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10. Dental Services 

Refer to Attachment 3. I-A. Item 4.b. (16) for information regarding dental services for EPSDT eligible 
children under age 21. 

Dental services are available for Medicaid beneficiaries age 21 and over but most are b~nefit limited. 
Specific benefit limits and prior authorization requirements for beneficiaries age 21" and over are 
detailed in the Dental Provider Manual. 

There is an annual benefit limit of $500 for dental services for adults. Extractions are excluded from 
the annual limit. 
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12.	 Prescribed drugs, dentures and prosthetic devices: and eyeglasses prescribed by a physician skilled in diseases 
of the eye or by an optometrist (Continued) 

b.	 Dentures 

Refer to Attachment 3.I-A, Item 4.b (7) for coverage ofdentures for Child Health Services (EPSDT) 
recipients. 

Dentures are available for eligible Medicaid beneficiarieS age 21 and over, but 'are benefit 
limited. Specific benefit limits and prior authorization requirements for beneficiaries age 21 
and over are detailed in the Dental Provider Manual. 

Dentures are excluded from the annual limit but are limited to one set per lifetime. 

c.	 Prosthetic Devices 

(I)	 Eye Prostheses - Refer to Attachment 3.I-A, item 4.b.( II). 

(2)	 Hearing Aids, Accessories and Repairs - Refer to Attachment 3.I-A, Item 4.b.( )0). 

(3)	 Pacemakers and internal surgical prostheses when supported by invoice. 

Parenteral hyperalimentation services, including fluids, supplies and equipment.(4)	 a. 
when provided	 in the recipient's home. Home does include a nursing f~cility (~F) 
and intermediate care facility for the mentally retarded (ICF-MR). Service requires 

prior authorization. 

Enteral nutrition services. including Jluids. supplies and equipment, when providedb. 
in the recipient's home. Home does not include a nursing facili~" (N~) ~r 
intermediate care facility for the mentally retarded (ICF-MR) because thlsservlce IS 

included and reimbursed as an NF and ICF-MR benefit as described in Attachment 
3.I-A. Item 4.a.	 Service requires prior authorization. 
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10. Dental Services 

Dental services are available for Medicaid beneficiaries age 21 and over but most are benefit limited. 
Specific benefit limits and prior authorization requirements for beneficiaries age 21 and over are 
detailed in the Dental Provider Manual. 

There is an annual benefit limit of $500 for dentalsenrices for adults. Extractions are excluded from 
the annual limit. 

Refer to Attachment 3.1 -B, Item 4.b. (16) for infonnation regarding dental services for EPSDT eligible 
children under age 21. 
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12. 
Pfrejs,cribc>d dr~gs. dentures a~d Prosth~tic devices; and eyeglasses prescribed by a physician skilled in diseases 
o ,le eye or uy an optometrist (ContIllLJed) 

a. Prescribed Drugs (continued) 

Prior autl~ori~ati?n will be established for certain drug classes, particular drugs or medically 
accepted IIld Icatlon for uses and doses. 

T'~~ st~te will. appoint ~ Ph~rmacelltical and Therapeutic Committee or utilize 'the drug 
utlhzatlon review committee III accordance with Federal law. 

~hen a pharmacist receives a prescription for a brand or trade name drug, and dispenses an 
mJlovator multisource drug that is subject to the Federal Upper Limits (FULs), the innovator 
multisource drug must be priced at or below the FUL or the prescription hand ari~notated by 
the prescriber "Brand Medically Necessary". Only innovator multisource drugs that are 
subject to the Federal Upper Limit at 42 CFR 447.332(a) and dispensed on or after July I, 
199 I, are subject to the provisions of Section 1903(i)( IO)(B) of the Social Security Act. 

For drugs listed on the Arkansas Medicaid Generic Upper Limit List, the upper limit price 
will not apply if the prescribing physician certifies in writing that a brand name drug is 
medically necessary. 

The Arkansas Medicaid Generic Upper Limit List is comprised ofState generic upper limits 
on specific multisource drug products and CMS identified generic upper limits on multisource 
drug products. 

b. Dentures 

Refer to Attachment 3.1-8 Item 4.b(7) tor coverage of dentures for Child Health Services (EPSDT) 
recipients. 

Dentures are available for eligible Medicaid beneficiaries age 2 J and over, but are benefit 
limited. Specific benefit limits and prior authorization requirements for beneficiaries age 21 
and over are detailed in the Dental Provider Manual. 

Dentures are excluded from the annual limit but are limited to one set per lifetime. 
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TO: Arkansas Medicaid Health Care Providers - Dental 
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SUBJECT: Provider Manual Upda~e Transmittal # 121 

REMOVE INSERT 
Section Date Section. Date 

203.000 7-1-09 

211.000 10-13-03 211.000 7-1-09 

212.000 10~13-03 212.000 7-1-09 

216.100 3-1-07 216.100 7-1-09 

216.200 7-1-06 216.200 7-1-09 

217.100 7-1-06 217.100 7-1-09 

217.200 10-13-03 217.200 7-1-09 

218.000 10-13-03 218.000 7-1-09 

218.100 7-1-09 

219.100 10-13-03 219.100 7-1-09 

2~9.200 10-13-03 219.200 7-1-09 

220.000 10-13-03 220.000 7-1-09 

221.000 10-13-03 221.000 7-1-09 

222.000 10-13-03 222.000 7-1-09 

223.000 4-1-05 223.000 7-1-09 

224.000 ' 5-1-06 224.000 7-1-09 

225.100 10-13-03 225.100 7-1-09 

225.200 10-13-03 225.200·, 7-1-09 

225.300 10-13-03 225.300 7-1-09 

226.000 9-1-05 226.000 7-1-09 

227.000 10-13-03 227.000 7-1-09 

228.000 10-13-03 228.000 7-1~09 

228.100 10-13-03 228.100 7-1-09 

228.200 10-13-03 228.200 7-109 
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REMOVE 
INSERTSection Date Section229.000 Da1e5-1-06 229.000 7-1--09262.200 5,.1-06 2022UO 7-1 ~09262.500 5-1-06 262.500 7:''1-09 

ExplanatiQR of Updates 

Note: Effective for dates of service on and after J I 1 2009 . 
covered for Medicaid eligible benet'·· 2 u y, , dental pr:ocedures will be 
f . . IClanes age 1 and over. However there is a benefit r ·t 
a~ec;1v:~~d servlc:s of $~OO.OO per state fiscal year (July 1·through J~ne 30) for benefici~~~s 

t 
$5·00 00 b oVf~tr,.. .X fractions and complete and partial dentures are excluded from the 

. ene I Imlt or adults~ . 

Section ~03.000 h~~ .been created to advise dental providers to submit a vendor performance report 
that ?etalls t~e .actlvltle~ of the dental equipmenlprovider to the Division-ot-Medical Services' 
Medical Assistance Unit. 

S~ction~ 21 ~ .0.00 and 212.000 have been included to advise that the Arkansas Medicaid program 
Will provide limited coverage of dental services for beneficiaries age 21-and-over. . 

Section ~1 ~.1. 00 has been i~c1uded. to revise t.he title ?f the section to-!!Gomplete-Series Radiographs 
for ,Beneflcla.nes of All Ages. Text In the section advIses that benefit extensions for a complete 
senes of radiographs are covered for beneficiaries under age 21 onlY: 

Section 216.200 has been included to revise the title of the section to "Bitewing Radiographs". Text 
in the section advises that bitewings are covered for all ages; however, there are limitations to 
coverage for beneficiaries age 21 and over. 

Section 217.100 has been included to advise of the different coverage for beneficiaries under age 21 
and for those ages 21 and older. Minor text changes have been included that do not affect policy. 

Section 217.200 has been included to advise that dental sealants are not covered for beneficiaries 
age 21 and over. Minor text changes have been included that do not affect policy. 

Section 218.000 has been included to advise that space maintainers are not cover.edJor 
beneficiaries age 21 and older. Minor textchanges have been included that do not affect policy. 

Section 218.100 has been created to advise that diagnostic casts (dental molds) are covered for 
beneficiaries of all ages; however, there is a benefit limit for beneficiaries age 21 and over. 

.Section 2"1-9".100 has been included to advise that amalgam restorations are provided to 
beneficiaries of all ages. Minor text changes have been included that do not affect policy. 

Section 219.200 has been included to emphas.ize that a posterior composite reimbursement will be
 
given at the amalgam reimbursement rate for beneficiaries of all ages. Minor text changes have
 
been included that do not affect policy.
 

Section 220.000 has been included to advise that crowns are covered for individuals of all ages.
 
Clarification has been added to advise that porcelain to metal crowns will be provided in unusual
 
circumstances only to beneficiaries under age 21. Minor text changes have been included that do
 
not affect policy.
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SeGtiQR-2-2~-.000 ha.s~-een included,to advise that pulpotomies and endodontic therapy are not 
covered.fof_b~eneficlal1es_ag~L2J_..:~nd_ove~r:_~eontactinformationinc/uded~in::1be__s¥stem link_foundJn 
tAe-~e€tlon has been updated. Minor text changes have been made that do not affect policy. 

Sectl~~ 2~2.000 has~beren included to advise that periodontal proceuures are covered for 
benef~clane~ of _~ll ages,::-Gbsolete iflferm-ation-has-been removed and minor text-changes have
been Includedlnat do Ii-draffect policy. , 

Secti~n. 2~3.000 has been included to advise that full and acrylic partial de~tures are covered for 
BefleflCJ~neS of all ages; however,there arelimitations-on c0vefa§e for beneficiaries age-21 and 
over. MJnor·te~<t changes=have-been-indtlded-that do-not:affect poHcy. . 

Section 224.000 has been revised to include the limitations for adjustments and relines for dentures
for beneficiaries age 21 and over. _; 

Sections 225.100, 225.200 and 225.300 have been included to refer providers to sections 262.100 
and-262.200 for-information for covered procedure codes-for-beneficiaries under-age 21 and for 
beneficiaries age 21 and over. 

Section 226.000 has-been included to-adv~se that orthodontic treatmer:lt is not covered for 
beneficiaries age 21 and older. Minor text changes'have been included that do not affect policy. 

Seetion 227-.-000; has been included to refer providers to sectioAs-26-2; 100 and 262.200 for 
information for co.vered procedure cndesfor beneficiar:ies-under age-2j andJor beneficiaries age 21 
and over. 

Section 228.000 has been included to advise that general anesthesia, nitrous oxide, and non~
 
intravenous conscious sedation is not covered for beneficiaries age 21 and over. Text changes
 
have been made to refer providers to sections 262.100 and 262.200 for information for covered
 
procedure codes for beneficiaries under age 21 and for beneficiaries age 21 and over.
 

Section 228.100 has been included to refer providers to sections 262.100 and 262.200 for 
information for covered procedure codes for beneficiaries under age 21 and for beneficiaries age 21 
and over. 

Section 228.200.has beer:1 included to advise thatgener:al anesthesia, -r:1itrous oxide, and non

intravenous conscious sedation is not covered for beneficiaries a§e 21 and over. Text changes
 
have been made to refer pro_viGJers to sections 262.100 and 262.200 for information for covered
 
procedure codes for~beneficiaries-under age 21 and for beneficiaries age-2-1-and over.
 

Section 229.000 has been included to advise that effective for dates of service on and after July 1, 
2009, adult dental services are covered by Arkansas Medicaid. Included in the section are covered 
and non-covered services for beneficiaries age 21 and over. 

Section '262.2'00 has been included to update the information in the section. The list found in the 
- section has been revised to include a column titled "Benefit Limits". Several procedure codes have 
been added to the list of codes that will be covered by Arkansas Medicaid for beneficiaries age 21 
and older. 

Section 262.500 has been included to revise information regarding certain procedure codes, and to 
delete obsolete information from the section.
 

Paper versions of this update transmittal have updated pages atta.ched to file in your provider .
 
manual. See Section I for instructions on updating the paper version of the manual. For electrOnic
 
versions,' these changes have already been incorporated. '
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If you need this material in an alternative format, such as large.printLplease contact our Americans 
with Disabilities~cfCoordinator at-~501) 682...8323 (Local); 1-800-482~5B5n,-extension 2-8323 (TolI-
Free) or to obtain access to the numbers throl:lghvoiceletay~1~·80e~87-7=8~J7-3i-l-rY-Hearing , 

. hiipaire-d)~ 

If you have questions-regarding this transmittal,-please contact the EDS Provider Assistance-Centtfr 
aC1-BOO-457-4454 (Toll-Free) withrn"Arkansas orlocalIy andc..OuF6f:State-arr5:Errr376~2Z1"1'-:- --- 

Arkansas Medicaid provider manuals (including update transmittals), official notices and remittance 
ad)lice-{JM) messages are-ava ilaele-f0r-El0wnleaEliR@-f-rom-tt-Je-Afka-l'"lsa5-0-MegiGaig-websit~: 

-www.medicaid.sta.te..a~.us.
 

Thank you for your participation in the Arkansas Medicaid Program.
 



Dental 
-Section II 

TOC required 

203.000 Mpn,toring PerformanceofJbe,DenlaLEqUipm~nt=Supplier: 7-1-09 

--+.Ae~fk-aRSaS=ty1e{jiGa-ia~PFogram~sesa .. slngl~d~Rta~=latmTalory~elet~u~nr0a§h'~~cofnlJetjtive 
bid process t,o .. fHrnish dent~res.for .eligible MediGC3ig=geAefiGiaFies-:a~e-2~1-a~d over..The 
MedicaidProgram'sMedi{;;G)LAssistance~-rnt-dependson dental pr()viders toassistin mOnitoring 
tt:1e-J;)e~Q[IRaf=lGe~AAe-~QRtraGtobbQtb=ir:l=GJbJality~o_Lproduct and timeliness ofaeliv-eJ¥. "The . 
follqwtng pr()~~qur~~_Q1pst beJolloweej: . 

A. ":\<Jh~ ··.Medi~afAs-~istC36Cellnit~WJ3Jc~~nie_~~_P1lsitiveahdnegativ~-f6mrrierlts'1egarding_ the 
~ent,al J~bC?r~t9r}"s performapce:iAII-commenJs~r~_g~rdin-g th~,dental .• laqoratQrY~s 
performance 'must be made bntheVendor-p-erfer-m'ance Report:.View or print the J 

Vendor Performance Report.- The provider wiHcompletethe ,Vendor Performance Report 
atarlY tim~_9.ben~ficiary y~rballye)(pr~s~es.dis~atisfactiqnwitht1is orher dentures. ' 

B. :Vendo~·.e~rf6rmance·Reportssh6Lild-5emajl~d to ...theDivision.o(Medical ~ervices, 
MedicalAssistanc~Unit.: View or print the Division of Medical Services. Medical 
Assistance Unit contact information. 

C.,·~':the i\J1edical-'AssistanGe-l~.Jr:litT~P0B~reG~J~t4>tth~'VendorpeHql·man.c~Re~)O~~\VHllogand 
iQy~~tiga!~Jt]~;~~{)mplaJnt..- , 

b~ '-;;:?ACopy:,Q,f,16ef~p{)rl'-isj<~pI9d,fil~_~.nef'maYbea~factQ ri,na~~f4irjg }ut~,.e~GQ8tra~ts:' 
foaSsi~fthe.MedicafAssistahce'Unitinjnvestig~tingJbe,-rep()rt,jheJ{)JI{)\Ning-9uid~lines. are 
su.gge~t~_cJ."Yh~tl.sy~~itting a.·V~ndorPerforrn,C3nqe.Repor't:' 

A~;·,~~-SAgen_cY-'~b~~9~r~~,s.:-,~nt~Lcj~n~al pr{)vi~~i;.agehcYrtatn~,'a~dr~s?,~nd·pf:1()penlJD1.ber 

B.··.·..··,,\:Vend6rana'address~enter·.nameand·address ofdentai laboratory 
- ." ~:' : , " "••... -", .-'.. -".. ." •.:.. .,..' "- - .'. .: - :.' .. :" ~._ - . '. '--- - . '- •. ,- •.•.•• ". • ..• ' '" -. • - •.. ,~, ", _c, ". ". • (..• 

C>-:'·lndudeJH~(j~te,'t.h~p.~ti~h(~a·s"~xamined·~n_~)h~:cj,9~eJtl~;cfClirn_:~_65:f_pres.9rlpfi'C:>6wer~ 
"'$0qr'f1,H1~d 

tf'~: .•. fn#lcate';the':datE;iheae6fuH3's'wefe-denvered_~-
E.;O~scribe~i>~cifiCprObJemS, e.g., J)oorqua.lity (e?<plainindel<lil),failllrllto d~livllr inatimely 

, ,r.n9r:trJ~r".~Q~Pth():riz~ejs~t>~titLJti9q!-etq.: 
F. ',' .•~ <:GiY~rl~me,~ndJDhuJ11bs(pfJh~,f\I1e~icai##~Be'fici,ary-

G~'.'-"~'lfthepiO'Jid ei's:st~ffhas·pre"iOUSIY. cont~Cted. the ·dental.l,a~)~b{)~t :a'problem, note' the' 
-date-?fcontact,thenameoftheperson who made the contact and the name ofthe 
pers{)_nSge)n~Clc;ted~,JnclugeClnyper:tinel)tinformc:Jtionr~lated Jo~thec9nta~t. 

C~pies{)fth.e:\l~nd()r_:~erlorrnahceR~poh ma~ib~.•6btained.,by"calling 'theQivislon Of _Medica i 
$eryig¢s, M~9!9,ClI..AssistCl6c~ pQit. 

210.000 PROGRAM COVERAGE _ 

211.000 Introduction 7-1-09 

The Arkansas Medicaid Program covers dental services for Medicaid-eligible recipients .u~der 

the age of 21 years through' the Child Health Services (EPSDT) Program and also has limited 
coverage of services for individuals age 21 and older. 

7-1-09212.000 Summary of Coverage 
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Section II 

T~e-8en~~I-Pr-eg~am COV~fs-~n .a'r~aY6f~Ommof1-aental.pr~c:e(rUreSfOr~il'rdiViaual~Lof 9" ages.

Ho~e\ler,Jhe~eare Spe~lflCJJ~lta~ons fOr~()v~Fclge forIndlvldual~ age 21 and over: . .. .
 

--~ffe~ti~~t~r.-9ates-of S~~ic~·on. and~afte~JuIY1,2009,'de~tal procedures wiII' be covered'for 
-ry1e:~~.9~IA,,;eIIQlb.!£tJl~:~~J~p~~r:rEr~=~9!ff~C3nd-,?~~r.,H0Y'evElr;==tbe.reJ~ a benefit .. IimitforcoveFe~ 
serv,c~s,of~~Q98°.eer,~tClte,fi~faIY,ea~ ..·30).forp.eneficianesage21:·~nd.. (J~y,ctJJlr9ugh.Juhe 
?ye... r~~·.f:)(tr.;actl()J"l_~Cl"P ,c:orllPI~!~Cl':ldpa'1iClJ (jeJ~t~ resc!Jre-excluae'9JrQr:n tne.$500.00 benefit limit."lora€lults.	 . . .. ' . ' , 

M~~icakj..~~nta,l ..~r()c~d~r~c,~d~§».ar~.li~t~~.i~, .. ~~~!iO~26?: 1~.0 fof·~.~~~fiGiiirl~~ ..• ··un~e(age,:':2j: 
p.r9Gedur,e9qq~.~for.lJ"ldJ\JlqLJ91~.Clg~?JClnd, oy~r.a.reli.st€}9ins~cti0f1?6??99' ~§Clch~~9tiohlists 
-the-'proc~dure ~90es- covereB ,-~rie)rauthoA~~!j0rtr€~~ire~ept~. aJ"l~,t~ell~cessity-of--su~l11itting-,+ 

-}(~ray-s~wlth-HrErtre-atmentp1an~·qti~1J~f3-g::=2f)~;9,I~Q-'js·t~.. th~~pr~~ ..~dl.lr~~e~~s-Jhat~aF~ie~nefit--
~@	 . 

216.100 Complete Series Radiographs fo. rBenefic:iaries ofA..I.·.·. 1.- Ag~.s. '	 7-1-09 
•• "•• " ' .. :.~ '. .~ '., •• ' .", ".. • .' • • - ~. '. " <. •••••, •• 

A complete series of intraoral radiographs is allowable for.b~hefiGiClrie~9tallj:lg~sonly once 
every fiveye9rs.~nylim,it~ mayb~exceeded based on medical necessity (e.g., traumatic 
accide·nt)-f9LbE3.'1~ngiClries-tJnder~~ge:?1. 

A.	 A complete series must include 10 to 18·intraQral films, including bitewings or a panoramic 
film including bitewings. Two bitewings are covered-when a panoramic X-ray is taken on 

-tfle same date-:

B. --a-iily one complete serieS-iS-covered. A complete series m'ay-be-:

1.	 Intraoral, including bitewings, or 

2.	 Panoramic, including bitewings. 

C.	 When an emergency extraction is done on the daya complete series is taken, no
 
additional X-rays will be covered.
 

D.	 Prior authorization (PA) is required for panoramic radiographs of children under ag~ 
six. 

E.	 When referrals are made, the-~atient's X-rays.must be sent to the specialist. 

F.	 For instructions when billing for a complete-series, see s'e'ction 262.400. 

216.200 Bitewing Radiographs	 7-1-09 

Bit~wlng>raai6g·raphs··.·~.r~':coverea.·.f()rbe6eficlaries;-Of'all··.ages·~. '. Th~re."~·re·.d.iff~rent·'lirnit~.ti6h~ ·of•.	 .••.
~Qy,~r,?g~JO'i:PE}neflgi9ries. lJr1der·ag~ ..·?J.t:n,d,Jor~ttlos~~b~neflgia ~ie~.ag~21cu'ld o~der~; 

The EPSDT periodic screening exam must include two bitewing films that cover the distal of the 
cuspids to the distal of the most posterior tooth. 

The EPSDT periodic screeninge)(~~rTl~stinciudeonly two bitewings and is allowed every six 
(6) months plus one (1) day for beo~fi>ciarie~ under age 21. See Section 262.100 for the
 
appropriate procedure code.
 

TV\I~bjte'wing filmsar~··allowe~,On·~.·.perstate' fiscal' year (July...1 .through··.June 30). for
 
p~r1~ficiClrie~age21Clnd()ver.See~ection262~20q,fo~ appropriate procedure cod~s.
 

7-1-09217.100 Dental Prophylaxis and Fluoride Treatment 

Dental prophylaxis and a fluoride treatment are preventive treatments covered by Medicaid. 
Prophylaxis and fluoride treatments are each covered everysix (6) months plus one (1) day for 

/ 



Dental 

Section II 

l5enefici~'ries unaerag-eIf-lf-f-tJrther treatment is needed due to severe--periodontal problems 
the provIdermust request prior authorization with a brief narrative. , " 

ProPhY~~~iS _and fl~~d~eke~alments areeach coveree-0ASe-f3ei-:-state fiscal year (Jul-y-1~tA-f0H -h--~~~-- ~ 
June 30}J(Jr--=beneflclanes age-2j~ncL-o~er~_ ' ,§
 

-cMediGaia-s0es not-feimBUrs~ for nitrous oxide for examinations, fluorides, oral prophylaxis and
 
sealants unless other procedures are performed at the-same time.
 

A provider may generally perform' the following procedures witholitpriorauthorization:
 

A. periodic EPSDT screening exam (for'bemefidaries under age 21 ) 

B. prophylaxis and fluoride 

C: perra-pical X-rays, amalgam-composite restorations~(except four or more surfaces) 

D. pUI~otomi~s for deciduous teeth (Pulpotomies are not a covered servicefor beneficiaries 
age21 and ov~~.) , , ' 

E. chrome crowns on deciduous teeth
 

See sections 262.100 a'nd262.20d: for applicable codes.
 

-2-1-7.200 Dental Sealants 7-1-09 

Dental-sealants const-itltte preventive treatments available for eligible berle'ficiarie~ under age 21. 
Coverage is onc,e_QeLlifetime for 1st and 2n(tQ~rmanent molars only." , , ~', 

benlal)se,alants::are"nol cdveredfo(.benefidaries'age21'aridov,er.' 
; '.-, 

218.000 Space Maintainers 7-1-09 

Space maintainers are covered for b~n~fiCi9ri,es under age 21 and require prior authorization. X

rays must be submitted with the request for prior authorization. When submitting a treatment
 
J=)1-aA-0f-ciaim for space maintainers, identify the missing tooth in the tooth column on the ADA
 
claim form and submit the X-ray to show the tooth for which the space is maintained. See
 
SeGtion 262.100 for applicable procedure codes. 

,~p~ce~rn~lqlaip~f~ ',~te.n9t_cq\'~i~~Jor,b,eh~fi~Iarie~.~9~"4-1~afl~~f)ver. 

7-1-09 

-Dici'Qf-lostic' ca'sts~(de'ntal mol~s)'are:cov~n3d for benefid~rJesofall ag~s ;h6wever,: theJ:fLar:e_ 
ben~nt.lirnits for beneficiaries~ge21,and(~ver.. ;ForrJ19re_irlfor~ationreg~rding diagrlc>stic 
c;asts,;s~e' sections 226.000, \262.1QOa~d 262.~200~ 

7-1-09219.100 Amalgam Restorations 

Amalgam restorations C;lre to be used on all teeth distal to the cuspids for beneficiaries of all 
ages.: When submitting a claim for amalgam restorations, the tooth (teeth) and all sUliaces to be 
restored must be indicated on the same line with appropriate code and provider fee. Amalgam 
restorations do not require prior authorization. If a prOVider chooses to do posterior composites, 
reimbursement will be given~aLthe amalgam reimbursement rate. See sections 262.100 and 
262.200 for applicable procedure codes. 

7-1-09219.200 Composite Resin Restorations 
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---Composite-resIn_restorations,may be performed fo-r-anteriorteeth-fortreneficiarie's-6fall age,s. 
Four.or more' SUrfa~e compos!te-resin-resteration requires prior authorization. When submittin§J 
a claim for composite restoratIons, the tooth number(s) and all surfaces to be restored must be 

'irlarcated on the same IinEf"with appropriate coae an(fprQ-videf=fee-;--U~a=providerchooses-to do
- -postedor--compositesr----~ejmbursement will begJven-at4he=amal:ga:m=r-eimbu[s~ernent-rate:;=

See sections 262.100 9.QSt 262.~00 for applicaoJapm_G,edu(e_.c.G_des. , 

~~~o;-ooo- ~Gr~f'lS--'Si1=lgle--cRestor=atior;l&O-nly_,-' 7-1-09 

Cr6wns-~fre:P9ver~d'J6firidi\Ji~_~~li 9taJl'~g~~~' 
-"---A-.--Chrome (StainlessSteeH=Growns--"':""J:R6=JV1eaicaie_R-rogram will cover chrome (stainless
 

steeJ) crowns on deciauous posteiior:Je,e.fb_oIllY_8s-=:-an-alte-rnative tolWo ortm-ee sOrface
 
alloys. Medicaid Will cover chrome crowns on permanent posterior teeth only for loss of
 
cuspal function. Stainless steel crowns on deciduous tee'th do not require prior 
authorization. Prior authorization is required for crowns on all permanent teeth. 

B.	 Anterior Crowns - Prefabricate~ stainless steel orprefabricated-resin crowns may be 
approved for anterior teeth for ben~fi<::iciri~s under age 14. Prior authorization is required, 
and-X-rays_must besubmitteo to substantiate need. 

C.	 Cast Crowns - Medicaid does not cover cast crowns for posterior teeth. 

D.	 Porcelain-to-Metal Crowns - Porcelain-t()~fl1~~~_I_ct()\Alns~ay~~approved only in unusual 
cases 'for anterior incisors and cuspids forqehencia'r1e~'Ln1deriige-2:1'. These cases must~-
be submittee-fer prior authorizat~Qn (PA)-with~Qmplete-tmatmer:lt-plans-fQr-a"-teett:l_and 
complete series X-rays or panoramic film with bitewings. Photographs are helpful, but are 
not required. 

E.	 Post and Core in Addition to Crown - Medicaid does not cover core bUildups or post and 
core buildups. This includes an amalgam filling with a stainless steel crown. An exception 
to this rule may be anterior fractures due to recent trauma in cases that do not involve 
other extractions, missing teeth or rampant caries in the same arch., 

Fillings are not allowed on tooth numbers with crowns within one year of the crown. 

See sections 262.1 00 .~6~?~~:.~OQ for applicable procedure 'codes. 

221.000 Endodontia 

Pulpotomy for deci9uou~teet~ m9ybepe~()~med~~,it~?~tpri~rcwt~~ri~a,tionf?r benefjCi~ries 
under age 21. F'ulpoto.mies,arenotcoyeredf9r,mdlvlduals ~ge~1 and over. 

-Current indications require carious exposure-af-the pulp. Payment for pulp caps is included in
 
the fee for restorations and is not payable separately.
 

Endodontic therapy (root canals) for permanent te~th.of benefiCi'?ries lJnder.age 21 req~iresprior 
authorizati9nby rep()rt and submission of substantIating X-rays. E;Qc.i<?dontlc:JherapYI!) Qot 
covereg forinc.iividuals age 21 andover. 

ROO~ can~1 th~rapyis not allowed on the 2nd and 3r? molarswit~ the e~ception .of .when the 1st 
molar is absent. Prior authorization for all endodontiC therapy Will require submISSion of a 
complete series of X-rays or panoramic with bitewings and a complete treatr~1ent plan. Post-
o erative X-rays must be submitted with the claim for pa.y.m~~t.for endod~ntlc ther~py and are
 
. p luded in the fee. X-rays with the claim must be sent to--8lvlslen-af-Mealeal Servlce~, Dental
 
~~re Unit. The post-operative X-ray is retained in the Me.dicaid file ~or three ~ears. View or
 
print the Division of Medical Services Dental Care Unit contact information.
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ro-b·e-r~irnburs·ed, the-com~le.ted endo-fill should conform to current standards-,-that is. complete 
obturatl0R-ef all canals-te-wlthln 1mm to 2mm of radiographic apex. 

-r:-beJee=f€>(-ef=le€leontie-therapy does not-include restorat~el'"l-tQ-c1osea root e-anal-access. but 
--does=inGftlEJe=fifms=f:gr·tl'IteastJrem·ent--cGQfltroi-and post~op. ,

/ 

--Ml:rdicajrJ:::do.es-nnt"C"over endodontic retreatment;apexjficati·on!retro~grade-fillings or root
 
amputation. See section 262.1 00 for applicable procedure codes.
 

222.000	 Periodontal Procedures 7-1-09 

-Perio~ontal treatment is availa61efor beneficiifriesorall ages. When periodontal treatment is 
r:equested. a-brjef narrative of the paUent's-condHionrphotogr-aph(s) and-X",rays are required. 
Each quaorant to be treated must be indicated on separate lines when requesting prior 
authorization or payment. Prior authorization will require a report. a periochart, and a complete 
series of radiographs that reflects evidence of bone loss. numerous 4-5 mrn pockets and obvious 
calcul·ys. £ee-sections-262.100 and 262;2QQ-fQr applicable procedure-codes. ., 

223.000	 Removable Prosthetic Services (Full and Partial Dentures, Including. 7-1-09
 
Repairs)
 

--Fullandacrylic partialgenturesClr~allowable lor b~neficii:)ries of all ages.Ho~ever.
 
beneficiaries age~~1- and9yerClr~allowed~niy one_c.o.mplete maxillary-denture ang one
 
compl.~tR.rrlandibuta r .dentuJ:ec-p,et_Jif~~ime'~.LJIL~dE1[)tuIeso r acryJi.~-4J_a.r:tial dent~res, may be
 
app~oved,for u~~inste~d. of fi)(edbridg~s.hpwey~r,t:>en~fi.~iaries,age.21"and
()v$r are §Jllowed 
oflly()6~·l.IppeLaQ9.0rleIO\Nerpa·rt!al p~rli~e~il11(3'. A cornplete series of X-rays and a complete 
treatment plan, including tooth numbers to be replaced by full or partial dentures. must be 
submitted with requests for full or acrylic partial dentures. All dentures, either full or acrylic 
partials. require prior authorization. 

Repairs of-dentures are allowablew.ithahistoryanddate,?fori~i~CJlinserti~n and prior 
authori~~ti9n: f()r:eligible .beneficiari~s ()f8II·ages~-RepCJfr,~()fde'ntu·resfor'b~neficiaries.ag~;:21 
ap.~~(JY~r:?E~~q~l1efit'I!l11ited.: See sections-262.1 OO-~r:}9~g~~:.?90 for applicable procedure codes. 

224.ooo;;c" .', ·.)\djustment~~r-t9 B~lirie$,q(Q~.riJ~;I"~sf()fBe,rlerifiaries::J\ge~~1i~r"1g 7-1-09 

Over 

b'~rltUl"e's-m~iy'\be'relined once: everY thl"eeyeCirs,and three a~justments':ofdenture:sar~:anovJed 
perlifE:H1rTlefor' benE:}ficiariesage ?1 and 0\ler. 

7-1-09225.100	 Simple Extraction 

Simple extractions may be performed without prior approval. Simple extractions of 3rd molars 
do not reqUire prior authorization. 

When a simple extraction evolves into a surgical extraction, providers must write a brief 
explanation of the circumstances if the probiem is not indicated on the X-ray. Normally, surgical 
extractions imply sectioning. suturing and bone removal orany combination of these procedures. 
Providers must submit the claim. with the X-ray. for authorization and payment to the Division of 
Medical Services Dental Care Unit. View or print the Division of Medical Services Dental 
Care-l;;.Init-contact--information. See sections 262.100 and 262.200 for -al=>~He-able procedure 
codes. 

7-1-09225.200	 Surgical Extractions 
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All sl:Jf§ical extractions require prior authorizat~efl--aflGlX-ray to substantiate need. Tneaental==
consultant may require a s,ecood_opJniorLwben reviewiogJreatment plam~=fQr:=extr:actions. 

SurgicaLextractions perfbrmed-on-a-fl-emergency basis (see-8eetieA-2-3§-;GGG}-fer-fel-ief-ef-pain 
may=ce-r:e~muQr:sed~subject to the approva1-ofibe-Medlcaid Program's dental consultants=lr:I=~
these cases,the claim with X-ray and a briefexplanation should be submi-tt-ed-to-the-Division of 
-Medical Services Dental Care Unit-;. View or print the Divis-ion of Medical Services Dental 
Care Unlt-GGAtaG-t information. 

The fee for surgic~le)(tractioninciudeslocal anesthesia and routine post-eperative care. See
sectiens 262.1 00 al1q?6~;2gQ for applicable procedure codes. 

225.-300 Traumatic Accident 

In cases of traumatic accident and when time is of prime importance, the dental provider may 
perform th~ necessary procedure(s) immediately. The procedure code chart found in sections 
262.1 00 ~6d'2.62.2QP identifies the procedures that may be billed "By Report" and those which" 
must be prior authorized before reimbursement may be made. The, chart also indicates the 
procedures that require submission of X-rays. Pre- and post-operative X-rays, if requested, must 
b-elTlade-avaifable-to the Division of -Medical Services. 

226.000 Orthodontics "-7--1-09 

Qd6~q~-q'D!lq)f~~!m;QtJ~-::r'9f~9y~f~~_fqf::~~d,eli§i~;rl~-§:~gg:,~l~h~qy-~r: 

Orthodontic treatment isaVaii~b~~fOr-beh~fi¢l~rie,~-~ng~{~g~'2j-'Yv'.iV':pflOr,'aqthori*a'tl011 on a 
very selective basis when a handicapping malocclusion is affecting the patient's physical and/or 
psychological health. The dental provider is responsible for evaluating the attitude of the patient 
and the parenUguardian toward the treatment and their ability and/or willingness to follow 
instructions and meet appointments,promptly. This evaluation should prec~detaking()rt~9d()ntic 

rec()r?~. __ ~ote:, A~~id~ Fir~t~13, ~o~~,~()tc:o,,~rfJrt~,(;)~o.ntic treatment,I1()~is_9r1.tlo~()n~ic 
t~~~!_m~6t~Y'~n~_~t~jQ{tl~h~fi.~'i~,de~_~~-g~-,,~1',,:ci· ~-~2X~r~ -,- .-' -' ,,- " ' •.. -

All orthodontic treatment is classified as either minor treatment for tooth§uidance or as 
comprehensive treatment. Minor treatment for tooth guidance is covered with prior authorization 
when necessary to correct functional proBlems. 

All orthodontic treatment, including functional appliances, must be requested on the ADA claim 
form. The ADA claim form must be accompanied by the Request for Orthodontic Treatment forrri 
(form DMS-32-0). View or print form DMS-32-0. 

The maximum age of eligibility for:-fuH-banded 24-month orthodonticJreatmentJs-thr:ough age-20. 
Functional-banded orthopedic appliances require the same diagnostic records as full-banded 
orthodontics. The minimum total score on a Request for Orthodontic Treatment for consideration 
of comprehensive orthodontic treatment is 26. This value will be re-scored by a Medicaid dental 
consultant based OQ the casts and radiographs provided with the request. 

Diagnostic casts (dental molds), cephalometric film, photos, a complete series of X-rays and any 
information not evident on diagnostic materials must be submitted for review with the ADA claim 
form. Dental molds must be submitted along with the treatment plan. The dental molds must not 
be submitted separately, and the provider's and the beneficiary's full names must be clearly 
inscribed on the upper and lower casts. 

If oral surgery is necessary in addition to orthodontic treatment, the oral surgeon must submit his 
or her treatment plan with the orthodontic treatment plan. 

When orthodontic treatment is approved, a procedure code for appliance insertion will be issued. 
Medicaid coverage includes payment for the appliance, the diagnostic records, casts (dental 
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molds and X-rays) aRe-the post-treatment-retainer. The applica5leprbceaure-cooe an<rthe1fribr 
autRQr~z--atiGr:l-control numbeLwill be sent to tbe_provider on the ADA form. The date the 
treatment is to be compJeted---will also be, indicated. -Treatment beyond the indicated completion 
date is not covered. The~otnorization for-Payment {or_'Services Provided fOrrn:::(-Lorm MAP-B) 
and -~_~9RY of tAe--tfeatm~ent"pn:m'nTost-b=e~-ef3t-in-----nlepatient'sfile by the provioer.---Vrew-o'r print 
MAP-8 form-and=illst-rue-tiens-;---'--' -' - 

In order to qualify for MedicaiGJooGGverager=trceatment-tt:lat-includes the placement of '8raGeS-must
 
6eginwitilTilninetYi9otcaleneJ'ardays-of-prior authorization unlEfSs too provider estal5nshes good
 
cause for delay to the satisfaction of the OMS director.
 

Up_or:l-placerner:lt ofbraces, a' photograpnortfie-pafient must:be stJbmitted for payment for
 
orthoaontic treatment=-an-cd-i-s tncltJdeu-in-th-e-f~:re'~--Fai lure-=-to-submit--a-Rhoto-s-howin,9-placem-ent-of

brace's-may result in non-payment of orthodontic treatment. In case of non-payment, the
 
provider will be allowed to submit a claim for the orthodontic records as outlined below.
 

When treatment is denied or for any reason is not performed, the provider is allowed to submit a
 
claim for the orthodontic-re-cord~lhisincludes orthodontic consultation, cephalometric-film,
 
diagnostic casts (dental molds), photos and a complete series or panoramic X-ray if taken by the
 
dentist. This claim must b_e_approved by the Medicaid dental consultant.
 

All claims for orthodontic treatment are to be submitted on the ADA claim form according to
 
dire-ctions-detailed-in-section 262.300 of this manual. Claims must-be-stlbmitted within
 
12 months from tile date-ef-service.
 

When a patient-j's-tJnco-operative-for-any reason-;-except for the situation--noted in the-f-e~towjflg
 

paragraph, termination of the treatment will be left to the discretion of the provider. A report must
 
be sent to the Division of Medical Services, Dental Care Unit, with a pro-rated refund to
 
Arkansas Medicaid for the balance of the uncompleted treatment plan. View or print OMS
 
Dental Care Unit contact information.
 

When an orthodontic patient moves within the state after initial treatment has begun, the original
 
provider should reimburse the second provider directly for the pro-rated fees remaining. When
 
the second provider submits his or her treatment plan to continue the orthodontic patient's
 
treatment, the provideTmust suomit the orthodontic records ot-treatment1JeTformed by the
 
original provider.
 

227.000 Professional Visits 

Professional visits are payable ifprior authorized. Because it is not always possible to plan 
these calls, the provider should submita claim with a concise explanation of the circumstances. 
These visits-are subject to review by the dental consultant. 

When a treatment is necessary,and no procedure code is applicable, a written explanation of the 
treatment and the usual and customary fee charged to a private patient must be submitted to the 
Medicaid Program. The dental consultant will stipulate an exact fee to be paid if the treatment is 
authorized. See sections 262.100 and 262~200 for applicable procedure codes. 

7-1-09228.000 Hospital Services 

All inpatient and outpatient hospitalization for dental treatment requires prior authorization in 
order for the hospital toreceive payment. The dental consultant may request a second opinion 
when reviewing requests for dental prior authorization. ' 

To request prior authorization, the dental treatment plan must be submitted on the ADA claim 
form with the appropriate X-rays. A copy of the Additional Information form (DMS-32-A) should 
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be attached-indicatin~rthe-re-ason(s-thospitalization is necessary and-th-en~fi1le oflhe hospitaL 
View or print form DMS-32-A. 

'-In unusual cases, forbeneficiariesu~derage 2t_when it is impossible-to-deter:mine the
 
- --treCit-mel1tplanbefore the-:~atient is anestheti.~~d,indi6ate-t-Aeinformation onthe-[JMS:32-A.
 

Bene'fidariesage 21 and over are'not covEmtrforgeneralanestnesi~:),'i1itro'us'oxiaeand-noh" '
 
intrayenous GonsCious-sedatibn. ' . ' -'
 

The provider must complete the-firstpnrtion oLtbe=-AD1cclaimJorm:(:tbe ID~oLtb.e-c~lj,~otand:::..
doctor) and submit both forms together. After the treatment is performed, any procedure(s) 
requiring prior authorization must be submitted to the dental consultant for authorization. 

-When hos'pital serVices are authorized, it is the dentist's responsibilitY'to ~rovide the'hospital with 
the prior -aul-Aor:iz-atior:l-contr:ol-number ,in-order for the hospital to file a claim. The prior 
authorization control number must be entered on the claim form. See sections 262.100 ahd 
262.209 for applicable procedure codes. 

228.100 -Inpatient Hospital Se'rvices	 7·1-09 

Hospitalization for dental treatment may be approved when the patient's age, medicaLor mental 
problems and/or the extensiveness of treatment necessitates hospitalization. Consideration is 
given in cases-ofJraumatic acCidents and extenuating Circumstances. 

Because of the cost of a hospital stay,Rroviders are encouraged to use outpatient hospital care 
whenever feasible-:--The length of hospitalization should be kept to a minimum. 

Request for hospitalization should be made only when other methods such as premedication, 
delay of tr~Cl~Jl'lent"limitedin office treatment, sedation, etc., have been evaluated. See sections 
262.1 00 CiIi~,~§4~~9Q for the applicable inpatient hospitalization code. 

228.200 Outpatient Hospital Services	 7·1·09 

When a primary procedure to be performed in outpatient surgery is medical in nature, Arkansas 
Medicaid will not cover a dental procedure that is inCidental to the primary procedure (e.g., the 
removal 01-a wisdbrfftootn when a tonsillectomy is being performed). When the primary 
procedure is medical, and it is cancelled, the provider may request a prior authorization for the 
dental procedure to be performed as outpatient surgery. 

Information that should be included in the request for prior authorization for outpatient surgery , 
includes the following. 

A.	 An explanation for the reason the dental procedure cannot be performed in the provider's 
office.

B.	 An explanation forthe.reason a dental procedure cannot be postponed. (e.g., a procedure 
that cannot be postponed until a child matures and becomes receptive to a dental office 
environment and treatment.) 

C.	 The provider should also state whether sedation or general anesthesia will be used during 
the procedure for beneficiaries underage 21. Note: General anesthesia, nitrous oxide 
and non-intravenous conscious sedation are not covered for beneficiaries age 21 
and over. . . . . \ '. , 

D.	 A copy of the dental plan must be included with the prior authorization request. 

For outpatient hospitalization, the Meaicaid dental consultant will assign one of four addendum 
codes. The extent and type of treatment are used in determining the code; thus all procedures 
involved must be indicated on the treatment plan. See sections 262.100 and 262.200 for 
applicable procedure codes. 
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These addendum codes are for hosoitatuse only. lIthe dentist submits a c1airrrusing on-e-of
these codes, tRe-Glaim-will---ee--eeflied .. '!:A the-eventpayment-is-'madein'error, the 8ffi0tJflt paid 
will be recouped tbrougb-PD_si-payment review. 

229.000	 Adult Services 7·1·09 

Effective fordates Ofservice on andafter)~!y1~t)O§,-A-rkar IsasMedicaid covers dental 
·treatment-forb~flenctarle~ wile> are:~1~ars 'of~age=a['Jrl~oJder~ 

Tre(3trnEirtfor beneficiarie~age.~f~n(LoverindLJq.es:.· . 

A.'perJtal SCf~enings 
. '. 

B.RadiOgraphs ~ perfapi'cal(fir$t~'qd~d(Jitk)nalfilm) an9 bit~wings-~--
C. r=>rophylaxis, and fluoridetr§~tnierit 

D. "Al11algaxn restoratio'ns, 

E. ';¢9rTlpqsit~ resinresto~ati6hs 

F. ,~t)iag~()sticGasts.
 

G.·c.Pref~bri~~ted staihl.ess"ste~l.p~rITJ~nerJt,cr6'wns~ana2re::c;em·ent!n:g~yrq\AJns
 

H. " ·:,peri9~:~>ntal"scali.rJg,rcf()t~planirJg,~,nd,,6therTD~inteha:n-ce~()fecJures
 

f.; .';'¢6rTiplet~and part!alden,hJresand'ceij,a(n repairs f(>rd~ntures
 

J.·"$i.r1l'pl~.e.xtrC3ctions
 

K.. ·.:.SUmic(3I~~tracJi()ns
 

L Tre(3trn~l1fof,dental pain
 

M. ' ';;'$J9Psi~~qLoraltis~~e'
 

N.;;·<\Jn~isiQn:ahacJrainage,.,ofabsc:~.s.~e.s
 

o..',;·;;.:Toba~c6·~Ol.Jrlseling
 

Tr~'~tl11.·en1(j()~snot"inc;lude: 

A. ' "Oental:sealants~
 

B.' ';,S'p~'cemaintai l1erslorthodontictreatmeni
 
, -.... " . "-; .. -" ,',.' '., .. , ". 

t: :~·~esln()r;pC>rcelain-cefam,i(; sut>strate.~rowns 

D.> ,.', pulpot()rrlies 

E~.RC>.()t c;aQal1herapy , 

F. ,'., .'. ToOth'reimpiantationlstabi li:z~tlo_n:
 

G.> COnsbltatlons
 

H.. ':·Gerjeralanesthesia, Tlitrous()xidei'and non-intravenOus conscious sedation
 

262.200	 ADA Procedure Codes Payable to Medically Eligible Beneficiaries 7·1·09 
Age 21 and Older 

The following list shows 'theprocedure6bde, proced~re,code description,whethef~or-l"loLprJ9!r---~ 
a'uthori:zation is needed, whetherC)nX-ray is needed with a treatrrientplan, andifthereisa ~ 
benefit limit ona procedure. . .. - , 

The column titled Benefit Limit indicates theben'efit limit, if any, and how the limit is to be 
applied .. Whenthecolumn indicates"Yes~'$500.00",then that item, when used in cornbinati;on 
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with,other itemsliste(j,gciRAGt-e){ceeg~,~e·$50Q.QQ--M~dicaid-maxrmum-anowa5Ie-reimbUrsemerit· ~ 
~irnit:Je~1frEFstate-:fiscal year(July~~t~r9lJgh ;June30).<q'therlirnit~tionsare also shownintbe 
column (Le.:1 perJifetime)-.--J~Nonis-shown, t~eiternJs not berlefit limited. 

Note:	 Theuse'of tiTe:~i¥R'lb~olcJ~-,~lQi\g::-.wltb=textji'-::parentJiese.s,indicatesjbe:A-rkan,s,~s 
-M'edicaid description 'of the product. 

_-AD"A--_'' 
Code Description 

Submit 
X-Ray 
with 
T::r.eatment--.. '._ 

-PA-~'~-'Plan --Benefit-Limit 
-~~----'--

Yes/No Yes/No Yes/No 

DentalScreeriing (See seC:tion215.00P) 

00120PeiiodicoraLevaluation No No Yes-$500 
Yes: l' -peryea~: 

-...,. " .. ' " ". .... '. 

00140 ,,_LL~i!eqoral·.eV~tJati9n~probl~m '--Y'es,and No ¥es~$500 
--focused requires 

report 

Radiographs (See sections 2i6-.000 -""2"1"6.300) 

00220 Intraoral- periapical - first film No No 

00230 Intraoral- periapical - each No No Yes-$SOO, 
additional film . 

Bitewings- two films	 No No00272 Y~s~$?90 
Yes~}-'per"year 

Panoramic film No ~No	 - =-Yes~$§'()O 

----y-e.',··s~1-p.e ..'··.·.ar.s 
00330 

.. ·.·,1"5, y.e
,_.... " 

-

. 

'. 

No Ye~~$§()O 

)'es_~tperJif~!i:rn~ 

-D~ntaFprophylaxi~.' (Seesectioh21 7.1 00) 

01110 Prophylaxis - adult	 No No Y¢s-$500 
Yes~1peryear 

Topical Flugrid~Irf3atment(OfficeProcedure)(SeeSection217.1 00) 

01203 Topical application of fluoride No No Yes-$500 
(prophylaxis not included) - adult Yes-1 per year 

Restorations(S~e,sections219.0()0 - 219.200) 

Amalgam·.Rest()ratio6s~(includiniPolt~ing) (Seeseietion 219.100) 

Yes-$50002140 Amalgam - one surface, primary or No No 
permanent 
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-,

Submit 
----X---R-ay~--

-wit-h----, 
-

Treatment--
ADA ~PA---- - -Pian 

-Coce - ::=D-escrrption Yes/No Yes/No 

02150 - Amalgam --.:-two -surfaces,-pr:ima-ry-or~-lSJ:o~ -No---
perrnaflent 

0216.0 Amalgam - three_surfac.es+--prilnary~,~-No~__ ._____t'-J_o 

--
QLR~rmanent ' 

02161 Amalgam - four or more surfaces, No No 
primary or permanent 

Composite-Resi.n,Restorations (Seesectiori-2f9.200) 

02330 Resin - one surface, anterior, No No 
permanent 

0233-~ Resin - two surfaces, anterior, No No 
,permanent 

=-8;2-33:2 _J~esifl-- three surfaces, anterior, No No 
- ,------ _p_ermanent 

02335 Resin - four or more surfaces or Yes· Yes 
involving incisal angle, permanent 

Cro~n-s 7SingleRestoraHonOnly(Seesectior;-220.QOO) 

02920 Re-cementcrown No Yes 

02931 __~[efabric.ated stainless steel crown Yes Yes 
:-. -=-~permanent 

~urgic~!Se..yi~es'(fnclu.dirlg'usual'P9_st()peri:ltlve'servic~s) 

-04341 PeriodontaLscaling and rODt Yes Yes 
planing-four orrnore' contigu6TJs 

04355 Full mouth debridement to enable Yes Yes 
cOmprehensive evaluation and 

--Eii-a§Aosis -

04910 Periodontal maintenance Yes Yes 
procedures (following active 
therapy) 

Repairs to Complete and Partial Dentures (See section 223.000) 

05410 Adjust complete denture~maxillary No No 

05411 Adjust complete denture-mandibular No No 

05610 Repair acrylic saddle or base Yes No 

05640 Replace broken teeth - per tooth Yes No 

-

-, 

-

--B~enefit-limit---'

Yes/No 

=~es~$5ClO=-------------= -

Yes=-$5DD______ 

Yes-$500 

Yes-$500 

Yes-$50Q 
.-

Yes-$c500 

Yes~$50q 

Ye5-$500
 

)'es-$500
 

-
Ye~-$q90 

Yes~$5qO 

-

Yes~$500 

Yes-$500 

Yes-3per lifetime 

Yes-$500 

Yes-3 per lifetime 

Yes-$500 
" 

Yes-$500 

-
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Dental Section II 

-~---

~_._-_.'--··ADA---
Code Description 

056~O._=-==l\dd-t-eeth to existingj)artial denture Yes 

05730 .R~lipecompleterncDdll~rY:d~rit~~e, No 
J~Di!!r~id,e)- ._.._---- ---_ .. ~--

D573:1-'-' --Rellnelower-c-omplete-""m-arlu"i,bular .• . 

denture (chairside) - . . 

Fixed' Pr()sttiOdonti~ 'Sel"\lic~s (See section224.600)
 

06930
 Re-cement bridge Yes-

OraiS-Urgel)I(See'section225.000)
.... _ ........... ,- ........ . ......
 

section 225.100) 

-Single tooth -No 

Surgicat-Extraetions (includes loe-al anes-thesi-a-and-rout-i-ne-:-pes-toper-a-tive-Gar-e}-{See 
section 225.200) 

07140 

07210 Surgical removal of erupted tooth 
,requiring elevation of 
mucoperiosteal flap and removal of 
bone and/or section of tooth 

Yes 

07220 Removal of impacted tooth - soft 
tissue 

Yes 

07230 Removal of impacted tooth 
partially bony 

Yes 

07240 Removal of impacted tooth-
completely bony 

Yes 

07241 Removal of impacted tooth-
completely bony~with unusual-
surgical complications 

Yes 

07250 Surgical removal of residual tooth 
roots (cutting procedure) 

Yes 

6th~rSurgical Procedures 

07285 Biopsy of oral tissue - hard Yes 

07286 Biopsy of oral tissue - soft Yes 

07310 AlveoplastY in conjunction 'with Yes 
extractions-four or more teeth 

~ - .S-u-bmit
 
-,X..Ray
 

---with
 
- ' 

-- -Treatm-ent ~-
PA~------Plan--~'-"-::::
 =Benefit-tim-it==

-Y-es/No-YeslNo- Yes/No 

~o=c.. =~¥es-$50e-

No 

-Ne-=- -~---Ne---
. 

NG>

S-imple Extractions (includes-Iocal-anestbesia and routine postoperative care) (See 

_No 

Yes 

Yes 

Yes 

Yes 

Yes 

: 
I Yes 

Yes 

Yes 

No 

~

ye~-$t500 

_y.e_s;i~_eQery· 3years 

-Ve-s~$5()()--
-

Yes:1everY3y:ears 

-- . 

-

-Yes~$?9.o 

--No. .. --

No 

No 

No 

No 

No 

Yes-$!?OO 

Yes~$500 

Yes-$500 

Yes-$500 

- -

-_. 
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-Dental	 Section II 

-~"5ubmit 

X-Ray 
with 

-

PA PlanADA 
--Code Description Yes/-No Yes/No
 

D7~72-' Removal, oL!or:us-,-palalinu~ Yes -Ne~--- -

-El74-7-3  --J~~E9movC3l-qJjo!tJs.;mandib-ularis -Yes --No

Osteopla'styfor Prognathism,' Micrognathism ()rApertogna~hlsm
 

D7510
 Incision and drainage of abscess, Yes No
 
intraoral soJ1Ji.ss.ue
 

UnClassified Treaiment
 

D91TO -P~IJiativ~treatrr~htwith~{Jentalpain Yes No 

5moking'ce~~aiion ,
..- ............ --. -

_._._, ~I[eatmeJlt~_ 
- ~B-e-n-efit-I:imit-

Yes/No 

~~ ~-Y:es~$5cQ.Q-

1 per-lifetime 

....,.......~~_.--¥es~$5He-

-- ~fp~er1tfetim-e--

Yes~$50() 

-Yes-$500 

--[31320 
-

Tobacco:-counseJing-foctbe-control 
-an<ipreventior:l~LoraLdjsease 

No- No 

D9920 Behavior management, by report *** 
(tobacco counseling) 

Yes: No 

Yes~$500 
_.~-

Xes-$500 

262.500 Special Billing Procedures for ADA Claim Form	 7-1-09 

A.	 Each procedure must be shown on a separate line, such as: 

1.	 Extractions 

2.	 Upper partials 

3.	 Lower partials 

4.	 Upper denture relines 

5.	 Lower denture relines 

B.	 When a complete--:j-ntraoral-se:r:ies-is made for beneficiariesunderage21 , the dentist-must 
use procedure code D0210 rather than indicating each intraoral film on a separate line. 

C.	 When submitting a claim for an intraoral single film, indicate the middle tooth number. 
Procedure code D0220 must be used for the first film and procedure code D0230 for each 
additional single film. Medicaid will only cover the complete series or the submitted group 
of individual X-rays. X-rays are to be mounted, marked Rand L, labeled with the dentist's 
provider number and the recipient identification number and stapled to the back of the 
claim form. 

D.	 Post-operative X-rays must accompany all claims with root canals for beneficiaries under 
age 21. The claim and X-rays should be sent to the Arkansas Division of Medical Services 
Dental Care Unit. View or print the Division of Medical Services Dental Care Unit 
contact information. 
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-- --E.--~rophylaxis and fluOfiaemustoe Tndicated-on-=the same line of the form usin~rcode~DJ~20~1~- --
If prophylaxis and fluoride are submitted- as separate p_[Q_cedures-;=the~y--:wm be combined on 
the claim before processing them for payment. 

F.	 Indicate-tl"le tooth number when-sl1smitting claims for code 00220 and D0230,-ir:ltr:aoral~ 

single fifrn:-Whem a complete- series is maaeforoeneficiaries under-age-2:t,-p-rovide-rs 
-must use code 00210 ratber than indicating each tooth on a separate line. 

G..UppBJcmu-lower-ftJH dentures must be-biUed-0A-a-s~parateline, usiQRthe appropriate~ode 

for upper or lower dentures. 
\ 

H.	 The AOA claim form on which the treatme,nt plan was submitted to obtain prior
 
authorization may-be--us-e-d-to-subm-it the claim for-payment~ If this-is-=dolle:;=or:lly tbe

----------Requesffor Payment portionof the-formistobe completed: -If not~a-new form may-be~ 

used with the prior authorization control number indicated in Field 9-ofthe claim form. If a 
new form is used, the patient and provider data and the request for payment sections must 
be completed. 

I.	 -Use-procedure code 01110 for prophylaxjs-~dulf, ages 10 through 99, and procedtJre-code 
D1120 for prophylaxis-child, ages 0 through 9. 


