CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Handout 6

Adult Medicaid members pay neither co-pays nor co-insurance but do have a $1,000 annual allowance for dental benefits. If they surpass their annual max and wish to
have further dental services they may do so with the following caveats: 1) Member signs a provider authorization stating that they, the member, are wholly responsible
for payment for these additional services beyond the $1,000 maximum. 2) If the additional services are a Medicaid covered benefit, the provider may charge the
member no more than the Medicaid fee schedule amount for such services. 3) If the additional services are not a Medicaid covered benefit (e.g., veneers), the provider

may choose how much to charge the member.

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
DIAGNOSTIC
Periodi | Eval tient of d to determine ch i dical or dental
e\zll(:alc?oira Two of (D0120, DO150, DO160, st\ftuzlliiié?gstoevt:zZ;iono Ineclizzlsnjr; igr%i:rlr;gleualfiinor e‘ii:)jontal
. D0120 $20.84|D0170, D0180) per 12 months per $46.00 $46.00 $0.00 . . . ’ . ’ p.
established . . evaluation, diagnosis, treatment planning. Frequency: One 1 time per 6
. provider OR location . . .
patient month period per patient; 2 week window accepted.
Eval limited to a specific oral health problem or complaint. This code
must be used in association w/a specific oral health problem or
Limited Oral Not reimbursable on the same day complaint and is not to be used to address situations that arise during
Evaluation - 00140 $31.24 as D0120, I?01.50, D0160, D0170: $62.00 $52.00 $10.00 multi-visit treatrﬁénts covered by a single ffee, su.ch as, endod.ontic o.r.
Dental Hygienists may only provide post operative visits related to treatments including prosthesis. Specific
problem Focused . . . . . .
for an established client or record. problems may include dental emergencies, trauma, acute infections, etc.
Should not be used for adjustments made to prosthesis provided w/in
previous 12 months. Should not be used as an encounter fee.
Eval used by general dentist or specialist. Applicable to new patients or
. established patients w/significant health changes, or absence from active
Comprehensive One of (D0150) per 36 months per .
. . . treatment for more than 5 years. This includes a thorough eval and
Oral Evaluation - provider OR location. Two of . . .
recording of the extraoral and intraoral hard and soft tissues, and an eval
new or D0150 $35.93|(D0120, D0150, D0160, D0170, $81.00 $81.00 $0.00 . L . .
. . and recording of the patient's dental and medical history and general
established D0180) per 12 months per provider . . .
. . health assessment. A periodontal eval, oral cancer eval, diagnosis and
patient OR location. . .
treatment planning should be included. Frequency: 1 per 5 years per
patient. Should not be charged on the same date as D0180.
Detailed and
e)ft:r::veacr:ral vl Two of (D0120, DO150, DO160,
D0160 $65.09|D0170, DO180) per 12 months per N/A N/A N/A [N/A
problem focused, . .
provider OR location
by report
Re-evaluation, Two of (D0120, D0150, D0160,
limited problem |D0170 $28.63|D0170, D0180) per 12 months per N/A N/A N/A  |[N/A
focused provider OR location
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CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Comprehensive One of (D0180) per 36 months per Eval for patients presenting signs & symptoms of periodontal disease &
Periodontal provider OR location. Two of patients w/risk factors such as smoking or diabetes. This eval
Evaluation - new [D0180 $39.06|(D0120, D0150, D0160, DO170, $88.00 $88.00 $0.00|encompasses a comprehensive oral exam, and full, complete & detailed
or established D0180) per 12 months per provider periodontal charting. Frequency: 1 per 3 yrs per patient. Should not be
patient OR location charged on the same date as D0150.
S i f
creeningota  Ipo190 $14.88 N/A N/A N/A  [N/A
patient
Radiographic survey of whole mouth, 6-22 periapical & posterior
bitewing images displaying the crowns & roots of all teeth, periapical
One of (D0210, D0277, D0330) per are?s ofalv'ec?lar bone. Panoramic radiographic image & bitewing .
. radiographic images taken on the same date of service shall not be billed
Intraoral - 60 months per location. Cannot be , . . "
complete series of billed on the same date of tx as as a D0210. Payment for add'l periapical radiographs w/in 60 days of a
-p ) D0210 $53.11 . o $125.00f $125.00 $0.00(full month series or a panoramic film is not covered unless there is
radiographic Pano, a minimum of 10 films is . . ..
. . . evidence of trauma. Frequency: 1 per 5 yrs per patient. Any combination
images required, clients over the age of 12 .
require 12-20 films of x-rays taken on the same date of service that equals or exceeds the
q max allowable fee for D0210 should be billed and reimbursed as D0210.
Should not be charged in addition to panoramic film D0330. Either DO330
or D0210 per 5 year period.
D0220 1 d tient. R t add'l radi h D0230.
Intraoral - Six of (D0220) per 60 months per on('e ( ), SIS B [PIE [P Sl 2R P
eriapical first atient. Workine and final Any combination of D0220, D0230, D0270, D0272, D0273, or D0274
fadiopra hic D0220 $11.45 zndodo.ntic trea%cment films are not $25.00 $25.00 $0.00|taken on the same date of service that exceeds the max allowed fee for
. — D0210 is reimbursed at the same fee as D0210. D0210 will only be
image covered .
reimbursed every 5 years.
Intraoral - - " oe
periapical each D0230 should be utilized for add'l films taken beyond D0220. Any
Not all d on th d binati f D0220, D0230, D0270, D0272, D0273, or D0274 tak
additional D0230 $11.45| 0 2rowedontne same cday as $23.00] $23.00 $o.0p[OMPINEMONO : or axen on
radioaraphic D0210 the same date of service that exceeds the max allowed fee for D0210 is
. grap reimbursed at the same fee as D0210.
image
Int | occlusal
f:n:aora sl 150240 $18.22 N/A N/A N/A  |N/A
Extraoral first film |D0250 $26.03 N/A N/A N/A [N/A
Ext | ea.
xtraoral ea D0260 $21.35 N/A N/A N/A  |N/A
additional film

20F43




Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Frequency: 1 in a 12 month period. Report more than 1 radiographic
Bitewing - singl i :D0272 t 2); D0273 th 3); D0274 f 4). A
i e.wmg s.lnge One of (D0270, D0272, D0273, |mage. as _ wo (2) ree (3) our (4). Any
radiographic D0270 $11.97 . $26.00 $26.00 $0.00|combination of D0220, D0230, D0270, D0272, D0273, or D0274 taken on
. D0274) per 12 months per patient . .
image the same date of service that exceeds the max allowed fee for D0210 is
reimbursed at the same fee as D0210.
Bitewings - two Frequency: 1 time in a 12 month period. Any combination of D0220,
One of (D0270, D0272, D0273, D0230, D0270, D0272, D0273, or D0274 taken on the same date of
radiographic D0272 19.26 42.00 42.00 0.00
imal egs ph 2 D0274) per 12 months per patient > 2 > service that exceeds the max allowed fee for D0210 is reimbursed at the
g same fee as D0210.
o Frequency: 1 time in a 12 month period. Any combination of D0220,
Bitewings - three
radioeraphic D073 $22.69 One of (D0270, D0272, D0273, $52.00 $52.00 $0.00 D0230, D0270, D0272, D0273, or D0274 taken on the same date of
. egs o " 7|D0274) per 12 months per patient ‘ ’ " "|service that exceeds the max allowed fee for D0210 is reimbursed at the
! same fee as D0210.
Bitewines - four Frequency: 1 time in a 12 month period. Any combination of D0220,
radio rag hic D0274 $27.07 One of (D0270, D0272, D0273, $60.00 $60.00 $0.00 D0230, D0270, D0272, D0273, or D0274 taken on the same date of
ima fs o " |D0274) per 12 months per patient ' ’ " |service that exceeds the max allowed fee for D0210 is reimbursed at the
g same fee as D0210.
Vertical bitewi E (0} f (D0210, D0277, D0O330
ertical BIEeWIngs 150277 $40.10|0"¢ ©f » DREL YPer b /A N/A N/A  |N/A
7-8 films 60 months per location.
kull/facial
Skull/facial bone 1,5 $52.58 N/A N/A N/A  [N/A
image
Sialography D0310 $129.64 N/A N/A N/A N/A
TMJ Arth
FENroBTam, 1h5350 | $250.18 N/A N/A N/A  |N/A
Including Injection
Other TMJ i
er TVIIMAges 150321 $90.07 N/A N/A N/A  |N/A
by report
T hi
OMOBIaPNIC  1po322 | $205.67 N/A N/A N/A |N/A
Survey
Panoramic One of (D0210, D0277, D0330) per Frequency: 1 per 5 yrs per patient. Should not be charged in addition to
di hi D0330 47.89 ’ ’ 63.00 63.00 0.00 ‘ :
ir;algegrap 1 2 60 months per location. 2 2 2 full mouth series D0210. Either DO330 or D0210 per 5 yrs.
Cephal tri
. ephalometric D0340 $54.15 N/A N/A N/A N/A
image
Oral/Facial |
ral/Facial Images | e $29.16 N/A N/A N/A  |N/A

Photo Images
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Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
C b t
onebeam ¢ po36s | $160.92 N/A N/A N/A  |N/A
interprete man
C b t
~onebeam ¢ po3e6 |  $160.92 N/A N/A N/A  |N/A
interprete max
C b t
conebeamet  nn3e7 | $160.92 N/A N/A N/A  [N/A
interp both jaw
C b t
one eam ¥ D0381 $127.89 N/A N/A N/A  |N/A
capt mandible
C b t
onedeam et Inn3ga | $127.89 N/A N/A N/A  [N/A
capt maxilla
(0] f (D0460 1d
Pulp Vitality Tests [D0460 $24.46|0" OF ( Jper 1 day per N/A N/A N/A |N/A
patient
Diagnostic Casts |D0470 $44.26 N/A N/A N/A  [N/A
PREVENTATIVE
Removal of plaque, calculus and stains from the tooth structures
w/intent to control local irritational factors. Prophylaxis is not a benefit
Two of (D1110, D4910) per 12 when billed on the same date of service as any periodontal procedure
months per patient. Unless patient code. Frequency: 1 time per 6 calendar months; 2 week window
falls into a high risk category for accepted. May be billed for routine prophylaxis for areas of mouth not
periodontal disease. Members with periodontally involved. Should not be billed in addition to code D4910
Prophvlaxis diabetes & pregnant women with for periodontal maintenance. D1110 may be billed w/ D4341 and D4342
AduFI)t v D1110 $38.25|histories of periodontal disease are $88.00 $88.00 $0.00|one time during initial periodontal therapy for prophylaxis of areas of the
entitled to four per 12 months. mouth not receiving nonsurgical periodental therapy. When this option
Only allowed for cases with a is used, individual should still be placed on D4910 for maintenance of
history of surgical or non-surgical periodontal disease. D1110 should only be charged once, not per
periodontal treatment, excluding quadrant, and represents areas of the mouth not included in the D4341
D4355. or D4342 being reimbursed. Should not be alternated w/D4910 for
maintenance of periodontally-involved individuals. Should not be used as
1 month re-evaluation following nonsurgical periodontal therapy.
Two of (D1206, D1208) per 12
th tient. F tient
. m.on = (RS [ Tl F,)a Ients Topical fluoride application is to be used in conjunction w/prophylaxis or
Topical with dry mouth and/or history of reventive appointment. Should be applied to whole mouth. Frequency:
application of  |D1206 $15.63|head or neck radiation or with high |~ $52.00  $52.00  $0.00|P ol ' 2 - e
. . . . up to four (4) times per 12 calendar months. Should not be used
fluoride varnish caries risk. Only a benefit for w/D1208
patients who fall into the high risk ’
category. 4 OF 43




Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Two of (D1206, D1208) per 12 Any fluoride application, including swishing, trays or paint on variety, to
Topical months per patient. For patients be used in conjunction w/prophylaxis or preventive appointment.
application of D1208 $10.63|with dry mouth and/or history of $52.00 $52.00 $0.00|Frequency: one (1) time per 12 calendar months. Should not be used
fluoride head or neck radiation or with high wD1206. D1206 varnish should be utilized in lieu of D1208 whenever
caries risk. possible.
Sealant Per Tooth |D1351 $23.43 N/A N/A N/A |N/A
P i t,
revresinrest  1piss2 $23.43 N/A N/A N/A |N/A
perm tooth
S Maintai
pace VAINtAINEr 1n1510 | $134.85 N/A N/A N/A  |N/A
Fixed Unilateral
S Maintai
pace VAINtaINET 1n1515 | $186.92 N/A N/A N/A  |N/A
Fixed Bilateral
Re-cementation
L. D1550 $33.85 N/A N/A N/A N/A
Space Maintainer
R fi
emove TXSPace 1p1sss $33.85 N/A N/A N/A  |N/A
maintainer
RESTORATIVE
Teeth covered: 1 - 32. One of
(D2140, D2150, D2160, D2161,
Amalgam - one D2330, D2331, D2332, D2335 Includes tooth preparation, all adhesives, liners, etching, polishing, and
surface, primary  |D2140 $56.23 ' 0 ' 0 ¢$107.00] $97.00| $10.00 ] PR SE,  HINETS, e =
D2391, D2392, D2393, D2394) per bases. Adjustments are included.
or permanent .
36 months per patient per tooth,
per surface.
Teeth covered: 1-32. One of
(D2140, D2150, D2160, D2161, . . . . .
Amalgam - two Includes tooth preparation, all adhesives, liners, etching, polishing, and
surfaces, primary |D2150 $71.84 D2330, D2331, D2332, D2335, $138.00f $128.00] $10.00|bases. Adjustments are included. Frequency: 36 months for the same
v LR *°*1D2391, D2392, D2393, D2394) per ' : ' sl  isganes
or permanent i restoration.
36 months per patient per tooth,
per surface.
Teeth covered: 1-32. One of
D2140, D2150, D2160, D2161, . . . . e
Amalgam - three ( Includes tooth preparation, all adhesives, liners, etching, polishing, and
. D2330, D2331, D2332, D2335, . .
surfaces, primary [D2160 $84.87 $167.00] $157.00f $10.00|bases. Adjustments are included. Frequency: 36 months for the same
D2391, D2392, D2393, D2394) per .
or permanent i restoration.
36 months per patient per tooth, I
5 OF 43
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Procedure

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

- Code| Max DENTAL PROCEDURE PR |
Description Allowable Allowabl | | 08 Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Teeth covered: 1-32, A-T. One of
Amalgam - four or (D2140, D2150, D2160, D2161, Includes tooth preparation, all adhesives, liners, etching, polishing, and
more surfaces, D2330, D2331, D2332, D2335, . Y ’ ! ’ ’
primar:;or D2161 $101.02 D2391, D2392, D2393, D2394) per $203.00] S$193.00/ $10.00 I:::tisr.a?i?:stments are included. Frequency: 36 months for the same
permanent 36 months per patient per tooth, ’
per surface.
Teeth covered: 6-11, 22-27. One of
Resin-based (D2140, D2150, D2160, D2161,
) D2330, D2331, D2332, D2335, Includes tooth preparation, all adhesives, liners, etching, polishing, and
composite -one |D2330 67.16 115.00 105.00 10.00
pos| . 2 D2391, D2392, D2393, D2394) per > ? > bases. Adjustments are included.
surface, anterior .
36 months per patient per tooth,
per surface.
Teeth covered: 6-11, 22-27. One of
D2140, D2150, D2160, D2161, . . . . e
Resin-based I()2330 D2331 D2332. D2335 Includes tooth preparation, all adhesives, liners, etching, polishing, and
composite -two |D2331 $83.31 ! ! ! ! $146.00f $136.00| $10.00|bases. Adjustments are included. Frequency: 36 months for the same
. D2391, D2392, D2393, D2394) per .
surfaces, anterior . restoration.
36 months per patient per tooth,
per surface.
Teeth covered: 6-11, 22-27. One of
D2140, D2150, D2160, D2161, . . . . L
Resin-based ( Includes tooth preparation, all adhesives, liners, etching, polishing, and
composite - three |D2332 $98.93 D2330, D2331, D2332, D2335, $179.00f $169.00| $10.00|bases. Adjustments are included. Frequency: 36 months for the same
g _ 7°1D2391, D2392, D2393, D2394) per ' : ' Sl e
surfaces, anterior . restoration.
36 months per patient per tooth,
per surface.
. Teeth covered: 6-11, 22-27. One of
Resin-based
] (D2140, D2150, D2160, D2161, . . . . L
composite - four Includes tooth preparation, all adhesives, liners, etching, polishing, and
or more surfaces |D2335 $123.91 D2330, D2331, D2332, D2335, $212.00f $202.00| $10.00|bases. Adjustments are included. Frequency: 36 months for the same
. . "~ 7|D2391, D2392, D2393, D2394) per ’ ’ ' o ! ' a v
or involving incisal . restoration.
. 36 months per patient per tooth,
angle (anterior)
per surface.
Resin-based £*Not Teeth covered: 6-11, 22-27, C-H, M- Not
composite crown, (D2390 | . R. One of (D2390) per 36 months Not Listed |[Not Listed | . N/A
. Listed . Listed
anterior per patient per tooth.
Teeth covered: 1-5, 12-21, 28-32.
(0} f (D2140, D2150, D2160, . . . . L
Resin-based D;i601 (D2330 D2331 D2332 Includes tooth preparation, all adhesives, liners, etching, polishing, and
composite - ohe D2391 $56.23 D2335: D2391: D2392: D2393: $134.00f $124.00| $10.00|bases. A.djustments are included. Frequency: 36 months for the same
surface, anterior . restoration.
D2394) per 36 months per patient
per tooth, per surface. 6 OF 43




CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay

Teeth covered: 1-5, 12-21, 28-32.

(0} f (D2140, D2150, D2160, . . . . -
Resin-based D;$601 (D2330 D2331. D2332 Includes tooth preparation, all adhesives, liners, etching, polishing, and
composite -two' D2392 $71.84 D2335: D2391: D2392: D2393: $176.00f $166.00] $10.00(bases. A.djustments are included. Frequency: 36 months for the same
surfaces, posterior ) restoration.

D2394) per 36 months per patient

per tooth, per surface.

Teeth covered: 1-5, 12-21, 28-32.

0} f (D2140, D2150, D2160, . . . . e
Resin-based ne of ( Includes tooth preparation, all adhesives, liners, etching, polishing, and
composite - three |D2393 $84.87 D2161, D2330, D2331, D2332, $218.00f $208.00| $10.00|bases. Adjustments are included. Frequency: 36 months for the same

. _ " "|D2335, D2391, D2392, D2393, ' i ' o - rreduency:

surfaces, posterior ) restoration.

D2394) per 36 months per patient

per tooth, per surface.

Teeth covered: 1-5, 12-21, 28-32.
Resin-based One of (D2140, D2150, D2160, . . . . o
composite - four D2161 D2330. D233 D2332 Includes tooth preparation, all adhesives, liners, etching, polishing, and
or mF:)re surfaces, D2394 $101.02 D2335: D2391: D2392: D2393: $268.00f $258.00| $10.00|bases. A.djustments are included. Frequency: 36 months for the same

i ) restoration.

posterior D2394) per 36 months per patient

per tooth, per surface.

Teeth covered: 2-15, 18-31. One of

(D2710, D2712, D2721, D2722,
Crown - Resin- D2740, D2750, D2751, D2752,
based composite |D2710 $223.46|D2781, D2782, D2783, D2790, N/A N/A N/A N/A
(indirect) D2791, D2792, D2794) per 84

months per patient per tooth. Pre-

operative x-ray(s) required. PAR

Teeth covered: 2-15, 18-31. One of

(D2710, D2712, D2721, D2722,
Crown - 3/4 resin- D2740, D2750, D2751, D2752,
based composite |D2712 $223.46|D2781, D2782, D2783, D2790, N/A N/A N/A  [N/A
(indirect) D2791, D2792, D2794) per 84

months per patient per tooth. Pre-

operative x-ray(s) required. PAR

70F43




Procedure
Description

Code

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max
Allowable
Fee

DENTAL PROCEDURE
GUIDELINES

Max
Allowabl
e Fee

Program
Payment

Max
Patient
Co-Pay

DENTAL PROCEDURE GUIDELINES

Crown - resin with
predominantly
base metal

D2721

$223.46

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

N/A

N/A

N/A

N/A

Crown - resin with
noble metal

D2722

$223.46

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

N/A

N/A

N/A

N/A

Crown -
porcelain/ceramic
substrate

D2740

$426.23

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

N/A

N/A

N/A

N/A

Crown - porcelain
fused to high
noble metal

D2750

**Not
Listed

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

Not Listed

Not Listed

Not
Listed

N/A

Crown - porcelain
fused to
predominantly
base metal

D2751

$426.93

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

N/A

N/A
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Procedure
Description

Code

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max
Allowable
Fee

DENTAL PROCEDURE
GUIDELINES

Max
Allowabl
e Fee

Program
Payment

Max
Patient
Co-Pay

DENTAL PROCEDURE GUIDELINES

Crown - porcelain
fused to noble
metal

D2752

$426.93

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

N/A

N/A

N/A

N/A

Crown - 3/4 cast
predominantly
base metal

D2781

$426.93

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

N/A

N/A

N/A

N/A

Crown - 3/4 cast
noble metal

D2782

$426.93

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

N/A

N/A

N/A

N/A

Crown - 3/4
porcelain/ceramic

D2783

$426.93

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

N/A

N/A

N/A

N/A

Crown - full cast
high noble metal

D2790

**Not
Listed

Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
D2781, D2782, D2783, D2790,
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR

Not Listed

Not Listed
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CROCC\NALK

EALILOWARIE DROCEDIIDEC AND EEECQ

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure
Description | <°° Allgnv::ble DENTAL PROCEDURE Alll\:\:);bl Program Pxiae)n(mt DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
Crown - full cast D2740, D2750, D2751, D2752,
predominantly D2791 $426.93|D2781, D2782, D2783, D2790, N/A N/A N/A N/A
base metal D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR
Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
full D2740, D2750, D2751, D2752,
E;‘;‘f;”r;e:alca“ p2792 |  $426.93|D2781, D2782, D2783, D2790, N/A N/A N/A  |N/A
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR
Teeth covered: 2-15, 18-31. One of
(D2710, D2712, D2721, D2722,
D2740, D2750, D2751, D2752,
Crown - titanium |D2794 $426.93|D2781, D2782, D2783, D2790, N/A N/A N/A N/A
D2791, D2792, D2794) per 84
months per patient per tooth. Pre-
operative x-ray(s) required. PAR
Provisional crown |D2799 | §111.73|Teeth covered: 1-32. Preoperativex] N/A N/A  [N/A
rays required. PAR
Recement inlay 02910 $45.29 Te.et.h covered: 1-32. Not allowed N/A N/A N/A  [N/A
onlay or part within 6 months of placement.
Recement Crown |D2920 $46.34|Teeth covered: 1-32, A-T. N/A N/A N/A [N/A
Prefab Stainless
Steel Crown D2930 $116.62 N/A N/A N/A |N/A
Primary
Prefab Stainless
Steel Crown D2931 $134.85 N/A N/A N/A |N/A
Permanent
prefabricated
. D2932 $145.80 N/A N/A N/A N/A
Resin Crown
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Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Prefab Stainless
Steel Crown with [D2933 $150.47 N/A N/A N/A |N/A
Resin
Prefab Stainless
Steel Crown D2934 $159.84 N/A N/A N/A |N/A
Primary
Teeth covered: 6-11, 22-27. One of
(D2950, D2954) per 84 months per
Including any pins |D2950 $117.15 P . . N/A N/A N/A  [N/A
. restorative crown will be placed.
when required
Not payable on the same tooth and
same day as D2951. Pre-operative x-
ray(s) required. PAR
Pin Retention Per D2951 $28.63 $50.00 $40.00|  $10.00 Pins p.Iace.d to aid in re.tention of restoration. Should only be used in
Tooth combination w/a multi-surface amalgam.
Post and t
ostand core cas D2952 $179.63 N/A N/A N/A N/A
+ crown
Each addtnl cast
ach adatnteast 1poos3 | ¢122.87 N/A N/A N/A  |N/A
post
Teeth covered: 1-32. One of
(D2950, D2954) per 84 months per
orefabricated post patient per to.oth. Refers to building
. up of anatomical crown when
and core in D2954 $142.66 . . N/A N/A N/A  [N/A
» restorative crown will be placed.
addition to crown
Not payable on the same tooth and
same day as D2951. Pre-operative x-
ray(s) required. PAR
Post removal D2955 $122.87 N/A N/A N/A [N/A
Each Additional
ach AGATHoNal I hy957 $69.25 N/A N/A N/A |N/A
Prefab Post
Crown repair D2980 $118.20 N/A N/A N/A |N/A
Unspecified
Restorative D2999 *BR Teeth c.overed: 1-?2, A-T. .Narrative N/A N/A NA /A
Procedure, by of medical necessity required. PAR
report
Pulp Cap Direct  |D3110 $34.37 N/A 1|1 ONAB N/A |N/A




CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Pulp Cap Indirect |D3120 $34.37 N/A N/A N/A N/A
Th ti
STl D3220 $80.71 N/A N/A N/A  |N/A
Pulpotomy
Pulpal
D3221 98.21 N/A N/A N/A N/A
De*BRidement > / / / /
Part pulp f
art puip for D3222 $80.71 N/A N/A N/A |N/A
apexogenesis
Pulpal Th
wipal TNeraRy Ip3a30 | $111.94 N/A N/A N/A  |N/A
Anterior Primary
Pulpal Th
dipal INerapy  1n3740 $129.64 N/A N/A N/A  [N/A
Posterior Primary
ENDODONTICS
Endodontic Teeth covered: 6-11, 22-27. One of
therapy, ante.rior D3310 $301.99 (D3310) per 1 Iifetime' per patient N/A N/A N/A  [N/A
tooth (excluding per tooth. Pre-operative x-ray(s)
final restoration) required. PAR
Endodontic Teeth covered: 4, 5, 12, 13, 20, 21,
h i i 28, 29. f (D332 1
therapy, blcu§p|d D3320 $357.69 .8, .9 Oneo (. 3320) per N/A N/A N/A  [N/A
tooth (excluding lifetime per patient per tooth. Pre-
final restoration) operative x-ray(s) required. PAR
Endodontic Teeth covered: 2, 3, 14, 15, 18, 19,
th f | 30,31.0 f (D3330 1
erapy, molar 2230 | s430.50[3% 31- One of (D3330) per N/A N/A N/A |N/A
(excluding final lifetime per patient per tooth. Pre-
restoration) operative x-ray(s) required. PAR
Root Canal
Obstruction Non |D3331 *BR N/A N/A N/A [N/A
Surgical
Incomplete
Endodontic D3332 $172.86 N/A N/A N/A |N/A
Therapy
Int | Root
f erll’la 0 D3333 $119.75 N/A N/A N/A  |N/A
Repair
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Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Teeth covered: 6-11, 22-27. One of
Retreatment of L .
. (D3346) per 1 lifetime per patient
previous root L
D3346 $347.28|per tooth. Only if original treatment N/A N/A N/A [N/A
canal therapy- . ..
A not paid by CO Medicaid. Pre and
post-operative x-ray(s). PAR
Teeth covered: 4, 5, 12, 13, 20, 21,
Retreatment of 28, 29. One of (D3347) per 1
i t lifeti tient tooth. |
previous roo D3347 $40091_|e vheperpalen per oo' Only N/A N/A NA /A
canal therapy- if original treatment not paid by CO
bicuspid Medicaid. Pre-operative x-ray(s)
required. PAR
Teeth covered: 2, 3, 14, 15, 18, 19,
Retreatment of 30, 31. One of (D3348) per 1
previous root D3348 $474.32 !ifeti.rr?e per patient per too.th. Only N/A N/A N/A - IN/A
canal therapy- if original treatment not paid by CO
molar Medicaid. Pre-operative x-ray(s)
required. PAR
Aooxificati
Pe&}cannheca D3351 $172.64 N/A N/A N/A |N/A
Ic initial
Apexificati
pexification/reca o) | 10622 N/A N/A N/A  |N/A
Ic interim
Apexification/R
pexification/Rec |03 | 421607 N/A N/A N/A  |N/A
alcification Final
Pulpal
S D3354 |  $132.76 N/A N/A N/A  [N/A
regeneration
Apicoectomy/Peri
radicular Surgery |D3410 $277.51 N/A N/A N/A  |[N/A
Anter
Apicoectomy/Peri
radicular Surgery |D3421 $312.91 N/A N/A N/A  |[N/A
Bicus
Apicoectomy/Peri
radicular Surgery |D3425 $364.45 N/A N/A N/A [N/A
Molar
Apicoectomy/Peri
radicular Surgery |D3426 $149.95 N/A N/A N/A [N/A
Ea Add
Ret de Filli
etrograde M 1p3azo | $114.53 N/A 13 opAs N/A - |N/A

Per Root




Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Root Amputation
D3450 $227.44 N/A N/A N/A N/A
Per Root
Endodontic
Endosseous D3460 $564.92 N/A N/A N/A |N/A
Implant
Intenti I
neentional D3470 |  $338.42 N/A N/A N/A |N/A
Reimplantation
Isolation Tooth
D3910 86.94 N/A N/A N/A  |N/A
with Rubber Dam 2 / / / /
Hemisection Incl
Rt Remov Excl Rt |D3920 $193.17 N/A N/A N/A  |N/A
Canal
Canal Prep and
Fitting of D3950 $105.18 N/A N/A N/A  |N/A
Dowel/Post
Unspecified .
endodontic Teeth covered: 1-32. Narrative of
D3999 *BR|medical necessity. Pre-operative x- N/A N/A N/A [N/A
procedure, by .
ray(s) required. PAR
report
PERIODONTICS
Gingivectomy or Teeth covered: Per Quadrant (10,
i givo last i 20, 30, 40, LL, LR, UL, UR). One of
gingivoplasty (D4210, D4211) per 36 months per
four or more .
. patient per quadrant. Includes 6
contiguous teeth |D4210 $260.33 ) i N/A N/A N/A |N/A
months of routine postoperative
or tooth bounded ] .
<paces per care. Perio charting, pre-op
. . radiographs and narrative of med
quadrant . .
necessity required. PAR
Gingivectomy or Teeth covered: Per Quadrant (10,
in givo last y 20, 30, 40, LL, LR, UL, UR). One of
BINBNOpIasty (D4210, D4211) per 36 months per
one to three atient per quadrant. Includes 6
contiguous teeth [D4211 $113.29 P perq . ’ . N/A N/A N/A  [N/A
months of routine postoperative
or tooth bounded . .
care. Perio charting, pre-op
spaces per . .
radiographs and narrative of med
quadrant . .
necessity required. PAR 4 OF 43




Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay

Gingivect |

ingivectomy/plas|p 151 $66.99 N/A N/A N/A  |N/A
ty rest
Apicall

pically D4245 $359.78 N/A N/A N/A  [N/A
Positioned Flap
Crown
Lengthening Hard |D4249 $314.49 N/A N/A N/A |N/A
Tissue
(0] 4

SS€0US SUTBEIY % | 1 1560 $442.57 N/A N/A N/A  [N/A
or more
(0] 1t

SSE0US SUTE 210 | h1o61 $364.45 N/A N/A N/A |N/A
3 teeth
Bone
Replacement D4263 $274.91 N/A N/A N/A [N/A
Graft First Site
Bone
Replacement

D4264 *BR N/A N/A N/A N/A

Graft Each / / / /
Additional

ded Ti
(T ER R D4266 $363.42 N/A N/A N/A N/A
Regen Resorbable
Guided Tissue
Regen D4267 $424.87 N/A N/A N/A N/A
Nonresorbable
Surgical revision
procedure, per D4268 $346.76 N/A N/A N/A |N/A
tooth
Pedicl ft ti

edicie SOTt UsSUe | 1270 $347.80 N/A N/A N/A  [N/A
graft procedure
Subepithelial
Connective Tissue [D4273 $442.57 N/A N/A N/A |N/A
Graft
Distal/Proximal

istal/Proximal )24 $288.97 N/A N/A N/A - [N/A
Wedge
Soft ti ft

OTtHSSUC Bralt 1n4777 $541.98 N/A N/A N/A  [N/A
first tooth
Soft ti ft

OTHSSUC BT pay78 | 21272 N/A 1ls ONAS N/A [N/A

add| tooth




CROSS\WWALK

EALLOWARIE PROCEDIIRES AND EEES

Procedure

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Provisional
Splinting D4320 $212.43 N/A N/A N/A  |N/A
Intracoronal
Provisional
Splinting D4321 $192.64 N/A N/A N/A  |N/A
Extracoronal
Involves instrumentation of the crown and root surfaces of the teeth to
remove plaque and calculus from these surfaces. For patients
w/periodontal disease and is therapeutic, not prophylactic. D4341 and
Teeth covered: Per Quadrant (10, D1110 can be reported on same service date wf.1en D1110.is utilized for
areas of the mouth that are not affected by periodontal disease. D1110
20, 30,40, LL, LR, UL, UR). One of may only be charged once, not per quadrant. A diagnosis of periodontitis
Periodontal (D4341, D4342) per 36 months per y. . v . ’ p. i , .g p' ..

. . . w/clinical attachment loss (CAL) included. Diagnosis and classification of
Al RN G i i S the periodontology case type must be in accordance w/documentation
planing - fouror  [D4341 | $105.70|of 4 affected teeth in the quadrant. | $177.00|  $167.00] $10.00| < P UEs B _ _

as currently established by the American Academy of Periodontology.
more teeth per No more than 2 quadrants per day. . . . .
. Current periodontal charting must be present in patient chart
quadrant Not paid on the same date as . . . . .
. documenting active periodontal disease. Frequency: 1 time per quadrant
D1110. pre-op x-ray(s) & perio . . . .
charting required. PAR per 36 month interval. When 4 quadrants are completed in a single visit,
Sl : consideration should be taken for individual's ability to withstand
extended treatment time. Documentation of other treatment provided
at same time will be requested. Should include any follow-up and re-
evaluation.
Involves instrumentation of the crown and root surfaces of the teeth to
remove plaque and calculus from these surfaces. For patients
w/periodontal disease and is therapeutic, not prophylactic. D4341 and
Teeth covered: Per Quadrant (10, /p ! ! P . prophylact! .
D1110 can be reported on same service date when date when D1110 is

. 20, 30, 40, LL, LR, UL, UR). One of . .

Periodontal utilized for areas of the mouth that are not affected by periodontal

. (D4341, D4342) per 36 months per . . .
scaling & root tient per quadrant. No more than disease. D1110 may only be charged once, not per quadrant. A diagnosis
planing - oneto  |D4342 $85.05 P perq : $128.00] $128.00 $0.00|of periodontitis w/clinical attachment loss (CAL) included. Current

three teeth per
quadrant

2 quadrants per day. A minimum of
4 affected teeth in the quadrant.
Pre-op x-ray(s) & perio charting
required. PAR

periodontal charting must be present in patient chart documenting
active periodontal disease. Frequency: 1 time per quadrant per 36 month
interval. When 4 quadrants are completed in a single visit, consideration
should be taken for individual's avility to withstand extended treatment
time. Documentation of other treatment provided at same time will be
requested. Should include any follow-up and re-evaluation
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Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure
Description | C°d€ A"Max DENTAL PROCEDURE Max 1 program | M2
owable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Localized delivery | ¢, $73.41 N/A N/A N/A  [N/A
antimicro
Two of (D1110, D4910) per 12
months per patient. Unless patient
];)ae”rsiclvztozjarl]fi:;;itfazi:)gz::\:vith Procedure following periodontal therapy (D4341,D4342). This procedure
e —— includes removal of the bacterial plaque and calculus from supragingival
Periodontal histories of periodontal disease are and subgingival regions, site specific scaling and root planning where
. . indicated and polishing the teeth. If D1110 is once again reported then
maintenance D4910 $59.53|entitled to four per 12 months. $136.00f $136.00 $0.00 scaling and root planing will be required to use D4910. Frequency: up to
procedures (l?ir;’lc\(/)fyllz:‘,vsidrgfic;fzsre:oﬁl—i:fgical four (4) times per fiscal year per patient. Should not be charged
periodontal treatment, excluding altern?ting w.ith 01}10. Cannot be charged w/in the first three months
DA355. Perio charting, pre-op following active periodontal treatment.
radiographs and narrative of med
necessity required. PAR
Unspecified
periodontal D4999 *BR Narr?tive of medical necessity N/A N/A NAN/A
procedure, by required. PAR
report
PROSTHODONTICS, REMOVABLE
Reimbursement made upon DELIVERY (completed) maxillary denture.
D5110 or D5120 should not be used to report an immediate denture.
Immediate denture (D5130, D5140) OR interim complete denture
(D5810, D5811) is inserted immediately after extraction of teeth and is
One of (D5110, D5130) per 84 not currently covered on the OAP Dental Program Provider
months per patient. Includes initial Reimbursement Schedule. Routine follow-up adjustments/relines w/in 12
Complete denture 6 months of relines. Replacement months should be anticipated and are included in the initial
- maxillary D5110 $738.42|of a removable prosthesis is $793.00 $713.00 $80.00|reimbursement. A complete denture is made after teeth have been
allowed one time only. Narrative of removed and the gum and bone tissues have healed - or to replace an
med necessity and pre-op x-ray(s) existing denture. Complete dentures are provided once adequate healing
required. PAR has taken place following extractions. This can vary greatly depending
upon patient, oral health, overall health, and other confounding factors.
Frequency: There should be an expected life span of 5-10 years before
replacement dentures should be considered - documentation that
existing prosthesis cannot be made serviceable should be maintained.
17 OF 43




CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Reimbursement made upon DELIVERY (completed) mandibular denture.
D5110 or D5120 should not be used to report an immediate denture.
Immediate denture (D5130, D5140) OR interim complete denture
(D5810, D5811) is inserted immediately after extraction of teeth and is
One of (D5120, D5140) per 84 not currently covered on the OAP Dental Program Provider
months per patient. Includes initial Reimbursement Schedule. Routine follow-up adjustments/relines w/in 12
Complete denture 6 months of relines. Replacement months should be anticipated and are included in the initial
ma:dibular D5120 $739.73|of a removable prosthesis is $793.00] S$713.00 $80.00|reimbursement. A complete denture is made after teeth have been
allowed one time only. Narrative of removed and the gum and bone tissues have healed - or to replace an
med necessity and pre-op x-ray(s) existing denture. Complete dentures are provided once adequate healing
required. PAR has taken place following extractions. This can vary greatly depending
upon patient, oral health, overall health, and other confounding factors.
Frequency: There should be an expected life span of 5-10 years before
replacement dentures should be considered - documentation that
existing prosthesis cannot be made serviceable should be maintained.
Reimbursement made upon DELIVERY (completion) of partial maxillary
denture. D5211 or D5212 should not be used to report an interim partial
denture (D5820, D5821). D5211 and D5212 should be considered
. . One of (D5211, D5213, D5225, definitive treatment. F.io.utine foIIow-uI:.) adjustm.ents o.r r.e.lines within 12
Maxillary partial . months should be anticipated and are included in the initial
. D5281) per 84 months per patient. . . . .
denture - resin . . reimbursement. A partial resin base denture can be made right after
. . Replacement of a partial prosthesis . . . -
base (including L . L having teeth extracted (healing from only a few teeth is as extensive as
D5211 $508.96|is eligible for payment if the existing] $700.00] $640.00f $60.00

any conventional
clasps, rests and
teeth)

prosthesis cannot be modified or
altered to meet the member's
needs.

healing from multiple). A partial resin base denture can be made before
having teeth extracted if the teeth being removed are in the front or
necessary healing will be minimal. Several impressions and "try-in" appts
may be necessary and are included in the cost. Frequency: There should
be an expected life span of 5 - 10 years before replacement dentures
should be considered - documentation that existing prosthesis cannot be
made serviceable should be maintained.
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CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Reimbursement made upon DELIVERY (completion) of partial mandibular
denture. D5211 or D5212 should not be used to report an interim partial
denture (D5820, D5821). D5211 and D5212 should be considered
Mandibular One of (D5212, D5214, D5226, definitive treatment. Routine follow-up adjustments/relines within 12
- D5281) per 84 months per patient. months should be anticipated and are included in the initial
fesin base Replacement of a partial prosthesis reimbursement. A partial resin base denture can be made right after
. . is eligible for payment if the existing having teeth extracted (healing from only a few teeth is not as extensive
(including any D5212 $508.96 ) o $778.00f $718.00] $60.00 . i ) i
. prosthesis cannot be modified or as healing from multiple). A partial resin base denture can be made
conventional , . . . .
altered to meet the member's before having teeth extracted if the teeth being removed are in the front
clasps, rests and . . . . .. . . e
teeth) needs. Narrative of med necessity or necessary healing will be minimal. Several impressions and "try-in
and pre-op x-ray(s) required. PAR appts may be necessary and are included in the cost. Frequency: There
should be an expected life span of 5 - 10 years before replacement
dentures should be considered - documentation that existing prosthesis
cannot be made serviceable should be maintained.
Maxill tial
d;"t'uf;y '::Srt'a One of (D5211, D5213, D5225,
D5281) per 84 months per patient.
metal framework . .
with resin denture Replacement of a partial prosthesis
. . D5213 $728.93[is eligible for payment if the existing N/A N/A N/A |N/A
bases (including . i
. prosthesis cannot be modified or
any conventional :
altered to meet the member's
clasps, rests and
needs.
teeth)
Mandibul
andibuiar One of (D5212, D5214, D5226,
partial denture - .
D5281) per 84 months per patient.
cast metal . .
. Replacement of a partial prosthesis
framework with is eligible for payment if the existin
resin denture  |D5214 |  $728.93|"° '8 LY & Y/ N/A N/A  [N/A

bases (including

any conventional
clasps, rests and

teeth)

prosthesis cannot be modified or
altered to meet the member's

needs. Narrative of med necessity
and pre-op x-ray(s) required. PAR
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Procedure

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

o Code Max Max Max
Description Allowable DENTAL PROCEDURE Allowabl | F7°8"™ | patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay

One of (D5211, D5213, D5225,

D5281) per 84 months per patient.
Maxillary partial Replacement of a partial prosthesis
denture-flexible [D5225 $640.77|is eligible for payment if the existing N/A N/A N/A [N/A
base prosthesis cannot be modified or

altered to meet the member's

needs.

One of (D5212, D5214, D5226,

D5281) per 84 months per patient.
Mandibular Bep!af:ement ofa parti.al prostl?e.?is
partial denture-  |D5226 $640.77|° Eligible for payment if the existingl N/A N/A  [N/A

. prosthesis cannot be modified or

flexible base

altered to meet the member's

needs. Narrative of med necessity

and pre-op x-ray(s) required. PAR
Removable
Unilateral Partial |D5281 $433.17 N/A N/A N/A [N/A
Denture
Adjust complete One of (D5410) per 12 months per
denture - D5410 $38.52|patient. Not allowed within 6 N/A N/A N/A  [N/A
maxillary months of delivery.
Adjust complete One of (D5411) per 12 months per
denture - D5411 $38.52|patient. Not allowed within 6 N/A N/A N/A  [N/A
mandibular months of delivery.
Adjust partial One of (D5421) per 12 months per
denture - D5421 $38.52|patient. Not allowed within 6 N/A N/A N/A  [N/A
maxillary months of delivery.
Adjust partial One of (D5422) per 12 months per
denture - D5422 $38.52|patient. Not allowed within 6 N/A N/A N/A  |N/A
mandibular months of delivery.
Repair *Broken
complete denture |D5510 $73.41 Lie)th covered: Per Arch (01, 02, LA, $87.00 $77.00] $20.00|Repair *Broken complete denture base.
base
Replace missing or
*Broken teeth - . .

D5520 $77.06|Teeth covered: 1-32 $73.00 $63.00| $10.00|Replacement/repair of missing or *Broken teeth.

complete denture
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CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Procedure

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Repair resin Teeth covered: Per Arch (01, 02, LA, . .
pat ! D5610 $87.98 v ( $95.00 $85.00] $10.00|Repair of upper/lower partial denture base.
denture base UA)
Repai t Teeth d: Per Arch (01, 02, LA,
epair cas D5620 $123.91 eeth covered: Per Arch ( N/A N/A NA N/A
framework UA)
Repai I
epairorrepiace Inceso | s112.46 ¢$123.00] $113.00| $10.00|Repair of *Broken clasp on partial denture base.
*Broken clasp
Replace *Broken . -
D5640 $78.10|Teeth covered: 1-32 $80.00 $70.00] $10.00(Repair/replacement of missing tooth.
teeth-per tooth
Add tooth to
Adding tooth t tial denture base. D tati b ted
existing partial  |D5650 $69.27|Teeth covered: 1-32 $109.00|  $99.00| $10.00| CO'ME OO tO PArtial denture base. Hotumentation may be requeste
when charged on partial delivered in last 12 months.
denture
Add clasp to
Adding clasp t tial denture base. D tati b ted
existing partial  |D5660 |  $117.15 $131.00 $121.00 $10.00[ CC'"E C18SP tO PATtIAl GENTUre base. tocumentation may be requeste
when charged on aprtial delivered in last 12 months.
denture
Replace all teeth
& li t
acryicon €ast pgggg | ¢289.27 N/A N/A N/A  |N/A
metal framework
(maxillary)
Replace all teeth . .
. Subject to pre-payment review.
& acrylic on cast . .
D5671 $289.27|Narrative of med necessity N/A N/A N/A [N/A
metal framework required
(mandibular) 4 ’
One of (D5710, D5730, D5750) per
60 months per patient. Not allowed Rebasing the denture base material due to alveolar ridge resorption.
Reb:?\se complete D5710 $244.71 for first 6 months after deIiYery. $322.00| $297.00] $25.00 Frequency: one (1) time per 12 r.nont.hs. Completed at laboratory. May
maxillary denture Subject to pre-payment review. not be charged on denture provided in the last 12 months. May not be
Narrative of med necessity charged in addition to a reline in a 12 month period.
required.
One of (D5711, D5731, D5751) per
Rebase complete 60 months per patient. Not allowed Rebasing the denture base material due to alveolar ridge resorption.
for first 6 ths after deli . Frequency: one (1) time per 12 months. Completed at laboratory. Ma
mandibular D5711 |  $245.75| " 1o > MONts atter delvery $308.00| $283.00| $25.00| "COuENCY: One (1) time per 12 montt : URLEY
denture Subject to pre-payment review. not be charged on denture provided in the last 12 months. May not be

Narrative of med necessity
required.

charged in addition to a reline in a 12 month period.
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CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
One of (D5720, D5740, D5760) per
60 months per patient. Not allowed Rebasing the partial denture base material due to alveolar ridge
Rebase maxillar for first 6 months after delivery. resorption. Frequency: one (1) time per 12 months. Completed at
; Y los720 | s234.82| 2" Ve $304.00| $279.00] $25.00| C °P quency: one (1) time p e (et
partial denture Subject to pre-payment review. laboratory. May not be charged on denture provided in the last 12
Narrative of med necessity months. May not be charged in addition to a reline in a 12 month period.
required.
One of (D5721, D5741, D5761) per
Rebase 60 months per patient. Not allowed Rebasing the partial denture base material due to alveolar ridge
mandibular partial|D5721 $234.81 for first 6 months after deIiYery. s304.00| $279.00] $25.00 resorption. Frequency: one (1) time per 12 months. C(?mpleted at
- Subject to pre-payment review. laboratory. May not be charged on denture provided in the last 12
Narrative of med necessity months. May not be charged in addition to a reline in a 12 month period.
required.
One of (D5710, D5730, D5750) per
Reline complete 60 months per patient. Not allowed Chair side reline that resurfaces w/out processing denture base.
for first 6 ths after deli . F : One (1) ti 12 ths. M t be ch d on dent
maxillary denture [D5730 | $156.20 O 1ot 0 MONTNS ATter delivery $182.00| $172.00] $10.00|"EGUENCY: One (1) time per 12 months. May not be charged on denture
(chairside) Subject to pre-payment review. provided in the last 12 months. May not be charged in addition to a
Narrative of med necessity rebase in a 12 month period.
required.
One of (D5711, D5731, D5751) per
Reline complete 60 months per patient. Not allowed Chair side reline that resurfaces w/out processing denture base.
mandibular D5731 $156.20 for first 6 months after deIiYery. s182.00| $172.00] $10.00 Freqyency: One (1) time per 12 months. May not be .chargéc? on denture
denture Subject to pre-payment review. provided in the last 12 months. May not be charged in addition to a
(chairside) Narrative of med necessity rebase in a 12 month period.
required.
One of (D5720, D5740, D5760) per
Reline maxillary 60 months per patient. Not allowed Chair side reline that resurfaces w/out processing partial denture base.
for first 6 ths after deli . Frequency: one (1) time per 12 months. May not be charged on denture
partial denture  [D5740 | $154.12| 0F 'St © Months atter aelivery s167.00| $157.00| $10.00| TEGUENCY: One (1) time p ¥ ShalEess
(chairside) Subject to pre-payment review. provided in the last 12 months. May not be charged in addition to a
Narrative of med necessity rebase in a 12 month period.
required.
One of (D5721, D5741, D5761) per
Reline mandibular 60 months per patient. Not allowed Chair side reline that resurfaces w/out processing partial denture base.
partial denture D5741 $155.67 for first 6 months after delivery. s167.00| $157.00] $10.00 Frequency: one (1) time per 12 months. May not be charged on denture

(chairside)

Subject to pre-payment review.
Narrative of med necessity
required.

provided in the last 12 months. May not be charged in addition to a
rebase in a 12 month period.

22 OF 43




CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
One of (D5710, D5730, D5750) per
Reline complete 60 months per patient. Not allowed Laboratory reline that resurfaces w/processing denture base. Frequency:
for first 6 ths after deli . 1)ti 12 ths. M t be ch d on dent ided i
maxillary denture [D5750 |  $197.85|'0" "'ret © Months ater delivery $243.00| $218.00 $25.000n¢ (1) time per 12months. May not be charged on denture provided in
(laboratory) Subject to pre-payment review. the last 12 months. May not be charged in addition to a rebase in a 12
E Narrative of med necessity month period.
required.
One of (D5711, D5731, D5751) per
Reline complete 60 months per patient. Not allowed Laboratory reline that resurfaces w/processing denture base. Frequency:
mandibular for first 6 ths after deli . one (1) time per 12 months. May not be charged on denture provided in
fou p5751 | $198.gg[ 0" 'St B months atter delivery $243.00| $218.00| $25.00/0"¢ (1) timeP y charged ure providec |
denture Subject to pre-payment review. the last 12 months. May not be charged in addition to a rebase in a 12
(laboratory) Narrative of med necessity month period.
required.
One of (D5720, D5740, D5760) per
Reline maxillary 60 months per patient. Not allowed Laboratory reline that resurfaces w/processing partial denture base.
for first 6 ths after deli . F : 1)t 12 ths. M t be ch d on dent
partial denture  [D5760 | $196.29| O 'St MONTNS ATter delivery $239.00| $214.00 $25.00| "EUENCY: One (1) time per 12 months. May not be charged on denture
(laboratory) Subject to pre-payment review. provided in the last 12 months. May not be charged in addition to a
i Narrative of med necessity rebase in a 12 month period.
required.
One of (D5721, D5741, D5761) per
Reline mandibular 60 months per patient. Not allowed Laboratory reline that resurfaces w/processing partial denture base.
partial denture D5761 $196.29 for first 6 months after deIiYery. $239.00| $214.00] $25.00 Freqyency: one (1) time per 12 months. May not be f:harge.d. on denture
Subject to pre-payment review. provided in the last 12 months. May not be charged in addition to a
(laboratory) . . . .
Narrative of med necessity rebase in a 12 month period.
required.
Interim C let
nrerim om[:? ete D5810 $345.72 N/A N/A N/A N/A
Denture Maxillary
Interim Complete
Denture D5811 $346.24 N/A N/A N/A |IN/A
Mandibular
Interim Partial
ntenmrFarttial - peeo | $286.36 N/A N/A N/A  [N/A
Denture Maxillary
Interim Partial
Denture D5821 $286.36 N/A N/A N/A |N/A
Mandibular
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Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
One of (D5850) per 1 lifetime per
Tissue patient. Not allowed for first 6
conditioning, D5850 $85.39|months after delivery. Subject to N/A N/A N/A [N/A
maxillary pre-payment review. Narrative of
med necessity required.
One of (D5851) per 1 lifetime per
Tissue patient. Not allowed for first 6
conditioning, D5851 $85.39|months after delivery. Subject to N/A N/A N/A |N/A
mandibular pre-payment review. Narrative of
med necessity required.
Overdenture -
complete, by D5860 $835.67 N/A N/A N/A |N/A
report
Overdenture- |cocy | ¢833.06 N/A N/A N/A  [N/A
partial, by report
Precision
attachment, by  |D5862 $286.36 N/A N/A N/A |N/A
report
Replacement of
Precision D5867 $137.97 N/A N/A N/A |N/A
Attachment
Modification of
Removable D5875 $154.12 N/A N/A N/A |N/A
Prosthesis
Unspecified
Removable D5899 *BR N/A N/A N/A  |N/A
Prosthodontic
Facial |
aclalmoulage — 1ns911 *BR N/A N/A N/A  [N/A
(sectional)
Facial |
aclalmoulage  1ns912 *BR N/A N/A N/A - [N/A
(complete)
Nasal Prosthesis |D5913 *BR N/A N/A N/A [N/A
Auricul
urieiar D5914 *BR N/A N/A N/A  |N/A
Prosthesis
Orbital Prosthesis [D5915 *BR N/A N/A N/A  [N/A
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Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay

Ocular Prosthesis [D5916 *BR N/A N/A N/A [N/A
Facial Prosthesis |D5919 *BR N/A N/A N/A [N/A
Nasal Septal

asa eF_)a D5922 *BR N/A N/A N/A N/A
Prosthesis
Ocular Prosthesi

cUlar Frosthests | nsgp3 *BR N/A N/A N/A  |N/A
Interim
Cranial Prosthesis |D5924 *BR N/A N/A N/A [N/A
Facial
Augmentation D5925 *BR N/A N/A N/A [N/A
Implant Prosthesis
Nasal Prosthesi

asal Prosthesis | o976 *BR N/A N/A N/A  |N/A
Replacement
Auricular
Prosthesis D5927 *BR N/A N/A N/A [N/A
Replacement

ital Prosthesi
Orbital Prosthesis .o )¢ *BR N/A N/A N/A |N/A
Replacement
Facial Prosthesi

aclal Prosthesis 1,09 *BR N/A N/A N/A |N/A
Replacement
Obturat

arator — Ipsga1 *BR N/A N/A N/A |N/A
Prosthesis Surgical
Obturator
Prosthesis D5932 $1,110.59 N/A N/A N/A N/A
Definitive
Obturator
Prosthesis D5933 *BR N/A N/A N/A N/A
Modification
Mandibular
Resection D5934 *BR N/A N/A N/A N/A
Prosthesis Flange
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Procedure

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

A Code| Max DENTAL PROCEDURE M e |
Description Allowable Allowabl . Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay

Mandibular
Resect Prosthesis |D5935 *BR N/A N/A N/A |N/A
w/o Flange
Obt t th

turator/prosth |, o5 *BR N/A N/A N/A |N/A
esis, interim
Trimus Appliance 1,55, $268.67 N/A N/A N/A |N/A
not for TMD '
Feeding Aid D5951 $348.44 N/A N/A N/A N/A
Speech Aid
Prosthesis D5952 $378.91 N/A N/A N/A N/A
Pediatric
Palatal
Augmentation D5954 *BR N/A N/A N/A [N/A
Prosthesis
Palatal Life
Prosthesis D5955 *BR N/A N/A N/A N/A
Definitive
Palatal Lift

Sttt Ipsgss *BR N/A N/A N/A - [N/A
Prosthesis Interim
Palatal Lift
Prosthesis D5959 *BR N/A N/A N/A [N/A
Modification
Speech Aid
Prosthesis D5960 *BR N/A N/A N/A [N/A
Modification
Surgical Stent D5982 $177.03 N/A N/A N/A N/A
Radiation Carrier |D5983 *BR N/A N/A N/A  [N/A
Radiation Shield |D5984 *BR N/A N/A N/A N/A
Radiation C

adiation ~one  1ps9gs *BR N/A N/A N/A |N/A
Locator
Fluoride Gel

voride e D5986 $82.78 N/A N/A N/A  [N/A
Carrier
Commissure Splint|D5987 *BR N/A N/A N/A  [N/A
Surgical Splint D5988 $581.98 N/A 216 ONMB N/A |[N/A




Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay

Topical
medicament D5991 $82.78 N/A N/A N/A N/A
carrier
Adjust t

JUStMaxProst | heg9n *BR N/A N/A N/A |N/A
appliance
Main/cl

ain/clean max ;e o9 *BR N/A N/A N/A  [N/A
prosthesis
Unspecified
Maxillofacial D5999 *BR N/A N/A N/A N/A
Prosthesis
Impl
mpiant D6055 | $1,169.93 N/A N/A N/A  [N/A
connecting bar

fabricated
A D6056 |  $312.40 N/A N/A N/A  [N/A
abutment
Custom abutment |D6057 $401.96 N/A N/A N/A |N/A
Abutment
Support Porcto  |D6060 $533.16 N/A N/A N/A |N/A
Base Metal
Abutment
Support Base D6063 $520.66 N/A N/A N/A |N/A
Metal
A Retai

but Supp Retain |00 | ¢520.66 N/A N/A N/A  [N/A
Por-Base Metal
A Retai

but Supp Retain |03 | ¢520.66 N/A N/A N/A  [N/A
Base Metal
Implant/Abut
Supp Fix Denture- [D6078 $1,930.63 N/A N/A N/A  [N/A
Complete
Implant/Abut
Supp Fix Denture- |D6079 $1,480.24 N/A N/A N/A |N/A
Part
Implant
e D6080 |  $117.15 N/A N/A N/A  [N/A
Maintenance
Repair Implant
Supported D6090 $312.40 N/A N/A N/A  [N/A
Prosthesis A7 OF 43




Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay

R t

ecement suPP - ne092 $67.68 N/A N/A N/A  [N/A
crown
R t

ecement subP- | h6093 $73.93 N/A N/A N/A  [N/A
part denture
Repair implant
abutment, by D6095 $310.82 N/A N/A N/A N/A
report
Implant |

mplantremoval fng100 | $328.03 N/A N/A N/A  [N/A
by report
Unspecified
implant
ML D6199 *BR N/A N/A N/A  [N/A
procedure, by
report
Pontic Cast
Predominantly D6211 $417.56 N/A N/A N/A |N/A
Base Metal
Pontic Porcelain-

D6241 $429.55 N/A N/A N/A N/A

Base Metal
Retai Cast

etainertas D6545 $322.81 N/A N/A N/A  [N/A
Metal
Crown Full Cast
Predominantly D6791 $419.14 N/A N/A N/A [N/A
Base Metal
Connector Bar D6920 $417.56 N/A N/A N/A  [N/A
R t Fixed

ecement FXed | h6930 $69.76 N/A N/A N/A  [N/A
Partial Denture
Stress *Breaker D6940 $177.03 N/A N/A N/A  |[N/A
Precisi

recision D6950 |  $272.83 N/A N/A N/A  [N/A
Attachment
Coping D6975 $304.06 N/A N/A N/A N/A
Fixed partial

e partia D6980 |  $161.40 N/A N/A N/A  [N/A
repair

PROSTHODONTICS, FIXED

Fixed Teeth covered: 1-32. Narrative of
prosthodontic D6999 *BR|medical necessity. Pre-operative x- N/A N/A N/A  |[N/A
procedure ray(s) required. PAR

ORAL ANDMAXILLOFACIAL SURGERY




CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Extraction, Teeth covered: 1-32, 51-82, A-T, AS,
erupted tooth or BS, CS, DS, ES, FS, GS, HS, IS, JS, KS, Routine removal of tooth structure, including minor smoothing of socket
exposed root D7140 $72.24|LS, MS, NS, OS, PS, QS, RS, SS, TS. $82.00 $72.00] $10.00|bone, and closure as necessary. Treatment notes must include
(elevation and/or One of (D7140) per 1 lifetime per documentation that a surgical extraction was done per tooth.
forceps removal) patient per tooth.
Surgical removal
f ted tooth
fe el:i”rf’ne rercr:c:)val Teeth covered: 1-32, 51-82, A-T, AS,
qubonei v BS, CS, DS, ES, FS, GS, HS, IS, JS, KS,
sectioning of LS, MS, NS, OS, PS, QS, RS, SS, TS. Includes removal of bone, and/or sectioning of erupted tooth, smoothing
- ani D7210 $117.15|0ne of (D7210) per 1 lifetime per $135.00f $125.00| $10.00|of socket bone and closure as necessary. Treatment notes must include
includ,in patient per tooth. Subject to pre- documentation that a surgical extraction was done per tooth.
. < payment review. Pre-operative x-
elevation of .
. ray(s) required.
mucoperiosteal
flap if indicated
Teeth covered: 1-32, 51-82. One of
Removal of (D7220) per 1 lifetime per patient
impacted tooth- |D7220 |  $132.77 P TP N/A N/A N/A [N/A
. per tooth. Pre-operative x-ray(s)
soft tissue .
required. PAR
Teeth covered: 1-32, 51-82. One of
Removal of (D7230) per 1 lifetime per patient
impacted tooth- |D7230 |  $169.74 - 0[P N/A N/A N/A |N/A
. per tooth. Pre-operative x-ray(s)
partially bony .
required. PAR
Teeth covered: 1-32, 51-82. One of
Removal of (D7240) per 1 lifetime per patient
impacted tooth- |D7240 |  $208.26 P - Perp N/A N/A N/A  |N/A
per tooth. Pre-operative x-ray(s)
completely bony .
required. PAR
Removal of
impacted tooth- Teeth covered: 1-32, 51-82. One of
letely bony, D7241 1 lifeti tient
completely bony, 1p01 | $247.32' ) per 1 lifetime per patien N/A N/A N/A |N/A
with unusual per tooth. Pre-operative x-ray(s)
surgical required. PAR
complications
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Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
. Includes removal of bone, and/or sectioning of residual tooth roots,
Surgical removal . .
of residual tooth Teeth covered: 1-32, 51-82. Will not smoothing of socket bone and closure as necessary. Treatment notes
roots (cuttin D7250 $128.08|be paid to the dentists or group $143.00f $133.00] $10.00|must include documentation that a surgical extraction was done per
& that removed the tooth. tooth. May only be charged once per tooth. May not be charged for
procedure)
removal of broken off roots for recently extracted tooth.
Tooth
°° _ p7270 |  $228.05 N/A N/A N/A |N/A
Reimplantation
Tooth
o0 . D7272 $371.80 N/A N/A N/A N/A
Transplantation
. Subject to pre-payment review.
(6] tral Fistul **Not Not
roantratristuia D7260 | . ° Narrative of med necessity Not Listed | Not Listed . ° N/A
Closure Listed . Listed
required.
Primary Closure of **Not Subject to pre-payment review. Not
a sinus D7261 | . Narrative of med necessity Not Listed | Not Listed . N/A
. Listed . Listed
perforation required.
Surgical A
ureical Access an 152780 | $199.92 N/A N/A N/A - |N/A
Unerupted Tooth
Mobilize
Erupt/Malpo D7282 $232.80 N/A N/A N/A |N/A
Tooth
Place devi
. ace device 07283 $224.40 N/A N/A N/A |N/A
impacted tooth
Biopsy of oral Subject to pre-payment review
tissue-hard (bone, [D7285 |  $161.92[>"" PrSEiE) ' N/A N/A N/A  |N/A
Pathology report required.
tooth)
Biopsy of oral Subject to pre-payment review Removing tissue for histologic evaluation. Treatment notes must include
tissue-soft (all  |D7286 $129.13[>"™ pre-paymen : ¢381.00 $381.00] $0.00 1S glc ev : _
others) Pathology report required. documentation and proof that biopsy was sent for evaluation.
Cvtoloay sample Subject to pre-payment review.
¥ ,gy P D7287 *BR|Narrative of med necessity N/A N/A N/A [N/A
collection .
required.
Surgical
repositioning of  |D7290 $200.46 N/A N/A N/A |N/A
teeth
T tal
ranssepta D7291 |  $127.04 N/A N/A M e
Fiberotomy
B h t,
Oone harves D7295 *BR N/A N/A N/A N/A

auto graft proc
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Procedure

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay

Alveoloplasty in Teeth covered: per quadrant (10,
conjunction with 20, 30, 40, LL, LR, UL, UR). One of
extractions - four D7310 $120.28 (D7_310, D7311) per 1 Iifeti.me per $150.00| ¢140.00] $10.00 Substantially_reshaping the bone after an extraction procedure, much
or more teeth or patient per quadrant. Subject to more than minor smoothing of the bone. Reported per quadrant.
tooth spaces, per pre-payment review. Pre-operative
quadrant x-ray(s) required.

Teeth covered: per quadrant (10,
Alveoloplasty in 20, 30, 40, LL, LR, UL, UR). One of
conjunction with (D7310, D7311) per 1 lifetime per
extractions - one D7311 $120.28 patient per quadrant. Minimum of s138.00| 12800 $10.00 Substantially.reshaping the bone after an extraction procedure, much
to three teeth or 1 to 3 teeth or tooth spaces. more than minor smoothing of the bone. Reported per quadrant.
tooth spaces, per Subject to pre-payment review. Pre-
qguadrant operative x-ray(s) and narrative of

med necessity required.
Alveoloplasty not Teeth covered: per quadrant (10,
in conjunction 20, 30, 40, LL, LR, UL, UR). One of
with extractions - (07320, D7321) per 1 lifetime per Substantially reshaping the bone after an extraction procedure
four or more D7320 |  $177.03|patient per quadrant. Subject to $150.00 $140.00| $10.00 IR L R '€ . '

. . correcting anatomical irregularities. Reported per quadrant.
teeth or tooth pre-payment review. Pre-operative
spaces, per x-ray(s) and narrative of med
quadrant necessity required.
Alveoloplasty not Teeth covered: per quadrant (10,
- con_ur:]ctig'n 20, 30, 40, LL, LR, UL, UR). One of
with ethractions (07320, D7321) per 1 lifetime per Substantially reshaping the bone after an extraction procedure
D7321 $177.03|patient per quadrant. Subject to $138.00 $128.00| $10.00 R '€ . 2

one to three teeth . . correcting anatomical irregularities. Reported per quadrant.

pre-payment review. Pre-operative
or tooth spaces, .

x-ray(s) and narrative of med
per quadrant . .

necessity required.
Vestibuloplasty - Teeth covered: Per arch (01, 02, LA,

id t i UA). Subject t = t
ridge extension D7340 $413.40 ) ubjec o.pre paymen . N/A N/A N/A  [N/A
(secondary review. Narrative of med necessity
epithelialization) required.
Vestibuloplasty
Ridge Extension |D7350 $838.78 N/A N/A N/A |N/A
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CROSSWAIK

EALLOWARIF PROCEDIIRES AND EFES

Procedure
Description

Code

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max
Allowable
Fee

DENTAL PROCEDURE
GUIDELINES

Max
Allowabl
e Fee

Program
Payment

Max
Patient
Co-Pay

DENTAL PROCEDURE GUIDELINES

Radical excision -
lesion diameter
upto 1.25cm

D7410

$165.57

Subject to pre-payment review.
Pathology report required.

N/A

N/A

N/A

N/A

Excision of benign
lesion greater
than 1.25 cm

D7411

$245.24

Subject to pre-payment review.
Pathology report required.

N/A

N/A

N/A

N/A

Excision of benign
lesion,
complicated

D7412

$614.53

Subject to pre-payment review.
Pathology report required.

N/A

N/A

N/A

N/A

Excision of
malignant lesion
upto 1.25cm

D7413

$275.95

Subject to pre-payment review.

N/A

N/A

N/A

N/A

Excision of
malignant lesion
greater than 1.25
cm

D7414

$413.93

Subject to pre-payment review.

N/A

N/A

N/A

N/A

Excision of
malignant lesion,
complicated

D7415

$507.66

Subject to pre-payment review.

N/A

N/A

N/A

N/A

Excision of
malignant tumor -
lesion diameter
up to 1.25cm

D7440

$229.10

N/A

N/A

N/A

N/A

Excision of
malignant tumor -
lesion diameter
greater than 1.25
cm

D7441

$442.40

Subject to pre-payment review.
Pathology report required.

N/A

N/A

N/A

N/A

Removal of
odontogenic cyst
or tumor - lesion
diameter up to
1.25cm

D7450

$202.55

N/A

N/A

N/A

N/A
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Procedure
Description

Code

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max
Allowable
Fee

DENTAL PROCEDURE
GUIDELINES

Max

Allowabl

e Fee

Program
Payment

Max
Patient
Co-Pay

DENTAL PROCEDURE GUIDELINES

Removal of
odontogenic cyst
or tumor - lesion
greater than 1.25
cm

D7451

$265.53

N/A

N/A

N/A

N/A

Removal of
nonodontogenic
cyst or tumor -
lesion diameter
upto1.25cm

D7460

$210.88

N/A

N/A

N/A

N/A

Removal of
nonodontogenic
cyst or tumor -
lesion greater
than 1.25cm

D7461

$298.86

N/A

N/A

N/A

N/A

Destruction Lesion
Physical/Chemical

D7465

$160.37

N/A

N/A

N/A

N/A

Removal of
exostosis - per site

D7471

$260.33

Teeth covered: Per arch (01, 02, LA,
UA). Limited to the removal of
exostosis, including the removal of
tori, osseous, tuberosities, and
other osseous protuberances, when
the mass prevents the seating of
denture and does not allow
denture seal.

N/A

N/A

N/A

N/A

Removal of torus
palatinus

D7472

$307.70

N/A

N/A

N/A

N/A

Removal of torus
mandibularis

D7473

$299.90

N/A

N/A

N/A

N/A

Surgical reduction
of osseous
tuberosity

D7485

$277.00

N/A

N/A

N/A

N/A

Radical resection
of mandible with
bone graft

D7490

$3,488.44

N/A

N/A
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CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Procedure
Description

Code

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max
Allowable
Fee

DENTAL PROCEDURE
GUIDELINES

Max
Allowabl
e Fee

Program
Payment

Max
Patient
Co-Pay

DENTAL PROCEDURE GUIDELINES

Incision &
drainage of
abscess - intraoral
soft tissue

D7510

$94.76

Teeth covered: 1-32. One of
(D7510, D7511) per 1 lifetime per
patient per tooth.

$193.00

$183.00

$10.00(Incision through mucosa, including periodontal origins.

Incision &
drainage of
abscess - intraoral
soft tissue -
complicated
(includes drainage
of multiple fascial
spaces)

D7511

$274.35

One of (D7510, D7511) per 1
lifetime per patient per tooth.

N/A

N/A

N/A  |N/A

Incision &
Drainage of
abscess - extraoral
soft tissue

D7520

$161.92

One of (D7520, D7521) per 1
lifetime per patient per tooth.

N/A

N/A

N/A  [N/A

Incision &
drainage of
abscess - extraoral
soft tissue -
complicated
(includes drainage
of multiple fascial
spaces)

D7521

$229.63

One of (D7520, D7521) per 1
lifetime per patient per tooth.

N/A

N/A

N/A  [N/A

Removal of
foreign body from
mucosa, skin, or
subcutaneous
alveolar tissue

D7530

$146.31

N/A

N/A

N/A  |N/A
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Procedure
Description

Code

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max
Allowable
Fee

DENTAL PROCEDURE
GUIDELINES

Max
Allowabl
e Fee

Program
Payment

Max
Patient
Co-Pay

DENTAL PROCEDURE GUIDELINES

Removal of
reaction-
producing foreign
bodies,
musculoskeletal
system

D7540

$301.96

N/A N/A

N/A

N/A

Partial
ostectomy/Seques
trectomy for
removal of non-
vital bone

D7550

$215.04

Teeth covered: Per quadrant (10,
20, 30, 40, LL, LR, UL, UR)

N/A N/A

N/A

N/A

Maxillary
sinusotomy for
removal of tooth
fragment or
foreign body

D7560

$471.72

N/A N/A

N/A

N/A

Maxilla - open
reduction

D7610

$1,773.38

N/A N/A

N/A

N/A

Makxilla - closed
reduction

D7620

$1,403.71

N/A N/A

N/A

N/A

Mandible - open
reduction

D7630

$1,774.93

N/A N/A

N/A

N/A

Mandible - closed
reduction

D7640

$1,370.38

N/A N/A

N/A

N/A

Malar and/or
zygomatic arch-
open reduction

D7650

$1,595.83

N/A N/A

N/A

N/A

Malar and/or
zygomatic arch-
closed

D7660

$1,313.11

N/A N/A

N/A

N/A

Alveolus
stabilization of
teeth, closed
reduction
splinting

D7670

$561.79

N/A N/A

N/A

N/A

Alveolus - open
reduction, may
include
stabilization of
teeth

D7671

$744.94

N/A N/A
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Procedure
Description

Code

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max
Allowable
Fee

DENTAL PROCEDURE
GUIDELINES

Max
Allowabl
e Fee

Program
Payment

Max
Patient
Co-Pay

DENTAL PROCEDURE GUIDELINES

Facial bones -
complicated
reduction with
fixation and
multiple surgical
approaches

D7680

$2,659.56

N/A

N/A

N/A

N/A

Maxilla - open
reduction

D7710

$1,848.87

N/A

N/A

N/A

N/A

Maxilla - closed
reduction

D7720

$1,381.85

N/A

N/A

N/A

N/A

Mandible - open
reduction

D7730

$1,958.74

N/A

N/A

N/A

N/A

Mandible - closed
reduction

D7740

$1,475.55

N/A

N/A

N/A

N/A

Malar and/or
zygomatic arch-
open reduction

D7750

$1,685.91

N/A

N/A

N/A

N/A

Malar and/or
zygomatic arch-
closed reduction

D7760

$1,954.06

N/A

N/A

N/A

N/A

Alveolus,
stabilization of
teeth, open
reduction
splinting

D7770

$1,101.72

N/A

N/A

N/A

N/A

Alveolus, closed
reduction
stabilization of
teeth

D7771

$1,055.35

N/A

N/A

N/A

N/A

Facial bones -
complicated
reduction with
fixation and
multiple surgical
approaches

D7780

$3,294.24

N/A

N/A

N/A

N/A

Open reduction of
dislocation

D7810

$1,736.93

N/A 36 ONAs

N/A
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LDOCCI\AIALYK

LALLOWVWADIE DDAOCENIIDEC ANN LCEEC

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max

Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay

Closed reducti

Osed reauction 12600 | $234.31 N/A N/A N/A |N/A
of dislocation
Manipulation

i D7830 $311.87 N/A N/A N/A N/A

under anesthesia
Condylectomy D7840 $2,186.79 N/A N/A N/A [N/A
Surgical
di t 3

iseectomy D7850 | $3,404.33 N/A N/A N/A  |N/A
with/without
implant
Disc repair D7852 $2,307.58 N/A N/A N/A N/A
Synovectomy D7854 $2,142.90 N/A N/A N/A  [N/A
Myotomy D7856 $1,441.19 N/A N/A N/A N/A
Joint , D7858 *BR N/A N/A N/A |N/A
reconstruction
Arthrotomy D7860 *BR N/A N/A N/A N/A
Artoplasty D7865 *BR N/A N/A N/A  [N/A
Arthrocentesis D7870 $167.66 N/A N/A N/A [N/A
Non-arth i

ON-arthroscopic | a1 *BR N/A N/A N/A [N/A
lysis and lavage
Arthroscopy
diagnosis with or |[D7872 *BR N/A N/A N/A [N/A
without biopsy
Arthroscopy-
surgical: lavage & [D7873 *BR N/A N/A N/A  |[N/A
lysis of adhesions
Arthroscopy-

ical: di
Sl e D7874 *BR N/A N/A N/A |N/A
Repositioning and
stabilization
Arthroscopy-
surgical D7875 *BR N/A N/A N/A  [N/A
synovectomy
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Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Arthroscopy-
surgical D7876 *BR N/A N/A N/A N/A
discectomy
Arthroscopy-
surgical D7877 *BR N/A N/A N/A N/A
de*BRidement
Occlusal Orthoti
cclusal Orthotic |o0on | ¢as7.98 N/A N/A N/A |N/A
Device
ified TMD
- VEESiiE D7899 *BR N/A N/A N/A [N/A
therapy, by report
Suture small
woundsupto5 |D7910 $122.87 N/A N/A N/A |N/A
cm
i
Complicated D7911 $230.62 N/A N/A N/A  [N/A
sutureupto5cm
| -
Complex suture - | g5 $369.80 N/A N/A N/A |N/A
greater than 5 cm
Skin graft (identify
defect d
crect covered, 2920 | $992.38 N/A N/A N/A  [N/A
location and type
of graft)
Osteplasty
Orthognathic D7940 $1,503.15 N/A N/A N/A  [N/A
Deformities
Osteot
SEOtOMY  Ing941 | $3,864.88 N/A N/A N/A |N/A
Mandibular Rami
Osteotomy
Mandibular Rami |D7943 $3,557.18 N/A N/A N/A N/A
w/ Bone Graft
Bone cutting
D7944 *BR N/A N/A N/A N/A
segmented
Osteot Bod
SLEOtomy BOAY nao45 | $4,505.75 N/A N/A N/A |N/A
Mandible
LeFort | Maxill
erorttMaxiia 7946 | $3,441.07 N/A  [N/A

Total

N/A 38 oNAs




LDOCC\ALALLL

L ALLOVAIADIL L DDACCNDILIDEC ARND CCLC

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program )
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
LeFort | Maxill
erort I VIaXtia 7947 | ¢3,581.11 N/A N/A N/A - [N/A
Segmented
LeFort IlI/LeFortlll
elrant Lo an D7948 $4,081.49 N/A N/A N/A N/A
w/o Bone Graft
LeFort IlI/LeFortlll
lrant L2 e D7949 $4,595.38 N/A N/A N/A N/A
w/ Bone Graft
Osseous,
osteoperiosteal,
or cartilage graft
f th dibl
oTthe mandibie oM 2950 | $1,309.12 N/A N/A N/A - |N/A
maxilla -
autogenous or
nonautogenous,
by report
Si b
INUS AUE WDONE 1 pogs1 | $1,154.83 N/A N/A N/A [N/A
or bone sub
Repair of
illofacial sof
maxifioracia S,Ot D7955 $2,216.26 N/A N/A N/A N/A
and/or hard tissue
defect
Frenulectomy/fre
D7960 $184.83 N/A N/A N/A N/A
nectomy
Frenuloplasty D7963 $208.26 N/A N/A N/A |N/A
Excision of Teeth covered: Per arch (01, 02, LA,
hyperplastic tissue|D7970 $208.26|UA). One of (D7970) per 1 lifetime N/A N/A N/A |N/A
- per arch per patient per arch.
Excision of Teeth covered: 1-32. One of
pericoronal D7971 $97.36|(D7971) per 1 lifetime per patient N/A N/A N/A |N/A
gingiva per tooth.
Surgical reduction
of fi*BRous D7972 $303.03 N/A N/A N/A N/A
tuberosity
Sialolithotomy D7980 $340.96 N/A _N/A N/A |N/A
o} Ul 40




Procedure
Description

Code

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max
Allowable
Fee

DENTAL PROCEDURE
GUIDELINES

Max

Allowabl

e Fee

Program
Payment

Max
Patient
Co-Pay

DENTAL PROCEDURE GUIDELINES

Excision of
salivary gland, by
report

D7981

*BR

N/A

N/A

N/A

N/A

Sialodochoplasty

D7982

$699.77

N/A

N/A

N/A

N/A

Closure of salivary
fistula

D7983

$508.70

N/A

N/A

N/A

N/A

Emergency
tracheotomy

D7990

$526.92

N/A

N/A

N/A

N/A

Coronoidectomy

D7991

*BR

N/A

N/A

N/A

N/A

Synthetic Graft
Mandible/Facial
Bones

D7995

*BR

N/A

N/A

N/A

N/A

Implant Mandible
Augmentation
Purposes

D7996

*BR

N/A

N/A

N/A

N/A

Appliance removal
(not by dentist
who placed
appliance),
includes removal
of archbar

D7997

**Not
Listed

Narrative of medical necessity
required. PAR

N/A

Unspecified oral
surgery
procedure, by
report

D7999

*BR

Narrative of medical necessity
required. PAR

N/A

N/A

N/A

N/A

Interceptive Ortho
Primary Dentition

D8050

$950.00

N/A

N/A

N/A

N/A

Interceptive Ortho
Transition
Dentition

D8060

$1,116.81

N/A

N/A

N/A

N/A

Comprehen Ortho
Transition
Dentition

D8070

$2,481.16

N/A

N/A

N/A




CROCC\NALK

EALILOWARIE DROCEDIIDEC AND EEECQ

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure Max Max Max
Description Code DENTAL PROCEDURE Program :
Allowable Allowabl Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Comprehen Ortho
Adolescent D8080 $2,791.31 N/A N/A N/A |N/A
Dentition
C hen Orth
omprenen Prtho1ne090 | $3,101.45 N/A N/A N/A |N/A
Adult Dentition
Removable
. D8210 $364.45 N/A N/A N/A N/A
Appliance Therapy
Fi Appli
ixed Appliance 1000 | $416.53 N/A N/A N/A  |N/A
Therapy
Pre-Orthodonti
reorthodontic neeeo | $130.17 N/A N/A N/A  |N/A
Treatment
Repair of
Orthodontic D8691 $160.20 N/A N/A N/A N/A
Appliance
Replacement of
lost or *Broken D8692 $137.46 N/A N/A N/A [N/A
retainer
R
ebond/cement/r | 0 03 $99.44 N/A N/A N/A  [N/A
epair retain
Unspec
h .
orthodontic D8999 *BR N/A N/A N/A [N/A
procedure by
report
ADJUNCTIVE GENERAL SERVICES
Emergency treatment to alleviate pain/discomfort. This code should not
Palliative be used for file claims for writing or calling in a prescription to the
(emergency) pharmacy or to address situations that arise during multi-visit treatments
treatment of D9110 $49.46 $61.00 $36.00| $25.00|covered by a single fee such as surgical or endodontic treatment. Report
dental pain - per visit, no procedure. Frequency: Limit 1 time per fiscal yr. May not be
minor procedure charged as an encounter fee. maintain documentation that specifies
problem and treatment.
Deep
sedation/general
D9220 $186.08 N/A N/A N/A

anesthesia - first
30 minutes
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Procedure
Description

Code

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Max
Allowable
Fee

DENTAL PROCEDURE
GUIDELINES

Max
Allowabl
e Fee

Program
Payment

Max
Patient
Co-Pay

DENTAL PROCEDURE GUIDELINES

Deep
sedation/general
anesthesia - each
additional 15
minutes

D9221

$80.59

N/A

N/A

N/A

Analgesia

D9230

$29.16

N/A

N/A

N/A

Intravenous
conscious
sedation/analgesi
a - first 30
Minutes

D9241

$186.08

N/A

N/A

N/A

Intravenous
conscious
sedation/analgesi
a - each additional
15 Minutes

D9242

$80.59

N/A

N/A

N/A

Non-Intravenous
Conscious
Sedation

D9248

$130.17

N/A

N/A

N/A

Consultation -
diagnostic service
provided by
dentist or
physician other
than requesting
dentist or
physician

D9310

$38.01

N/A

N/A

N/A

House/extended
care facility call

D9410

$91.11

N/A

N/A

N/A

Hospital or
ambulatory
surgical center call

D9420

$104.14

N/A

N/A

N/A

Application
Desensitizing
Resin

D9911

$32.29

N/A

N/A

N/A

Occlusal guard, by
report

D9940

$247.84

N/A 4

2 ONMS

N/A




CROSSWALK OF ALLOWABLE PROCEDURES AND FEES

Medicaid (DentaQuest)

OAP Dental Asst Program (DPHE)

Procedure e Max Max Max
inti DENTAL PROCEDURE Program
Description Allowable Allowabl & Patient DENTAL PROCEDURE GUIDELINES
GUIDELINES Payment
Fee e Fee Co-Pay
Occlusal
Adjustment D9951 $72.39 N/A N/A N/A
Limited
Occlusal
Adjustment D9952 $205.74 N/A N/A N/A
Complete
Odontoplasty 1-2 | 5079 $68.72 N/A N/A N/A
Teeth
Unspecified
adjunctive D9999 *BR N/A N/A N/A

procedure, by
report

*BR -
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