), or

¢. apanoramic radiographic
image (D0330) plus
bitewings (D0272 or
D0274) and a minimum
of two (2) periapicals
(D0230).

5. When multiple radiographs
are taken on the same date of
service, or if an intraoral-
complete series of
radiographic images (D0210)
has been paid in the last 36
months, the maximum
payment shall not exceed the
total fee allowed for an
intraoral complete series.

PROCEDURE D0220
INTRAORAL - PERIAPICAL FIRST

RADIOGRAPHIC IMAGE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit to a maximum of 20
periapicals in a 12- month
period by the same provider,
in any combination of the
following: intraoral-periapical
first radiographic image
(D0220) and intraoral-
periapical each additional
radiographic image (D0230).
Periapicals taken as part of an

intraoral-complete series of
radiographic images (D0210)
are not considered against
the maximum of 20
periapicals in a 12-month
period.

This procedure is payable
once per provider per date of
service. All additional
periapicals shall be billed as
intraoral-periapical each
additional radiographic image
(D0230).

Periapicals taken in
conjunction with bitewings,
occlusal or panoramic
radiographs shall be billed as
intraoral-periapical each
additional radiographic image
(D0230).

PROCEDURE D0230
INTRAORAL - PERIAPICAL EACH
ADDITIONAL RADIOGRAPHIC
IMAGE

1.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

A benefit to a maximum of 20
periapicals in a 12- month
period to the same provider,
in any combination of the
following: intraoral-periapical
first radiographic image
(D0220) and intraoral-
periapical each additional
radiographic image (D0230).
Periapicals taken as part of an
intraoral complete series of
radiographic images (D0210)
are not considered against
the maximum of 20 periapical
films in a 12 month period.
Periapicals taken in
conjunction with bitewings,

Diagnostic Procedures (D0100-D0999)

occlusal or panoramic
radiographs shall be billed as
intraoral-periapical each
additional radiographic image
(D0230).

PROCEDURE D0240
INTRAORAL - OCCLUSAL

RADIOGRAPHIC IMAGE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Abenefit up to a maximum of
two in a six-month period per
provider.

3. Ifany radiographic image size
other than 2 1/4" x 3" (57mm
X 76mm) is used for an
intraoral- occlusal
radiographic image (D0240), it
shall be billed as a intraoral-
periapical first radiographic
image (D0220) or intraoral-
periapical each additional
radiographic image (D0230)
as applicable.

PROCEDURE D0250
EXTRAORAL - FIRST
RADIOGRAPHIC IMAGE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment.

2. A benefit once per date of
service.

PROCEDURE D0260

EXTRAORAL - EACH ADDITIONAL
RADIOGRAPHIC IMAGE

1. Submission of radiographs,
photographs or written
documentation

Effective June 1, 2014
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Diagnostic Procedures (D0100-D0999)

demonstrating medical
necessity is not required for
payment.

2. A benefit up to a maximum of
four on the same date of
service.

PROCEDURE D0270
BITEWING - SINGLE
RADIOGRAPHIC IMAGE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit once per date of
service.

3. Not a benefit for a totally
edentulous area.

PROCEDURE D0272
BITEWINGS - TWO
RADIOGRAPHIC IMAGES

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Abenefit once every six
months per provider.

3. Not a benefit:

a.  within six months of
intraoral-complete series
of radiographic images
(D0210), same provider.

b. for atotally edentulous
area.

PROCEDURE D0273
BITEWINGS - THREE
RADIOGRAPHIC IMAGES

This procedure can only be
billed as bitewing- single
radiographic image (D0270)
and bitewings- two
radiographic images (D0272)

PROCEDURE D0274
BITEWINGS - FOUR
RADIOGRAPHIC IMAGES

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit once every six
months per provider.

3. Not a benefit:

a.  within six months of
intraoral-complete series
of radiographic images
(D0210), same provider.

b. for patients under the

age of 10
c. foratotally edentulous
area.
PROCEDURE D0277

VERTICAL BITEWINGS - 7TO 8
RADIOGRAPHIC IMAGES

This procedure can only be
billed as bitewings-four
radiographic images (D0274).
The maximum payment is for
four bitewings.

PROCEDURE D0290
POSTERIOR - ANTERIOR OR

LATERAL SKULL AND FACIAL
BONE SURVEY RADIOGRAPHIC
IMAGE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit:

for the survey of trauma or

pathology.

for a maximum of three per

date of service.

>

PROCEDURE D0310
SIALOGRAPHY

Submit radiology report or
radiograph(s) for payment.

PROCEDURE D0320
TEMPOROMANDIBULAR JOINT

ARTHROGRAM, INCLUDING
INJECTION

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Abenefit:

a. for the survey of trauma
or pathology.

b. for a maximum of three
per date of service.

PROCEDURE D0321
OTHER TEMPOROMANDIBULAR

JOINT RADIOGRAPHIC IMAGES,
BY REPORT

This procedure is not a
benefit.

PROCEDURE D0322
TOMOGRAPHIC SURVEY

1. Written documentation for
payment-shall include the
radiographic findings and
diagnosis to justify the
medical necessity.

2. The tomographic survey shall
be submitted for payment.

3. A benefit twice in a 12-month
period per provider.

4. This procedure shall include
three radiographic views of
the right side and three
radiographic views of the left
side representing the rest,
open and closed positions.

Manual of Criteria
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PROCEDURE D0330
PANORAMIC RADIOGRAPHIC
IMAGE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Abenefit once in a 36-month
period per provider, except
when documented as
essential for a follow-up/post-
operative exam (such as after
oral surgery).

3. Not a benefit, for the same
provider, on the same date of
service as an intraoral-
complete series of
radiographic images (D0210).

4. This procedure shall be
considered part of an
intraoral- complete series of
radiographic images (D0210)
when taken on the same date
of service with bitewings
(D0272 or D0274) and a
minimum of two (2) intraoral-
periapicals each additional
radiographic image (D0230).

PROCEDURE D0340
CEPHALOMETRIC RADIOGRAPHIC
IMAGE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Abenefit twice in a 12-month
period per provider.

PROCEDURE D0350
ORAL/FACIAL PHOTOGRAPHIC
IMAGES

1. Photographs shall be
submitted, with the claim or

Treatment Authorization
Request (TAR) for the
procedure that it supports,
for payment.

2. A benefit up to a maximum of
four per date of service.

3. Not a benefit when used for
patient identification,
multiple views of the same
area, treatment progress and
post-operative photographs.

4. Photographs shall be
necessary for the diagnosis
and treatment of the specific
clinical condition of the
patient that is not readily
apparent on radiographs.

5. Photographs shall be of
diagnostic quality, labeled
with the date the photograph
was taken, the provider’s
name, the provider’s billing
number, the patient’s name
and with the
tooth/quadrant/area (as
applicable) clearly indicated.

6. This procedure is included in
the fee for pre-orthodontic
treatment visit (D8660) and
comprehensive orthodontic
treatment of the adolescent
dentition (D8080) and is not
payable separately.

PROCEDURE D0363
CONE BEAM- THREE-
DIMENSIONAL IMAGE
RECONSTRUCTION USING
EXISTING DATA, INCLUDES
MULTIPLE IMAGES

This procedure is not a
benefit.

Diagnostic Procedures (D0100-D0999)

PROCEDURE D0364

CONE BEAM CT CAPTURE AND
INTERPRETATION WITH LIMITED
FIELD OF VIEW - LESS THAN ONE
WHOLE JAW

This procedure is not a
benefit.

PROCEDURE D0365

CONE BEAM CT CAPTURE AND
INTERPRETATION WITH FIELD OF
VIEW OF ONE FULL DENTAL ARCH
- MANDIBLE

This procedure is not a
benefit.

PROCEDURE D0366

CONE BEAM CT CAPTURE AND
INTERPRETATION WITH FIELD OF
VIEW OF ONE FULL DENTAL ARCH
- MAXILLA, WITH OR WITHOUT
CRANIUM

This procedure is not a
benefit.

PROCEDURE D0367

CONE BEAM CT CAPTURE AND
INTERPRETATION WITH FIELD OF
VIEW OF BOTH JAWS WITH OR
WITHOUT CRANIUM

This procedure is not a
benefit.

PROCEDURE D0368
CONE BEAM CT CAPTURE AND

INTERPRETATION FOR TMJ SERIES
INCLUDING TWO OR MORE
EXPOSURES

This procedure is not a
benefit.

PROCEDURE D0369
MAXILLOFACIAL MRI CAPTURE
AND INTERPRETATION

This procedure is not a
benefit.

Effective June 1, 2014
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PROCEDURE D0370
MAXILLOFACIAL ULTRASOUND
CAPTURE AND INTERPRETATION

This procedure is not a
benefit.

PROCEDURE D0371
SIALOENDOSCOPY CAPTURE AND
INTERPRETATION

This procedure is not a
benefit.

PROCEDURE D0380
CONE BEAM CT IMAGE CAPTURE

WITH LIMITED FIELD OF VIEW -
LESS THAN ONE WHOLE JAW

This procedure is not a
benefit.

PROCEDURE D0381
CONE BEAM CT IMAGE CAPTURE

WITH FIELD OF VIEW OF ONE
FULL DENTAL ARCH- MANDIBLE

This procedure is not a
benefit.

PROCEDURE D0382
CONE BEAM CT IMAGE CAPTURE

WITH FIELD OF VIEW OF ONE
FULL DENTAL ARCH- MAXILLA,
WITH OR WITHOUT CRANIUM

This procedure is not a
benefit.

PROCEDURE D0383
CONE BEAM CT IMAGE CAPTURE

WITH FIELD OF VIEW OF BOTH
JAWS, WITH OR WITHOUT
CRANIUM

This procedure is not a
benefit.

PROCEDURE D0384
CONE BEAM CT IMAGE CAPTURE

FOR TMJ SERIES INCLUDING TWO
OR MORE EXPOSURES

This procedure is not a
benefit.

PROCEDURE D0385
MAXILLOFACIAL MRI IMAGE

CAPTURE

This procedure is not a
benefit.

PROCEDURE D0386
MAXILLOFACIAL ULTRASOUND

IMAGE CAPTURE

This procedure is not a
benefit.

PROCEDURE D0391
INTERPRETATION OF DIAGNOSTIC
IMAGE BY A PRACTITIONER NOT
ASSOCIATED WITH CAPTURE OF
THE IMAGE, INCLUDING REPORT

This procedure is not a
benefit.

PROCEDURE D0415
COLLECTION OF

MICROORGANISMS FOR CULTURE
AND SENSITIVITY

This procedure is not a
benefit.

PROCEDURE D0416
VIRAL CULTURE

This procedure is not a
benefit.

PROCEDURE D0417
COLLECTION AND PREPARATION

OF SALIVA SAMPLE FOR
LABORATORY DIAGNOSTIC
TESTING

This procedure is not a
benefit.

PROCEDURE D0418
ANALYSIS OF SALIVA SAMPLE

This procedure is not a
benefit.

PROCEDURE D0421
GENETIC TEST FOR
SUSCEPTIBILITY TO ORAL
DISEASES

This procedure is not a benefit

PROCEDURE D0425
CARIES SUSCEPTIBILITY TESTS

This procedure is not a
benefit.

PROCEDURE D0431
ADJUNCTIVE PRE-DIAGNOSTIC

TEST THAT AIDS IN DETECTION OF
MUCOSAL ABNORMALITIES
INCLUDING PREMALIGNANT AND
MALIGNANT LESIONS, NOT TO
INCLUDE CYTOLOGY OR BIOPSY
PROCEDURES

This procedure is not a
benefit.

PROCEDURE D0460
PULP VITALITY TESTS

This procedure is included in
the fees for diagnostic,
restorative, endodontic and
emergency procedures and is
not payable separately.

PROCEDURE D0470
PROCEDURE DIAGNOSTIC CASTS

1. Diagnostic casts are for the
evaluation of orthodontic
benefits only. Unless
specifically requested by the
Medi-Cal Dental Program,
diagnostic casts submitted for
other than orthodontic
treatment shall be discarded
and not reviewed.

2. Diagnostic casts are required
to be submitted for
orthodontic evaluation and
are payable only upon
authorized orthodontic
treatment. Do not send

Manual of Criteria
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original casts, as casts will not

be returned.

3. Abenefit:

a. once per provider unless
special circumstances are
documented (such as
trauma or pathology
which has affected the
course of orthodontic
treatment).

b. for patients under the
age of 21.

c. for permanent dentition
(unless over the age of 13
with primary teeth still
present or has a cleft
palate or craniofacial
anomaly).

d. only when provided by a
Medi-Cal Dental Program
certified orthodontist.

4. Diagnostic casts shall be free
of voids and be properly
trimmed with centric
occlusion clearly marked on
the casts. Casts shall be
cleaned, treated with an
approved EPA disinfectant
and dried before being placed
in a sealed bag for shipping to
the Medi-Cal Dental Program.

PROCEDURE D0472

ACCESSION OF TISSUE, GROSS
EXAMINATION, PREPARATION
AND TRANSMISSION OF WRITTEN
REPORT

This procedure is not a
benefit.

PROCEDURE D0473

ACCESSION OF TISSUE, GROSS
AND MICROSCOPIC
EXAMINATION, PREPARATION
AND TRANSMISSION OF WRITTEN
REPORT

This procedure is not a
benefit.

PROCEDURE D0474
ACCESSION OF TISSUE, GROSS
AND MICROSCOPIC
EXAMINATION, INCLUDING
ASSESSMENT OF SURGICAL
MARGINS FOR PRESENCE OF
DISEASE, PREPARATION AND
TRANSMISSION OF WRITTEN
REPORT

This procedure is not a
benefit.

PROCEDURE D0475
PROCEDURE DECALCIFICATION
PROCEDURE

This procedure is not a
benefit.

PROCEDURE D0476
SPECIAL STAINS FOR

MICROORGANISMS

This procedure is not a
benefit.

PROCEDURE D0477
SPECIAL STAINS, NOT FOR
MICROORGANISMS

This procedure is not a
benefit.

PROCEDURE D0478
IMMUNOHISTOCHEMICAL STAINS

This procedure is not a
benefit.

PROCEDURE D0479
TISSUE IN-SITU HYBRIDIZATION,
INCLUDING INTERPRETATION

This procedure is not a
benefit.

Diagnostic Procedures (D0100-D0999)

PROCEDURE D0480
ACCESSION OF EXFOLIATIVE

CYTOLOGIC SMEARS,
MICROSCOPIC EXAMINATION,
PREPARATION AND
TRANSMISSION OF WRITTEN
REPORT

This procedure is not a
benefit.

PROCEDURE D0481
ELECTRON MICROSCOPY

This procedure is not a
benefit.

PROCEDURE D0482
PROCEDURE DIRECT

IMMUNOFLUORESCENCE

This procedure is not a
benefit.

PROCEDURE D0483
INDIRECT

IMMUNOFLUORESCENCE

This procedure is not a
benefit.

PROCEDURE D0484
CONSULTATION ON SLIDES

PREPARED ELSEWHERE

This procedure is not a
benefit.

PROCEDURE D0485
CONSULTATION, INCLUDING
PREPARATION OF SLIDES FROM
BIOPSY MATERIAL SUPPLIED BY
REFERRING SOURCE

This procedure is not a
benefit.

Effective June 1, 2014
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PROCEDURE D0486
ACCESSION OF TRANSEPITHELIAL

CYTOLOGIC SAMPLE,
MICROSCOPIC EXAMINATION,
PREPARATION AND
TRANSMISSION OF WRITTEN
REPORT

This procedure is not a
benefit.

PROCEDURE D0502
OTHER ORAL PATHOLOGY
PROCEDURES BY REPORT

1. Submission of the pathology
report is required for
payment.

2. Abenefit only when provided
by a Medi-Cal Dental Program
certified oral pathologist.

3. This procedure shall be billed
only for a histopathological
examination.

PROCEDURE D0999
UNSPECIFIED DIAGNOSTIC

PROCEDURE, BY REPORT

1. This procedure does not
require prior authorization.

2. Radiographs for payment -
submit radiographs as
applicable for the type of
procedure.

3. Photographs for payment-
submit photographs as
applicable for the type of
procedure.

4. Written documentation for
payment shall describe the
specific conditions addressed
by the procedure, the
rationale demonstrating
medical necessity, any
pertinent history and the
actual treatment.

5. D0999 shall be used:

a. foraprocedure which is
not adequately described
by a CDT code, or

for a procedure that has a
CDT code that is not a
benefit but the patient
has an exceptional
medical condition to
justify the medical
necessity.

Documentation shall
include the medical
condition and the specific
CDT code associated with
the treatment.
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Preventive General Policies (D1000-D1999)

1. Dental Prophylaxis and Fluoride Treatment (D1110-D1208):

A) Dental prophylaxis (01110 and D1120) is defined as the preventive dental procedure of coronal scaling
and polishing which includes the complete removal of calculus, soft deposits, plague, stains and
smoothing of unattached tooth surfaces.

B) Fluoride treatment (D1206 and D1208) is a benefit only for prescription strength fluoride products.

C) Fluoride treatments do not include treatments that incorporate fluoride with prophylaxis paste, topical
application of fluoride to the prepared portion of a tooth prior to restoration and applications of aqueous
sodium fluoride.

D) The application of fluoride is only a benefit for caries control and is payable as a full mouth treatment
regardless of the number of teeth treated.

E) Prophylaxis and fluoride procedures (D1120, D1206 and D1208) are a benefit once in a six-month period
without prior authorization under the age of 21.

F) Prophylaxis and fluoride procedures (D1110, D1206 and D1208) are a benefit once in a 12-month period
without prior authorization for age 21 or older.

G) Additional requests, beyond the stated frequency limitations, for prophylaxis and fluoride procedures
(D1110, D1120, D1206 and D1208) shall be considered for prior authorization when documented medical
necessity is justified due to a physical limitation and/or an oral condition that prevents daily oral hygiene.
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Preventive Procedures (D1000-D1999)

Preventive Procedures (D1000-D1999)

PROCEDURE D1110
PROPHYLAXIS - ADULT

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Abenefit once in a 12-month
period for patients age 21 or
older. Frequency limitations
shall apply toward prophylaxis
procedure D1120.

3. Not a benefit when
performed on the same date
of service with:

a. gingivectomy or
gingivoplasty (D4210 and
D4211).

b. osseous surgery (D4260
and D4261).

c. periodontal scaling and
root planing (D4341 and
D4342).

4. Not a benefit to the same
provider who performed
periodontal maintenance
(D4910) in the same calendar
quarter.

PROCEDURE D1120
PROPHYLAXIS - CHILD

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit once in a six-month
period for patients under the
age of 21.

3. Not a benefit when
performed on the same date
of service with:

a. gingivectomy or
gingivoplasty (D4210 and
D4211).

b. osseous surgery (D4260
and D4261).

¢. periodontal scaling and
root planing (D4341 and
D4342).

4. Not a benefit to the same
provider who performed
periodontal maintenance
(D4910) in the same calendar
quarter.

PROCEDURE D1206
TOPICAL APPLICATION OF
FLUORIDE VARNISH

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Abenefit:

a. onceinasix month
period for patients under
the age of 21. Frequency
limitations shall apply
toward topical
application of fluoride
(D1208).

b. onceinal2 month
period for patients age 21
or older. Frequency
limitations shall apply
toward topical
application of fluoride
(D1208).

3. Payable as a full mouth
treatment regardless of the
number of teeth treated.

PROCEDURE D1208
TOPICAL APPLICATION OF

FLUORIDE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit:

a. once in asix month
period for patients under
the age of 21. Frequency
limitations shall apply
toward topical
application of fluoride
varnish (D1206).

b. onceinal2 month
period for patients age 21
or older. Frequency
limitations shall apply
toward topical
application of fluoride
varnish (D1206).

3. Payable as a full mouth
treatment regardless of the
number of teeth treated.

PROCEDURE D1310
NUTRITIONAL COUNSELING FOR

CONTROL OF DENTAL DISEASE

This procedure is to be
performed in conjunction
with diagnostic, preventive,
and periodontal procedures
and is not payable separately.

PROCEDURE D1320
TOBACCO COUNSELING FOR THE

CONTROL AND PREVENTION OF
ORAL DISEASE

This procedure is to be
performed in conjunction
with diagnostic, preventive,
and periodontal procedures
and is not payable separately.

Effective June 1, 2014

Manual of Criteria
Page 5-17



Preventive Procedures (D1000-D1999)

PROCEDURE D1330
ORAL HYGIENE INSTRUCTIONS

This procedure is to be performed
in conjunction with diagnostic,
preventive, and periodontal
procedures and is not payable
separately.

PROCEDURE D1351
SEALANT - PER TOOTH

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Requires a tooth code and
surface code.

3. A benefit:

a. for first, second and third
permanent molars that
occupy the second molar
position.

b. only on the occlusal
surfaces that are free of
decay and/or
restorations.

c. for patients under the
age of 21.

d. once per tooth every 36
months per provider
regardless of surfaces
sealed.

4. The original provider is
responsible for any repair or
replacement during the 36-
month period.

PROCEDURE D1352
PREVENTIVE RESIN

RESTORATIONIN A MODERATE
TO HIGH CARIES RISK PATIENT-
PERMANENT TOOTH

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical

necessity is not required for
payment.

2. Requires a tooth code and
surface code.

3. Abenefit:

4. for first, second and third
permanent molars that
occupy the second molar
position.

5. only for an active cavitated
lesion in a pit or fissure that
does not cross the DEJ.

6. for patients under the age of
21.

7. once per tooth every 36
months per provider
regardless of surfaces sealed.

8. The original provider is
responsible for any repair or
replacement during the 36-
month period.

PROCEDURE D1510
SPACE MAINTAINER - FIXED

UNILATERAL

1. This procedure does not
require prior authorization.

2. Radiographs for payment -
submit a diagnostic
preoperative periapical or
bitewing radiograph to
document the presence of the
erupting permanent tooth
and to verify there is enough
space to allow the eruption of
the permanent tooth.

3. Written documentation for
payment - shall include the
identification of the missing
primary molar.

4. Requires a quadrant code.

5. A benefit:

a. once per quadrant per
patient.

b. for patients under the
age of 18.

c. only to maintain the
space for a single tooth.

6. Not a benefit:

a. when the permanent
tooth is near eruption or
iS missing.

b. for upper and lower
anterior teeth.

c. for orthodontic
appliances, tooth
guidance appliances,
minor tooth movement,
or activating wires.

7. Replacement space
maintainers shall be
considered for payment when
documentation identifies an
unusual circumstance (such as
lost or non-repairable).

8. The fee for space maintainers
includes the band and loop.

9. When prefabricated crowns
(D2930, D2931, D2932 and
D2933) are necessary for
space maintainer abutment
teeth they first shall meet the
Medi-Cal Dental Program’s
criteria for prefabricated
crowns and shall be billed
separately from the space
maintainer.

PROCEDURE D1515
SPACE MAINTAINER - FIXED -

BILATERAL

1. This procedure does not
require prior authorization.

2. Radiographs for payment -
submit a diagnostic
preoperative periapical or
bitewing radiograph to
document the presence of the
erupting permanent tooth
and to verify there is enough
space to allow the eruption of
the permanent tooth.

3. Written documentation for
payment - shall include the
identification of the missing
primary molars.
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Requires an arch code.

A benefit:

a. once per arch when there
is @ missing primary
molar in both quadrants
or when there are two
missing primary molars in
the same quadrant.

b. for patients under the
age of 18.

Not a benefit:

a. when the permanent
tooth is near eruption or
is missing.

b. forupper and lower
anterior teeth.

c. for orthodontic
appliances, tooth
guidance appliances,
minor tooth movement,
or activating wires.

Replacement space

maintainers shall be

considered for payment when
documentation identifies an
unusual circumstance (such as
lost or non-repairable).

The fee for space maintainers

includes the band and loop.

When prefabricated crowns

(D2930, D2931, D2932 and

D2933) are necessary for

space maintainer abutment

teeth they first shall meet the

Medi-Cal Dental Program’s

criteria for prefabricated

crowns and shall be billed
separately from the space
maintainer.

PROCEDURE D1520
SPACE MAINTAINER -
REMOVABLE - UNILATERAL

1.

This procedure does not
require prior authorization.
Radiographs for payment -
submit a diagnostic
preoperative periapical or

bitewing radiograph to

document the presence of the

erupting permanent tooth
and to verify there is enough
space to allow the eruption of
the permanent tooth.

Written documentation for

payment - shall include the

identification of the missing
primary molar.

Requires a quadrant code.

A benefit:

a. once per quadrant per
patient.

b. for patients under the
age of 18.

¢. only to maintain the
space for a single tooth.

Not a benefit:

a. when the permanent
tooth is near eruption or
iS missing.

b. for upper and lower
anterior teeth.

c. for orthodontic
appliances, tooth
guidance appliances,
minor tooth movement,
or activating wires.

Replacement space

maintainers shall be

considered for payment when
documentation identifies an
unusual circumstance (such as
lost or non-repairable).

All clasps, rests and

adjustments are included in

the fee for this procedure.

PROCEDURE D1525
SPACE MAINTAINER -

REMOVABLE - BILATERAL

1.

This procedure does not
require prior authorization.
Radiographs for payment -
submit a diagnostic
preoperative periapical or
bitewing radiograph to

Preventive Procedures (D1000-D1999)

10.

11.

12.

13.

document the presence of the
erupting permanent tooth
and to verify there is enough
space to allow the eruption of
the permanent tooth.
Written documentation for
payment - shall include the
identification of the missing
primary molars.

Requires an arch code.

A benefit:

once per arch when there is a
missing primary molar in both
quadrants or when there are
two missing primary molars in
the same quadrant.

for patients under the age of
18.

Not a benefit:

when the permanent tooth is
near eruption or is missing.
for upper and lower anterior
teeth.

for orthodontic appliances,
tooth guidance appliances,
minor tooth movement, or
activating wires.

Replacement space
maintainers shall be
considered for payment when
documentation identifies an
unusual circumstance (such as
lost or non-repairable).

All clasps, rests and
adjustments are included in
the fee for this procedure.

PROCEDURE D1550
RECEMENTATION OF SPACE

MAINTAINER

1.

This procedure does not
require prior authorization.
Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

Effective June 1, 2014
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3. Requires a quadrant code or
arch code, as applicable.

4.  Abenefit:

a. once per provider, per
applicable quadrant or
arch.

b. for patients under the
age of 18.

5. Additional requests beyond
the stated frequency
limitations shall be considered
for payment when the
medical necessity is
documented and identifies an
unusual condition (such as
displacement due to a sticky
food item).

PROCEDURE D1555
REMOVAL OF FIXED SPACE

MAINTAINER

1. This procedure does not
require prior authorization.

2. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

3. Requires a quadrant code or
arch code, as applicable.

4. Not a benefit to the original
provider who placed the
space maintainer.
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Restorative General Policies (D2000-D2999)
Restorative General Policies (D2000-D2999)

1. Amalgam and Resin-Based Composite Restorations (D2140-D2394):

A)

B)

D)

E)

0)

Restorative services shall be a benefit when medically necessary, when carious activity or fractures have
extended through the dentinoenamel junction (DEJ) and when the tooth demonstrates a reasonable
longevity.

Amalgam and resin-based composite restoration procedures shall require submission of pre-operative

radiographs for payment, contingent upon the following rules:

i) the first three amalgam and/or resin-based composite restorations that a patient receives in a 12-
month period do not require radiographs,

i) the fourth and additional amalgam and/or resin-based composite restorations that a patient receives
in a 12-month period do require radiographs. However, when a submitted claim includes the fourth
amalgam and/or resin-based composite restoration in a 12-month period then all amalgam and/or
resin-based composite restorations on that claim require radiographs.

The submitted radiographs shall clearly demonstrate that the destruction of the tooth is due to such

conditions as decay, fracture, endodontic access or missing or defective restorations. Payment for

restorative procedures shall be modified or denied when the medical necessity is not evident.

Anterior proximal restorations (amalgam/composite) submitted as a two or three surface restoration shall

be clearly demonstrated on radiographs that the tooth structure is involved to a point one-third the

mesial—distal width of the tooth.

Should the submitted radiographs fail to demonstrate the medical necessity for the restoration, intraoral

photographs shall also be submitted as further documentation.

When radiographs are medically contraindicated due to recent application of therapeutic doses of

ionizing radiation to the head and neck areas, the reason for the contraindication shall be fully

documented by the patient’s attending physician and submitted for payment. If this condition exists,
intraoral photographs shall also be submitted to demonstrate the medical necessity for the restoration.

When radiographs fail to demonstrate the medical necessity, providers shall also submit adjunctive

documentation for consideration for payment such as: fiber optic transillumination photographs,

DIAGNOdent readings, caries detection dye photographs, caries risk assessment data or operating room

reports.

Restorative services provided solely to replace tooth structure lost due to attrition, abrasion, erosion or

for cosmetic purposes are not a benefit.

Restorative services are not a benefit when the prognosis of the tooth is questionable due to non-

restorability or periodontal involvement.

Restorations for primary teeth near exfoliation are not a benefit.

The five valid tooth surface classifications are mesial, distal, occlusal/incisal, lingual and facial (including

buccal and labial).

Each separate non-connecting restoration on the same tooth for the same date of service shall be

submitted on separate Claim Service Lines (CSLs). All surfaces on a single tooth restored with the same

restorative material shall be considered connected, for payment purposes, if performed on the same date
of service.

Payment is made for a tooth surface only once for the same date of service regardless of the number or

combination of restorative materials placed on that surface.

Tooth and soft tissue preparation, crown lengthening, cement bases, direct and indirect pulp capping,

bonding agents, lining agents, occlusal adjustments (D9951), polishing, local anesthesia and any other

associated procedures are included in the fee for a completed restorative service.

The original provider is responsible for any replacement restorations necessary in primary teeth within

the first 12 months and permanent teeth within the first 36 months, except when failure or breakage
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results from circumstances beyond the control of the provider (such as due to a patient’s oral habits).
Radiographs (and photographs, as applicable) shall be submitted to demonstrate the need for
replacement.

P) Replacement of otherwise satisfactory amalgam restorations with resin-based composite restorations is
not a benefit unless a specific allergy has been documented by a medical specialist (allergist) on their
professional letterhead or prescription and submitted for payment.

2. Prefabricated Crowns (D2929-D2933):

A) Primary Teeth:

i)

i)

ii)

iv)

Prefabricated crowns (D2929, D2930, D2932 and D2933) are a benefit only once in a 12-month

period.

Primary teeth do not require prior authorization. Pre-operative radiographs shall be submitted for

payment. At least one of the following criteria shall be met for payment:

a. Decay, fracture or other damage involving three or more tooth surfaces,

b. Decay, fracture or other damage involving one interproximal surface when the damage has
extended extensively buccolingually or mesiodistally,

c. the prefabricated crown is submitted for payment in conjunction with therapeutic pulpotomy or
pulpal therapy (D3220, D3230 and D3240) or the tooth has had previous pulpal treatment.

Prefabricated crowns for primary teeth near exfoliation are not a benefit.

When prefabricated crowns are utilized to restore space maintainer abutment teeth they shall meet

Medi-Cal Dental Program criteria for prefabricated crowns and shall be submitted separately for

payment from the space maintainer.

B) Permanent Teeth:

i)
i)

ii)

Vi)

Prefabricated crowns (D2931, D2932 and D2933) are a benefit only once in a 36-month period.

Permanent teeth do not require prior authorization. Pre-operative periapical and arch radiographs

shall be submitted for payment. At least one of the following criteria shall be met for payment:

a. anterior teeth shall show traumatic or pathological destruction of the crown of the tooth which
involves four or more tooth surfaces including at least the loss of one incisal angle,

b. bicuspids (premolars) shall show traumatic or pathological destruction of the crown of the tooth
which involves three or more tooth surfaces including at least one cusp,

c. molars shall show traumatic or pathological destruction of the crown of the tooth which involves
four or more tooth surfaces including at least two cusps,

d. the prefabricated crown shall restore an endodontically treated bicuspid or molar tooth.

Arch integrity and the overall condition of the mouth, including the patient’s ability to maintain oral

health, shall be considered based upon a supportable 36-month prognosis for the permanent tooth

to be crowned.

Indirectly fabricated or prefabricated posts (D2952 and D2954) are benefits when medically

necessary for the retention of prefabricated crowns on root canal treated permanent teeth.

Prefabricated crowns on root canal treated teeth shall be considered for payment only after

satisfactory completion of root canal therapy. Post root canal treatment radiographs shall be

submitted for prior authorization.

Prefabricated crowns are not a benefit for abutment teeth for cast metal framework partial dentures

(D5213 and D5214).

C) Primary and Permanent Teeth:

i) Prefabricated crowns provided solely to replace tooth structure lost due to attrition, abrasion,
erosion or for cosmetic purposes are not a benefit.
ii) Prefabricated crowns are not a benefit when the prognosis of the tooth is questionable due to non-
restorability or periodontal involvement.
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iii) Prefabricated crowns are not a benefit when a tooth can be restored with an amalgam or resin-based
composite restoration.

iv) Tooth and soft tissue preparation, crown lengthening, cement bases, direct and indirect pulp capping,
amalgam or acrylic buildups, pins (D2951), bonding agents, occlusal adjustments (D9951), local
anesthesia (D9210) and any other associated procedures are included in the fee for a prefabricated
crown.

v) The original provider is responsible for any replacement prefabricated crowns necessary in primary
teeth within the first 12 months and permanent teeth within the first 36 months, except when failure
or breakage results from circumstances beyond the control of the provider (such as due to a patient’s
oral habits).

3. Laboratory Processed Crowns (D2710-D2792).

A)

B)

D)
E)
F)

G)

H)

Laboratory processed crowns on permanent teeth (or over-retained primary teeth with no permanent
successor) are a benefit only once in a 5 year period except when failure or breakage results from
circumstances beyond the control of the provider (such as due to a patient’s oral habits).

Prior authorization with current periapical and arch radiographs is required. Arch films are not required

for crown authorizations if the Medi-Cal Dental Program has paid for root canal treatment on the same

tooth within the last six months. Only a periapical radiograph of the completed root canal treatment is
required.

A benefit for patients age 13 or older when a lesser service will not suffice because of extensive coronal

destruction. The following criteria shall be met for prior authorization:

i)  Anterior teeth shall show traumatic or pathological destruction to the crown of the tooth, which
involves at least one of the following:

i) the involvement of four or more surfaces including at least one incisal angle. The facial or lingual
surface shall not be considered involved for a mesial or proximal restoration unless the proximal
restoration wraps around the tooth to at least the midline,

iii) the loss of an incisal angle which involves a minimum area of both half the incisal width and half the
height of the anatomical crown,

iv) an incisal angle is not involved but more than 50% of the anatomical crown is involved.

v) Bicuspids (premolars) shall show traumatic or pathological destruction of the crown of the tooth,
which involves three or more tooth surfaces including one cusp.

vi) Molars shall show traumatic or pathological destruction of the crown of the tooth, which involves
four or more tooth surfaces including two or more cusps.

vii) Posterior crowns for patients age 21 or older are a benefit only when they act as an abutment for a
removable partial denture with cast clasps or rests (D5213 and D5214) or for a fixed partial denture
which meets current criteria.

Restorative services provided solely to replace tooth structure lost due to attrition, abrasion, erosion or

for cosmetic purposes are not a benefit.

Laboratory crowns are not a benefit when the prognosis of the tooth is questionable due to non-

restorability or periodontal involvement.

Laboratory processed crowns are not a benefit when the tooth can be restored with an amalgam or resin-

based composite.

When a tooth has been restored with amalgam or resin-based composite restoration within 36 months,

by the same provider, written documentation shall be submitted with the TAR justifying the medical

necessity for the crown request. A current periapical radiograph dated after the restoration is required to
demonstrate the medical necessity along with arch radiographs.

Tooth and soft tissue preparation, crown lengthening, cement bases, direct and indirect pulp capping,

amalgam or acrylic buildups, pins (D2951), bonding agents, lining agents, impressions, temporary crowns,
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occlusal adjustments (D9951), polishing, local anesthesia (D9210) and any other associated procedures
are included in the fee for a completed laboratory processed crown.

1) Arch integrity and overall condition of the mouth, including the patient’s ability to maintain oral health,
shall be considered for prior authorization, which shall be based upon a supportable 5 year prognosis for
the teeth to be crowned.

J) Indirectly fabricated or prefabricated posts (D2952 and D2954) are a benefit when medically necessary for
the retention of allowable laboratory processed crowns on root canal treated permanent teeth.

K) Partial payment will not be made for an undelivered laboratory processed crown. Payment shall be made
only upon final cementation.
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Restorative Procedures (D2000-D2999)

PROCEDURE D2140
AMALGAM - ONE SURFACE,
PRIMARY OR PERMANENT

Primary teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code and
surface code.

4. Abenefit once in a 12-month
period.

Permanent teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
Refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code and
surface code.

4. Abenefit once in a 36-month
period.

PROCEDURE D2150
AMALGAM - TWO SURFACES,

PRIMARY OR PERMANENT

See the criteria under
Procedure D2140.

PROCEDURE D2160
AMALGAM - THREE SURFACES,
PRIMARY OR PERMANENT

See the criteria under
Procedure D2140.

PROCEDURE D2161
AMALGAM - FOUR OR MORE

SURFACES, PRIMARY OR
PERMANENT

See the criteria under
Procedure D2140.

PROCEDURE D2330
RESIN-BASED COMPOSITE - ONE

SURFACE, ANTERIOR
Primary teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code and
surface code.

4. Abenefit once in a 12-month
period.

Permanent teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
Refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code and
surface code.

4. Abenefit once in a 36-month
period.

PROCEDURE D2331
RESIN-BASED COMPOSITE - TWO

SURFACES, ANTERIOR
Primary teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code and
surface code.

4. Abenefit once in a 12-month
period.

5. Each unique tooth surface is
only payable once per tooth
per date of service.

Permanent teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
Refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code and
surface code.

4. Abenefit once in a 36-month
period.

5. Each unique tooth surface is
only payable once per tooth
per date of service.

PROCEDURE D2332
RESIN-BASED COMPOSITE -

THREE SURFACES, ANTERIOR

See the criteria under
Procedure D2331.

PROCEDURE D2335
RESIN-BASED COMPOSITE - FOUR

OR MORE SURFACES OR
INVOLVING INCISAL ANGLE
(ANTERIOR)

See the criteria under
Procedure D2331.

PROCEDURE D2390
RESIN-BASED COMPOSITE

CROWN, ANTERIOR
Primary teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code.

4. At least four surfaces shall be
involved.

5. Abenefit once in a 12-month
period.
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Permanent teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code.

4. Atleast four surfaces shall be
involved.

5. A benefit once in a 36-month
period.

PROCEDURE D2391
RESIN-BASED COMPOSITE - ONE

SURFACE, POSTERIOR
Primary teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code and
surface code.

4. Abenefit once in a 12-month
period.

Permanent teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
Refer to Restorative General
Policies for specific
requirements.

3. Requires a tooth code and
surface code.

4. Abenefit once in a 36-month
period.

PROCEDURE D2392
RESIN-BASED COMPOSITE - TWO

SURFACES, POSTERIOR

See the criteria under
Procedure D2391.

PROCEDURE D2393
RESIN-BASED COMPOSITE -
THREE SURFACES, POSTERIOR

See the criteria under
Procedure D2391.

PROCEDURE D2394
RESIN-BASED COMPOSITE - FOUR
OR MORE SURFACES, POSTERIOR

See the criteria under
Procedure D2391.

PROCEDURE D2410
GOLD FOIL - ONE SURFACE

This procedure is not a
benefit.

PROCEDURE D2420
GOLD FOIL - TWO SURFACES

This procedure is not a
benefit.

PROCEDURE D2430
GOLD FOIL - THREE SURFACES

This procedure is not a
benefit.

PROCEDURE D2510
INLAY - METALLIC - ONE SURFACE

This procedure is not a
benefit.

PROCEDURE D2520
INLAY - METALLIC - TWO

SURFACES

This procedure is not a
benefit.

PROCEDURE D2530
INLAY - METALLIC - THREE OR

MORE SURFACES

This procedure is not a
benefit.

PROCEDURE D2542
ONLAY - METALLIC - TWO

SURFACES

This procedure is not a
benefit.

PROCEDURE D2543
ONLAY - METALLIC - THREE
SURFACES

This procedure is not a
benefit.

PROCEDURE D2544
ONLAY - METALLIC - FOUR OR
MORE SURFACES

This procedure is not a
benefit.

PROCEDURE D2610
INLAY - PORCELAIN/CERAMIC -
ONE SURFACE

This procedure is not a
benefit.

PROCEDURE D2620
INLAY - PORCELAIN/CERAMIC -

TWO SURFACES

This procedure is not a
benefit.

PROCEDURE D2630
INLAY - PORCELAIN/CERAMIC -

THREE OR MORE SURFACES

This procedure is not a
benefit.

PROCEDURE D2642
ONLAY - PORCELAIN/CERAMIC -

TWO SURFACES

This procedure is not a
benefit.

PROCEDURE D2643
ONLAY - PORCELAIN/CERAMIC -

THREE SURFACES

This procedure is not a
benefit.

PROCEDURE D2644
ONLAY - PORCELAIN/CERAMIC -

FOUR OR MORE SURFACES

This procedure is not a
benefit.
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PROCEDURE D2650
INLAY - RESIN-BASED COMPOSITE
- ONE SURFACE

This procedure is not a
benefit.

PROCEDURE D2651
INLAY - RESIN-BASED COMPOSITE
- TWO SURFACES

This procedure is not a
benefit.

PROCEDURE D2652
INLAY - RESIN-BASED COMPOSITE
- THREE OR MORE SURFACES

This procedure is not a
benefit.

PROCEDURE D2662
ONLAY- RESIN BASED

COMPOSITE- TWO SURFACES

This procedure is not a
benefit.

PROCEDURE D2663
ONLAY - RESIN-BASED

COMPOSITE - THREE SURFACES

This procedure is not a
benefit.

PROCEDURE D2664
ONLAY - RESIN-BASED

COMPOSITE - FOUR OR MORE
SURFACES

This procedure is not a
benefit.

PROCEDURE D2710
CROWN - RESIN- BASED
COMPOSITE (INDIRECT)

Permanent anterior teeth (age 13
or older) and permanent posterior
teeth (ages 13 through 20):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

4. A benefit:

a. oncein afive-year
period.

b. forany resin based
composite crown that is
indirectly fabricated.

5.  Not a benefit:

a. for patients under the
age of 13.

b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing removable partial
denture with cast clasps
or rests.

6. for use asatemporary crown.

Permanent posterior teeth (age 21
or older):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Photographs for prior
authorization — a photograph
shall be submitted when
there is an existing removable
partial denture and the cast
clasp or rest is not evident on
a radiograph.

4. Requires a tooth code.

5. A benefit:
a. oncein afive-year
period.

b. for any resin based
composite crown that is
indirectly fabricated.

c. only for the treatment of
posterior teeth acting as
an abutment for an
existing removable partial
denture with cast clasps
or rests (D5213 and
D5214), or

Restorative Procedures (D2000-D2999)

d. when the treatment plan
includes an abutment
crown and removable
partial denture (D5213 or
D5214). Both shall be
submitted on the same
TAR for prior
authorization.

6. Not a benefit:

a. for 3rd molars, unless the
3rd molar is an abutment
for an existing removable
partial denture with cast
clasps or rests.

b. for use as a temporary
crown.

PROCEDURE D2712
CROWN - 3/4 RESIN- BASED
COMPOSITE (INDIRECT)

Permanent anterior teeth (age 13
or older) and permanent posterior
teeth (ages 13 through 20):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

4. A benefit:
a. oncein a five-year
period.

b. for any resin based
composite crown that is
indirectly fabricated.

5. Not a benefit:

a. for patients under the
age of 13.

b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing removable partial
denture with cast clasps
or rests.

c. foruse as atemporary
crown.
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Permanent posterior teeth (age 21
or older):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Photographs for prior
authorization — a photograph
shall be submitted when
there is an existing removable
partial denture and the cast
clasp or rest is not evident on
a radiograph.

4. Requires a tooth code.

5. A benefit:
a. oncein afive-year
period.

b. forany resin based
composite crown that is
indirectly fabricated.

c. only for the treatment of
posterior teeth acting as
an abutment for an
existing removable partial
denture with cast clasps
or rests (D5213 and
D5214), or

d. when the treatment plan
includes an abutment
crown and removable
partial denture (D5213 or
D5214). Both shall be
submitted on the same
TAR for prior
authorization.

6. Not a benefit:

a. for 3rd molars, unless the
3rd molar is an abutment
for an existing removable
partial denture with cast
clasps or rests.

b. for use as a temporary
crown.

PROCEDURE D2720
CROWN - RESIN WITH HIGH
NOBLE METAL

This procedure is not a
benefit.

PROCEDURE D2721
CROWN - RESIN WITH
PREDOMINANTLY BASE METAL

Permanent anterior teeth (age 13
or older) and permanent posterior
teeth (ages 13 through 20):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

4. Abenefit once in a five-year
period.

5.  Not a benefit:

a. for patients under the
age of 13.

b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing removable partial
denture with cast clasps
or rests.

Permanent posterior teeth (age 21
or older):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Photographs for prior
authorization- a photograph
shall be submitted when
there is an existing removable
partial denture and the cast
clasps or rest is not evident
on a radiograph.

4. Requires a tooth code.

5. Abenefit:

a. oncein a five-year
period.

b. only for the treatment of
posterior teeth acting as
an abutment for an
existing removable partial
denture with cast clasps
or rests (D5213 and
D5214), or

¢. when the treatment plan
includes an abutment
crown and removable
partial denture (D5213 or
D5214). Both shall be
submitted on the same
TAR for prior
authorization.

6. Not a benefit for 3rd molars,
unless the 3rd molar is an
abutment for an existing
removable partial denture
with cast clasps or rests.

PROCEDURE D2722
CROWN - RESIN WITH NOBLE
METAL

This procedure is not a
benefit.

PROCEDURE D2740
CROWN - PORCELAIN/CERAMIC

SUBSTRATE

Permanent anterior teeth (age 13
or older) and permanent posterior
teeth (ages 13 through 20):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

4. Abenefit once in a five-year
period.

5. Not a benefit:

a. for patients under the
age of 13.

b. for 3rd molars, unless the
3rd molar occupies the
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1st or 2nd molar position
or is an abutment for an
existing removable partial
denture with cast clasps
or rests.

Permanent posterior teeth (age 21
or older):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Photographs for prior
authorization- a photograph
shall be submitted when
there is an existing removable
partial denture and the cast
clasps or rest is not evident
on a radiograph.

4. Requires a tooth code.

5. A benefit:
a. oncein afive-year
period.

b. only for the treatment of
posterior teeth acting as
an abutment for an
existing removable partial
denture with cast clasps
or rests (D5213 and
D5214), or

c. when the treatment plan
includes an abutment
crown and removable
partial denture (D5213 or
D5214). Both shall be
submitted on the same
TAR for prior
authorization.

6. Not a benefit for 3rd molars,
unless the 3rd molar is an
abutment for an existing
removable partial denture
with cast clasps or rests.

PROCEDURE D2750
CROWN - PORCELAIN FUSED TO
HIGH NOBLE METAL

This procedure is not a
benefit.

PROCEDURE D2751
CROWN - PORCELAIN FUSED TO
PREDOMINANTLY BASE METAL

Permanent anterior teeth (age 13
or older) and permanent posterior
teeth (ages 13 through 20):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

4. Abenefit once in a five-year
period.

5.  Not a benefit:

a. for beneficiaries under
the age of 13.

b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing removable partial
denture with cast clasps
or rests.

Permanent posterior teeth (age 21
or older):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Photographs for prior
authorization- a photograph
shall be submitted when
there is an existing removable
partial denture and the cast
clasps or rest is not evident
on a radiograph.

4. Requires a tooth code.

5. A benefit:

Restorative Procedures (D2000-D2999)

a. oncein a five-year
period.

b. only for the treatment of
posterior teeth acting as
an abutment for an
existing removable partial
denture with cast clasps
or rests (D5213 and
D5214), or

¢. when the treatment plan
includes an abutment
crown and removable
partial denture (D5213 or
D5214). Both shall be
submitted on the same
TAR for prior
authorization.

6. Not a benefit for 3rd molars,
unless the 3rd molar is an
abutment for an existing
removable partial denture
with cast clasps or rests.

PROCEDURE D2752
CROWN - PORCELAIN FUSED TO
NOBLE METAL

This procedure is not a
benefit.

PROCEDURE D2780
CROWN - 3/4 CAST HIGH NOBLE

METAL

This procedure is not a
benefit.

PROCEDURE D2781
CROWN - 3/4 CAST

PREDOMINANTLY BASE METAL

Permanent anterior teeth (age 13
or older) and permanent posterior
teeth (ages 13 through 20):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

Effective June 1, 2014

Manual of Criteria
Page 5-29



Restorative Procedures (D2000-D2999)

4. Abenefit once in a five-year
period.
5. Not a benefit:

a. for patients under the
age of 13.

b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing removable partial
denture with cast clasps
or rests.

Permanent posterior teeth (age 21
or older):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Photographs for prior
authorization- a photograph
shall be submitted when
there is an existing removable
partial denture and the cast
clasps or rest is not evident
on a radiograph.

4. Requires a tooth code.

5. Abenefit:
a. oncein afive- year
period.

b. only for the treatment of
posterior teeth acting as
an abutment for an
existing removable partial
denture with cast clasps
or rests (D5213 and
D5214), or

c. when the treatment plan
includes an abutment
crown and removable
partial denture (D5213 or
D5214). Both shall be
submitted on the same
TAR for prior
authorization.

6. Not a benefit for 3rd molars,
unless the 3rd molar is an

abutment for an existing
removable partial denture
with cast clasps or rests.

PROCEDURE D2782
CROWN - 3/4 CAST NOBLE METAL

This procedure is not a
benefit.

PROCEDURE D2783
CROWN - 3/4 PORCELAIN /

CERAMIC

Permanent anterior teeth (age 13
or older) and permanent posterior
teeth (ages 13 through 20):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

4. Abenefit once in a five-year
period.

5. Not a benefit:

a. for patients under the
age of 13.

b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing removable partial
denture with cast clasps
or rests.

Permanent posterior teeth (age 21
or older):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Photographs for prior
authorization- a photograph
shall be submitted when
there is an existing removable
partial denture and the cast
clasps or rest is not evident
on a radiograph.

4. Requires a tooth code.
5. A benefit:

a. oncein afive- year
period.

b. only for the treatment of
posterior teeth acting as
an abutment for an
existing removable partial
denture with cast clasps
or rests (D5213 and
D5214), or

c. when the treatment plan
includes an abutment
crown and removable
partial denture (D5213 or
D5214). Both shall be
submitted on the same
TAR for prior
authorization.

6. Not a benefit for 3rd molars,
unless the 3rd molar is an
abutment for an existing
removable partial denture
with cast clasps or rests.

PROCEDURE D2790
CROWN - FULL CAST HIGH NOBLE
METAL

This procedure is not a
benefit.

PROCEDURE D2791
CROWN - FULL CAST

PREDOMINANTLY BASE METAL

Permanent anterior teeth (age 13
or older) and permanent posterior
teeth (ages 13 through 20):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

4. Abenefit once in a five-year
period.

5. Not a benefit:

a. for patients under the
age of 13.
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b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing removable partial
denture with cast clasps
or rests.

Permanent posterior teeth (age 21
or older):

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Photographs for prior
authorization- a photograph
shall be submitted when
there is an existing removable
partial denture and the cast
clasps or rest is not evident
on a radiograph.

4. Requires a tooth code.

5. A benefit:
a. oncein afive- year
period.

b. only for the treatment of
posterior teeth acting as
an abutment for an
existing removable partial
denture with cast clasps
or rests (D5213 and
D5214), or

c. when the treatment plan
includes an abutment
crown and removable
partial denture (D5213 or
D5214). Both shall be
submitted on the same
TAR for prior
authorization.

6. Not a benefit for 3rd molars,
unless the 3rd molar is an
abutment for an existing
removable partial denture
with cast clasps or rests.

PROCEDURE D2792
CROWN - FULL CAST NOBLE
METAL

This procedure is not a
benefit.

PROCEDURE D2794
CROWN - TITANIUM

This procedure is not a
benefit.

PROCEDURE D2799
PROVISIONAL CROWN - FURTHER

TREATMENT OR COMPLETION OF
DIAGNOSIS NECESSARY PRIOR TO
FINAL IMPRESSION

This procedure is not a
benefit.

PROCEDURE D2910
RECEMENT INLAY, ONLAY, OR
PARTIAL COVERAGE
RESTORATION

1. This procedure does not
require prior authorization.

2. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

3. Requires a tooth code.

4. Abenefit once in a 12-month
period, per provider.

PROCEDURE D2915
RECEMENT CAST OR
PREFABRICATED POST AND CORE

This procedure is to be
performed in conjunction
with the recementation of an
existing crown or of a new
crown and is not payable
separately.

Restorative Procedures (D2000-D2999)

PROCEDURE D2920
RECEMENT CROWN

1. This procedure does not
require prior authorization.

2. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

3. Requires a tooth code.

4. The original provider is
responsible for all re-
cementations within the first
12 months following the
initial placement of
prefabricated or laboratory
processed crowns.

5. Not a benefit within 12
months of a previous re-
cementation by the same
provider.

PROCEDURE D2929
PREFABRICATED

PORCELAIN/CERAMIC CROWN -
PRIMARY TOOTH

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit pre-operative
radiographs. Refer to
Restorative General Policies
for specific requirements.

3. Requires a tooth code.
A benefit once in a 12-month
period.

PROCEDURE D2930
PREFABRICATED STAINLESS STEEL

CROWN - PRIMARY TOOTH

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit pre-operative
radiographs. Refer to
Restorative General Policies
for specific requirements.
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3. Requires a tooth code.
4. Abenefit once in a 12-month
period.

PROCEDURE D2931
PREFABRICATED STAINLESS STEEL

CROWN - PERMANENT TOOTH

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit arch and pre-operative
periapical radiographs. Refer
to Restorative General
Policies for specific
requirements.

3. Requires a tooth code.

4. Abenefit once in a 36-month
period.

5. Not a benefit for 3rd molars,
unless the 3rd molar occupies
the 1st or 2nd molar position.

PROCEDURE D2932
PREFABRICATED RESIN CROWN

Primary teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit pre-operative
radiographs. Refer to
Restorative General Policies
for specific requirements.

3. Requires a tooth code.

4. Abenefit once in a 12-month
period.

Permanent teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit arch and pre-operative
periapical radiographs. Refer
to Restorative General
Policies for specific
requirements.

3. Requires a tooth code.

4. Abenefit once in a 36-month
period.

5. Not a benefit for 3rd molars,
unless the 3rd molar occupies
the 1st or 2nd molar position.

PROCEDURE D2933
PREFABRICATED STAINLESS STEEL

CROWN WITH RESIN WINDOW
Primary teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit pre-operative
radiographs. Refer to
Restorative General Policies
for specific requirements.

3. Requires a tooth code.

4. Abenefit once in a 12-month
period.

5. This procedure includes the
placement of a resin-based
composite.

Permanent teeth:

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit arch and pre-operative
periapical radiographs. Refer
to Restorative General
Policies for specific
requirements.

3. Requires a tooth code.

4. Abenefit once in a 36-month
period.

5. Not a benefit for 3rd molars,
unless the 3rd molar occupies
the 1st or 2nd molar position.

6. This procedure includes the
placement of a resin-based
composite.

PROCEDURE D2934
PREFABRICATED ESTHETIC
COATED STAINLESS STEEL CROWN
- PRIMARY TOOTH

This procedure is not a
benefit.

PROCEDURE D2940
PROTECTIVE RESTORATION

1. This procedure cannot be
prior authorized.

2. Radiographs for payment -
submit pre-operative
radiographs. Refer to
Restorative General Policies
for specific requirements.

3. Requires a tooth code.

A benefit once per tooth in a
six-month period, per
provider.

5. Not a benefit:

a. when performed on the
same date of service with
a permanent restoration
or crown, for same tooth.

b. onroot canal treated
teeth.

6. This procedure is for a
temporary restoration and is
not to be used as a base or
liner under a restoration.

PROCEDURE D2950
CORE BUILDUP, INCLUDING ANY
PINS

This procedure is included in
the fee for restorative
procedures and is not payable
separately.

PROCEDURE D2951
PIN RETENTION - PER TOOTH, IN
ADDITION TO RESTORATION

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit pre-operative

radiographs.
3. Requires a tooth code.
4.  Abenefit:
a. for permanent teeth
only.

b. when billed with an
amalgam or composite
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restoration on the same
date of service.

c. once per tooth regardless
of the number of pins
placed.

d. fora posterior
restoration when the
destruction involves
three or more connected
surfaces and at least one
cusp, or

e. foran anterior
restoration when
extensive coronal
destruction involves the
incisal angle.

PROCEDURE D2952
POST AND CORE IN ADDITION TO
CROWN, INDIRECTLY FABRICATED

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit arch and periapical

radiographs.
3. Requires a tooth code.
4.  Abenefit:

a. once per tooth regardless
of number of posts
placed.

b. onlyin conjunction with
allowable crowns
(prefabricated or
laboratory processed) on
root canal treated
permanent teeth.

5. This procedure shall be
submitted on the same
claim/TAR as the crown
request.

PROCEDURE D2953
EACH ADDITIONAL INDIRECTLY

FABRICATED POST - SAME TOOTH

This procedure is to be
performed in conjunction
with D2952 and is not payable
separately.

PROCEDURE D2954
PREFABRICATED POST AND CORE
IN ADDITION TO CROWN

1. This procedure does not
require prior authorization.

2. Radiographs for payment-
submit arch and periapical
radiographs.

3. Requires a tooth code.

4.  Abenefit:

a. once per tooth regardless
of number of posts
placed.

b. only in conjunction with
allowable crowns
(prefabricated or
laboratory processed) on
root canal treated
permanent teeth.

5. This procedure shall be
submitted on the same
claim/TAR as the crown
request.

PROCEDURE D2955
POST REMOVAL

This procedure is included in
the fee for endodontic and
restorative procedures and is
not payable separately.

PROCEDURE D2957

EACH ADDITIONAL
PREFABRICATED POST - SAME
TOOTH

This procedure is to be performed
in conjunction with D2954 and is
not payable separately.

PROCEDURE D2960
LABIAL VENEER (RESIN
LAMINATE) — CHAIRSIDE

This procedure is not a
benefit.
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PROCEDURE D2961
LABIAL VENEER (RESIN
LAMINATE) - LABORATORY

This procedure is not a
benefit.

PROCEDURE D2962
LABIAL VENEER (PORCELAIN
LAMINATE) - LABORATORY

This procedure is not a
benefit.

PROCEDURE D2970
TEMPORARY CROWN

(FRACTURED TOOTH)

1. This procedure cannot be
prior authorized.

2. Radiographs for payment -
submit a pre-operative
periapical radiograph.

3. Written documentation for
payment - shall include a
description of the
circumstances leading to the
traumatic injury.

. Requires a tooth code.

5. A benefit:

a. once per tooth, per
provider.

b. for permanent teeth
only.

6. Not a benefit on the same
date of service as:

a. palliative (emergency)
treatment of dental pain-
minor procedure
(D9110).

b. office visit for
observation (during
regularly scheduled
hours) - no other services
performed (D9430).

7. This procedure is limited to
the palliative treatment of
traumatic injury only and shall
meet the criteria for a
laboratory processed crown
(D2710-D2792).
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Restorative Procedures (D2000-D2999)

PROCEDURE D2971
ADDITIONAL PROCEDURES TO
CONSTRUCT NEW CROWN UNDER
EXISTING PARTIAL DENTURE
FRAMEWORK

This procedure is included in
the fee for laboratory
processed crowns and is not
payable separately.

PROCEDURE D2975
COPING

This procedure is not a
benefit.

PROCEDURE D2980
CROWN REPAIR NECESSITATED

BY RESTORATIVE MATERIAL
FAILURE

1. This procedure does not
require prior authorization.

2. Radiographs for payment -
submit a pre-operative
periapical radiograph.

3. Photographs for payment -
submit a pre-operative
photograph.

4. Written documentation for
payment - describe the
specific conditions addressed
by the procedure (such as
broken porcelain).

5. Requires a tooth code.

6. A benefit for laboratory
processed crowns on
permanent teeth.

7. Not a benefit within 12
months of initial crown
placement or previous repair
for the same provider.

PROCEDURE D2981
INLAY REPAIR NECESSITATED BY

RESTORATIVE MATERIAL FAILURE

This procedure is not a
benefit.

PROCEDURE D2982
ONLAY REPAIR NECESSITATED BY

RESTORATIVE MATERIAL FAILURE

This procedure is not a
benefit.

PROCEDURE D2983
VENEER REPAIR NECESSITATED BY

RESTORATIVE MATERIAL FAILURE

This procedure is not a
benefit.

PROCEDURE D2990

RESIN INFILTRATION OF
INCIPIENT SMOOTH SURFACE
LESIONS

This procedure is not a
benefit.

PROCEDURE D2999
UNSPECIFIED RESTORATIVE

PROCEDURE, BY REPORT

1. This procedure does not
require prior authorization.

2. Radiographs for payment -
submit radiographs as
applicable for the type of
procedure.

3. Photographs for payment -
submit photographs as
applicable for the type of
procedure.

4. Written documentation for
payment — shall describe the
specific conditions addressed
by the procedure, the
rationale demonstrating the
medical necessity, any
pertinent history and the
proposed or actual treatment.

5. Requires a tooth code.

D2999 shall be used:
for a procedure which is
not adequately described
by a CDT code, or

b. foraprocedure that has a
CDT code that is not a
benefit but the patient

has an exceptional
medical condition to
justify the medical
necessity.
Documentation shall
include the medical
condition and the specific
CDT code associated with
the treatment.
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Endodontic General Policies (D3000-D3999)
Endodontic General Policies (D3000-D3999)

1. Prior authorization with current periapical radiographs is required for initial root canal therapy (D3310, D3320
and D3330), root canal retreatment (D3346, D3347 and D3348), partial pulpotomy for apexogenesis (D3222),
apexification/recalcification (D3351) and apicoectomy/periradicular surgery (D3410, D3421, D3425 and
D3426) on permanent teeth.

2. Prior authorization for root canal therapy (D3310, D3320 and D3330) is not required when it is documented on
a claim for payment that the permanent tooth has been accidentally avulsed or there has been a fracture of
the crown exposing vital pulpal tissue. Preoperative radiographs (arch and periapicals) shall be submitted for
payment.

3. Root canal therapy (D3310, D3320, D3330, D3346, D3347 and D3348) is a benefit for permanent teeth and
over-retained primary teeth with no permanent successor, if medically necessary. It is medically necessary
when the tooth is non-vital (due to necrosis, gangrene or death of the pulp) or if the pulp has been
compromised by caries, trauma or accident that may lead to the death of the pulp.

4. The prognosis of the affected tooth and other remaining teeth shall be evaluated in considering endodontic
procedures for prior authorization and payment. Endodontic procedures are not a benefit when the prognosis
of the tooth is questionable (due to non-restorability or periodontal involvement).

5. Endodontic procedures are not a benefit when extraction is appropriate for a tooth due to non-restorability,
periodontal involvement or for a tooth that is easily replaced by an addition to an existing or proposed
prosthesis in the same arch.

6. Endodontic procedures are not a benefit for 3rd molars, unless the 3rd molar occupies the 1st or 2nd molar
positions or is an abutment for an existing fixed or removable partial denture with cast clasps or rests.

7. The fee for endodontic procedures includes all treatment and post treatment radiographs, any temporary
restorations and/or occlusal seals, medicated treatments, bacteriologic studies, pulp vitality tests, removal of
root canal obstructions (such as posts, silver points, old root canal filling material, broken root canal files and
broaches and calcifications), internal root repairs of perforation defects and routine postoperative care within
30 days.

8. Endodontic procedures shall be completed prior to payment. The date of service on the payment request shall
reflect the final treatment date. A post treatment radiograph is not required for payment.

9. Satisfactory completion of endodontic procedures is required prior to requesting the final restoration.
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Endodontic Procedures (D3000-D3999)

PROCEDURE D3110
PULP CAP - DIRECT (EXCLUDING

FINAL RESTORATION)

This procedure is included in
the fees for restorative and
endodontic procedures and is
not payable separately.

PROCEDURE D3120
PULP CAP - INDIRECT (EXCLUDING

FINAL RESTORATION)

This procedure is included in
the fees for restorative and
endodontic procedures and is
not payable separately.

PROCEDURE D3220
THERAPEUTIC PULPOTOMY

(EXCLUDING FINAL
RESTORATION) - REMOVAL OF
PULP CORONAL TO THE
DENTINOCEMENTAL JUNCTION
AND APPLICATION OF
MEDICAMENT

1. This procedure does not
require prior authorization.

2. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

3. Requires a tooth code.

4. Abenefit once per primary
tooth.

5. Not a benefit:

a. foraprimary tooth near
exfoliation.

b. foraprimary tooth with a
necrotic pulp ora
periapical lesion.

c. foraprimary tooth that is
non-restorable.

d. for apermanent tooth.

6. This procedure is for the
surgical removal of the entire

portion of the pulp coronal to
the dentinocemental junction
with the aim of maintaining
the vitality of the remaining
radicular portion by means of
an adequate dressing.

PROCEDURE D3221
PULPAL DEBRIDEMENT, PRIMARY
AND PERMANENT TEETH

1. This procedure does not
require prior authorization.

2. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment.
3. Requires a tooth code.
4.  Abenefit:

a. for permanent teeth.

b. for over-retained primary
teeth with no permanent
successor.

c. once per tooth.

5. Not a benefit on the same
date of service with any
additional services, same
tooth.

6. This procedure is for the relief
of acute pain prior to
conventional root canal
therapy and is not a benefit
for root canal therapy
visits.Subsequent emergency
visits, if medically necessary,
shall be billed as palliative
(emergency) treatment of
dental pain- minor procedure
(D9110).

PROCEDURE D3222
PARTIAL PULPOTOMY FOR

APEXOGENESIS- PERMANENT
TOOTH WITH INCOMPLETE ROOT
DEVELOPMENT

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit
periapical radiographs.

3. Requires a tooth code.

A benefit:

a. once per permanent
tooth.

b. for patients under the
age of 21.

5. Not a benefit:

a. for primary teeth.

b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing fixed partial
denture or removable
partial denture with cast
clasps or rests.

c. onthe same date of
service as any other
endodontic procedures
for the same tooth.

6. This procedure is for vital
teeth only.

PROCEDURE D3230
PULPAL THERAPY (RESORBABLE

FILLING) - ANTERIOR, PRIMARY
TOOTH (EXCLUDING FINAL
RESTORATION)

1. This procedure does not
require prior authorization.

2. Submission of radiographs,
photographs or written
documentation
demonstrating medical
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necessity is not required for
payment.

3. Requires a tooth code.

4. Abenefit once per primary
tooth.

5. Not a benefit:

a. for aprimary tooth near
exfoliation.

b. with a therapeutic
pulpotomy (excluding
final restoration)
(D3220), same date of
service, same tooth.

c. with pulpal debridement,
primary and permanent
teeth (D3221), same date
of service, same tooth.

PROCEDURE D3240
PULPAL THERAPY (RESORBABLE

FILLING) - POSTERIOR, PRIMARY
TOOTH (EXCLUDING FINAL
RESTORATION)

1. This procedure does not
require prior authorization.

2. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

3. Requires a tooth code.

4. Abenefit once per primary
tooth.

5. Not a benefit:

a. foraprimary tooth near
exfoliation.

b. with a therapeutic
pulpotomy (excluding
final restoration)
(D3220), same date of
service, same tooth.

c. with pulpal debridement,
primary and permanent
teeth (D3221), same date
of service, same tooth.

PROCEDURE D3310
ENDODONTIC THERAPY,
ANTERIOR TOOTH (EXCLUDING
FINAL RESTORATION)

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

4. Abenefit once per tooth for
initial root canal therapy
treatment. For root canal
therapy retreatment use
retreatment of previous root
canal therapy-anterior
(D3346).

5. The fee for this procedure
includes all treatment and
post treatment radiographs,
any temporary restoration
and/or occlusal seal.

PROCEDURE D3320
ENDODONTIC THERAPY,
BICUSPID TOOTH (EXCLUDING
FINAL RESTORATION)

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

4. Abenefit once per tooth for
initial root canal therapy
treatment. For root canal
therapy retreatment use
retreatment of previous root
canal therapy-bicuspid
(D3347).

5. The fee for this procedure
includes all treatment and
post treatment radiographs,
any temporary restoration
and/or occlusal seal.

PROCEDURE D3330
ENDODONTIC THERAPY, MOLAR
TOOTH (EXCLUDING FINAL
RESTORATION)

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs.

3. Requires a tooth code.

A benefit once per tooth for
initial root canal therapy
treatment. For root canal
therapy retreatment use
retreatment of previous root
canal therapy-molar (D3348).

5. Not a benefit for 3rd molars,
unless the 3rd molar occupies
the 1st or 2nd molar position
or is an abutment for an
existing fixed partial denture
or removable partial denture
with cast clasps or rests.

6. The fee for this procedure
includes all treatment and
post treatment radiographs,
any temporary restoration
and/or occlusal seal.

PROCEDURE D3331
TREATMENT OF ROOT CANAL
OBSTRUCTION; NON-SURGICAL
ACCESS

This procedure is to be
performed in conjunction
with endodontic procedures
and is not payable separately.

PROCEDURE D3332
INCOMPLETE ENDODONTIC

THERAPY; INOPERABLE,
UNRESTORABLE OR FRACTURED
TOOTH

Endodontic treatment is only
payable upon successful
completion of endodontic
therapy.
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PROCEDURE D3333
INTERNAL ROOT REPAIR OF
PERFORATION DEFECTS

This procedure is to be
performed in conjunction
with endodontic procedures
and is not payable separately.

PROCEDURE D3346
RETREATMENT OF PREVIOUS
ROOT CANAL THERAPY -
ANTERIOR

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs
demonstrating the medical
necessity for retreatment.

3. Written documentation for
prior authorization - if the
medical necessity is not
evident on the radiographs,
documentation shall include
the rationale for retreatment.

4. Requires a tooth code.

5. Not a benefit to the original
provider within 12 months of
initial treatment.

6. The fee for this procedure
includes all treatment and
post treatment radiographs,
any temporary restoration
and/or occlusal seal.

PROCEDURE D3347
RETREATMENT OF PREVIOUS
ROOT CANAL THERAPY -
BICUSPID

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs
demonstrating the medical
necessity for retreatment.

3. Written documentation for
prior authorization - if the

medical necessity is not
evident on the radiographs,
documentation shall include
the rationale for retreatment.

4. Requires a tooth code.

Not a benefit to the original

provider within 12 months of

initial treatment.

6. The fee for this procedure
includes all treatment and
post treatment radiographs,
any temporary restoration
and/or occlusal seal.

PROCEDURE D3348
RETREATMENT OF PREVIOUS

ROOT CANAL THERAPY - MOLAR

o

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs
demonstrating the medical
necessity for retreatment.
Written documentation for
prior authorization - if the
medical necessity is not
evident on the radiographs,
documentation shall include
the rationale for retreatment.
Requires a tooth code.

Not a benefit:

a. tothe original provider
within 12 months of
initial treatment.

b. for 3rd molars, unless the

3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing fixed partial
denture or removable
partial denture with cast
clasps or rests.

6. The fee for this procedure
includes all treatment and
post treatment radiographs,
any temporary restoration
and/or occlusal seal.

Endodontic Procedures (D3000-D3999)

PROCEDURE D3351
APEXIFICATION/

RECALCIFICATION/PULPAL
REGENERATION - INITIAL VISIT
(APICAL CLOSURE/CALCIFIC
REPAIR OF PERFORATIONS, ROOT
RESORPTION, PULP SPACE
DISINFECTION ETC.)

1. Prior authorization is
required.

Radiographs for prior
authorization - submit
periapical radiographs.
3. Requires a tooth code.

n

4. Abenefit:
a. once per permanent
tooth.
b. for patients under the
age of 21.

5. Not a benefit:

a. for primary teeth.

b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing fixed partial
denture or removable
partial denture with cast
clasps or rests.

c. on the same date of
service as any other
endodontic procedures
for the same tooth.

6. This procedure includes initial
opening of the tooth,
performing a pulpectomy,
preparation of canal spaces,
placement of medications and
all treatment and post
treatment radiographs.

7. If aninterim medication
replacement is necessary, use
apexification/recalcification-
interim medication
replacement (apical
closure/calcific repair of

Effective June 1, 2014
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perforations, root resorption,
etc.) (D3352).

8. Upon completion of
apexification/recalcification,
prior authorization for the
final root canal therapy shall
be submitted along with the
post-treatment radiograph to
demonstrate sufficient apical
formation.

PROCEDURE D3352
APEXIFICATION/
RECALCIFICATION/PULPAL
REGENERATION - INTERIM
MEDICATION REPLACEMENT

1. Prior authorization is required
for D3351, which shall be
completed before D3352 is
payable.

2. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment.
3. Requires a tooth code.
4. Abenefit:

a. only following
apexification/
recalcification- initial visit
(apical closure/calcific
repair of perforations,
root resorption, etc.)

(D3351).

b. once per permanent
tooth.

c. for patients under the
age of 21.

5. Not a benefit:

a. for primary teeth.

b. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing fixed partial
denture or removable

partial denture with cast
clasps or rests.

c. on the same date of
service as any other
endodontic procedures
for the same tooth.

6. This procedure includes
reopening the tooth,
placement of medications and
all treatment and post
treatment radiographs.

7. Upon completion of
apexification/recalcification,
prior authorization for the
final root canal therapy shall
be submitted along with the
post treatment radiograph to
demonstrate sufficient apical
formation.

PROCEDURE D3353
APEXIFICATION/

RECALCIFICATION - FINAL VISIT
(INCLUDES COMPLETED ROOT
CANAL THERAPY - APICAL
CLOSURE/CALCIFIC REPAIR OF
PERFORATIONS, ROOT
RESORPTION, ETC.)

This procedure is not a
benefit. Upon completion of
apexification/ recalcification,
prior authorization for the
final root canal therapy shall
be submitted along with the
post treatment radiograph to
demonstrate sufficient apical
formation.

PROCEDURE D3354
PULPAL REGENERATION -

(COMPLETION OF REGENERATIVE
TREATMENT IN AN IMMATURE
PERMANENT TOOTH WITH A
NECROTIC PULP); DOES NOT
INCLUDE FINAL RESTORATION

This procedure is not a
benefit.

PROCEDURE D3410
APICOECTOMY/ PERIRADICULAR
SURGERY - ANTERIOR

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs
demonstrating the medical
necessity.

3. Written documentation for
prior authorization - if the
medical necessity is not
evident on the radiographs,
documentation shall include
the rationale for treatment.
Requires a tooth code.

5. A benefit for permanent
anterior teeth only.

6. Not a benefit:

a. tothe original provider
within 90 days of root
canal therapy except
when a medical necessity
is documented.

b. to the original provider
within 24 months of a
prior apicoectomy/
periradicular surgery.

7. The fee for this procedure
includes the placement of
retrograde filling material and
all treatment and post
treatment radiographs.

PROCEDURE D3421
APICOECTOMY/ PERIRADICULAR
SURGERY - BICUSPID (FIRST
ROOT)

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs
demonstrating the medical
necessity.

3. Written documentation for
prior authorization - if the
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medical necessity is not

evident on the radiographs,

documentation shall include
the rationale and the identity
of the root that requires
treatment.

Requires a tooth code.

A benefit for permanent

bicuspid teeth only.

Not a benefit:

a. tothe original provider
within 90 days of root
canal therapy except
when a medical necessity
is documented.

b. to the original provider
within 24 months of a
prior apicoectomy/
periradicular surgery,
same root.

The fee for this procedure

includes the placement of

retrograde filling material and
all treatment and post
treatment radiographs.

If more than one root is

treated, use

apicoectomy/periradicular
surgery - each additional root

(D3426).

PROCEDURE D3425
APICOECTOMY/ PERIRADICULAR

SURGERY - MOLAR (FIRST ROOT)

1.

Prior authorization is
required.

Radiographs for prior
authorization - submit arch
and periapical radiographs
demonstrating the medical
necessity.

Written documentation for
prior authorization - if the
medical necessity is not
evident on the radiographs,
documentation shall include
the rationale and the identity

of the root that requires

treatment.

4. Requires a tooth code.

5. A benefit for permanent 1st
and 2nd molar teeth only.

6. Not a benefit:

a. to the original provider
within 90 days of root
canal therapy except
when a medical necessity
is documented.

b. to the original provider
within 24 months of a
prior apicoectomy/
periradicular surgery,
same root.

c. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing fixed partial
denture or removable
partial denture with cast
clasps or rests.

7. The fee for this procedure
includes the placement of
retrograde filling material and
all treatment and post
treatment radiographs.

8. If more than one root is
treated, use
apicoectomy/periradicular
surgery - each additional root
(D3426).

PROCEDURE D3426
APICOECTOMY/ PERIRADICULAR

SURGERY (EACH ADDITIONAL
ROOT)

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit arch
and periapical radiographs
demonstrating the medical
necessity.

3. Written documentation for
prior authorization - if the

Endodontic Procedures (D3000-D3999)

medical necessity is not

evident on the radiographs,

documentation shall include
the rationale and the identity
of the root that requires
treatment.

Requires a tooth code.

5. A benefit for permanent teeth
only.

6. Not a benefit:

a. to the original provider
within 90 days of root
canal therapy except
when a medical necessity
is documented.

b. to the original provider
within 24 months of a
prior apicoectomy/
periradicular surgery,
same root.

c. for 3rd molars, unless the
3rd molar occupies the
1st or 2nd molar position
or is an abutment for an
existing fixed partial
denture or removable
partial denture with cast
clasps or rests.

7. Only payable the same date
of service as procedures
D3421 or D3425.

8. The fee for this procedure
includes the placement of
retrograde filling material and
all treatment and post
treatment radiographs.

PROCEDURE D3430
RETROGRADE FILLING - PER ROOT

This procedure is to be
performed in conjunction
with endodontic procedures
and is not payable separately.

PROCEDURE D3450
ROOT AMPUTATION - PER ROOT

This procedure is not a
benefit.
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PROCEDURE D3460
ENDODONTIC ENDOSSEOUS
IMPLANT

This procedure is not a
benefit.

PROCEDURE D3470
INTENTIONAL REIMPLANTATION

(INCLUDING NECESSARY
SPLINTING)

This procedure is not a
benefit.

PROCEDURE D3910
SURGICAL PROCEDURE FOR

ISOLATION OF TOOTH WITH
RUBBER DAM

This procedure is included in
the fees for restorative and
endodontic procedures and is
not payable separately.

PROCEDURE D3920
HEMISECTION (INCLUDING ANY
ROOT REMOVAL), NOT
INCLUDING ROOT CANAL
THERAPY

This procedure is not a
benefit.

PROCEDURE D3950
CANAL PREPARATION AND

FITTING OF PREFORMED DOWEL
OR POST

This procedure is not a
benefit.

PROCEDURE D3999
UNSPECIFIED ENDODONTIC

PROCEDURE, BY REPORT

1. This procedure does not
require prior authorization.
2. Radiographs for payment -

submit arch and pre-operative

periapical radiographs as
applicable for the type of
procedure.

3.

Photographs for payment-
submit as applicable for the
type of procedure.

Written documentation for

payment — shall describe the

specific conditions addressed
by the procedure, the
rationale demonstrating the
medical necessity, any
pertinent history and the
actual treatment.

Requires a tooth code.

Procedure D3999 shall be

used:

a. foraprocedure which is
not adequately described
by a CDT code, or

b. foraprocedure that has a
CDT code that is not a
benefit but the patient
has an exceptional
medical condition to
justify the medical
necessity.
Documentation shall
include the medical
condition and the specific
CDT code associated with
the treatment.
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10.

11.

12.

13.

Periodontal General Policies (D4000-D4999)
Periodontal General Policies (D4000-D4999)

Periodontal procedures shall be a benefit for patients age 13 or older. Periodontal procedures shall be

considered for patients under the age of 13 when unusual circumstances exist such as aggressive periodontitis

and drug-induced hyperplasia and the medical necessity has been fully documented on the TAR.

Prior authorization is required for all periodontal procedures except for unscheduled dressing change (by

someone other than the treating dentist) (D4290) and periodontal maintenance (D4910).

Current periapical radiographs of the involved areas and bitewing radiographs are required for periodontal

scaling and root planing (D4341 and D4342) and osseous surgery (D4260 and D4261) for prior authorizations.

A panoramic radiographic image alone is non- diagnostic for periodontal procedures.

Photographs are required for gingivectomy or gingivoplasty (D4210 and D4211) for prior authorizations.

Only teeth that qualify as diseased are to be considered in the count for the number of teeth to be treated in a

particular quadrant. A qualifying tooth shall have a significant amount of bone loss, presence of calculus

deposits, be restorable and have arch integrity and shall meet Medi-Cal Dental Program criteria for the

requested procedure. Qualifying teeth include implants. Teeth shall not be counted as qualifying when they

are indicated to be extracted. Full or partial quadrants are defined as follows:

A) afull quadrant is considered to have four or more qualifying diseased teeth,

B) a partial quadrant is considered to have one, two, or three diseased teeth,

C) third molars shall not be counted unless the third molar occupies the first or second molar position or is
an abutment for an existing fixed or removable partial denture with cast clasps or rests.

Tooth bounded spaces shall only be counted in conjunction with osseous surgeries (D4260 and D4261) that

require a surgical flap. Each tooth bounded space shall only count as one tooth space regardless of the

number of missing natural teeth in the space.

Scaling and root planing (D4341 and D4342) are a benefit once per quadrant in a 24 month period. Patients

shall exhibit connective tissue attachment loss and radiographic evidence of bone loss and/or subgingival

calculus deposits on root surfaces.

Gingivectomy or gingivoplasty (D4210 and D4211) and osseous surgery (D4260 and D4261) are a benefit once

per quadrant in a 36 month period and shall not be authorized until 30 days following scaling and root planing

(D4341 and D4342) in the same quadrant. Patients shall exhibit radiographic evidence of moderate to severe

bone loss to qualify for osseous surgery.

Gingivectomy or gingivoplasty (D4210 and D4211) and osseous surgery (D4260 and D4261) includes three

months of post-operative care and any surgical re-entry for 36 months. Documentation of extraordinary

circumstances and/or medical conditions will be given consideration on a case-by- case basis.

Scaling and root planing (D4341 and D4342) can be authorized in conjunction with prophylaxis procedures

(D1110 and D1120). However, payment shall not be made for any prophylaxis procedure if the prophylaxis is

performed on the same date of service as the scaling and root planing.

Gingivectomy or gingivoplasty (D4210 and D4211) and osseous surgery (D4260 and D4261) includes

frenulectomy (frenectomy or frenotomy) (D7960), frenuloplasty (D7963) and/or distal wedge performed in the

same area on the same date of service.

Procedures involved in acquiring graft tissues (hard or soft) from extra-oral donor sites are considered part of

the fee for osseous surgery (D4260 and D4261) and are not payable separately.

Gingivectomy or gingivoplasty (D4210 and D4211) and osseous surgery (D4260 and D4261) performed in

conjunction with a laboratory crown, prefabricated crown, amalgam or resin-based composite restoration or

endodontic therapy is included in the fee for the final restoration or endodontic therapy and is not payable

separately.
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Periodontal Procedures (D4000-D4999)

PROCEDURE D4210
GINGIVECTOMY OR

GINGIVOPLASTY- FOUR OR MORE
CONTIGUOUS TEETH OR TOOTH
BOUNDED SPACES PER
QUADRANT

1. Prior authorization is
required.

2. Photographs for prior
authorization- submit
photographs of the involved
areas.

3. Requires a quadrant code.

4. |If three or fewer diseased
teeth are present in the
quadrant, use gingivectomy
or gingivoplasty (D4211).

5. A benefit:

a. for patients age 13 or
older.

b. once per quadrant every
36 months.

6. This procedure cannot be
prior authorized within 30
days following periodontal
scaling and root planing
(D4341 and D4342) for the
same quadrant.

PROCEDURE D4211
GINGIVECTOMY OR

GINGIVOPLASTY - ONE TO THREE
CONTIGUOUS TEETH, OR TOOTH
BOUNDED SPACES PER
QUADRANT

1. Prior authorization is
required.

2. Photographs for prior
authorization- submit
photographs of the involved
areas.

3. Requires a quadrant code.

4. If four or more diseased teeth
are present in the quadrant,

use gingivectomy or
gingivoplasty (D4210).

5. A benefit:

a. for patients age 13 or
older.

b. once per quadrant every
36 months.

6. This procedure cannot be
prior authorized within 30
days following periodontal
scaling and root planing
(D4341 and D4342) for the
same quadrant.

PROCEDURE D4212
GINGIVECTOMY OR
GINGIVOPLASTY TO ALLOW
ACCESS FOR RESTORATIVE
PROCEDURE, PER TOOTH

This procedure is not a
benefit.

PROCEDURE D4230
ANATOMICAL CROWN
EXPOSURE- FOUR OR MORE
CONTIGUOUS TEETH PER
QUADRANT

This procedure is not a
benefit.

PROCEDURE D4231
ANATOMICAL CROWN

EXPOSURE- ONE TO THREE TEETH
PER QUADRANT

This procedure is not a
benefit.

PROCEDURE D4240
GINGIVAL FLAP PROCEDURE,
INCLUDING ROOT PLANING-
FOUR OR MORE CONTIGUOUS
TEETH OR TOOTH BOUNDED
SPACES PER QUADRANT

This procedure is not a
benefit.

PROCEDURE D4241

GINGIVAL FLAP PROCEDURE,
INCLUDING ROOT PLANING- ONE
TO THREE CONTIGUOUS TEETH
OR TOOTH BOUNDED SPACES,
PER QUADRANT

This procedure is not a
benefit.

PROCEDURE D4245
APICALLY POSITIONED FLAP

This procedure is not a
benefit.

PROCEDURE D4249
CLINICAL CROWN LENGTHENING

—HARD TISSUE

This procedure is included in
the fee for a completed
restorative service.

PROCEDURE D4260

OSSEOUS SURGERY (INCLUDING
FLAP ENTRY AND CLOSURE)-
FOUR OR MORE CONTIGUOUS
TEETH OR TOOTH BOUNDED
SPACES PER QUADRANT

1. Prior authorization is
required.

2. Radiographs for prior
authorization- submit
periapical radiographs of the
involved areas and bitewing
radiographs.

3. Requires a quadrant code.

4. |If three or fewer diseased
teeth are present in the
guadrant, use 0sseous
surgery (D4261).

5. A benefit:

a. for patients age 13 or
older.

b. once per quadrant every
36 months.

6. This procedure cannot be
prior authorized within 30
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days following periodontal
scaling and root planing
(D4341 and D4342) for the
same quadrant.

7. This procedure can only be
prior authorized when
preceded by periodontal
scaling and root planning
(D4341 and D4342) in the
same quadrant within the
previous 24 months.

PROCEDURE D4261
OSSEOUS SURGERY (INCLUDING

FLAP ENTRY AND CLOSURE) - ONE
TO THREE CONTIGUOUS TEETH
OR TOOTH BOUNDED SPACES,
PER QUADRANT

1. Prior authorization is
required.

2. Radiographs for prior
authorization- submit
periapical radiographs of the
involved areas and bitewing
radiographs.

3. Requires a quadrant code.

4. If four or more diseased teeth
are present in the quadrant,
use osseous surgery (D4260).

5. A benefit:

a. for patients age 13 or
older.

b. once per quadrant every
36 months.

6. This procedure cannot be
prior authorized within 30
days following periodontal
scaling and root planing
(D4341 and D4342) for the
same quadrant.

7. This procedure can only be
prior authorized when
preceded by periodontal
scaling and root planing
(D4341 and D4342) in the
same quadrant within the
previous 24 months.

PROCEDURE D4263
BONE REPLACEMENT GRAFT —
FIRST SITE IN QUADRANT

This procedure is not a
benefit.

PROCEDURE D4264

BONE REPLACEMENT GRAFT —
EACH ADDITIONAL SITE IN
QUADRANT

This procedure is not a
benefit.

PROCEDURE D4265
BIOLOGIC MATERIALS TO AID IN

SOFT AND OSSEOUS TISSUE
REGENERATION

This procedure is included in
the fees for other periodontal
procedures and is not payable
separately.

PROCEDURE D4266
GUIDED TISSUE REGENERATION —

RESORBABLE BARRIER, PER SITE

This procedure is not a
benefit.

PROCEDURE D4267
GUIDED TISSUE REGENERATION —

NONRESORBABLE BARRIER, PER
SITE (INCLUDES MEMBRANE
REMOVAL)

This procedure is not a
benefit.

PROCEDURE D4268
SURGICAL REVISION PROCEDURE,

PER TOOTH

This procedure is not a
benefit.

PROCEDURE D4270
PEDICLE SOFT TISSUE GRAFT

PROCEDURE

This procedure is not a
benefit.

PROCEDURE D4273
SUBEPITHELIAL CONNECTIVE

TISSUE GRAFT PROCEDURES, PER
TOOTH

This procedure is not a
benefit.

PROCEDURE D4274
PROCEDURE DISTAL OR

PROXIMAL WEDGE PROCEDURE
(WHEN NOT PERFORMED IN
CONJUNCTION WITH SURGICAL
PROCEDURES IN THE SAME
ANATOMICAL AREA)

This procedure is not a
benefit.

PROCEDURE D4275
SOFT TISSUE ALLOGRAFT

This procedure is not a
benefit.

PROCEDURE D4276
COMBINED CONNECTIVE TISSUE

AND DOUBLE PEDICLE GRAFT,
PER TOOTH

This procedure is not a
benefit.

PROCEDURE D4277

FREE SOFT TISSUE GRAFT
PROCEDURE (INCLUDING DONOR
SITE SURGERY), FIRST TOOTH OR
EDENTULOUS TOOTH POSITION
IN GRAFT

This procedure is not a
benefit.

PROCEDURE D4278
FREE SOFT TISSUE GRAFT

PROCEDURE (INCLUDING DONOR
SITE SURGERY), EACH
ADDITIONAL CONTIGUOUS
TOOTH OR EDENTULOUS TOOTH
POSITION IN SAME GRAFT SITE

This procedure is not a
benefit.
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PROCEDURE D4320
PROVISIONAL SPLINTING -
INTRACORONAL

This procedure is not a
benefit.

PROCEDURE D4321
PROVISIONAL SPLINTING -
EXTRACORONAL

This procedure is not a
benefit.

PROCEDURE D4341
PERIODONTAL SCALING AND
ROOT PLANING - FOUR OR MORE
TEETH PER QUADRANT

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit
periapical radiographs of the
involved areas and bitewing
radiographs.

3. Requires a quadrant code.

4. |If three or fewer diseased
teeth are present in the
quadrant, use periodontal
scaling and root planing

(D4342).
5. A benefit:
a. for patients age 13 or
older.
b. once per quadrant every
24 months.

6. Gingivectomy or gingivoplasty
(D4210 and D4211) and
osseous surgery (D4260 and
D4261) cannot be prior
authorized within 30 days
following this procedure for
the same quadrant.

7. Prophylaxis (D1110 and
D1120) are not payable on
the same date of service as
this procedure.

PROCEDURE D4342
PERIODONTAL SCALING AND
ROOT PLANING - ONE TO THREE
TEETH PER QUADRANT

1. Prior authorization is
required.

2. Radiographs for prior
authorization - submit
periapical radiographs of the
involved areas and bitewing
radiographs.

3. Requires a quadrant code.

4. If four or more diseased teeth
are present in the quadrant,
use periodontal scaling and
root planing (D4341).

5. A benefit:
a. for patients age 13 or
older.
b. once per quadrant every
24 months.

6. Gingivectomy or gingivoplasty
(D4210 and D4211) and
osseous surgery (D4260 and
D4261) cannot be prior
authorized within 30 days
following this procedure for
the same quadrant.

7. Prophylaxis (D1110 and
D1120) are not payable on
the same date of service as
this procedure.

PROCEDURE D4355

FULL MOUTH DEBRIDEMENT TO
ENABLE COMPREHENSIVE
EVALUATION AND DIAGNOSIS

This procedure is included in
the fees for other periodontal
procedures and is not payable
separately.

Periodontal Procedures (D4000-D4999)

PROCEDURE D4381
LOCALIZED DELIVERY OF
ANTIMICROBIAL AGENTS VIA A
CONTROLLED RELEASE VEHICLE
INTO DISEASED CREVICULAR
TISSUE, PER TOOTH

This procedure is included in
the fees for other periodontal
procedures and is not payable
separately.

PROCEDURE D4910
PERIODONTAL MAINTENANCE

1. This procedure does not
require prior authorization.

2. Abenefit:

a. only for patients residing
in a Skilled Nursing
Facility (SNF) or
Intermediate Care Facility
(ICF).

b. only when preceded by a
periodontal scaling and
root planing (D4341-
D4342).

c. only after completion of
all necessary scaling and
root planings.

d. onceinacalendar
quarter.

e. onlyinthe 24 month
period following the last
scaling and root planing.

3. Not a benefit in the same
calendar quarter as scaling
and root planing.

4. Not payable to the same
provider in the same calendar
quarter as prophylaxis- adult
(D1110) or prophylaxis- child
(D1120).

5. This procedure is considered a
full mouth treatment.
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PROCEDURE D4920
UNSCHEDULED DRESSING
CHANGE (BY SOMEONE OTHER
THAN TREATING DENTIST)

1. This procedure cannot be
prior authorized.

2. Written documentation for
payment - shall include a
brief description indicating
the medical necessity.

3. Abenefit:
a. for patients age 13 or
older.
b. once per patient per
provider.

¢. within 30 days of the
date of service of
gingivectomy or
gingivoplasty (D4210 and
D4211) and osseous
surgery (D4260 and
D4261).

4. Unscheduled dressing
changes by the same provider
are considered part of, and
included in the fee for
gingivectomy or gingivoplasty
(D4210 and D4211) and
osseous surgery (D4260 and
D4261).

PROCEDURE D4999
UNSPECIFIED PERIODONTAL
PROCEDURE, BY REPORT

1. Prior authorization is
required.

2. Radiographs for prior
authorization- submit as
applicable for the type of
procedure.

3. Photographs for prior
authorization- shall be
submitted.

4. Written documentation for
prior authorization —shall
include the specific treatment
requested and etiology of the
disease or condition.

5.

Requires a tooth or quadrant
code, as applicable for the
type of procedure.

A benefit for patients age 13

or older.

Procedure D4999 shall be

used:

a. for aprocedure which is
not adequately described
by a CDT code, or

b. foraprocedure that has a
CDT code that is not a
benefit but the patient
has an exceptional
medical condition to
justify the medical
necessity.
Documentation shall
include the medical
condition and the specific
CDT code associated with
the treatment.
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Prosthodontics (Removable) General Policies (D5000-D5899)
Prosthodontics (Removable) General Policies (D5000-D5899)

1. Complete and Partial Dentures (D5110-D5214 and D5860):

A)

B)

D)

E)

K)
L)

M)
N)
0)

P)

Q)

Prior authorization is required for removable prostheses except for immediate dentures (D5130 and

D5140).

Prior authorization shall be considered for a new prosthesis only when it is clearly evident that the

existing prosthesis cannot be made serviceable by repair, replacement of broken and missing teeth or

reline.

Current radiographs of all remaining natural teeth and implants and a properly completed prosthetic

Justification of Need For Prosthesis Form, DC054 (10/05) are required for prior authorization. A panoramic

radiographic image shall be considered diagnostic for edentulous areas only.

Complete and partial dentures are prior authorized only as full treatment plans. Payment shall be made

only when the full treatment has been completed. Any revision of a prior authorized treatment plan

requires a new TAR.

New complete or partial dentures shall not be prior authorized when it would be highly improbable for a

patient to utilize, care for or adapt to a new prosthesis due to psychological and/or motor deficiencies as

determined by a clinical screening dentist (see “g” below).

All endodontic, restorative and surgical procedures for teeth that impact the design of a removable partial

denture (D5211, D5212, D5213 and D5214) shall be addressed before prior authorization is considered.

The need for new or replacement prosthesis may be evaluated by a clinical screening dentist.

Providers shall use the laboratory order date as the date of service when submitting for payment of a

prior authorized removable prosthesis. The laboratory order date is the date when the prosthesis is sent

to the laboratory for final fabrication. Full payment shall not be requested until the prosthesis is delivered

and is in use by the patient.

Partial payment of an undeliverable completed removable prosthesis shall be considered when the

reason for non-delivery is adequately documented on the Notice of Authorization (NOA) and is

accompanied by a laboratory invoice indicating the prosthesis was processed. The completed prosthesis

shall be kept in the provider’s office, in a deliverable condition, for a period of at least one year.

A removable prosthesis is a benefit only once in a five year period. When adequately documented, the

following exceptions shall apply:

i) Catastrophic loss beyond the control of the patient. Documentation must include a copy of the
official public service agency report (fire or police), or

i) A need for a new prosthesis due to surgical or traumatic loss of oral-facial anatomic structure, or

iii) The removable prosthesis is no longer serviceable as determined by a clinical screening dentist.

Prosthodontic services provided solely for cosmetic purposes are not a benefit.

Temporary or interim dentures to be used while a permanent denture is being constructed are not a

benefit.

Spare or backup dentures are not a benefit.

Evaluation of a denture on a maintenance basis is not a benefit.

The fee for any removable prosthesis, reline, tissue conditioning or repair includes all adjustments

necessary for six months after the date of service by the same provider.

Immediate dentures should only be considered for a patient when one or more of the following

conditions exist:

i) extensive or rampant caries are exhibited in the radiographs,

if) severe periodontal involvement is indicated in the radiographs,

iii) numerous teeth are missing resulting in diminished masticating ability adversely affecting the
patient’s health.

There is no insertion fee payable to an oral surgeon who seats an immediate denture.
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R)

S)

Preventative, endodontic or restorative procedures are not a benefit for teeth to be retained for
overdentures. Only extractions for the retained teeth will be a benefit.
Partial dentures are not a benefit to replace missing 3rd molars.

2. Relines and Tissue Conditioning (D5730-D5761, D5850 and D5851):

A)

B)

D)

E)

Laboratory relines (D5750, D5751, D5760 and D5761) are a benefit six months after the date of service for
immediate dentures (D5130 and D5140), an immediate overdenture (D5860) and cast metal partial
dentures (D5213 and D5214) that required extractions.

Laboratory relines (D5750, D5751, D5760 and D5761) are a benefit 12 months after the date of service for
complete (remote) dentures (D5110 and D5120), a complete (remote) overdenture (D5860) and cast
metal partial dentures (D5213 and D5214) that did not require extractions.

Laboratory relines (D5760 and D5761) are not a benefit for resin based partial dentures (D5211and
D5212).

Laboratory relines (D5750, D5751, D5760 and D5761) are not a benefit within 12 months of chairside
relines (D5730, D5731, D5740 and D5741).

Chairside relines (D5730, D5731, D5740 and D5741) are a benefit six months after the date of service for
immediate dentures (D5130 and D5140), an immediate overdenture (D5860), resin based partial dentures
(D5211 and D5212) and cast metal partial dentures (D5213 and D5214) that required extractions.
Chairside relines (D5730, D5731, D5740 and D5741) are a benefit 12 months after the date of service for
complete (remote) dentures (D5110 and D5120), a complete (remote) overdenture (D5860), resin based
partial dentures (D5211 and D5212) and cast metal partial dentures (D5213 and D5214) that did not
require extractions.

Chairside relines (D5730, D5731, D5740 and D5741) are not a benefit within 12 months of laboratory
relines (D5750, D5751, D5760 and D5761).

Tissue conditioning (D5850 and D5851) is only a benefit to heal unhealthy ridges prior to a definitive
prosthodontic treatment.

Tissue conditioning (D5850 and D5851) is a benefit the same date of service as an immediate prosthesis
that required extractions.
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Prosthodontic (Removable) Procedures (D5000-D5899)

PROCEDURE D5110
COMPLETE DENTURE —

MAXILLARY

1.

Prior authorization is
required.

Radiographs for prior
authorization —submit
radiographs of all opposing
natural teeth.

A current and complete
Justification of Need For
Prosthesis Form, DC054
(10/05) is required for prior
authorization.

A benefit once in a five year
period from a previous
complete, immediate or
overdenture- complete
denture.

For an immediate denture,
use immediate denture-
maxillary (D5130) or
overdenture- complete, by
report (D5860) as applicable
for the type of procedure.
All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

A laboratory reline (D5750) or
chairside reline (D5730) is a
benefit 12 months after the
date of service for this
procedure.

PROCEDURE D5120
COMPLETE DENTURE -
MANDIBULAR

1.

Prior authorization is
required.

Radiographs for prior
authorization —submit
radiographs of all opposing
natural teeth.

3.

A current and complete
Justification of Need For
Prosthesis Form, DC054
(10/05) is required for prior
authorization.

A benefit once in a five year
period from a previous
complete, immediate or
overdenture- complete
denture.

For an immediate denture,
use immediate denture-
mandibular (D5140) or
overdenture-complete, by
report (D5860) as applicable
for the type of procedure.

All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

A laboratory reline (D5751) or
chairside reline (D5731) is a
benefit 12 months after the
date of service for this
procedure.

PROCEDURE D5130
IMMEDIATE DENTURE —

MAXILLARY

1.

Prior authorization is not
required.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

A benefit once per patient.
Not a benefit as a temporary
denture. Subsequent
complete dentures are not a
benefit within a five-year
period of an immediate
denture.

5.

All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

A laboratory reline (D5750) or
chairside reline (D5730) is a
benefit six months after the
date of service for this
procedure.

PROCEDURE D5140
IMMEDIATE DENTURE —

MANDIBULAR

1.

Prior authorization is not
required.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

A benefit once per patient.
Not a benefit as a temporary
denture. Subsequent
complete dentures are not a
benefit within a five-year
period of an immediate
denture.

All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

A laboratory reline (D5751) or
chairside reline (D5731) is a
benefit six months after the
date of service for this
procedure.
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PROCEDURE D5211
MAXILLARY PARTIAL DENTURE -

RESIN BASE (INCLUDING ANY
CONVENTIONAL CLASPS, RESTS
AND TEETH)

1.

Prior authorization is

required.

Radiographs for prior

authorization —submit

radiographs of all remaining
natural teeth and periapical
radiographs of abutment
teeth.

A current and complete

Justification of Need For

Prosthesis Form, DC054

(10/05) is required for prior

authorization.

A benefit once in a five-year

period.

A benefit when replacing a

permanent anterior

tooth/teeth and/or the arch
lacks posterior balanced
occlusion. Lack of posterior
balanced occlusion is defined
as follows:

a. five posterior permanent
teeth are missing,
(excluding 3rd molars), or

b. allfour 1stand 2nd
permanent molars are
missing, or

c. thelstand 2nd
permanent molars and
2nd bicuspid are missing
on the same side.

Not a benefit for replacing

missing 3rd molars.

All adjustments made for six

months after the date of

service, by the same provider,
are included in the fee for this
procedure.

Laboratory reline (D5760) is

not a benefit for this

procedure.

9. Chairside reline (D5740) is a
benefit:

a. onceinal2-month
period.

b. six months after the date
of service for a partial
denture that required
extractions, or

¢. 12 months after the date
of service for a partial
denture that did not
require extractions.

PROCEDURE D5212

MANDIBULAR PARTIAL DENTURE
— RESIN BASE (INCLUDING ANY
CONVENTIONAL CLASPS, RESTS
AND TEETH)

1.

Prior authorization is

required.

Radiographs for prior

authorization —submit

radiographs of all remaining
natural teeth and periapical
radiographs of abutment
teeth.

A current and complete

Justification of Need For

Prosthesis Form, DC054

(10/05) is required for prior

authorization.

A benefit once in a five-year

period.

A benefit when replacing a

permanent anterior

tooth/teeth and/or the arch
lacks posterior balanced
occlusion. Lack of posterior
balanced occlusion is defined
as follows:

a. five posterior permanent
teeth are missing,
(excluding 3rd molars), or

b. allfour 1stand 2nd
permanent molars are
missing, or

c. thelstand 2nd
permanent molars and

2nd bicuspid are missing
on the same side.

6. Not a benefit for replacing
missing 3rd molars.

7. All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

8. Laboratory reline (D5761) is
not a benefit for this
procedure.

9. Chairside reline (D5741) is a
benefit:

a. onceinal2-month
period.

b. six months after the date
of service for a partial
denture that required
extractions, or

¢. 12 months after the date
of service for a partial
denture that did not
require extractions.

PROCEDURE D5213

MAXILLARY PARTIAL DENTURE -
CAST METAL FRAMEWORK WITH
RESIN DENTURE BASES
(INCLUDING ANY CONVENTIONAL
CLASPS, RESTS AND TEETH)

1. Prior authorization is
required.

2. Radiographs for prior
authorization —submit
radiographs of all remaining
natural teeth and periapical
radiographs of abutment
teeth.

3. Acurrent and complete
Justification of Need For
Prosthesis Form, DC054
(10/05) is required for prior
authorization.

4. Abenefit once in a five-year
period.

5. A benefit when opposing a
full denture and the arch lacks

Manual of Criteria
Page 5-52

Effective June 1, 2014



posterior balanced occlusion.

Lack of posterior balanced

occlusion is defined as

follows:

a. five posterior permanent
teeth are missing,
(excluding 3rd molars), or

b. all four 1st and 2nd
permanent molars are
missing, or

c. thelstand2nd
permanent molars and
2nd bicuspid are missing
on the same side.

6. Not a benefit for replacing
missing 3rd molars.

7. All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

8. Laboratory reline (D5760) is a
benefit:

a. onceinal2-month
period.

b. six months after the date
of service for a cast
partial denture that
required extractions, or

¢. 12 months after the date
of service for a cast
partial denture that did
not require extractions.

9. Chairside reline (D5740) is a
benefit:

a. onceinal2month
period.

b. six months after the date
of service for a partial
denture that required
extractions, or

c. 12 months after the date
of service for a partial
denture that did not
require extractions.

Prosthodontic (Removable) Procedures (D5000-D5899)

PROCEDURE D5214
MANDIBULAR PARTIAL DENTURE
— CAST METAL FRAMEWORK
WITH RESIN DENTURE BASES
(INCLUDING ANY CONVENTIONAL
CLASPS, RESTS AND TEETH)

1. Prior authorization is
required.

2. Radiographs for prior
authorization —submit
radiographs of all remaining
natural teeth and periapical
radiographs of abutment
teeth.

3. Acurrent and complete
Justification of Need For
Prosthesis Form, DC054
(10/05) is required for prior
authorization.

4. Abenefit once in a five-year
period.

5. Abenefit when opposing a
full denture and the arch lacks
posterior balanced occlusion.
Lack of posterior balanced
occlusion is defined as
follows:

a. five posterior permanent
teeth are missing,
(excluding 3rd molars), or

b. allfour 1stand 2nd
permanent molars are
missing, or

c. thelstand 2nd
permanent molars and
2nd bicuspid are missing
on the same side.

6. Not a benefit for replacing
missing 3rd molars.

7. All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

8. Laboratory reline (D5761) is a
benefit:

a. onceinal2-month
period.

b. six months after the date
of service for a cast
partial denture that
required extractions, or

c. 12 months after the date
of service for a cast
partial denture that did
not require extractions.

9. Chairside reline (D5741) is a
benefit:

a. onceinal2-month
period.

b. six months after the date
of service for a partial
denture that required
extractions, or

c. 12 months after the date
of service for a partial
denture that did not
require extractions.

PROCEDURE D5225
MAXILLARY PARTIAL DENTURE -

FLEXIBLE BASE (INCLUDING ANY
CONVENTIONAL CLASPS, RESTS
AND TEETH)

This procedure is not a
benefit.

PROCEDURE D5226
MANDIBULAR PARTIAL DENTURE

— FLEXIBLE BASE (INCLUDING ANY
CONVENTIONAL CLASPS, RESTS
AND TEETH)

This procedure is not a
benefit.

PROCEDURE D5281
REMOVABLE UNILATERAL

PARTIAL DENTURE — ONE PIECE
CAST METAL (INCLUDING CLASPS
AND TEETH)

This procedure is not a
benefit.
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PROCEDURE D5410
ADJUST COMPLETE DENTURE -
MAXILLARY

1.

2.

3.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

A benefit:

a. once per date of service
per provider.

b. twiceina 12-month
period per provider.

Not a benefit:

a. same date of service or
within six months of the
date of service of a
complete denture-
maxillary (D5110),
immediate denture-
maxillary (D5130)or
overdenture-complete
(D5860).

b. same date of service or
within six months of the
date of service of a reline
complete maxillary
denture (chairside)
(D5730), reline complete
maxillary denture
(laboratory) (D5750) and
tissue conditioning,
maxillary (D5850).

c. same date of service or
within six months of the
date of service of repair
broken complete denture
base (D5510) and replace
missing or broken teeth-
complete denture
(D5520).

PROCEDURE D5411
ADJUST COMPLETE DENTURE -
MANDIBULAR

1.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

A benefit:

once per date of service per
provider.

twice in a 12-month period
per provider.

Not a benefit:

same date of service or within
six months of the date of
service of a complete
denture- mandibular (D5120),
immediate denture-
mandibular (D5140) or
overdenture-complete
(D5860).

same date of service or within
six months of the date of
service of a reline complete
mandibular denture
(chairside) (D5731), reline
complete mandibular denture
(laboratory) (D5751) and
tissue conditioning,
mandibular (D5851).

same date of service or within
six months of the date of
service of repair broken
complete denture base
(D5510) and replace missing
or broken teeth-complete
denture (D5520).

PROCEDURE D5421
ADJUST PARTIAL DENTURE —

MAXILLARY

1.

Submission of radiographs,
photographs or written
documentation
demonstrating medical

necessity is not required for

payment.

2. A benefit:

3. once per date of service per
provider.

4. twice in a 12-month period
per provider.

5. Not a benefit:

6. same date of service or within
six months of the date of
service of a maxillary partial-
resin base (D5211) or
maxillary partial denture- cast
metal framework with resin
denture bases (D5213).

7. same date of service or within
six months of the date of
service of a reline maxillary
partial denture (chairside)
(D5740), reline maxillary
partial denture (laboratory)
(D5760) and tissue
conditioning, maxillary
(D5850).

8. same date of service or within
six months of the date of
service of repair resin denture
base (D5610), repair cast
framework (D5620), repair or
replace broken clasp (D5630),
replace broken teeth- per
tooth (D5640), add tooth to
existing partial denture
(D5650) and add clasp to
existing partial denture
(D5660).

PROCEDURE D5422
ADJUST PARTIAL DENTURE -

MANDIBULAR

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit:
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once per date of service per
provider.

twice in a 12 month period
per provider.

Not a benefit:

same date of service or within
six months of the date of
service of a mandibular
partial-resin base (D5212) or
mandibular partial denture-
cast metal framework with
resin denture bases (D5214).
same date of service or within
six months of the date of
service of a reline mandibular
partial denture (chairside)
(D5741), reline mandibular
partial denture (laboratory)
(D5761) and tissue
conditioning, mandibular
(D5851).

same date of service or within
six months of the date of
service of repair resin denture
base (D5610), repair cast
framework (D5620), repair or
replace broken clasp (D5630),
replace broken teeth- per
tooth (D5640), add tooth to
existing partial denture
(D5650) and add clasp to
existing partial denture
(D5660).

PROCEDURE D5510
REPAIR BROKEN COMPLETE
DENTURE BASE

1.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

Requires an arch code.

A benefit:

once per arch, per date of
service per provider.

5.

Prosthodontic (Removable) Procedures (D5000-D5899)

twice in a 12-month period
per provider.

Not a benefit on the same
date of service as reline
complete maxillary denture
(chairside) (D5730), reline
complete mandibular denture
(chairside) (D5731), reline
complete maxillary denture
(laboratory) (D5750) and
reline complete mandibular
denture (laboratory) (D5751).
All adjustments made for six
months after the date of
repair, by the same provider
and same arch, are included
in the fee for this procedure.

PROCEDURE D5520
REPLACE MISSING OR BROKEN

TEETH — COMPLETE DENTURE
(EACH TOOTH)

1.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

Requires an arch code.

A benefit:

a. up toa maximum of four,
per arch, per date of
service per provider.

b. twice perarch, inal2-
month period per
provider.

All adjustments made for six

months after the date of

repair, by the same provider
and same arch, are included
in the fee for this procedure.

PROCEDURE D5610
REPAIR RESIN DENTURE BASE

1.

Submission of radiographs,
photographs or written
documentation
demonstrating medical

4,

necessity is not required for

payment.

Requires an arch code.

A benefit:

a. once per arch, per date of
service per provider.

b. twice perarch,ina12-
month period per
provider.

c. for partial dentures only.

Not a benefit same date of

service as reline maxillary

partial denture (chairside)

(D5740), reline mandibular

partial denture (chairside)

(D5741), reline maxillary

partial denture (laboratory)

(D5760) and reline

mandibular partial denture

(laboratory) (D5761).

All adjustments made for six

months after the date of

repair, by the same provider
and same arch, are included
in the fee for this procedure.

PROCEDURE D5620
REPAIR CAST FRAMEWORK

1.

2.

Requires a laboratory invoice

for payment.

Requires an arch code.

A benefit:

a. once per arch, per date of
service per provider.

b. twice perarch,ina 12-
month period per
provider.

All adjustments made for six

months after the date of

repair, by the same provider
and same arch, are included
in the fee for this procedure.
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PROCEDURE D5630
REPAIR OR REPLACE BROKEN
CLASP

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment.
2. Requires an arch code.
3. A benefit:

a. up toamaximum of
three, per date of service
per provider.

b. twice perarch,ina 12-
month period per
provider.

4. All adjustments made for six
months after the date of
repair, by the same provider
and same arch, are included
in the fee for this procedure.

PROCEDURE D5640
REPLACE BROKEN TEETH — PER

TOOTH

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment.
2. Requires an arch code.
3. A benefit:

a. up toa maximum of four,
per arch, per date of
service per provider.

b. twice perarch,ina 12-
month period per
provider.

c. for partial dentures only.

4. All adjustments made for six
months after the date of
repair, by the same provider
and same arch, are included
in the fee for this procedure.

PROCEDURE D5650
ADD TOOTH TO EXISTING
PARTIAL DENTURE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment
2. Requires a tooth code.
3. A benefit:

a. for up toa maximum of
three, per date of service
per provider.

b. once per tooth.

4. Not a benefit for adding 3rd
molars.

5. All adjustments made for six
months after the date of
repair, by the same provider
and same arch, are included
in the fee for this procedure.

PROCEDURE D5660
ADD CLASP TO EXISTING PARTIAL

DENTURE

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment
2. Requires an arch code.
3. Abenefit:

a. for up toa maximum of
three, per date of service
per provider.

b. twice perarch,ina 12-
month period per
provider.

4. All adjustments made for six
months after the date of
repair, by the same provider
and same arch, are included
in the fee for this procedure.

PROCEDURE D5670

REPLACE ALL TEETH AND ACRYLIC
ON CAST METAL FRAMEWORK
(MAXILLARY)

This procedure is not a
benefit.

PROCEDURE D5671
REPLACE ALL TEETH AND ACRYLIC

ON CAST METAL FRAMEWORK
(MANDIBULAR)

This procedure is not a
benefit.

PROCEDURE D5710
REBASE COMPLETE MAXILLARY
DENTURE

This procedure is not a
benefit.

PROCEDURE D5711
REBASE COMPLETE MANDIBULAR

DENTURE

This procedure is not a
benefit.

PROCEDURE D5720
REBASE MAXILLARY PARTIAL

DENTURE

This procedure is not a
benefit.

PROCEDURE D5721
REBASE MANDIBULAR PARTIAL

DENTURE

This procedure is not a
benefit.

PROCEDURE D5730
RELINE COMPLETE MAXILLARY

DENTURE (CHAIRSIDE)

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit:
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a. onceina12-month
period.

b. six months after the date
of service for a
immediate denture-
maxillary (D5130) or
immediate overdenture-
complete (D5860) that
required extractions, or

¢. 12 months after the date
of service for a complete
(remote) denture-
maxillary (D5110) or
overdenture (remote)-
complete (D5860) that
did not require
extractions.

Not a benefit within 12

months of a reline complete

maxillary denture (laboratory)

(D5750).

All adjustments made for six

months after the date of

service, by the same provider,
are included in the fee for this
procedure.

PROCEDURE D5731
RELINE COMPLETE MANDIBULAR

DENTURE (CHAIRSIDE)

1.

2.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment.

A benefit:

a. onceinal2-month
period.

b. six months after the date
of service for a

immediate denture-
mandibular (D5140) or
immediate overdenture-
complete (D5860) that
required extractions, or
¢. 12 months after the date
of service for a complete

Prosthodontic (Removable) Procedures (D5000-D5899)

(remote) denture-
mandibular (D5120) or
overdenture (remote)-
complete (D5860) that
did not require
extractions.

3. Not a benefit within 12
months of a reline complete
mandibular denture
(laboratory) (D5751).

4. All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

PROCEDURE D5740
RELINE MAXILLARY PARTIAL

DENTURE (CHAIRSIDE)

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. A benefit:

a. onceina12-month
period.

b. six months after the date
of service for maxillary
partial denture- resin
base (D5211) or maxillary
partial denture- cast
metal framework with
resin denture bases
(D5213) that required
extractions, or

¢. 12 months after the date
of service for maxillary
partial denture- resin
base (D5211) or maxillary
partial denture- cast
metal framework with
resin denture bases
(D5213) that did not
require extractions.

3. Not a benefit within 12
months of a reline maxillary

4.

partial denture (laboratory)
(D5760).

All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

PROCEDURE D5741
RELINE MANDIBULAR PARTIAL

DENTURE (CHAIRSIDE)

1.

2.

Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

A benefit:

a. onceina12-month
period.

b. six months after the date
of service for mandibular
partial denture- resin
base (D5212) or
mandibular partial
denture- cast metal
framework with resin
denture bases (D5214)
that required extractions,
or

¢. 12 months after the date
of service for mandibular
partial denture- resin
base (D5212) or
mandibular partial
denture- cast metal
framework with resin
denture bases (D5214)
that did not require
extractions.

Not a benefit within 12

months of a reline mandibular

partial denture (laboratory)

(D5761).

All adjustments made for six

months after the date of

service, by the same provider,
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are included in the fee for this
procedure.

PROCEDURE D5750
RELINE COMPLETE MAXILLARY

DENTURE (LABORATORY)

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for

payment.
2. A benefit;
a. onceinal2-month
period.
b. six months after the date
of service for a

immediate denture-
maxillary (D5130) or
immediate overdenture-
complete (D5860) that
required extractions, or

c. 12 months after the date
of service for a complete
(remote) denture-
maxillary (D5110) or
overdenture (remote)-
complete (D5860) that
did not require
extractions.

3. Not a benefit within 12
months of a reline complete
maxillary denture (chairside)
(D5730).

4. All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

PROCEDURE D5751
RELINE COMPLETE MANDIBULAR

DENTURE (LABORATORY)

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical

necessity is not required for

payment.
2. A benefit;
a. onceinal2-month
period.
b. six months after the date
of service for a

immediate denture-
mandibular (D5140) or
immediate overdenture-
complete (D5860) that
required extractions, or

c. 12 months after the date
of service for a complete
(remote) denture -
mandibular (D5120) or
overdenture (remote) -
complete (D5860) that
did not require
extractions.

3. Not a benefit within 12
months of a reline complete
mandibular denture
(chairside) (D5731).

4. All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

PROCEDURE D5760
RELINE MAXILLARY PARTIAL

DENTURE (LABORATORY)

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Abenefit:

a. onceinal2-month
period.

b. six months after the date
of service for maxillary
partial denture- cast
metal framework with
resin denture bases

(D5213) that required
extractions, or

c. 12 months after the date
of service for maxillary
partial denture- cast
metal framework with
resin denture bases
(D5213) that did not
require extractions.

3. Not a benefit:

a. within 12 months of a
reline maxillary partial
denture (chairside)
(D5740).

b. for a maxillary partial
denture- resin base
(D5211).

4. All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

PROCEDURE D5761
RELINE MANDIBULAR PARTIAL

DENTURE (LABORATORY)

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

2. Abenefit:

a. onceinal2-month
period.

b. six months after the date
of service for mandibular
partial denture- cast
metal framework with
resin denture bases
(D5214) that required
extractions, or

¢. 12 months after the date
of service for mandibular
partial denture- cast
metal framework with
resin denture bases
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(D5214) that did not 2.

require extractions.

3. Not a benefit: 3.

a. within 12 months of a
reline mandibular partial
denture (chairside)
(D5741).

b. for a mandibular partial
denture- resin base
(D5212).

4. All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

PROCEDURE D5810
INTERIM COMPLETE DENTURE

Prosthodontic (Removable) Procedures (D5000-D5899)

A benefit twice per prosthesis

in a 36-month period.

Not a benefit:

a. same date of service as
reline complete maxillary
denture (chairside)
(D5730), reline maxillary
partial denture
(chairside) (D5740), reline
complete maxillary
denture (laboratory)
(D5750) and reline
maxillary partial denture
(laboratory) (D5760).

b. same date of service as a
prosthesis that did not
require extractions.

(MAXILLARY) 4. All adjustments made for six
months after the date of

This procedure is not a service, by the same provider,

benefit. are included in the fee for this
PROCEDURE D5811 procedure.
INTERIM COMPLETE DENTURE 5. Tissue conditioning is
(MANDIBULAR) designed to heal unhealthy

) ) ridges prior to a more
This p_r ocedure is not a definitive treatment.
benefit.
PROCEDURE D5851

PROCEDURE D5820

INTERIM PARTIAL DENTURE

TISSUE CONDITIONING,

MANDIBULAR
(MAXILLARY)
) ) 1. Submission of radiographs,
This procedure Isnota photographs or written
benefit. documentation
PROCEDURE D5821 demonstrating medical

INTERIM PARTIAL DENTURE
(MANDIBULAR)

This procedure is not a 2
benefit.
3.
PROCEDURE D5850
TISSUE CONDITIONING,
MAXILLARY

1. Submission of radiographs,
photographs or written
documentation
demonstrating medical
necessity is not required for
payment.

necessity is not required for

payment.

A benefit twice per prosthesis

in a 36-month period.

Not a benefit:

a. same date of service as
reline complete
mandibular denture
(chairside) (D5731), reline
mandibular partial
denture (chairside)
(D5741), reline complete
mandibular denture
(laboratory) (D5751) and

reline mandibular partial
denture (laboratory)
(D5761).

b. same date of service as a
prosthesis that did not
require extractions.

All adjustments made for six

months after the date of

service, by the same provider,
are included in the fee for this
procedure.

Tissue conditioning is

designed to heal unhealthy

ridges prior to a more
definitive treatment.

PROCEDURE D5860
OVERDENTURE — COMPLETE, BY

REPORT

1.

Prior authorization is

required.

Radiographs for prior

authorization —submit all

radiographs of remaining
natural teeth including
periapical radiographs of
teeth to be retained.

A current and complete

Justification of Need For

Prosthesis Form, DC054

(10/05) is required, that

includes which teeth are to be

retained, for prior
authorization.

Requires an arch code.

A benefit once in a five-year

period.

Complete denture laboratory

relines (D5750 and D5751)

are a benefit:

a. six months after the date
of service for an
immediate overdenture
that required extractions,
or

b. 12 months after the date
of service for a complete
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overdenture that did not
require extractions.

7. Complete denture chairside
relines (D5730 and D5731)
are a benefit:

a. six months after the date
of service for an
immediate overdenture
that required extractions,
or

b. 12 months after the date
of service for a complete
overdenture that did not
require extractions.

8. All adjustments made for six
months after the date of
service, by the same provider,
are included in the fee for this
procedure.

9. Teeth to be retained are not
eligible for preventative,
periodontal, endodontic or
restorative procedures. Only
extractions for the retained
teeth shall be a benefit.

PROCEDURE D5861
OVERDENTURE - PARTIAL, BY
REPORT

This procedure is not a
benefit.

PROCEDURE D5862
PRECISION ATTACHMENT, BY
REPORT

This procedure is included in
the fee for prosthetic and
restorative procedures and is
not payable separately.

PROCEDURE D5867
REPLACEMENT OF REPLACEABLE
PART OF SEMI-PRECISION OR
PRECISION ATTACHMENT (MALE
OR FEMALE COMPONENT)

This procedure is not a
benefit.

PROCEDURE D5875
MODIFICATION OF REMOVABLE
PROSTHESIS FOLLOWING
IMPLANT SURGERY.

This procedure is not a
benefit.

PROCEDURE D5899
UNSPECIFIED REMOVABLE

PROSTHODONTIC PROCEDURE,
BY REPORT

1. Prior authorization is required
for non-emergency
procedures.

2. Radiographs for prior
authorization or payment —
submit radiographs if
applicable for the type of
procedure.

3. Photographs for prior
authorization or payment —
submit photographs if
applicable for the type of
procedure.

4. Submitacurrent and
complete Justification of
Need For Prosthesis Form,
DCO054 (10/05), if applicable
for the type of procedure, for
prior authorization.

5. Written documentation for
prior authorization or
payment — describe the
specific conditions addressed
by the procedure, the
rationale demonstrating the
medical necessity, any
pertinent history and the
proposed or actual treatment.

6. Procedure D5899 shall be
used:

a. for aprocedure which is
not adequately described
by a CDT code, or

b. foraprocedure that has a
CDT code thatis not a
benefit but the patient
has an exceptional

medical condition to
justify the medical
necessity.
Documentation shall
include the medical
condition and the specific
CDT code associated with
the treatment
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Maxillofacial Prosthetics General Policies (D5900-D5999)
Maxillofacial Prosthetics General Policies (D5900-D5999)

1. Maxillofacial prosthetic services are for the anatomic and functional reconstruction of those regions of the
maxilla and mandible and associated structures that are missing or defective because of surgical intervention,
trauma (other than simple or compound fractures), pathology, developmental or congenital malformations.

2. All maxillofacial prosthetic procedures require written documentation for payment or prior authorization.
Refer to the individual procedures for specific requirements.

3. Prior authorization is required for the following procedures:

A) trismus appliance (D5937),

B) palatal lift prosthesis, interim (D5958),
C) fluoride gel carrier (D5986),

D) surgical splint (D5988).

4. All maxillofacial prosthetic procedures include routine postoperative care, revisions and adjustments for 90
days after the date of delivery.
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Maxillofacial Prosthetic Procedures (D5900-D5999)

PROCEDURE D5911
FACIAL MOULAGE (SECTIONAL)

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report, and

c. adescription of the
prosthesis.

PROCEDURE D5912

FACIAL MOULAGE (COMPLETE)

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report, and

c. adescription of the
prosthesis.

PROCEDURE D5913

NASAL PROSTHESIS

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report.

PROCEDURE D5914
AURICULAR PROSTHESIS

1.

Written documentation for

payment - shall include:

a.

the etiology of the
disease and/or condition,
and

b.

a description of the
associated surgery or an
operative report.

PROCEDURE D5915
ORBITAL PROSTHESIS

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report.

PROCEDURE D5916
OCULAR PROSTHESIS

1. Written documentation for
payment - shall include:

a.

the etiology of the
disease and/or condition,
and

a description of the
associated surgery or an
operative report.

Not a benefit on the
same date of service as
ocular prosthesis, interim
(D5923).

PROCEDURE D5919
FACIAL PROSTHESIS

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report, and

c. adescription of the
prosthesis.

PROCEDURE D5922
NASAL SEPTAL PROSTHESIS

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report.

PROCEDURE D5923
OCULAR PROSTHESIS, INTERIM

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report.

c. Not abenefit on the
same date of service with
an ocular prosthesis
(D5916).

PROCEDURE D5924
CRANIAL PROSTHESIS

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report.

PROCEDURE D5925
FACIAL AUGMENTATION
IMPLANT PROSTHESIS

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report, and
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c. adescription of the
prosthesis.

PROCEDURE D5926
NASAL PROSTHESIS,
REPLACEMENT

Written documentation for
payment — shall include the
medical necessity for
replacement.

PROCEDURE D5927
AURICULAR PROSTHESIS,
REPLACEMENT

Written documentation for
payment — shall include the
medical necessity for
replacement.

PROCEDURE D5928
ORBITAL PROSTHESIS,

REPLACEMENT

Written documentation for
payment — shall include the
medical necessity for
replacement.

PROCEDURE D5929
FACIAL PROSTHESIS,
REPLACEMENT

Written documentation for
payment — shall include the
medical necessity for
replacement.

PROCEDURE D5931
OBTURATOR PROSTHESIS,
SURGICAL

1. Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report, and

c. adescription of the
prosthesis.

2.

Not a benefit on the same
date of service as obturator
prosthesis, definitive (D5932)
and obturator prosthesis,
interim (D5936).

PROCEDURE D5932
OBTURATOR PROSTHESIS,
DEFINITIVE

1.

Written documentation for

payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report, and

c. adescription of the
prosthesis.

Not a benefit on the same

date of service as obturator

prosthesis, surgical (D5931)
and obturator prosthesis,
interim (D5936).

PROCEDURE D5933
OBTURATOR PROSTHESIS,
MODIFICATION

1.

Written documentation for
payment - shall include the
medical necessity for the
modification.

A benefit twice in a 12 month
period.

Not a benefit on the same
date of service as obturator
prosthesis, surgical (D5931),
obturator prosthesis,
definitive (D5932) and
obturator prosthesis, interim
(D5936).

PROCEDURE D5934
MANDIBULAR RESECTION

PROSTHESIS WITH GUIDE FLANGE
1.

Written documentation for
payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report, and

c. adescription of the
prosthesis.

PROCEDURE D5935
MANDIBULAR RESECTION
PROSTHESIS WITHOUT GUIDE
FLANGE

1.

Written documentation for

payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report, and

c. adescription of the
prosthesis.

PROCEDURE D5936
OBTURATOR PROSTHESIS,
INTERIM

1.

Written documentation for

payment - shall include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery or an
operative report, and

c. adescription of the
prosthesis.

2. Not a benefit on the same
date of service as obturator
prosthesis, surgical (D5931)
and obturator prosthesis,
definitive (D5932).

PROCEDURE D5937

TRISMUS APPLIANCE (NOT FOR

TMD TREATMENT)

1. Prior authorization is

required.
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2. Written documentation for
prior authorization - shall
include:

a. the etiology of the
disease and/or condition,
and

b. adescription of the
associated surgery.

PROCEDURE D5951

FEEDING AID

1. Written documentation for
payment - shall include the
treatment performed.

2. A benefit for patients under
the age of 18.

PROCEDURE D5952

SPEECH AID PROSTHESIS,

PEDIATRIC

1. Written documentation for
payment - shall include the
treatment performed.

2. A benefit for patients under
the age of 18.

PROCEDURE D5953

SPEECH AID PROSTHESIS, ADULT

1. Written documentation for
payment - shall include the
treatment performed.

2. A benefit for patients age 18
or older.

PROCEDURE D5954

PALATAL AUGMENTATION

PROSTHESIS
Written documentation for
payment - shall include the
treatment performed.

PROCEDURE D5955

PALATAL LIFT PROSTHESIS,

DEFINITIVE

1. Written documentation for

payment - shall include the
treatment performed.

Maxillofacial Prosthetic Procedures (D5900-D5999)

PROCEDURE D5982
SURGICAL STENT

2. Not a benefit on the same
date of service as palatal lift
prosthesis, interim (D5958).'

PROCEDURE D5958

PALATAL LIFT PROSTHESIS,

INTERIM

1. Prior authorization is
required.

2. Written documentation for
prior authorization - shall
include the treatment to be
performed.

3. Not a benefit on the same
date of service with palatal lift
prosthesis, definitive (D5955).

PROCEDURE D5959

PALATAL LIFT PROSTHESIS,

MODIFICATION

1. Written documentation for
payment - shall include the
treatment performed.

2. A benefit twice in a 12-month
period.

3. Not a benefit on the same
date of service as palatal lift
prosthesis, definitive (D5955)
and palatal lift prosthesis,
interim (D5958).

PROCEDURE D5960

SPEECH AID PROSTHESIS,

MODIFICATION

1. Written documentation for
payment - shall include the
treatment performed.

2. A benefit twice in a 12-month
period.

3. Not a benefit on the same

date of service as speech aid
prosthesis, pediatric (D5952)
and speech aid prosthesis,
adult (D5953).

Written documentation for
payment - shall include the
treatment performed.

PROCEDURE D5983
RADIATION CARRIER

1. Written documentation for
payment - shall include the
etiology of the disease and/or
condition.

2. Requires an arch code.

PROCEDURE D5984

RADIATION SHIELD

Written documentation for
payment - shall include the
etiology of the disease and/or
condition.

PROCEDURE D5985
RADIATION CONE LOCATOR

Written documentation for
payment - shall include the
etiology of the disease and/or
condition.

PROCEDURE D5986
FLUORIDE GEL CARRIER

1.

Prior authorization is
required.

Written documentation for
prior authorization - shall
include the etiology of the
disease and/or condition and
the treatment to be
performed.

Requires an arch code.

A benefit only in conjunction
with radiation therapy
directed at the teeth, jaws or
salivary glands.
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PROCEDURE D5987
COMMISSURE SPLINT

Written documentation for
payment - shall include the
etiology of the disease and/or
condition.

PROCEDURE D5988
SURGICAL SPLINT

1. Prior authorization is
required.

2. Radiographs for prior
authorization — submit
radiographs.

3. Written documentation for
prior authorization — shall
include the medical necessity
and the treatment to be
performed.

PROCEDURE D5991
TOPICAL MEDICAMENT CARRIER

1. Written documentation for
payment - shall include the
etiology of the disease and/or

condition.
2. Requires an arch code.
PROCEDURE D5992

ADJUST MAXILLOFACIAL
PROSTHETIC APPLIANCE, BY
REPORT

This procedure is not a
benefit.

PROCEDURE D5993
MAINTENANCE AND CLEANING
OF A MAXILLOFACIAL
PROSTHESIS (EXTRA OR
INTRAORAL) OTHER THAN
REQUIRED ADJUSTMENTS, BY
REPORT

This procedure is not a
benefit.

PROCEDURE D5999
UNSPECIFIED MAXILLOFACIAL

PROSTHESIS, BY REPORT

1. Prior authorization is required
for non-emergency
procedures.

2. Radiographs for prior
authorization or payment —
submit radiographs if
applicable for the type of
procedure.

3. Photographs for prior
authorization or payment —
submit photographs if
applicable for the type of
procedure.

4. Written documentation or

operative report for prior

authorization or payment —

shall describe the specific
conditions addressed by the
procedure, the rationale
demonstrating the medical
necessity, any pertinent
history and the proposed or
actual treatment.

5. Procedure D5999 shall be
used:

a. for aprocedure which is
not adequately described
by a CDT code, or

b. foraprocedure that has a
CDT code that is not a
benefit but the patient
has an exceptional
medical condition to
justify the medical
necessity.
Documentation shall
include the medical
condition and the specific
CDT code associated with
the treatment.
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Implant Services General Policies (D6000-D6199)
Implant Services General Policies (D6000-D6199)

1. Implant services are a benefit only when exceptional medical conditions are documented and shall be
reviewed by the Medi-Cal Dental Program for medical necessity for prior authorization. Exceptional medical
conditions include, but are not limited to:

A) cancer of the oral cavity requiring ablative surgery and/or radiation leading to destruction of alveolar
bone, where the remaining osseous structures are unable to support conventional dental prostheses.

B) severe atrophy of the mandible and/or maxilla that cannot be corrected with vestibular extension
procedures or 0sseous augmentation procedures, and the patient is unable to function with conventional
prostheses.

C) skeletal deformities that preclude the use of conventional prostheses (such as arthrogryposis, ectodermal
dysplasia, partial anaodontia and cleidocranial dysplasia).

D) traumatic destruction of jaw, face or head where the remaining osseous structures are unable to support
conventional dental prostheses.

2. Providers shall submit complete case documentation (such as radiographs, scans, operative reports,
craniofacial panel reports, diagnostic casts, intraoral/extraoral photographs and tracings) necessary to
demonstrate the medical necessity of the requested implant services.

3. Single tooth implants are not a benefit of the Medi-Cal Dental Program.

4. Implant removal, by report (D6100) is a benefit