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Dear Medi-Cal Dental Provider and Staff:

Welcome! We have prepared this packet especially for orthodontists and their staff who
attend our provider training seminar for the Orthodontic Services Program under
California Medi-Cal Dental.

The material contained in this packet is designed to familiarize you with the

Medi-Cal Dental orthodontic program utilizing the CDT 23 procedure codes, policies,
procedures, and billing requirements. For further information, please refer to the
Provider Handbook located on the Medi-Cal Dental website at www.dental.dhcs.ca.gov.

We appreciate your interest in California Medi-Cal Dental and hope you will benefit from
the information presented at today’s seminar. If you have any questions, please call our
toll-free number, (800) 423-0507.

Sincerely,

Medi-Cal Dental

Medi-Cal Dental State of California

P.O. Box 15609 Gavin Newsom, Governor

Sacramento, CA 95852-0609 California Health and Human Services Agency
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Introduction

This packet contains the information discussed in today’s seminar regarding the
orthodontic program and basic billing procedures and the use of forms. Please refer to
the Medi-Cal Dental Provider Handbook for detailed, step-by-step instructions on how to
complete each form.

When discussing the Medi-Cal Dental program, some terminology may be unfamiliar.
The seminar packet contains a glossary listing some of the terms mentioned in today’s
seminar.

The Medi-Cal Dental Program

Orthodontic Seminar

Presented by

Provider Training

\__a

Medi-Cal Dental
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Program Overview

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

Program Background

» The Medi-Cal Dental Program is governed by policies subject to
the laws and regulations of the:
« Welfare and Institutions (W&I) Code
= California Code of Regulations (CCR), Title 22
* California Business and Professions Code — Dental Practice Act

Gainwell Technologies

» Administers:

+ Fee-For-Service portion of the Medi-Cal Dental program for the
Department of Health Care Services (DHCS)

» Provides:
¢+ Customer service
* Treatment Authorization Request (TAR) and Claim processing
* Distribution of checks
+ Distribution of the Explanation of Benefits (EOB)
+ Enforcement of the rules and guidelines set by DHCS

Page 6
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Record Keeping Criteria for the Medi-Cal Dental Program

Medi-Cal Dental’s Compliance Management/Surveillance and Utilization Review
(CM/SUR) department monitors for suspected fraud, abuse, and poor quality of care. In
overseeing appropriate utilization in the program, the CM/SUR department helps Medi-
Cal Dental meet its ongoing commitment to improving the quality of dental care for
Medi-Cal members.

The goal of the CM/SUR department is to ensure that providers and members are in
compliance with the criteria and regulations of Medi-Cal Dental. To achieve this goal,
the CM/SUR department reviews treatment forms, written documentation, and
radiographs for recurring problems, abnormal billing activity and unusual utilization
patterns. Furthermore, department staff determines potential billing discrepancies,
patterns of over-utilization of procedures, incomplete, substandard, and/or unnecessary
treatment. Refer to the Provider Handbook Section 8 (Fraud) for more information.

Title 22, California Code of Regulations (CCR), established record keeping criteria for
all Medi-Cal Dental providers:

Record Keeping Criteria for the Medi-Cal Dental Program

» Complete members treatment » Records shall include
records shall be retained for 10 documentation supporting each
years from the date the service was procedure provided including, but
rendered and must be readily not limited to:
retrievable upon request + Type and extent of services, and/or
. radiographs demonstrating and
» Emergency services must have suppgrtiﬁg the need for egch

written documentation which procedure provided

includes, but is not limited to: + Type of materials used, anesthetic

* The tooth/area, condition and specific type, dosage, vasoconstrictor and
treatment performed number of carpules used
¢ The statement: "An emergency * Prophylaxis and fluoride treatments

existed” is NOT sufficient * The date and ID of the enrolled

provider who preformed the
treatment

See the California Code of Regulations, Title 22 for more information.
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Senate Bill 639

» Enhanced protections for Medi-Cal members

» Contains provisions regarding lines of credit between a provider
and member

» Written treatment plan requirement:
* Must indicate if Medi-Cal would cover an alternate medically necessary
service

* Must notify the Medi-Cal member that they have the right to ask for
only services covered by Medi-Cal

* The dentist must follow Medi-Cal rules to secure Medi-Cal covered
services before treatment is rendered

See Bulletin Volume 36, Number 4 (March 2020) for more information.
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Orthodontic Program

Orthodontic benefits for eligible individuals under the age of 21 are available under the
California Medi-Cal Dental program when medically necessary. Services must be
performed by a qualified orthodontist who is enrolled as a Medi-Cal Dental provider.
This program covers handicapping malocclusion, cleft palate/lip, and cranio-facial
anomalies cases. A Handicapping Labio-Lingual Deviation (HLD) Index California
Modification Score Sheet must be submitted to document the medical necessity. Refer
to the Provider Handbook Section 9 (Special Programs) for more information.

Orthodontic Program Benefits

» In February 1991, the Medi-Cal Dental program expanded it's
benefits to include orthodontic care

» Orthodontic benefits are to age 21, with no extended benefits

» Are only provided for the following medically necessary
conditions:

* Handicapping Malocclusion
* Cleft Palate/Lip
* Craniofacial Anomalies
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Enrollment and Certification

To participate in the Orthodontic program:

1. Providers must enroll as a Qualified Orthodontist
and
2. Bein an ‘active” Medi-Cal Dental enrollment status

Certification for Medi-Cal Dental Orthodontist

» Section 51223, Title 22, the California Code of Regulations
defines a qualified orthodontist as meeting the following
requirements:

* The Orthodontist must confine his/her practice to the specialty of
orthodontics, and

* Has successfully completed a course of advanced study in orthodontics
for two years or more in programs recognized by the council on dental
education of the American Dental Association, or

* Has had advanced training in Orthodontics prior to July 1, 1969, and is
a member of, or eligible for membership in the advanced American
Association of Orthodontics

National Provider Identifier (NPI) Numbers

» QObtain NPl numbers from National Plan and Provider Enumeration
System (NPPES website) https://nppes.cms.hhs.gov/#/

Type 1: Health Care Providers who are individuals, including dentists and
Ihygienists, and sole proprietorships, regardless of multiple service office
ocations

* Type 2: Health Care Providers who are organizations, including dental practices,
and/or individual dental practices who are incorporated

» Dental offices many need both Type 1 and Type 2 NPI numbers:

* An individual dentist at one practice location where a Type 1 is needed for the

dentist and a T&/fe 2 for the eractice if claims are submitted using the practice's
name and Tax [dentification Numbers (TINs)

» Multiple dentists at one practice location where a Type 1 is needed for each

dentist and a Type 2 for the practice if claims are submitted using the practice's
name & TIN

Page 10
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Additional Services Offered by Medi-Cal Dental

Free Services Offered

» Interactive Voice Response System (IVR) - Gabby

- Providers 800-423-0507 (Toll Free)
* Members 800-322-6384 (Toll Free)

» Onsite Training Visits
» Seminars
» Case Management and Care Coordination Services

» American Sign Language (ASL) and Language Services

American Sign Language (ASL) and Language Services
» ASL assistance — available via telephone during or scheduled in advance
for the appointment

» Language interpreters - available in 250 languages and dialects via
telephone

» Free language tagline signs — available for providers / members with
limited English

All providers and members can request these free ASL translation and
language services and other assistance by calling the Customer Service
Center

www.smilecalifornia.org/partners-and-providers/#provider office language assistance sign

Language Assistance Services
» Mon-Fri 8am-5pm
» Provider requesting a translator for a member call 800-423-0507
» Member requesting a translator call 800-322-6384

» Members with hearing or speaking limitations call:
+ Teletext Typewriter (TTY) line at 800-735-2922

» At all other times members call the California Relay Service
TDD/TTY at 711 to receive the help they need

See the Provider Handbook Section 4 (Treating Members) for more information.
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Orthodontic Seminar

Phone Numbers and Websites

Provider Toll-Free Line (Medi-Cal Dental)

800-423-0507

Medi-Cal Dental Website

www.dental.dhcs.ca.gov

Member Toll-Free Line (Medi-Cal Dental)

800-322-6384

Member Website

www.smilecalifornia.org

A.E.V.S. (to verify member eligibility)

800-456-2387

A.E.V.S. Help Desk (Medi-Cal)

800-541-5555

P.O.S./Internet Help Desk

800-541-5555

Medi-Cal Website (to verify member eligibility)

www.medi-cal.ca.gov

EDI Technical Support

916-853-7373

Medi-Cal Dental Forms (fax number)

877-401-7534

Health Care Options

800-430-4263

CA Department of Public Health website:

https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/Home.aspx

NOTE:

e Members may call the P.O.S./Internet help Desk to remove other health care

coverage.

e Members may call the Health Care Options number to change managed care.

Orthodontic Packet
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Customer Service Inquiries

Provider Toll Free Telephone Number

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

1. Member Name

2. Member Medi-Cal Identification Number
3. Billing Provider Name

Provider Number

Type of Treatment

Amount of Claim or TAR

Date Billed

Document Control Number

9. Check Number

Customer Service Center Agents are available Monday through Friday between 8:00
am and 5:00 pm, excluding holidays. Providers are advised to call between 8:00 am and
9:30 am, and 12:00 noon and 1:00 pm, when calls are at their lowest level.

© N o 0 &

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

Member Toll-Free Telephone Number

If an office receives inquiries from members, please refer them to the Customer Service
Center toll-free member number at (800) 322-6384. The member lines are available
from 8:00 am to 5:00 pm Monday through Friday, excluding holidays.

Either members or their authorized representatives may use this toll-free number.
Member representatives must have the member’s name, BIC or CIN, and a signed
Release of Information form on file with Medi-Cal Dental in order to receive information
from

Medi-Cal Dental.
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The following services are available from Medi-Cal Dental by Member Services toll-free
telephone operators:

1. A referral service to dentists who accept new Medi-Cal dental members
2. Assistance with scheduling and rescheduling Clinical Screening appointments

3. Information about Share of Cost (SOC) and copayment requirements of
Medi-Cal Dental

4. General inquiries
5. Complaints and grievances

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

Interactive Voice Response System (IVR) - Gabby

The Medi-Cal Dental IVR, referred to as Gabby, is an automated inquiry system for use
by providers. Providers can access Gabby by dialing the toll-free information line (800)
423-0507 from a touch tone telephone. Gabby is available 24 hours a day, 7 days a
week for information that can be accessed without a provider number. The menu
options that do not require entering a provider number include:

e Billing criteria for procedures most frequently inquired about by providers
e Upcoming schedule of provider seminars for the caller’s area

¢ A monthly news flash consisting of items of interest to providers

e Information about ordering Medi-Cal Dental forms

e Information about enroliment in the Medi-Cal Dental program

e Transfer to the customer service center for further inquiry

The hours for accessing information requiring a provider number are Monday through
Sunday from 2:00 am to 12:00 midnight. The optimum time to call is between 6:00 am
and 10:00 am or between 3:30 pm and 5:00 pm when calls are at their lowest level. The
menu options that do require entering a provider number include:

e Patient history relative to specific service limited procedures
e Status of outstanding claims and/or TARs that the caller has submitted

e Provider financial information (next check amount and net earnings for the
current or previous year)

Page 14
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Hospital Cases

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

To request authorization to perform dental-related hospital services, providers need to
submit a TAR with radiographs/photos and supporting documentation to

Medi-Cal Dental. Prior authorization is required only for the following services in a
hospital setting: fixed partial dentures, removable prosthetics, and implants. It is not
necessary to request prior authorization for services that do not ordinarily require
authorization from Medi-Cal Dental, even if the services are provided in an outpatient
hospital setting. In all cases, an operating room report, or hospital discharge summary
must be submitted with the claim for payment.

Services that require prior authorization may be performed on an emergency basis;
however, the reason for the emergency services must be documented. Enclose a copy
of the operating room report and indicate the amount of time spent in the operating
room.

Hospital Inpatient Dental Services (Overnight or Longer)

If a provider is required to perform services within a hospital setting, the provision of the
medical support services will depend on how the member receives their medical
services. Members may receive medical services through several different entities:

e Medi-Cal Fee-For-Service (FFS)
e Geographic Managed Care (GMC)
e Medi-Cal Managed Care
e County Organized Health Systems (COHS)
Refer to the Provider Handbook Section 4 (Treating Members) for instructions on how to

determine the entity providing a member’s medical services.

Requesting Hospital Dental Services for Medi-Cal Members Enrolled in the Medi-
Cal (FFS) Program

Authorization is required from Medi-Cal to admit the member into the hospital.
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This authorization must be submitted on the Medi-Cal Form 50-1, which should be sent
directly to:

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

San Francisco, CA 94119

(415) 904-9600

NOTE: The Medi-Cal Form 50-1 should not be submitted to Medi-Cal Dental, this will
only delay the authorization for hospital admission.

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

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

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

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

Mobile Dental Treatment Vans

Mobile dental treatment vans are considered, under Medi-Cal Dental, to be an
extension of the provider’s office and are subject to all applicable requirements of the
program.
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Maxillofacial-Orthodontic Services (MF-0O)

All MF-O surgical and prosthetic services, TMJ dysfunction services, and services
involving cleft palate/cleft lip require prior authorization. The exceptions to this are
diagnostic services and those services performed on an emergency basis. Providers
and their staff should be aware of the procedure codes specific to the MF-O program.
To see to the codes, refer to the Provider Handbook Section 5 (Manual of Criteria and
Schedule of maximum Allowances).

The Professional Component

The Medi-Cal Dental program has a professional unit consisting of dental consultants
who are licensed dentists. The consultants review all claims and TARs which require
professional judgment. These dental consultants assist the Medi-Cal Dental Program
Provider/Member Services and Clinical Screening departments with reevaluations and
special cases.

In addition, there are clinical screening dentists located throughout the state. They are
responsible for pre-screening cases that may require clinical evaluation under the
guidelines of the Medi-Cal Dental program.

After the clinical screening dentist has examined the patient, a Medi-Cal dental
consultant reviews the screening report. The claim or TAR is subsequently approved,
modified, or denied. The Medi-Cal Dental clinical screening dentists also do post-
operative screenings.

Onsite Training Visit

Provider Field Representatives are available for onsite visits to assist providers with
policy or billing issues that cannot be resolved by telephone or written correspondence.
Medi-Cal Dental will determine the necessity to schedule an onsite training visit. To
request a visit please contact the Customer Service Center at (800) 423-0507.

Seminars

There are four types of Medi-Cal Dental Seminars- Basic/EDI, Advanced, Workshops
and Orthodontic. All seminars are free of charge and offer continuing education credits
based on the hours of training conducted. Visit the Medi-Cal Dental website at
www.dental.dhcs.ca.gov to make a reservation.
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Case Management

Dental Case Management is available for those members who are unable to schedule
and coordinate complex treatment plans involving one or more medical and dental
providers. Case management services are intended for members with significant
medical, physical, and/or behavioral diagnosis. Referrals for case management services
are initiated by the member’s medical provider, dental provider, case worker or
healthcare professional and are based on a current, comprehensive evaluation and
treatment plan.

The Case Management referral form is located on the Medi-Cal Dental website:
www.dental.dhcs.ca.gov Members must be referred by a Medical or Dental
professional by completing the secure online referral form. If you have questions when
submitting an online referral, please contact the Customer Service Center at (800) 423-
0507. Refer to the Provider Handbook Section 4 (Treating Members) for more
information.

Care Coordination Services

Care Coordination services are offered by the Customer Service Center (CSC). Care
Coordination Services allow Medi-Cal members to call and gain access to dental
services with the direction and support of our CSC agents, who assist members with:
Locating a General or Specialist Dentist, Accessing Appointments, Translation Services,
Transportation Assistance. Members can access the Care Coordination Services by
contacting the Customer Service Center at (800) 322-6384, and request Care
Coordination assistance.
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The Medi-Cal Dental Provider Website

The Medi-Cal Dental Provider Handbook and Medi-Cal Dental Bulletins are available on
the Medi-Cal Dental website at www.dental.dhcs.ca.gov.

The Provider Handbook has been developed to assist the provider and office staff with
participation in the Medi-Cal Dental program. It contains detailed information regarding
the submission, processing and completion of all treatment forms and other related
documents. The Provider Handbook should be used frequently as a reference guide to
obtain the most current criteria, policies, and procedures of the

California Medi-Cal Dental program.

The Medi-Cal Dental Bulletins are published periodically to keep providers informed of
the latest developments in the program. New bulletins will appear in the “What’s New
Section” of the Medi-Cal Dental website and are incorporated into the “Provider
Bulletins” section of the website. This section should be checked frequently to ensure
that your office has the most updated information on the Medi-Cal Dental program.

Medi-Cal Dental Provider Website

&@DHCS Medi-Cal Dental Search this website Q

Members Related Contact Us

Welcdmemmex_M edi

&
The Medi-Cal Program currently oﬂem’#l 2 ar ny benefits. Under the
guidance'of the California Department of Heal r { i Déntal Program aims to

www.dental.dhcs.ca.qov
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Medi-Cal Dental (Fee-For-Service) Providers

€@ DHCS Medi-Cal Dental Search this website Q

Members Providers Related Contact Us

Home = Dental Providers

Dental Providers

* Medi-Cal Dental (Fee-For-Service) Providers

¥ Medi-Cal Dental Provider Web Application Login
¥ Medi-Cal Dental Provider Web Application User Guide

* Dental Managed Care (Los Angeles County and Sacramento County)

3wbpty Y81 hE et @@ Hmoob H p oo WAl Pycckwin  Espaiol Tagalog smlvo  Tidng Viét

Conditions of Use ivacy cy Nondiscrimination Policy  Accessibility ificate Language Access

Copyright ©2023 State of California

Medi-Cal Dental Website

StateofCalifornia

ODHCS Megi.Cal Dental Program STl NN Q

Members«  Providers~  Related~  ContactUs~

Provider Website Application Welcome to the Medi-Cal Dental Fee-For-Service (FFS) Providers page. Please visit the available links
for helpful information regarding the Medi-Cal Dental FFS Program.

Dental Case Management Program

/ﬁ If you are interested in becoming a Medi-Cal Dental Provider: Please contact the Provider
» Publications Dental Provider Enroliment * Telephone Service Center at 1-800-423-0507

Frequently Asked Questions (FAGs)
* Medi-Cal Dental Manual of What’S New
Criteria (MOC) and Schedule HIPAA

of Maximum Allowances (SMA)

National Provider identifier (NP1) > June 2023 Bulletin
* Provider Bulletins Published: June 1, 2023
Provider Training and Information >

*» Provider Handbook

Special Bulletin:
. Services To Providers . y
* Provider Forms s Update: Disaster Assistance to Evacuated Members and Dental Offices

tior * Med-Cal Dental Holiday Payment Schedule for the Remainder of Fiscal Year 2022-23
* Provider Website Application Publications ’ s !

User Guide and Fiscal Year 2023-24
Electronic Data Interchange (EDI) Published: May 23, 2023

tutes and Regulations
Yeledentistry Resources Special Bulletin: End of the PHE Continuous Coverage Requirement

Physicians Information Published: Moy 2, 2023
* Provider Email List Sign-Up More Info
Other Information | Important Reminders

ContactInformation » Medi-Cal Dental MOCs and SMAs

» 2022 Medi-Cal Dental Payment Schedule Changes

» Dental Enrollment Warkshops for Dental Providers
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Medi-Cal Dental Provider Portal

Registered providers can check Medi-Cal Dental member’s history online. This feature
will display all dental services that a member received from Medi-Cal dental providers in
the last five years, with individual provider information hidden. Each line item will
include:

e Tooth information
e Procedure(s)
e Dates of service

e Denied/allowed status

Providers can also use the Provider Portal to access other important Medi-Cal Dental
information, such as:

e Claim status and history
e Treatment Authorization Request status and history
o Weekly check amounts

e Monthly payment totals and year-to-date payment

Provider Portal

£ Settings

DHCS Medi-Cal Dental Search this websit Q,

Members Related Contact Us

Disaster Assistance to Evacuated Members and Dental Offices

The Department of Health Care Services will allow member and provider processing exceptions to expedite the replacement of

removable dental appliances for those impacted by the recent winter storms in California. If you are impacted by the winter
storms, please call the Provider Telephone Service Center at 1-800-423-0507 for more information about replacement of dental
appliances.

Home | Dental Providers

Dental Providers

*» Medi-Cal Dental (Fee-For-Service) Providers

» Provider Portal Login
» Provider Portal Register

* Provider Portal User Guide

» Dental Managed Care (Los Angeles County and Sacramento County
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Login Provider Portal

) H S Medicaid Management Solutions
Dl C

Welcome

£

Members Providers
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Enroliment

Enrollment: Become a Medi-Cal Provider

» To receive payment for treating eligible Medi-Cal members,
dental providers must be enrolled in the Medi-Cal Dental
Program

» Enrollment is through the Provider Enrollment Division (PED) of
DHCS

* PED uses an online application portal called the Provider
Application and Validation for Enroliment (PAVE)

* Paper applications are not accepted!

PAVE Application: https://www.dhcs.ca.gov/provgovpart/Pages/PED.aspx

Provider Application and Validation for
Enrolilment (PAVE) Portal

» Enrollment:

« PAVE is for Providers who want to enroll in Medi-Cal Fee-for-Service

» Enrollment Changes:

+ All changes to your practice and/or license must be completed through
PAVE

* This must happen within 35 days of the change

» Enrollment Revalidation

» DHCS will notify providers when revalidation is necessary

Orthodontic Packet
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Enrollment: Welcome Packet

» Newly enrolled billing provider
receives:

« Billing Provider Number
 Personal Identification Number (PIN)
- Starter packet of forms

* Re-order additional forms on the Medi-Cal
Dental Website

Enrollment: Revalidation Process

» State regulations mandate that all providers are required to
re-validate every 5 years to continue participating in the
Medi-Cal Dental Program

» DHCS will send a revalidation notice to the provider when
they are required to submit a revalidation application

» Dental providers submit revalidation applications using PAVE

See PED website or PED Message Center for more information.
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Request direct deposit through PAVE

Electronic Funds
Tra nsfer (EFT) Funds are deposited directly into your bank

account on Tuesday night

Notice of deposits will appear on the EOB

Billing Providers

To receive payment for treating eligible Medi-Cal members, dental providers must be
enrolled in Medi-Cal Dental. On October 31, 2022, DHCS implemented the Provider
Application and Validation for Enrollment (PAVE) Provider Portal to simplify and
accelerate Medi-Cal enrollment processes for dental providers. The PAVE portal is a
web-based application that allows dental providers to submit enroliment applications
and required documentation to DHCS electronically.

PAVE website: Provider Enrollment Division (PED) (ca.gov)

NOTE: Paper applications are not accepted and will be returned.

Once the enrollment process is complete, the new Billing Provider will be informed of
acceptance into the program which will include the Billing Provider number and a
Personal Identification Number (PIN).

The new Billing Provider will also receive a starter packet of forms. Additional forms
may be ordered by completing the Forms Re-order Request form found on the
Medi-Cal Dental Website. Medi-Cal Dental Forms Reorder Request
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Rendering Providers

Each provider who treats Medi-Cal members must be enrolled in Medi-Cal Dental. The
Rendering Provider number will be the type 1 NPl number that the Dr. obtained from
NPPES. Group and rendering providers will be required to complete an affiliation form
within PAVE. The Rendering Provider number will go in Box 33 on your Claims and
NOAs.

Billing Intermediaries

Medi-Cal Dental accepts claims prepared and submitted by a billing service acting on
behalf of a provider. The provider and billing service must complete the Medi-Cal Dental
Provider and Billing Intermediary Application/Agreement found on the Medi-Cal Dental
website. Once the process is complete, the billing service will receive a registration
number which must be included on all claim forms they submit on a doctor’s behalf.

Enrollment Assistance

For Medi-Cal provider enroliment information, contact the Provider Enroliment Division
(PED) using the Inquiry Form on PED’s website under Provider Resources.

e https://www.dhcs.ca.gov/provgovpart/Pages/PED.aspx

Providers can also contact the PED’s Message Center:
e Phone Number (916) 323-1945
e Email PAVE@dhcs.ca.gov

e Send a message in PAVE

PAVE Technical Support (excluding State holidays)
For PAVE technical support, please call the PAVE Help Desk at (866) 252-1949.

e Help Desk is available Monday-Friday from 8:00 am — 6:00 pm

PAVE Chat feature (excluding State holidays)
Providers can also use the PAVE Chat feature for support while in PAVE.

e Chat is available Monday-Friday from 8:00 am — 4:00 pm
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Billing Inquiries and PIN Inquiries

Billing and EFT Inquiries
Please call the Customer Service Center (CSC) at (800) 423-0507.

e (CSC Agents are available Monday-Friday from 8:00 am — 5:00 pm
e Excluding State holidays

PIN Confirmation/Reset

A PIN cannot be confirmed or reset over the telephone. To confirm or reset a PIN, send
a written request to:

Medi-Cal Dental
PO Box 15609
Sacramento, CA 95852-0609
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Eligibility

Eligibility
Eligibility is established by the County Department of Social

Services

Information is transferred to the Department of Health Care Services
(DHCS)

Benefits Identification Card is issued

Eligibility is established on a monthly basis

Providers must verify a member’s eligibility for each month the
member is receiving services

Eligibility Verification Confirmation Number (EVC)

Medi-Cal Members Identification

The BIC is a permanent plastic card issued once. The front of the card contains the
member’s ID number, name, birth date and issue date. The reverse side contains a
magnetic strip and member’s signature area.

Verifying Member Identification

Members are required to sign their Benefits |dentification Card (BIC) prior to presenting
the card for services. Members who cannot sign their name and cannot make a mark
(X) in lieu of a signature because of a physical or mental handicap will be exempt from
this requirement. If a provider does not attempt to identify a member and provides
services to an ineligible member, payment for those services may be disallowed. In
certain instances, no identification verification is required, for example:

e When the member is 17 years of age or younger
e When the member is receiving emergency services

e When the member is a resident in a long-term care facility
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If the member is unknown to the provider, the provider is required to make a “good-faith”
effort to verify the member's identification by matching the name and signature on the
Medi-Cal issued ID to that on a valid photo identification, such as:

e A California driver’s license
¢ An identification card issued by the Department of Motor Vehicles
e Any other document which appears to validate and establish identity

Medi-Cal dental providers must now accept expired photo identification (ID) up to six
months from the date of expiration to verify a Medi-Cal patient’s eligibility. During this
grace period, providers may not deny Medi-Cal patients service for an expired ID.

NOTE: The provider must retain a copy of this identification in the member's records.

Any provider who suspects a member of abusing Medi-Cal Dental may call (800) 822-
6222, Monday through Friday between 8:00 am and 5:00 pm
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Medi-Cal Benefits Identification Card (BIC)

State of
California
| Benefits
: er Identification
STATE OF CALIFORNIA Card
EENEFITS IDENTIFICATION CARD ID No. 99999999999999
“+_ID No. 01234567A96144 FIRSTM. LAST
JOHN Q REC[P‘ENT - M mm dd yyvy Issue Date 01 11 05‘

> .
| et 77 Lot |

SIGNATURE

This card is for identification ONLY. It doesnot
guarantee eligibility. Carrythis card with youto
yourmedical provider. DONOT THROWAWAY

THIS CARD. Misuse of this card is unlawful.

M 05 20 1991/ Issue Daté'05 24 16

Medi-Cal Benefits Identification Card (BIC)

» The Benefits Identification Card contains information to enable
providers to access eligibility
= NOT a verification of eligibility
+ NOT guarantee for payment
- Make a copy of the BIC for the member record

» Verification of Identification

« All paper cards (Immediate Need, CHDP, Presumptive Eligibility Cards)
are used for ID purposes only.

 Make a copy of the ID for the member record
« Verification of Identification Exceptions
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Verifying Eligibility
» The Medi-Cal program verifies member eligibility
« Verify eligibility and current Share of Cost (SOC) information

» The Point of Service (POS) Network is available 22 hours a day, 7
days a week

» By touch-tone telephone 800-456-2387

- Automated Eligibility Verification System (AEVS)
* Then enter the assigned 6-digit PIN

» By internet access www.medi-cal.ca.gov

* Enter the billing provider number and 6-digit PIN
* Place printout in the member record

Request Access to the Eligibility Website

» Providers must have a POS Network/Internet Agreement on file
to access the eligibility website

» The POS Network/Internet Agreement can be attained from:

* Medi-Cal website: www.medi-cal.ca.gov

Orthodontic Packet
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Verifying Eligibility

Providers must verify eligibility every month for each member who presents a BIC,
paper Immediate Need or Minor Consent card. A provider who declines to accept a
Medi-Cal member must do so before accessing eligibility information with the
exceptions listed in the Handbook. The State of California Department of Health Care
Services (DHCS) will also review claims to determine providers who establish a pattern
of providing services to ineligible members or individuals other than the member
indicated on the BIC.

Options to Access the Point of Service (POS) Network

The POS is set up to verify eligibility and perform Share of Cost (SOC) transactions.
The network may be accessed through the following ways:

Touch-tone Telephone Access

With the use of an assigned PIN, all providers with a touch-tone telephone may access
the Medi-Cal Automated Eligibility Verification System (AEVS). The automated system
will provide eligibility and Share of Cost (SOC) information that is current and up to date.
AEVS is accessible 22 hours a day, 7 days a week. The toll-free number to access
AEVS is (800) 456-AEVS (2387). Refer to the Provider Handbook Section 4 (Treating
Members) for more information.

Internet Access

The Medi-Cal website www.medi-cal.ca.gov allows providers to verify eligibility and
update Share of Cost liability. This secure site is accessed by using the billing provider
number and PIN.

Custom Applications

Providers with large claim volume and extensive computer systems may require custom
applications to allow their system to interface with the POS network. The technical
specifications to develop the program are available at no charge. The same eligibility
and SOC information will be available to those using this method.

Eligibility Verification Confirmation (EVC)

If the member’s eligibility has been established for the month requested, an EVC
number is received. This number should be recorded in the patient record. Please enter
the EVC number in the field available on the Treatment Authorization Request
(TAR)/Claim form, or in Box 23 on the Notice Of Authorization (NOA).
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Web Eligibility: Transaction Services

EHCS | Medi-cal providers o

Services

The Medi-Cal Praviders website provides access to Medi-Cal billing support
services and to perform secure Medi-Cal Fee-for-Service and other associated
health care program claims and transactions. Medi-Cal providers, submitters
and other intermediaries may login to the Provider Portal.

Sign up as a Medi-Cal Provider

User ID = Billing NPI
Password = 6 digit PIN

Web Eligibility: Single Subscriber

Medi-Cal Transaction Services

il Medi-Cal Rx is live on January 1, 2022. Please visit the Medi-Cal Rx site for additional information

270 Eligibility Benefr 211 Multiple Subscribers

oo

551 (S0C)/Spend Down Clea

Lclaims
Appeal Stat Claim Status Inquiry Claim Status Request (276;
Claim Status Response (277 Medical Services Reserv

#Provider Services

Blood Factor Rates Continuing Care Inquiry

Medical Supply Code Inguiry Procedure Code inguiry

vider Checkwrite Inquiry
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Web Eligibility: Single Subscriber

Single Subscriber
* Indicates required field
ingle Subs:
Swipe Card * Subscriber ID
Swipe Card l Subscriber 1D l
* Subscriber Birth Date *Issue Date * Service Date
mm/dd /yyyy [} mm/dd/yyyy [m} mm/dd/yyyy m]

Web Eligibility: Single Subscriber Response

Eligibility transaction performed by provider: on Wednesday, January 11, 2012 st 11:36:44 AM o Wednesday, January i, 3033 st 4318 P
y A o (OHTYCOOE 62 PN AD COOE: 3. 240
O ommn o s e 1 00 A 0 i e
ELIGIBLE Wy HO SOC/SPEND DOWMN, UGBLE FOROP TUBERCULOSIS B 0 S0E/SP10 DO covumor cooe
2
e —
i B
AEE— A
PE— -
[— [—
i W R
First Speclaliid Cos s d Special Ald Code: First Speclal Ald Code: ‘Second Speclal Ald Code: TH
— . e —
P ot

rimary Care Physican Phame 5 Service rpe:

Subseriver 10:
Service Date: 01037202 Subscriber Birth Date:

s D 05011999 Primary Aid Cade:
FirstSpecial Ad Coes Second special W4 Code:
Third Special id Code: Subscriber County: unkaonn
HIC N

Primary Care Physician Phem Serviea Type:

Web Eligibility: Single Subscriber Response

&IDHCS | Medi-Cal Providers
Providers - Benehcaries Resources - Aelated ComtactUs

Home | Transaction Services |

Subscriber | Single Subscriber Response

Single Subscriber Response

Eligibility transaction performed by provider:

- @  csmibitity Message: SUBSCRIBER LAST NAME EVC 5301 FNVTMMS, CNTY CODE:02. PRMY AID CODE: 60. MEDI-CAL

ELIGIBLE W/ NO SO/SPEND DOWN

on Wednesday, January 12, 2022 at 11:36:44 AM

Narme: ‘Subscriber 1D:

Service Date: ‘Subscriber Birth Date;

Issue Date: 03/08/7

Primary &id Code:
First Special Aid Code: ‘Second Special Aid Code:

Third Special Ald Code: ‘Subscriber County:

HIC Number:
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Aid Codes

Know the aid code(s): Not everyone receiving Medi-Cal has full-scope benefits. A
member may be given aid codes that reflect limited or restricted coverage. Some
members are limited to medical benefits only, such as ambulatory pre-natal care
services. An example of restricted benefits would be emergency or pregnancy-
related services only. These members would not be eligible for orthodontic care under
the Medi-Cal Dental program.

Other Insurance Coverage

The eligibility message may also indicate other coverage information if it applies. A
member may have orthodontic benefits through another dental plan. Remember that
Medi-Cal will always be the secondary carrier to all other coverage.

Each request for payment must include a copy of the Explanation of Benefits
(EOB), fee schedule, or letter of denial from the other carrier. Even with other
coverage, orthodontic treatment must still be prior authorized by the Medi-Cal Dental
program.

If a member is enrolled in a Managed Care Plan (MCP), Prepaid Health Plan
(PHP), or Health Maintenance Organization (HMO) that includes dental benefits,
orthodontic treatment must be rendered by a provider enrolled in that plan. There is no
coordination of benefits with the Medi-Cal Dental Fee-For-Service (FFS) program.

Share of Cost

Share-of-Cost (SOC) information will be given in the eligibility message if it applies
to the member. A SOC message will specify how much the member must agree to
pay before becoming eligible for Medi-Cal benefits for the month. SOC is a procedure
the Department of Health Care Services developed to ensure that an individual or family
meets a predetermined financial obligation before receiving Medi-Cal benefits. This
procedure is used to compute the dollar amount to be applied to any health care
costs. Health care costs could be dental, medical, hospital or pharmaceutical charges.
Always use usual, customary and reasonable (UCR) fees. If the SOC has been met
when an update has been entered in the eligibility system, it will reflect this
information or show the amount remaining. When updating SOC, do so by procedure
code, not by the total amount for the visit.

Refer to the Provider Handbook Section 4 (Treating Members) for more information.
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Instructions For Share of Cost (SOC) Clearance Using the
Automated Eligibility Verification System (AEVS)

To perform a SOC clearance using the AEVS, follow these steps:

e Call AEVS at 800-456-AEVS (2387)

e Enter the 6 digit PIN number (not the same as the NPI)

e Press ‘2’ for the share of cost menu

e Press ‘1’ to perform an update (clearance)

e Enter the member ID number, then the pound sign (#)

e Enter the 2 digit month and 4 digit year of the member’s birth date

e Enter the date of service, using 2 digits for the month, 2 digits for the day, and 4
digits for the year. (For example: Enter March 5, 2017, as 03 05 2017)

e Enter the appropriate procedure code using the CDT 22 code format, followed by
the (#)

e Enter the total amount billed in the format of dollars followed by the star sign, and
cents followed by the pound sign. (For example: $20.50 would be entered as
20*50%#)

Verify that the amount is entered correctly by pressing ‘1’ for ‘yes’ or ‘2’ for ‘no’. If '2" is
pressed, re-enter the amount. If 1" is pressed, enter the case number (if applicable)
followed by the (#) sign.

If the SOC is not fully satisfied, the amount deducted and the amount remaining will be
indicated. If the SOC is satisfied, the following information will be received:
e The first 6 letters of the last name

The first initial of the first name

e The Eligibility Verification Confirmation (EVC) number
e The county code

e The aid code

e The amount deducted

e A message indicating the SOC is certified (cleared)

¢ A message indicating what type of eligibility the member has and if there are any
restrictions or limitations to benefits

Eligibility can be delayed when other health care providers do not report payments
made by the member. Instruct the member to take their receipt of payment to their
caseworker so an update may be done. An alternative is to contact the other health
care provider and ask that the SOC be updated immediately on behalf of the member.
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Aid Code Master Chart

» The Aid Code Master
Chart lists each Aid Code
with columns for:

* Type of Benefits
* Share of Cost

i coges

1 Hidtoger
Aid Codes Master Chart Jenasa s o et o
g oo
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i conte f e recipient is slgbie. 1 8 recipient hus an unmel Share of Cost (SOC), an s

cade s it ruturmed, Bnce the fecpient i ol considered eigbie Ll the SOC s mat. A
recipient may harve more han ona 5 code, AN My be el for MULgse FropamS and
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and publc heath "The cran inchudes anly oy ) s o
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See the Provider Handbook Section 4 or the Medi-Cal website for the Aid Code Master Chart.

Managed Care Plans

» Patient must go to a plan provider:

Eligibility Message: SUBSCRIBER LAST NAME: XXXXXX. EVC# 00000AKEOR. CNTY CODE: 19. PRIMARY AID CODE: 00. MEDI-CAL
ELIGIBLE W/ NO SOC/SPEND DOWN. HEALTH PLAN MEMBER:PHP-HLTH NET: MEDICAL CALL (800)000-0000. HPC: CALL (800) 000-
000 FOR HCP INFORMATION.PCP: DR. XXXXX XXXX CALL (000) 000-0000.

0 A
CACCESS DENTAL PLAN: DENTAL CALL 000! 000-0000. >‘

Subscriber Name: LAST, FIRST M.

SubscMber ID:  90000000A

Subscriber Birth Date: MM/DD/YYYY

Issue Date: MM/DD/YYYY

Primary Aid Code: 00

First Special Aid Code:

Second Special Aid Code:

Third Special Aid Code:

Responsible County: 19 — Los Angeles

Medicare ID: HHIXXXHKXXXXX

Primary Care Physician Phone:

Service Type:

Service Date: MM/DD/YYYY

Trace Number (Eligibility Verification Confirmation (EVC) Number:
OOOOOAKEOR

Orthodontic Packet
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Other Insurance Coverage

» Prepaid Health Plans

Eligibility Message: SUBSCRIBER LAST NAME: XXXXXX. EVC# OOOOOAKEOR. CNTY CODE: 11. PRIMARY AID

(P H P) / H ea It h CODE: 00. MEDI-CAL ELIGIBLE W/ NO SOC/SPEND DOWN. OTHER HEALTH | RANCE COV. UNDER CODE
V. CARRIER NAME: BLUE CROSS OF CALIFORNIA ID XXXX000XXX00. CO @W
M a i n te n a n C e Subscriber Name: LAST, FIRST M. Subscriber ID: 90000000A
O rg an izatio n (H M O) Subscriber Birth Date: ~ MM/DD/YYYY Issue Date:  MM/DD/YYYY
Primary Aid Code: 00 First Special Aid Code:
» d
| n em n Ity P | a nS Second Special Aid Code: Third Special Aid Code:
» M ed i_ Ca I De nta | iS Responsible County: 11-Glenn Medicare ID:  XOOOOKXXXXXX
. Primary Care Physician Phone: Service Type:
always secondary carrier
Service Date: MM/DD/YYYY Trace Number (Eligibility Verification Confirmation (EVC)

Number: OOOOOAKEOR

» Other Coverage must be

billed first

Share of Cost (SOC)

» Share of cost is a preset dollar amount that is determined by
DHCS for an individual or for a family

¢ This amount must be met each month before the member is eligible for
Medi-Cal benefits

* Any health care services, including non-covered services, may be used
to meet SOC

» Only update SOC for services that are performed in your dental
office

» Payment for the SOC is based on the provider office policy and
the member

See the Provider Handbook Section 4 (Treating Members) for more information.

Orthodontic Packet
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Case Numbers

» Case numbers indicate the member is part of a family SOC

» SOC Case Summary Report

* Provided by the member's social worker or local county office
+ Indicates all family members involved

» Benefits may not be received by all in SOC

» No Eligibility Aid Codes:
+ |[E - Ineligible
+ OO0 — No Aid Code
* RR - Responsible Relative

250 Percent Working Disabled Program

» Members with aid code 6G

» The "Spend Down Obligation Amount" field is due to the 250
Percent Working Disabled Program, the message will state that
the recipient is eligible for full-scope Medi-Cal

» The SOC amount is a premium that the recipient pays directly
to the Department of Health Care Services (DHCS)

» Providers are not to collect SOC amounts from the Working
Disabled Program recipients.

» www.dhcs.ca.gov/services/Pages/TPLRD WD cont.aspx
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Orthodontic Billing Forms and Procedures

Orthodontic services are limited to only those who meet the general policies and
requirements for medically necessary handicapping malocclusion, cleft palate, or
cranio- facial anomalies cases set forth in Title 22 of the California Code of Regulations.
Eligibility for these services end when the member reaches the age of 21, with no
extended services allowed.

In administering the California Medi-Cal Dental program, Delta Dental's primary function
is to process claims and Treatment Authorization Requests (TARs) submitted by
providers for dental services performed for Medi-Cal members. It is the intent of Delta
Dental to process claims and TARs as quickly and efficiently as possible. The forms
used for billing as well as other related documents have been developed to simplify
billing procedures. The forms, in both manual and computer-compatible formats, are
available from the Medi-Cal Dental forms supplier at no charge to providers.

The Handbook contains detailed, step-by-step instructions for completing each of the
Medi- Cal Dental forms. Section 6: Forms, contains a handy checklist to help complete
treatment forms accurately. Section 9: Special Programs, contains detailed information
specific to the orthodontic program, including procedures and orthodontic claims
processing.

All incoming documents are received and sorted by Gainwell Technologies. Claims and
TARSs are separated from other incoming documents and general correspondence.
Orthodontic treatment forms are assigned a unique 11-digit Document Control Number
or DCN. The DCN is important because it identifies specific treatment forms so
Medi-Cal Dental can tell exactly where it is in the processing system, what has been
done to that point, and if appropriate, what needs to be done to reach the final point of
authorization or payment. By knowing this information, Medi-Cal Dental can answer
inquiries concerning the status of any treatment form received.

The dental office must accurately complete treatment forms to ensure proper and
expeditious handling by The Medi-Cal Dental program. A form which is incomplete or
inaccurate causes delays in processing and/or requests for additional information.
Please ensure the required information is typed or printed clearly on the form.
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CDT 23 Procedures codes

» D0140 = Limited oral evaluation
» D0470 = Diagnostic casts

» D8080 = Comprehensive orthodontic treatment of the adolescent
dentition (for all case type - fees will vary)

» D8660 = Pre-Orthodontic treatment visit
(for craniofacial anomalies cases only)

» D8670 = Periodic orthodontic treatment visit
(for all case types — fees will vary)

» D8680 = Orthodontic retention (for all case types)

Clarification of Case Types

Malocclusion Cases

Malocclusion cases may only be started with permanent dentition, or at 13 years of age.
If malocclusion cases require further treatment beyond 8 quarterly visits, a maximum of
4 additional quarters may be authorized upon review. Progress photos must be
submitted when requesting additional visits.

Cleft Palate Cases

Cleft palate cases may be treated from birth in the primary dentition phase, in the mixed
dentition, and again in the permanent dentition phase. Submission of the diagnostic
casts is not required if the cleft palate cannot be demonstrated on the casts. However,
photographs or documentation from a credentialed specialist must be attached. If the
primary dentition case requires further treatment beyond 4 quarterly visits, a maximum
of 2 additional quarters may be authorized upon review of progress photos and
documentation. If the mixed dentition case requires further treatment beyond 5 quarterly
visits, a maximum of 3 additional quarters may be authorized upon review of progress
photos and documentation. If the permanent dentition case requires further treatment
beyond 10 quarterly visits, a maximum of 5 additional quarters may be authorized upon
review of progress photos and documentation. If retention will not be required for the
primary or mixed dentition phase, document this in the comments section (box 34) of
the TAR.
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Craniofacial Anomaly Cases

Craniofacial anomalies cases may also be treated from birth in the primary dentition
phase, again in the mixed dentition, and again in permanent dentition. Submission of
the diagnostic casts for the authorization of the treatment plan is optional.
Documentation from a credentialed specialist is required for all craniofacial anomalies'
cases. If the primary dentition case requires further treatment beyond 4 quarterly visits,
a maximum of 2 additional quarters may be authorized upon review of progress photos
and documentation. If the mixed dentition case requires further treatment beyond 5
quarterly visits, a maximum of 3 additional quarters may be authorized upon review of
progress photos and documentation. If the permanent dentition case requires further
treatment beyond 8 quarterly visits, a maximum of 4 additional quarters may be
authorized upon review of progress photos and documentation. If retention will not be
required for the primary or mixed dentition phase, document this in the comments
section (box 34) of the TAR.

Note: Craniofacial Anomalies cases may require Pre-Orthodontic Treatment Visits
(Procedure D8660 — maximum of 6) to monitor the facial growth on a quarterly schedule
prior to starting orthodontic treatment. This procedure is not required if the member's
dentition or skeletal growth is stable, and the member is ready to start orthodontic
treatment. Submit this procedure (x the number of visits requested) along with the TAR
for the complete orthodontic treatment plan.

Clarification of Case Types

Malocclusion Cases:
Permanent dentition (or at age 13)
8 quarterly visits (initial request)

Possible extension = maximum of 4 additional quarters
(submit progress photographs & documentation)
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Clarification of Case Types
Cleft Palate Cases:

» Primary dentition = 4 quarterly visits (initial request)
+ Possible extension = maximum of 2 additional quarters
(submit progress photographs and documentation)
» Mixed dentition = 5 quarterly visits (initial request)
* Possible extension = maximum of 3 additional quarters
(submit progress photographs and documentation)
» Permanent dentition = 10 quarterly visits (initial request)

* Possible extension = maximum of 5 additional quarters
(submit progress photographs and documentation)

Clarification of Case Types
Craniofacial Anomaly Cases:

» Primary dentition = 4 quarterly visits (initial request)
* Possible extension = maximum of 2 additional quarters
(submit progress photographs and documentation)
» Mixed dentition = 5 quarterly visits (initial request)
* Possible extension = maximum of 3 additional quarters
(submit progress photographs and documentation)
» Permanent dentition = 8 quarterly visits (initial request)

* Possible extension = maximum of 4 additional quarters
(submit progress photographs and documentation)
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Step 1

Step 1

» The D0140 Limited Oral Evaluation exam is the 15t step to
provide Orthodontic treatment

* Exam includes completion of the Handicapping Labio-Lingual Deviation
(HLD) Index CA Modification Score Sheet
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Handicapping Labio-Lingual Deviation (HLD) Index CA
Modification Score Sheet

HANDICAPPING LABIO-LINGUAL DEVIATION (HLD) INDEX CALIFORMNIA MODIFICATION

SCORE SHEET
[Yiou will need this score sheet and a Boley Gauge or a disposable nuler)

Provider Patiant

Mame: MName:

Humber;
Date:

B Position the patient’s teeth in centric occlusion.
B Record all measurements in the order given and round off to the nearest millimeter (mm).
B EMTER SCORE ‘0" IF THE CONDMTION |15 ABSEMT

COMDITIONS #1 - #6A ARE AUTOMATIC QUALIFYING CONDITIONS HLD Seore
1.  Cleft palate deformity (See scoring instructions for types of acceptable documentation)

Indicate an X if presant and score mo further. e

2 Cranio-facial anomaly (Altach description of condition from a credentialed spﬂl:aallsl]
Indicate an 2 if presant and score no further..

3  Deep impinging overbite WHEN LOWER INCISORS ARE DESTROYING THE SOFT TISSUE OF THE PALATE.
TISSUE LACERATION ANDVOR CLINICAL ATTACHMENT LOSS MUST BE PRESENT.
Indicate an 2 if present and Soore Mo e . .. ettt st e

4. Crosshite of individual anterior teeth WHEN CLINICAL ATTACHMENT LOSS AND RECESSIOM OF THE
GINGIVAL MARGIN ARE PRESENT
Indicate an 2 if presant and Core mo RuhEr. ..o et s e

5. Severe traumatic deviation. (Attach description of condition. For example: loss of a premaxilla segment
by burns or by accident, the result ulushﬂumrelms or other gross paLthDg]' :|
Indicate an X if present and score no further... .

BA. Owerjet greater than Smm with incompetent lips or mandibular protrusion (reverse overjet) greater than 3.5mm
with masticatory and speech difficulties. Indicate an X if present and score no further ...

THE REMAINING COMDITIONS MUST SCORE 26 OR MORE TO QUALIFY

BE. Owerjet Bgual 0 or IEEE HhEm O I e et ettt ettt ettt et sttt st e

B Mandibular protrusion (reverse overjet) equal to or less than 3.5 mm ._... x5 =

8. Open bite in mm.. xd =

IF BOTH ANTERIOR CROWDING AND ECTOPIC ERUPTION ARE PRESENT IN THE ANTERIOR PORTION OF THE SAME ARCH,
SCORE ONLY THE MOST SEVERE CONDITION. D0 MOT COUNT BOTH COMDITIONS.

10. Ectopéc enuplion (ldentity by tooth number, and counl each toalh, excuding third molars) 3=
looth rumberns Tolal

11.  Anterior crowding (Score one for MAXILLA, andior one for MANDIBLE) x5 =
il mandible  total

13. Posterior unilateral crossbite (must involve two or more adjacent teeth, one of which must be a molar.
Mo score for bi-lateral posterior crossbite). . SCOTE 4

AUTHORIZATION OF SERVICES 1S BASED OM MEDICAL NECESSITY. IF A PATIENT DOES MOT HAVE OME OF THE S0 AUTOMATIC QUALIFYING
CONDITIONS OR DOES NOT SCORE 26 OR ABOVE, THE PATIENT MAY STILL BE ELIGIBLE FOR THESE SERVICES BASED OM EARLY AND
PERIODIC SCREEMING, DIAGNOSTIC AND TREATMENT (EPSDT) CRITERIA NECESSARY TO CORRECT OR AMELIORATE THE PATIENTS
CONDITION. FOR A FURTHER EXPLAMATION OF EPSDT CRITERIA, FLEASE SEE THE ORTHODONTICS SECTION OF THE CALIFORMIA MEDI-CAL
DENTAL PROGRAM PROVIDER HAMDEOOK

DCO16 (R 0918
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1.

10.

11

12

13,

HANDICAPPING LABIO-LINGUAL DEVIATION (HLD) INDEX CALIFORNIA MODIFICATION
SCORING INSTRUCTIONS

The intent of the HLD index is to measure the presence or absence, and the degree, of the handicap caused by the components of the Index, and not
to diagnoss ‘malocclusion.” All measurements are made with 3 Boley Gauge (or a disposable ruler) scaled in millimeters. Absence of any conditions
must be recorded by entering ‘0" (Refer to the attached score sheet.)

The followang information should help clarify the categories on the HLD Indes:

Cleft Palate Deformity: Acceptabls documentation must include at least one of the following: 1) disgnostic casts; 2) intresoral photograph of
the palate; 3) witten consultation report by & qualfied specilist or Craniofacial Panel) Indicate an "% on the score sheet. Do not score any
further if present. (This condition i avtomatically considered to qualify for onthodontic services.)

Cranlo-faclal Anomaly: (Attach description of condition from a credentialed specialist) Indicate an ‘X' on the score sheet. Do not score any
further if present. (This condition i avtomatically considered to qualify for orthodontic services.)

Deep Impinging Overbite: Indicate an ‘X on the score sheet when lower incisors are destroying the soft tissue of the palate and tissue
laceration andfor clinical sttachment loss are present. Do not score any further if present. (This condition is automatically considered to be a
handicapping malocclusion without further scoring.)

Crossbite of Individual Anterior Teeth: Indicate an ‘X' on the score sheet when dinical attachment loss and recession of the gingival margin
are present. Do not score any further f present. (This condition is automatically considensd to be a handicapping maloccusion without further
SConing. )

Severe Traumatic Deviation: Traumatic devistions are, for example, loss of 2 premaxilla segment by bums or by accident; the result of
osteomyeltis; or other gross pathology. Indicate an ‘X’ on the score sheet and sttach documentation and description of condition. Do not scone
any further if present. (This condition ks automatically considered to be a handicapping malocdusion without further scoring.)

Owverjet greater than Smm with incompetent lips or mandibular protrusion (reverse overjet) greater than 3.5mm with masticatory and
speech difficulties: Cwveret & recorded with the patient's teath in cantric occlusion and is measured from the labial of the lower incisors to the
labdal of the comesponding upper cenfral incisars. This measurement should record the greatest distance bet any one upper central incisor
and it's cormesponding lower central or lateral incisor. If the overjet is greater than 9mm with incompetent lips or mandibular protrusion (reverse
owverjet) is greater than 3.5mm with masticetory and speech difficulties, indicate an "X’ and score no further. (This condition is automatically
considered to be 8 handicapping makecclusion withowt further scoring. Photographs shall be submitted for this automatic excaption. )

Overjet equal to or less than 9mm: Overet is recorded a3 in condition #6A abowve. The measurement is rounded off to the nearest millimetar
and entered on the score sheet.

Overbite in Millimetars: A pencil mark on the tooth indicating the extent of overlap facilitates this messurement. It is measured by rounding off
to the nearest millimeter and entered on the score sheet. ('Reversa’ overbite may exdst in certain conditions and should be measured and
recorded. )

Mandibular Protrusion (reverse owverjet) equal to or less than 3.5mm: Mandibular protrusion (reverse overjet) i recorded as in condition
#6A above. The messurement is rounded off to the nearest millimeter. Enter on the score sheet and multiply by five (5).

Open Bite in Millimeters: This condition is defined as the absence of ccclusal contact in the anterior region. It i measured from incisal adge
of & maillary central incisor to incisal edge of a corresponding mandibular incisor, in millimeters. The measurement is entered on the score
sheeat and multiplied by fowr (4). In cases of pronounced protrusion associated with open bite, measurament of the open bite is not always
possible. Inthose cases, a close approxdmation can usually be estimated.

Eruption: Count each tooth, excluding third molars. Each qualifying tooth must be more the 50% blocked out of the anch. Count only
one tooth when there are mutually blocked out teeth. Enter the number of qualifying teeth on the score sheat and multiply by three (3} I
anterior crowding (condition #11) also exists in the same anch, score the condition that scores the most points. DO NOT COUNT BOTH
COMDITIONS. However, posterior ectopic teath can still be counted separataly from amerior crowding when they ocour in the same arch.

Anterior Crowding: Arch length insufficiency must exceed 3.5mm. Mild rotations that may react favorably to stripping or mild expansion
procedures are not to be scored as crowded. Score one (1) for 8 crowded maxillary arch andfor one (1) for 8 crowded mandibular arch. Enter
total on the scone sheet and mukiply by five (5). If ectopic enuption (condition #10) exists in the antenor region of the same arch, count the
condition that scores the most points. DO NOT COUNT BOTH CONDITIONS. However, postenior ectopic teath can still be counted separately
from antenor crowding when they occur in the same arch.

Labio-Lingual Spread: A Boley Gauge (or a disposable ruler) i used to determine the extent of deviation from a nommal anch. Where there is
only & protruced or Bngueslly displaced antenior tooth, the measurement should b2 made from the incisal edge of that tooth to the nomal ach
lime, Otherwise, the total distance between the most protruded anterior tooth and the most ingually displaced adjacent anterior tooth is
measured. In the event that multiple anterior crowding of teeth is cbeerved. all deviations from the normal arch should be measured for Labio-
limgueal spresd, but only the most severs individeal messurement should be entered on the score shest.

Posterior Unilateral Croasbite: This condition involves two or mone adiacant teeth, one of which must be a molar. The croasbite must be one
in which the maxillary postenor teeth involved may either be both palatal or both complately buccal in relation to the mandibular posterior teeth.
The presence of posterior unilateral crossbite is indicated by & score of four (4) on the score shest. NO SCORE FOR BI-LATERIAL
CROSSBITE.
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EPSDT

» Early and Periodic Screening, Diagnostic, and Treatment
Services

» In accordance with the Social Security Act and federal
regulations, DHCS must provide full-scope Medi-Cal members
under age 21 with a comprehensive, high-quality array of
preventive, diagnostic, and treatment services under EPSDT

EPSDT

» EPSDT services might or might not be part of the Manual of
Criteria

* A service is medically necessary if it corrects or ameliorates defects and
physical and mental ilinesses or conditions

» A TAR is required when a procedure is not listed in the Manual
of Criteria, or a service does not meet the published criteria for
a procedure

* Providers should fully document the medical necessity to demonstrate
it will correct or ameliorate the member’s condition

EPSDT Sample

Example:

» Andre W. (age 13) does not qualify for orthodontic services per the
handicapping malocclusion criteria (he scores below 26 points on
the HLD Index Score Sheet or does not have one of the six
automatic qualifying conditions)

» However, a speech pathologist has determined that his malocclusion
is a prime etiologic factor in his speech pathosis — resolution cannot
be achieved unless his malocclusion is corrected

» In this case, orthodontics may be authorized as an EPSDT service
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EPSDT Exception Considerations

Consideration for EPSDT exception:

» Any case demonstrating the presence of:

* Pathology

* An impacted or unerupted tooth destroying the root of an adjacent
tooth

« Attachment loss associated with anterior crossbite

Pathology
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Pathology
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Root Destruction

Root Destruction
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Case Submission

» HLD Index score sheet must be completed by an orthodontist
who is a graduate of an ADA accredited orthodontic
residency/program

1. Cleft Palate Deformity

» Automatic qualification

» If the deformity cannot be demonstrated on the diagnostic
casts, the condition must be diagnosed by properly
credentialed experts and that diagnosis must be supported by
an attached description

» If present, enter an “X" and score no further

2. Cranio-facial Anomaly
» Automatic qualification
» Attach description of condition from a credentialed specialist

» Indicate an "X" and score no further

Orthodontic Packet
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3. Deep Impinging Overbite
» Automatic qualification

» Tissue destruction of the palate must be clearly visible in the
mouth

» On the diagnostic casts, the lower teeth must be clearly
touching the palate and tissue indentations, or evidence of soft
tissue destruction must be clearly visible

» Photographs are helpful in determining the presence of tissue
damage

» Indicate an "X" and score no further

Deep Impinging Overbite
F
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Deep Impinging Overbite

Deep Impinging Overbite
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4. Crossbite of Individual Anterior Teeth

» Automatic qualification

» Destruction of soft tissue must be clearly visible in the mouth
with soft tissue loss reproducible and visible on the diagnostic
casts

» If present, enter an "X" and score no further

Anterior Crossbite

Attachment Loss
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No Attachment Loss

Attachment Loss NOT Caused by Anterior Crossbite
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5. Severe Traumatic Deviation
» Automatic qualification

» Examples: loss of premaxilla segment by burns or by accident;
the result of osteomyelitis; or other gross pathology

» Attach documentation and description of condition

» If present, enter an "X" and score no further

6A. Overjet Greater Than 9mm with Incompetent
Lips or Mandibular Protrusion Greater Than
3.5mm with Masticatory and Speech Difficulties

6A. Overjet Greater Than 9mm

» Qverjet is recorded with the patient’s teeth in centric occlusion
and is measured from the labial of the lower incisors to the
labial of the corresponding upper central incisors

» This measurement should record
the greatest distance between
any one upper central incisor and
its corresponding lower central
or lateral incisor

Page 56
Orthodontic Packet



California Medi-Cal Dental

Overjet

6A. Overjet Greater Than 9mm

» Automatic qualification

» If present, enter an “X" and score no further.

* The remaining conditions must score 26 or more to qualify

Orthodontic Packet
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6B. Overjet Equal to or Less Than 9mm

» Do not use the upper lateral incisors or cuspids

7. Overbite in mm

» Hold a pencil parallel to the occlusal plane and use the incisal
edge of one of the upper central incisors to place a pencil mark
indicating the extent of overlap

» The measurement is done on the lower incisor from the incisal
edge to the pencil mark

Orthodontic Packet
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8. Mandibular Protrusion Equal to or Less Than 3.5mm

» Measured from the labial surface of a lower incisor parallel to
the occlusal plane and perpendicular to the labial surface of an
upper central incisor

» The measurement in millimeters is entered on the score sheet
and multiplied by five

Page 59
Orthodontic Packet



California Medi-Cal Dental Orthodontic Seminar

9. Open bite in mm

» Measured from the incisal edge of an upper central incisor to
the incisal edge of a lower incisor

» In some situations, one has to make an approximation by
measuring perpendicular to the occlusal plane
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Orthodontic Packet

10. Ectopic Eruption
» ldentify the tooth/teeth by number/s
» Count each tooth excluding third molars

» Enter the number of teeth on the score sheet and multiply by
three

» If anterior crowding is present with an ectopic erupticn in the
anterior partion of the mouth, score only the most severe
condition

Ectopic Eruption

Ectopic Eruption of Second Molars

Orthodontic Seminar
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11. Anterior Crowding

» Anterior arch length insufficiency must exceed 3.5 mm

» Enter five points for a maxillary arch with anterior crowding and
five points for a mandibular arch with anterior crowding

» If ectopic eruption is also present in the anterior portion of the
mouth, score only the most severe condition

Anterior Crowding
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12. Labio-Lingual Spread in mm

» Use a Boley gauge to determine the extent of deviation from a
normal arch

» Where there is only a protruded or lingually displaced anterior
tooth, the measurement should be made from the incisal edge
of the tooth to a line representing the normal arch line

o~ F

12. Labio-Lingual Spread in mm

» Otherwise, the total distance between the most protruded
tooth and the most lingually displaced adjacent anterior tooth
is measured P
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Labio-Lingual Measurement
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13. Posterior Unilateral Crossbite

» This condition involves two or more adjacent teeth, one of
which must be a molar

» The crossbite must be one in which the two maxillary posterior
teeth involved may either be both palatal or both completely
buccal in relation to the mandibular posterior teeth

» The presence of posterior unilateral crossbite is indicated by a
score of four on the score sheet

» Bilateral posterior crossbite scores as zero

Unilateral Posterior Crossbite
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Unilateral Posterior Crossbite

Unilateral Posterior Crossbite
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Unilateral Posterior Crossbite
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Labeling Models

» Diagnostic casts must be properly labeled on each cast (upper
and lower)
* Patient’s first and last name
* Medi-Cal Identification Number
* Billing Provider Name
* Billing Provider NPI

Case Study
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Case Study

Case Study
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Case Study

Case Study

| ~ . a3 =1 "
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Case Study

Case Study
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Case Study

Case Study
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Case Study

Case Study

Page 73
Orthodontic Packet



California Medi-Cal Dental Orthodontic Seminar

Model Trimmer

Model Trimmer
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Remove Artifacts

Casts Must Articulate
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Allow Casts to Dry
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No Artifacts

Wax Bites

Orthodontic Packet
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Printed Casts

Efficiency
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Efficiency

Efficiency
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Efficiency
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Step 2

Diagnostic Casts

Diagnostic Casts (Procedure D0470) are required documentation for all handicapping
malocclusion and cleft palate treatment plan requests. Exception: If the member has a
cleft palate that is not visible on diagnostic casts, casts are not required. However,
photographs or documentation from a credentialed specialist must be submitted.

Cranio-facial anomalies cases do not require the submission of diagnostic casts for
treatment plan requests but do require documentation from a credentialed specialist.

Casts must be of diagnostic quality. To meet diagnostic requirements, casts must be
properly poured and adequately trimmed to allow placement into centric occlusion. No
large voids or positive bubbles should be present. A bite registration or the markings of
occlusion must be clearly indicated, making it possible to properly occlude the casts.

Additionally, diagnostic casts should be clearly labeled with proper identification so they
can be matched with the correct TAR. This identification should clearly indicate the
member's name, Client Index Number (CIN) or Benefits Identification Card (BIC)
number, the billing provider's name, and billing provider's NPI. If the casts are received
without identification, they will be destroyed.

Careful packaging will help ensure that the casts arrive at the Medi-Cal Dental program
in good condition. The Medi-Cal Dental receives many broken and damaged casts due
to poor packaging, which causes processing delays. Use a box that has sufficient
packaging material (such as Styrofoam peanuts, shredded newspaper, bubble wrap,
etc.) so that the casts will not be jarred or bumped during shipping. Also, place
packaging materials between the upper and lower arches to prevent rubbing and
possible chipping and breakage of the teeth.

Do not mail diagnostic casts in the same envelope or mailing container as the claim for
payment or the TAR for orthodontic treatment.

Only duplicate or second pour diagnostic casts should be sent to the Medi-Cal Dental.
The casts will not be returned. Diagnostic casts of denied cases will be kept in the
Medi-Cal Dental office for 30 days following a denial and up to one year off-site to
enable a request for reevaluation.
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Step 2

» If the member qualifies for orthodoentia under the guidelines of
the Handicapping Labio-Lingual Deviation (HLD) Index Score
Sheet, you may provide the next step:

+ D470 = Diagnostic Casts

Orthodontic Program Diagnostic Casts
» Are a benefit once for each phase of orthodontic treatment
» Will not be returned by the Medi-Cal Dental program

» Are payable only upon authorization of the orthodontic
treatment plan

Orthodontic Program Diagnostic Casts

Submit Casts:

¥

That are properly trimmed and free of voids

¥

Be sure to mark centric, and send a bite registration or indicate markings of
occlusion

M

Label both upper and lower casts clearly with patient and billing provider
informaticn

Do not send Treatment Authorization Request (TAR) or Resubmission Turnaround

Document (RTD) in the same package as casts P enon o Dt st

¥

Send only clean, dry casts

M

Pack casts carefully

¥

Send casts approximately 10 days earlier than TAR

Orthodontic Packet
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Step 3

Step 3
Submit a claim for the DO140 exam
Complete a TAR for the full orthodontic treatment plan

Attach the HLD Index Score Sheet to the TAR

> W=

Send claim and TAR together in the document mailing
envelope

5. Send properly packed diagnostic casts separately
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Claim Form Example

T30 WO T WHITE T TS AFER
SPDHCS  Medi-Cal Dental
P 1. BOR 15§10
TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM e
POV NG (300§ 423 050
1. PATIENT MAME [LAST,FIRIT.ML] 3. BEX 4 PATIENT BIRTHDATE || &. MEDI-CAL BEMEFITS ID NUMEER
M F MO DAY YR
N
Last. First 'x mmldd yy | 99999999999999
5. PATIENT ADDRESS 7. PATIENT DENTAL RECORD HUMESER
Address
CITY, $TATE ZIF cODE #. REFERRING PROVIDER HPI
Address 00000
8 cHECK IF |vER |11 CHECK IF |vES | 135 cuEck F | vEs |18 cHDP CHECK IF | yEs
. . CHLD HEALTH AND
RADIDBRARPHE ATTACHEDT ACCIDENTINIURTS CTHER DENTAL COVERAGE: EESASLITY PREVENTIONT
YEE | 14 vES |17 oo vER
EMPLOTMENT RELATED? -
HOW MANY T
MEDICARE DENTAL COVERAGE: CALIFORMIA CHILDREN EERVICEZT
1. ves | 12 ves | 16. RETROACTIVE ELIGIBILITY? ves |15 MFO vER
OTHER ATTACHMENT2? ELIGISILITY FENDIGT [EXFLAIN IN COMMENTE 3ECTION] MAXILLOFACIAL - DRTHODONTIC
[8EE PROVIDER HANDEOCH) [8EE PROVIDER HAMDEOOH) SERVICES? .
Co s
18. BILLING PROVIDER MAME (LAST,FIRIT.ML] 20. BILLING FROVIDER NFI
21 MAILNG ADDRESE TELEPHOMNE HUMESER BIC Izssue Date: MM DD YY
30 Center Street XXX XXN-XXXX
CITY, BTATE 2P CoDE
. : =
Anytown, CA 95814 EVC #: C1204B1530
v
22, PLACE OF SERVICE AL T OTHER
o [T | Py | e | EATENT | ST FATIENT FLBASE 8 PRI
-k
EXAMINATION AMD TREATMENT
28 7. 2. DESCRIFTION OF SERVIGE 8. 30. . 2. 3.
as | URFACER IRGLUNING K-V IFMOPHLAIH. EMTERRAL LD, ETG) DATE BERNICE | QUAKTITY| PROCEDURE FEE REMDERING
FERFORMED HUMEER FROVIDER NP1
1 Limited Oral Evaluation MM DD YY DO140  [50.00 1234567899
2
3
4
5
&
T
8
a
10
34, COMMENTS 5. 20.00
TOTAL FEE
CHERGED
3‘6. FATIERT
EHARE-OF -COET
ANOUNT
38 THIS 13 TO CERTIFY THAT TO THE BEST OF MY KNOWLEDOE THE INFORMATIGN CONTAINED ASOVE AND ANY ATTACHMENTS 3T. oTHER
PROVIDED I# TRUE, ACCURATE, AND COMPLETE AND THE REQUESTED 3EAVICES ARE MECEZSARY TO THE HEALTH OF THE o
FATIENT. THE PROVIDER HAZ READ, UNDERSTANDS, AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS =
AND COMDITIONS COMTAINED ON THE BACK OF THIZ FORM. - MM DD Y
DATE BLLED
IMPGRTANT NOTICE:
x In order to procscs your TARIClaim an X-ray snvelope oontalning your
- —MMDD-YY — ragiographc, If applioabis, MUST be attached to thic farm. The X-Ray
SIGNATURE DAaTE snvelopet (DC-2144 and DC-214S) are avallable fres of ohargs from
the Denil-Cal Forme Juppier.
SIGHATURE OF PROVIDER OR PERSOH AUTHORIZED BY PROVIDER TO SIND PROVIDER BY ABGVE $IGHATURE 10
STATEMENTE AMD CONDITIONS CONTAMED ON THIZ FORM.
DC-217 (R 101 5)
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Treatment Plan Authorization

The Treatment Authorization Request (TAR) for orthodontic services must include the
complete orthodontic treatment plan: Comprehensive Orthodontic Treatment of the
Adolescent Dentition (Procedure D8080), Periodic Orthodontic Treatment Visits
(Procedure D8670), and Orthodontic Retention (Procedure D8680). Note: Cranio-facial
anomalies cases may request Pre-Orthodontic Treatment Visits (Procedure D8660 —
maximum of 6).

Include with the authorization request any necessary radiographs, such as a full mouth
series (Procedure D0210) or panoramic film (Procedure D0330), and cephalometric
head film and tracings (Procedure D0340). Indicate in the "quantity” field of the TAR
form, the number of visits for active treatment (Procedure D8670) depending on the
type of case and the phase of dentition. Also, indicate the “case type” and “phase of
dentition” in the comments section (box 34). Use usual, customary, and reasonable
(UCR) fees times the quantity to ensure accurate calculation of the Notice of
Authorization (NOA.)

Attach the HLD Score Sheet to the TAR and send it to the address printed on the form.
Diagnostic Casts should be properly packed and boxed and sent separately to the same
address. Sending the casts approximately five days prior to sending the TAR will insure
more expeditious handling at Medi-Cal Dental. Submission of the HLD Score Sheet and
diagnostic casts (or documentation from a credentialed specialist) are required
documentation to substantiate the treatment plan request.

The Medi-Cal Dental orthodontic consultant will evaluate the HLD Score Sheet and
diagnostic casts or documentation together, to determine if the case qualifies for
treatment under the Medi-Cal Dental guidelines for orthodontic services.
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Treatment Authorization Request (TAR) Example

DO NOT WRITE N THIS AREA

TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM

DTS Medi-Cal Dantal

1. PATIENT HAME [LAST,FRET.M.L) 3. SEX 4. PATIENT BIRTHDATE E. MEDI.CAL EENEFITT 1D HUMBER
, M WO ¥R
Last, First X mm dd vv |99999999999999
& PATENT ADDRESS 7. PATIENT DENTAL RECORD NUMBER
Address
CITY, STATE ZIF CODE 8. REFERRING FROVIDER WP
Address 00000
g cHECK IF |vEs [11. cHECK IF |ves | 13 cueck F | ves |1e ek cHEck F fJves
RAD PHE ATTACHED? ACCIDENTIMJURTT CTHER DENTAL COVERAGE: DABABILITY PREVENTIGHT
) ) ves | g ves |17 cos YEZ
! MANYT. EMPLOYMEENT RELATED? MEDICARE DENTAL COVERAGE- CALIFORNIA CHILDREN 3ERVICEST
10 M EE == || 16. RETROACTIVE ELISIBILITYS ves | 15 MF-O —
oT TTACHMENTE? f ELIGEILITY FENDING? =" JEXFLAM M COMMENTE 3ECTION] MAXILLOFACIAL - ORTHODONTIC -
|2EE FROVIDER HANDBCOK) |2EE FROVIDER HANDECOK) BERVICER? | 33
— e — I
18 BIL PROVIDER HAME [LA 2 e
.id'éfms, James,ﬁﬁgfnr. 17334567801
21{ﬁu{u__c:i ADI::FESS St t TELEFHONE NUMBER
5 enter Iee XXX XXX-XXXX
pcumen
CITY, BTATE OgE is
Anvtown, CA 93814 sp g
23, PLACE OF 3ERVICE mowL oML OTHER ©
g e s | | | e | our s eI, tion {i
EXAMINATION AND TREATMENT i Al a
. ) E an )
1%"-1- !:-LRFACES = NIRCLUMMNG J.:-’{I‘::T :I::ﬁs:r‘l?iﬁ: 5EIR'!I‘I1‘LC;¢EL USED ETC.) ur c.r J_é‘_R.E.C_;_D.I__I.R_E._ FEE REMNDERING
e ot E HusEEE FROVIDER
IComprehensive Oriho Tx DEOS0 L S00.00
Periodic Ortho T Visits 08 | DS670 1920,00
U *Qrtho Refention 01 | D3680 | 500,00
L ‘Ortho Refention 01 | D8680 | 500,00
SFull Mouth Series D0210 | 7500
B
T
-]
g
10
HNTS 35.
CASE TYPE: Malocclusion - Permanent Dentition cnanen | 3495.00
3E. PATENT
HLD Score Sheet Attached / Diagnostic Casts Sent Separately FHARE-OP GodT
—
35. THIZ B TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE THE INFORMATION CONTAINED ABOVE AND ANY ATTACHMENTE 37, amhem
PROVIDED B TRUE, ACCURATE, AND COMPLETE AND THE REGQUESTED 3ERWICEZ ARE MECEZSARY TO THE HEALTH OF THE 'ﬁf_::“q";‘
PATIENT. THE PROVIDER HAZ READ, UMDER3TANDS, AND AGREEZ TO BE BOUND BY AND COMFLY WITH THE STATEMENTSE pm
AND CONDITIONS CONTAMED ON THE BACK OF THIZ FORM. - ]
DATE BILLED MMDDYY

ITATEMENTS AND CONDITIONS CONTAMED ON THIE FORM.

IMPOATANT HOTICE:
X M M MM DD ¥Y In order &0 precess your TARICIakn an Xray snveicps oontaining your
radiograpsic, i applloabis, MUST be atitached fo fhic fom. The X-Ray
ISIGH.J.:I'L-'H-E DATE snveiopst [DC-2144 and DC-214B) ars avallsbis fres of chargs from

ZIFNATURE OF PROVIDER OR PERECN AUTHORIZED BY PROMIDER TO BIND PROVIDER BY ABOVE ZIGHATURE TO

the Dent-Cal Forme Supplisr,
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Reevaluation of the Notice of Authorization (NOA)

Under the orthodontic program, providers may request a reevaluation on a denied NOA
for the orthodontic treatment plan only. Reevaluations must be received by
Medi-Cal Dental on or before the expiration date (within 180 days).

There are no reevaluations on "exploded" NOAs. An explanation of the term “exploded”
NOAs is as follows: The TAR will include all requested orthodontic treatments, but when
Medi-Cal Dental sends the NOAs, they will be sent individually by procedure code(s).

The NOAs will be sent in the following order:

The first NOA will include the Comprehensive Orthodontic Treatment of the

Adolescent Dentition (Procedure D8080) along with any radiographs that were

requested on the original TAR.

e The remaining Treatment Visit NOAs (Procedure D8670) will be sent once per

quarter, over the course of treatment.

Then the orthodontic retention NOA for upper and lower retainers (Procedure

D8680 x 2) will follow upon completion of the active phase of treatment.

Re-evaluation

» May be requested on a denied NOA
for the Orthodontic Treatment Plan

only

» Check the Reevaluation Box

» Must be received by Medi-Cal Dental
on or before the expiration date

» Do submit HLD/additional
documentation

» Do not sign the NOA

» NOA may only be submitted for

reevaluation one time

Orthodontic Packet

warTE!

nnnnnnn

o o0 NaT WRITE W s AREA
d
NOTICE OF AUTHORIZATION o
FROM;
{=}
S T P =
P . %

™

Adams, James, DDS
30 Center Street [b.0.0:9
Anytown, CA 95200

BIC Issue Date:
EVC #

ETE[ == omcwnonorsmwice E R T3 EN = [

i 1 Comprehensive Ortho Tx | 00K D380 | = W
" Perlodic Ortho Tx Vislis | 000 [08|Daa70 | 19200070000

5
£
i

rocen;
i

JEET0
U 3 Ortho Retention 30000 01]D8680
L 4 rtho Rentention

k(o

OO0 [01(D8680 | 50000 | _onon

1l Mouth Serie: DO210 75.00 00.00

NOTE: AUTHORIZATION DOES NOT GUARANTEE PAYMENT.

PAYMENT IS SUBJECT TO MEMBER'S ELIGIBILITY AT THE TIME
SERVICE IS RENDERED.
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Notice of Authorization (NOA) Example

&2D1HCS | Medi-Cal Dental

CEOF AUTHORIZATION ~ AoiEfovrocenecs Qs

RE-EVALUATION 15 REQUESTED O vEs

it RO Ga0sY
TO: DS06YY PAGE___ OF
1 BENEFCIARY MNAME (LAST, FRIST, M) a b%x & EEIEFL'.AR- BIF-‘T-(AJ.;E 5 BENERACIARY MEDLCAL 10 WO
. W Dy i
Last, First X mm dd| yy 99999999999999
@ s F | pm] 5 R E | | 11 ceck B | ypal v on-ER DENTAL ConveEmecer KR | vl 7 EEERCIARY DENTAL RECORD MO
RADEHGEAPSE ATTACHED ATHER ATTACNENTET ACCIDENT {INARYT
W W EWPLOWMENT RELATEDD | ¥ES| 18 CHDP FES.
- |
Adams, James, DDS 1234567891 BIC Issue Date:
30 Center Street {30KX) XXH-XHXK Ve s
Anytown, CA 95814 )
% ==z | = DESCRIPTION OF SERWICE W DATE e e o 45 600 | % REMDEFRIWG
me | e | BR] nciumiie srevs, PROPHYLANS, MATERIAL USED, ETC) p | 9T — FEE ALowmE | FERRE PROVIDER MO
COMPRE ORTHO-ADQLESCENT 01| DBOBO| 975.00| 750.00
FULL MOUTH SERIES 01| DO210( 75.000 40.00
o + ADULTUENT (CCES - SEE PROAIER HUDBOCK * e 1050.00
» AUTHORI ZATION DOES MOT GUARAMTEE PAYWENT. PAYMENWT SURIECT TO PATIEMT ELMIEILITY
45 PROSTHEDE v ALMHOR ZED ALLOWAMCE MAY BE SLBUECT TO SHeRE OF COET O OTHER COVERAGE DEDLCTIONS L. TOTAL
LME TEM + UEE COLLMK 41 TD DELETE SERICES AUTHORIZED BT MOT FERFORMED. ALLCWYANCE ?90.00
34 COMMENTS B R CFRRT
AWOLNT
OTHER
COVERADE
AMOLINT
38 DATE
BLLED
NOTICE OF AUTHORIZATION e 5 10 corm AT CONPLETED. PAWENT REQUESTED s
e EEbach, "S5 et 15 s B e v P e
+ SIEH AND RETURN FOR PAYMENT UNDIEFESTANDS,  AWD) ACREES T EE BOUND B AND COMPLY EMENTS
- MULTIFLE - PAGE NOds MUST B RETURNED s e "
TOGETHER FOR PAYMENT OR RE-EVALLIATION X

AL WOTLR AU
SIGHATLRE OF PROVICR 0 PERSOR ALTHOSDTT: By PROVIDER TO: 0 PEMDER O MDOWE SGAKTLRE TOSTATEMENTS AN DORDITIORS DORTARED 04 THE FOSSL

SIGM OME COPY AND SEND IT TO MEDI-CAL DENTAL- RETAIN THE OTHER FOR YOUR RECORDS.

NOTE: AUTHORIZATION DOES NOT GUARANTEE PAYMENT.
PAYMENT 15 SUBJECT TO BENEFICIARY'S ELIGIBILITY AT THE TIME

SERVICE IS RENDERED.
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Step 4

e Submit a claim for diagnostic casts

. o Tl A
ﬂ' I I &m DTS Medi-Cal Dental
PO, BOE1561S

TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM i
1. FATIENT RLAME (LAST FINS T ML) 1.8EX 4L PATENT BINTHDATE 5. NEDRCAL BENEFITES I NUMSER

Last, First Y | dd | ¥y | 99990000000000
m_i&mhss T. FATIENT DENTAL FECORD NUMSER
Lx&llﬂse‘i’s ar :mtﬂﬂ'}ﬂu . MEFERFING PRROVIDES P

u CHECR ¥ |¥ES 11 CHECKF |YEI 1 CHECE F | YE2 |18 CHEF CHECEWF YES
. - S HIEAL T AMD
MADROGRAIHS ATTACHED? ACCIEENT AN IR YT CITRET: B ENTRL COWERAE CRAABILITT FRTVENTIONT
wES | 4a g [T BEE YES
' EMPLOYMEN T RELATED? " . —
HOWMANYY A LR T AL COVERASE. CALIFCRNA CHILDREN SERVCES?
w0 wea [ 12 ves | 18 RETROACTIVE ELIGIBLLITY? ves |18 w0 YE&
OTHERATTACHMENTSE? ELKHBILITY PENDINGT (EXFLAIN N COMMENTS SECTION) MANILLOFACIAL - ORTHODONTIC X
[SEE PROVIDE Ft HAND B8] [EEE PIROVIDER HANDEDOK SERWVCES?

" Adams" Tames DHS” B ek E T |
A CEnter Street XY AR BIC Issue Date:  MMDDYY
“"Afiytown, CA 9581% EVC #: C1204R1530

2 PLACE OF SERWCE HOEETAL  HOEPTL OTHER
Tl o | oL | e || o unl1Ir|:\.' T | L T
EXAMINATICHN AND TREATMENT
Bl . P CESCRFTION OF SERVCE . m kL EES EE
o | SURFACES FRCLITG 6T, PRCSFHITLANE, MATERAL CSED, VL BATE SERACE | cussmry| PROCEDURE FEE FEMDERN G
R PERFONMED KNUMBE®R PROVIDENR MM
- - — — =
1 Diagnostic Casts MM DD Y DO4T0  90.00 1234567399
z
3
4
]
-]
T
-]
]
o
34, COMMENTE 35 m
YOTAL M
oG B
& FATIENT
e e
AT
Ik THIS 2 TOCERTIFY THAT TO THE SESTOF MY ENOWLELDGE THE MFORMEATION COMTAIRED AEDVE AND ANY ATTACHWENTS 37. oremm
FROVIDED S TRINE ACCURATE, AND COMPLETE ANMD THE REQUESTED SERVICES AME RECESSANMY TO THEHEALTH OF THE w'mf
PFATIENT. THE PROVIDER HAS READ, UNDERSTANDS. AND AGREES TO HE SOUND BY ARD COMFLY WITH THE STATEMENTS
ERD CONDITIONS CONTAINED DR THE BACK OF THIE FORM. 28 mmw
CATE BLLED

MPFOETANT NOTICE
W S;l m 1,1 . I prder k> proceks poor TANC ein an Loy onveiope con Eining yourt
x L !I ? "" D'D radicgrapia. Tappicabie, MUST Do sfleched D Bis Dim Tha L-Say
envalcpes (OC-I144 and DC-2148) are avalabe e of chargs Yom

SICNATLWE Ll the Denll-Cal Formo Soepier.

SIGNATURE OF PROVIDER DR FERSON AL THOEEED BY PROVIDER TO BND FROVDER EY ASOWE SIGRATURE TG
STATEMENTE AND CORIHTIONS CON TAIRED O THIZ FORM.
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Orthodontic Treatment Procedures

Payment for Procedure D8670 will be made once per calendar quarter per provider for
the active phase of orthodontic treatment. A calendar quarter is defined as: January —
March, April — June, July — September, and October — December. Submit one NOA
containing only one date of service for each quarter of treatment (regardless of the
number of actual treatment visits within that quarter.) Payment for the first quarterly
treatment visit shall only be made when it is performed in the next calendar month
following banding (Procedure D8080.)

The active phase of orthodontic treatment will be authorized for a set number of visits
depending on the case type. Some treatment plans may take longer than originally
anticipated due to the severity of the case. It is possible to request additional quarterly
treatment visits. The request for additional treatment will require submission of a new
TAR requesting; any visits left to be completed from the original authorization, plus
additional visits that will complete the case, plus the retainers. If there are any
outstanding NOAs from the original authorization, please attach them to the new TAR
and request that they be deleted. Written documentation to justify the need for
additional orthodontic treatment and progress photos must be submitted with the new
TAR.

When the new TAR is authorized by Medi-Cal Dental, a series of NOAs confirming the
authorization will be mailed. The NOAs will be sent at the beginning of the authorization
date and every quarter thereafter throughout the treatment plan authorization period.
Use the new NOAs for billing purposes. Each quarter when services are provided,
submit one NOA to Medi- Cal Dental for payment. Bill only one adjustment per NOA.
Before submitting the NOA to Medi-Cal Dental, indicate the date of service and sign the
NOA.

If orthodontic treatment should be accomplished in less time than originally authorized,
document this on the NOA for retainers and attach a progress photo when submitting
for payment. Attach any unused NOAs for quarterly visits marking them for deletion.

Time limitations for payment of NOAs are as follows:
e 100% of the Schedule of Maximum Allowances (SMA), when received no later
than 6 months from the end of the month in which the service was performed.
e 75% of the SMA when received no later than 7 to 9 months from the end of the
month in which the service was performed.
e 50% of the SMA when received no later than 10 to 12 months from the end of the
month in which the service was performed
Notices of Authorization for payment will be processed in accordance with general
Medi-Cal Dental billing policies and criteria requirements for orthodontic services.
Please remember that authorization does not guarantee payment. Payment is
always subject to member’s eligibility.
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Exploded NOAs from Medi-Cal Dental Example

DO NOTWRITE IN THIS AREA

[y126170013 ]

AUTHORIZATION FOR SERVICE
BELOW IS;

NOTICE OF AUTHORIZATION

FROM: 05/06/YY

@DHCS | Medi-Cal Dental

P.0. BOX 15609
SACRAMENTO, CALIFORNIA 05852-0609
Phone 800-423-0507

RE-EVALUATION Is REQUESTED [ ves

TO: 05/06/YY PAGE____OF
T BENEICARY NAVE (LRST R 1) T T SENER ARy BRTTOATE S SEEr G WEDCAL 15 O
. e N N
Last, First X mm_dd| vy 99999999999999
0

| OTHER ATTACHMENTS?

oo o [ 15 OTRER DENTAL GoverAGE? x| 7 BENEFIGRY DENTAL REGORD O

m ook ] ves)
EMPLOYMENT RELATED?

=

Adams, James,
30 Center Street

DDS 1234567891 |°
(XXX) XXX-XXXX

BIC Issue Date:

EVC #:
Anytown, CA 95814
41 2650 | 2. 28, DESCRIPTION OF SERVICE 9. DATE 30. | 31 proceoure | 32 42, 43.4DJ. | 33. RENDERING
st | 55 8] ™ nouomoxcavs, propvaxs, wareni useo, erc) | psiruges | G TR | e | Muowance | REASOV] ™ pRovoer o
COMPRE ORTHO-ADOLESCENT 01| D8080 |975.00 | 750.00
FULL MOUTH SERIES 01 D0210| 75.00| 40.00

44, oaTe PROSTHESS
RoEReD + ADJUSTMENT CODES - SEE PROVIDER HANDBOOK

3. TOTALFEE

Orthodontic Seminar

Orthodontic Packet

CHARGED 1050.00
EAYWENT SUBJECT TO PATENT ELICBLITY. P T——
T e Y SR Fo A O L0 Oh T ACH S Ve RACE BEDETIONS o
e e ey W PEaE o ALOWNCE 790.00 [yy1zz170001] Medi-Cal Dental
3 S
5 comenTs e :
AMOUNT SACRAMENTO, CALIFORNIA 95 0609
AUTHORIZATION FOR SERVICE
s NOTICEOF AUTHORIZATION 4% oo
QA o
RE-EVALUATION IS REQUESTED YES
e
TO: 05/06/YY PAGE._ OF
TREATMENT COMPLETED - PAYMENT REQUESTED
NOTICE OF AUTHORIZATION THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY ATTACHMENTS 1. BENEFICIARY NAME (LAST, FRIST, ML) 3. SEX 4. BENEFICIARY BIRTHDATE 5. BENEFICIARY MEDKCAL 1D. NO.
+ FILL IN SHADED AREA AS APPLICABLE PROVIDED IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ, . MF A
e T R oy s o W T oo
Last, First x__mindd |yy | 9090909090909
* MULTIPLE - PAGE NOAs MUST BE RETURNED 9. CHECKIF| ves| 10 cHECKIFf ves| 11. ACCIDENT ‘\NMR%‘VEEK‘: yhsl 13. OTHER DENTAL COVERAGE? C”EEK"I ves| 7. BENEFICIARY DENTAL RECORD NO.
TOGETHER FOR PAYMENT OR RE-EVALUATION X RADIOGRAPHS ATTACHED?. (OTHER ATTACHMENTS?
RGO SERATIRE REGTED o evpLovenT reLaTepy | ves| 16 croe | =
[T SIGNATURE OF PROVIDER OR PERSON AUTHORZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTANED ON THIS FORM.
SIGN ONE COPY AND SEND IT TO DENTI-CAL - RETAIN THE OTHER FOR YOUR RECORDS. Adams‘ James’ DDS 1234567891 BICI Dat
issue Date: l l hu!!
NOTE:  AUTHORIZATION DOES NOT GUARANTEE PAYMENT. 30 Center Street (XXX) XXX-XXXX e
PAYMENT IS SUBJECT TO BENEFICIARY’S ELIGIBILITY AT THE TIME Anytown, CA 95814 :
SERVICE IS RENDERED.
G enn]z | 7 e | w0 | o eroceoue] 2 P o | reoeRe
e | " | Ere] " imouwono xmavs. promvucs, warer useo. ero) | it | ar| T WOR) P ree [ Riownce | RN | ™ provee o
PERIODIC ORTHO TRMT VISIT 01| D8670 | 300.00| 210.00 1234567899
eI = ToTLEE
s - ADWSTMENT CODES - SEE PROVIDER HANDBOOK 300.00
O REATION DORS N CUNATER. PAVHENT. PAYUENT SUBLECT TO PATENT ELIGBLTY.
o e e o R T B e Pa—— 210.00
e R oA 1 TOBELETE SEcES MOREED BUT neY PEFOMED b .
T
34. COMMENTS SHARE-OF-COST
P
T onen
oiEERce
et
»
S

NOTICE OF AUTHORIZATION

« FILL IN SHADED AREA AS APPLICABLE

+ SIGN AND RETURN FOR PAYMENT

* MULTIPLE - PAGE NOAs MUST BE RETURNED
TOGETHER FOR PAYMENT OR RE-EVALUATION X

PROVIDED IS TRUE, ACCURATE. AND COMPLETE
UNDERSTANDS, AND AGREES TO BE BOUND BY AND
CONDITIONS CONTANED ON THE BACK OF THS FORM.

TREATMENT COMPLETED — PAYMENT REQUESTED
THIS IS TO CERTFY THAT THE INFORMATION CONTAINED ABOVE AND ANY
LETE AND THAT THE PROVIDER HAS READ,

ATTACHMENTS

COMPLY WITH THE STATEMENTS AND

SIGN ONE COPY AND SEND IT TO DENTI-CAL — RETAIN THE OTHER FOR YOUR RECORDS.

NOTE: AUTHORIZATION DOES NOT GUARANTEE PAYMENT.
PAYMENT IS SUBJECT TO BENEFICIARY’SELIGIBILITY AT THE TIME

SERVICE IS RENDERED.
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Notice of Authorization (NOA) Example

DO MOT WRITE N THIS AREA

mzm WBE j‘:_ 5 Medi-cal D'El'ltﬂl

P.O. BOX 15609

- SACRAMENTO, CALIFORNLA 95852-0009
NOTICEOF AUTHORIZATION el Phoue BI0-423 6507

| | | I| | |I| | | ||I FROM: 05I06YY RE-EVALUATION |5 REQUESTED O YES
TO: 0506 PAGE___ OF
Last, First 1'% mm |dd |yy 99999999999999
u mcF | s w el "l e ranag T | 8] 13 OTHER DEWTAL COVERAGE? OHECHF|ym| 7. BEMEFICIARY DEWTAL REGORD MO
e CIER ATTRCERTEY EMPLOYMENT RELATEDT [wms| 1 croe J—

Adams, James, DDS 1234567891 ﬂ; lssue Date:

30 Center Street (0] XK -KKXK

An‘ftﬂ'wn CA 9531 4 EVC & HCW XN NANN XK
41 e o TESCRIPTION GF SERVIGE 3 DATE | an eecceoane | ®= A2 a1 abc | o RENDERING
el .'-}‘._"g_ HCLLEING S-RAYE, FROPHYLAXE, WATERAL LSER, ETC | et | ary = FEE aowance | FEREDN PROVICER WO

, PERIODIC ORTHO TRMT VISIT MM DD ‘I"I")J1 D8670 | 300.00| 210.00 1234567899

"l-—-l""

L DATE P T ] TOTAL FEE

LATARED = ADJUSTMENT CODES - BEE PROMDER HAMDBOOR CHARGED aun_nﬁ
» AUTHORIZATON DOES OT GUARANTEE FAYMENT. PAYMENT SUBUECT TO PATENT EL
45 e » AUTHORIZED ALLCWWANCE MAY BE SUBIECT TO SHARE OF COST OR OTHER € w'-wr..: |.-.l.l. OHE - TOTAL
I TR = LEE COLLMN 41 TO DELETE SERVICES AUTHORIED BUT MOT PERFORNED ALLOVANCE 2410 .00
34, COMMENTZ LI
SHAREOF CO&T
AL
El OTHER
COVERAGE
AMO LT

S mm dd yy

TREATMENT COMPLETED - PAYMENT REGUEETED
THE B Td CERTIFY THAT THE INFORMATION CONTAINED ABCVE AND ANY ATTAC
ROVIDED |5 TRUE, ACCURATE, AWD COMPLETE AMD THAT THE PROMVIDER HAS RE

HOTICE OF AUTHORIZATION

« FILL IN SHADED AREA AS APPLICABLE

+ SIGN AND RETURN FOR PAYMENT

* MULTIPLE - FAGE NOAS MUST BE RETURNED
TOGETHER FOR PAYMENT OR RE-EVALUATICN

UNDERSTANDS, AND AJ\.HL:'.: TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND
CONDITIORE CONTAMNED ON BACKE OF THS FORM

X _FHary fornes MM DD YY

SGEMATUEE T ul'ﬂ-TMNT‘L WO I\.M.l'l'luu: COMHTANED (0 Thh IORG

e

SGIATIRE OF PROMOER (5 PERSCR AUTHCRITED By SSCMIHE: T DD SR
SIGH ONE COPY AND SEND IT TO DENTI-CAL - RETAM THE OTHER FOR Y0

MOTE: AUTHORIZATION DOES NOT GUARANTEE PAYMENT.
PAYMENT 1S SUBJECT TO BENEFICIARY'S ELIGIBILITY AT THE TIME

SERVICE IS RENDERED.
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.
NOT WRITE IN THIS AR "
T 9015 et oo TAR for Extensions
P.0. BOX 15610
SACRAMENTO, CALIFORNIA 95852:0610
TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM Phone (80)425-0607 EX am |e
7. PATIENT NAME (LAST FIRST,M1) 3. SEX 4 PATIENT BIRTHDATE | 5. MEDI-CAL BENEFITS ID NUMBER
M, F MO, DAY | YR
Last, First 'x_mml dd yy | 99999999999999
6. PATIENT ADDRESS 7. PATIENT DENTAL RECORD NUMBER
Address
CITY, STATE ZIP CODE 8. REFERRING PROVIDER NPI
Address 00000
9 CHECKIF | YES |11 CHECKIF [vEs | 13. cHeck IF | Yes | 16 cHop CHECKIF |YES
. CHILD HEALTH AND
RADIOGRAPHS ATTACHED? ACCIDENT/INJURY? OTHER DENTAL COVERAGE: DISABILITY PREVENTION?
EMPLOYMENT RELATED?  |"= | 14 eS| e YES
HOW MANY? ? MEDICARE DENTAL COVERAGE: CALIFORNIA CHILDREN SERVICES?
10. Yes| 2 VEs | 15. RETROACTIVE ELIGIBILITY? Yes |18 F-O YEs
OTHER ATTACHMENTS? ELIGIBILITY PENDING? (EXPLAIN IN COMMENTS SECTION) MAXILLOFACIAL - ORTHODONTIC X
(SEE PROVIDER HANDBOOK) (SEE PROVIDER HANDBOOK] SERVICES?
19. KLETG PROVIDjR NAME 1LAST.FIﬁﬁIS 20. Bii? mgggfgﬁl
ams, James 4 1
21. AILING ADDRESS TELEPHONE NUMBER
$0"Center Street XXX XXX-XXXX BIC Issue Date:
CITY,STATE D!
Anytown, CA 95814 EVC #:
22. PLACE OF SERVICE WoSPITAL  HoSPITAL OTHER
orree v | | s | x| W] it st (LESE speciFY
X
EXAMINATION AND TREATMENT
. 27. 28 DESCRIPTION OF SERVICE 29. 30. 31, 32, 33
roomntn. | SURFACES (NCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.) DATE SERVICE | QuanTY| PROCEDURE|  FEE RENDERING
rrenao PERFORMED | # =~ |  NUMBER PROVIDER NPI
1 Periodic Ortho Treatment 4 D8670 | 800.00
U 2 Retainer D8680_{ 250.00
L ° Retainer D8680 | 250.00
4
5
5 DO NOT WRITE IN THIS AREA
B IM‘ @@DHCS | Medi-Cal Dental
P.0. BOX 15600
8 AUTHORIZATION FOR SERVICE SACRAMENTO, CATIFORNIA 95852-0609
. NOTICE OF AUTHORIZATION BELOW 1S Phone 800-423-0307
RE-EVALUATION Is REQUESTED ' veS
° TN o osuanY
34. COMMENTS TO: 05/06 PAGE. OF
1. BENEFICIARY NAME (LAST, FRIST, M.1) 3 sex 4 BENEFICIARY BIRTHDATE 5. BENEFICIARY MEDI-CAL 10. NO,
. ME Mo v o R
Last, First X mm| dd | yy 99999999999999
9 oo e »| = NCT::K e T Coimen 1 moRES<T [ Yes] 13 OTHER DENTAL CoVERAGE? cHeck ] ves| 7. BENEFICIARY DENTAL RECORD NO
39. THIS IS TOCERTIFY THAT TOTHE BEST OF MY KNOWLEDGE THE INFORMATION CONTAINED ABOVE AND ANY ATTACHME row e EMPLOYVENT RELATED? | ves] 16 CHoP |
PROVIDED IS TRUE, ACCURATE, AND COMPLETE AND THE REQUESTED SERVICES ARE NECESSARY TO THEHEALTH OF .
PATIENT. THE PROVIDERHAS READ, UNDERSTANDS, AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEME| Adams, James, DDS 1234567891 BIC Issue Date:
AND CONDITIONS CONTAINED ON THE BACK OF THIS FORM. .
30 Center Street (XXX) XXX-XXXX
EVC #:
| Anytown, CA 95814
In order to process your]
Tadtogranhe fammiieab] AR DESCRIPTION OF SERVICE 2 AT [ 50 [ st eroceouee[ 2 2 208 | 5. RenoERING
— MMDDYY seire |G | 8] (NGLUDING X-RAYS, PROPHYLAXIS, MATERIALUSED, ETC) | pSRFomuiED | OTY NuBER Fee Altowance | REASO PROVIDER NO
SONATURE DATE envelopes (DC-214A an) Fi
the Denti-Cal Forms Sup)
PERIODIC ORTHO TRMT VISIT 01)|D8670 |300.00 |210.00
SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO
STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.
o
NOA (Deleting Old NOAs
for New Treatment Plan) -
EX E“ I I I E 4. onre ProSTHESSS % TOTALFEE
s - ADUUSTMENT CODES - SEE PROVIDER HANDBOOK CHARGED 300.00
. DOES NOT GUARANTEE PAYMENT. PAYMENT SUBJECT TO PATIENT ELIGIBILITY.
45. prosTHESS - AUTHORIZED ALLOWANCE MAY BE SUBJECT TO SHARE OF COST OR OTHER COVERAGE DEDUCTIONS, 4. TOTAL
 USE COLUMN 41 TO DELETE SERVICES AUTHORIZED BUT NOT PERFORMED ALLOWANCE 210.00
3._BENEFICIARY.
34. COMMENTS BENEFICIARY
T OTHER
COVERAGE
RVOUNT,
% DATE
BILLED
39 TREATMENT COMPLETED - PAYMENT REQUESTED
NOTICE OF AUTHORIZATION THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY ATTACHMENTS
+ FILL IN SHADED AREA AS APPLICABLE PROVIDED IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ,
. UNDERSTANDS, AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND
SIGN AND RETURN FOR PAYMENT CONDITIONS CONTAINED ON THE BACK OF THIS FORM
+ MULTIPLE - PAGE NOAs MUST BE RETURNED
TOGETHER FOR PAYMENT OR RE-EVALUATION X
SGNATURE OF PROVIER OR PERSON AUTHORIZED BY PROVDER T0 BID PROVOER BY ABOVE SIGNATURE T STATEMENTS A0 CONDITIONS CONTANED ON TH FORM ==
SIGN ONE COPY AND SEND IT TO MEDI-CAL DENTAL — RETAIN THE OTHER FOR YOUR RECORDS.
NOTE: AUTHORIZATION DOES NOT GUARANTEE PAYMENT.
PAYMENT IS SUBJECT TO BENEFICIARY’S ELIGIBILITY AT THE TIME
SERVICE IS RENDERED.
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D8696 = Repair of Orthodontic Appliances-Maxillary
D8697 = Repair of Orthodontic Appliances-Mandibular

» Does not require prior authorization except for transfer patients,
which shall include photographs

» Requires an arch code

» The need must be documented with:
 Type of appliance and a description of the repair

» A benefit once per appliance for patients under the age of 21

» Not a benefit to the original provider for the replacement and/or
repair of brackets, bands, or arch wires

D8698 = Re-Cement or Re-Bond Fixed Retainer-Maxillary
D8699= Re-Cement or Re-Bond Fixed Retainer-Mandibular

» This procedure does not require prior authorization

» Submission of radiographs, photographs or written documentation
demonstrating medical necessity is not required for payment

» Requires an arch code
» A benefit for patients under the age of 21 once per provider

» Additional requests beyond the stated frequency limitations shall be
considered for payment when the medical necessity is documented
and identifies an unusual condition (such as displacement due to a
sticky food item)

Orthodontic Packet
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D8701 = Repair of Fixed Retainer, Includes Reattachment-Maxillary
D8702 = Repair of Fixed Retainer, Includes Reattachment-Mandibular

» This procedure does not require prior authorization except for
transfer members which shall include photographs

» Written documentation for payment — indicate the type of
orthodontic appliance and a description of the repair

» Requires an arch code

» A benefit:
* For members under the age of 21
* Once per appliance

» Not a benefit to the original provider for the replacement and/or
repair of brackets, bands, or arch wires

D8703 = Replacement of Lost or Broken Retainer-Maxillary
D8704 = Replacement of Lost or Broken Retainer-Mandibular

» This procedure does not require prior authorization except for
transfer members which shall include photographs

» Written documentation for payment — indicate how the retainer was
lost or why it is no longer serviceable

» Requires an arch code

» A benefit for members under of 21, once per arch, only within 24
months following the date of service of orthodontic retention
(D8680)
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Transfer Cases

» Transferring from another Medi-Cal Dental provider:

* Submit new TAR for remaining treatment plan

+ Attach letter from parent/legal guardian requesting deletion of
previous provider's authorization

» Transferring from a Non Medi-Cal Dental provider:

* Submit new TAR for remaining treatment plan
+ Send original diagnostic casts and progress photos, or
* Progress casts and current HLD Score Sheet

Billing Limitations

Payment % of SMA Time Frame

100% Within 6 months of the date of service

75% Within 7 to 9 months of the date of service

50% Within 10 to 12 months of the date of service
0 After 12 months from the date of service

» Authorization DOES NOT guarantee payment
» Payment is ALWAYS subject to patient eligibility
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Resubmission Turnaround Document (RTD)

Medi-Cal Dental reviews each orthodontic claim, TAR and NOA to ensure that all the
required information is present and correct. If an item has been omitted or is incorrect,
the Medi-Cal Dental will issue an RTD. The RTD is a computer-generated form sent to
request missing or additional information. This information must be received before the
document can be processed.

Section "A" of the RTD lists the error(s) found on the original document and indicates
the time limitation for response. Section "B" of the form is used to enter the requested
information. After completion, sign and date the form, detach section "B" and return it to
the Medi-Cal Dental program for processing. Retain section "A" of the RTD for the office
records. Make certain to return the RTD promptly to Medi-Cal Dental. The provider has
45 days in which to respond. If the RTD is not returned within the time indicated, the
Medi-Cal Dental program must deny the original document. Refer to the Provider
Handbook, Section 6: Forms for complete instructions.

Specific to the orthodontic program, an RTD will be received 12 months into treatment
inquiring if treatment is continuing. You must respond to the RTD within the time
allowed, or any further treatment will be denied. In the case of a denial, a new TAR
must be submitted requesting the remaining treatment plan. Procedures required on the
new TAR are as follows:

1. Procedure D8670 (Periodic Ortho Treatment Visits x appropriate # of quarterly
visits for case type requested)

2. Procedure D8680 x 1 (upper retainer)

3. Procedure D8680 x 1 (lower retainer)
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RESUBMISSION TURNAROUND DOCUMENT

DCLAIM E TAR D NOA

IMPORTANT: LISTED IN SECTION * A" ARE ERROR(S) FOUND ON THE CLAIMTARINOA. TO FACILITATE PROCESSING, TYPE OR PRINT THE CORRECT INFORMATION
IN THE CORRESPONDING ITEM IN SECTION “B". SIGN AND DATE FORM AND RETURN SECTION "B’ (BOTTOM PORTION) TO DENTI-CAL. PLEASE RESPOND
PROMPTLY, AS PROCESSING CANNOT BE ACCOMPLISHED UNLESS CORRECTIONS ARE RECEIVED BY THE DUE DATE INDICATED. _FAILURE TO RESPOND WITHIN
THE TIME LIMITATION WILL RESULT IN DENIAL OF SERVICES.  IF YOU HAVE ANY QUESTIONS CALL 800-423-0507 FOR ASSISTANCE OR REFER TO YOUR
PROVIDER HANDBOOK FOR FURTHER INFORMATION.

Resubmission
Adams, James, DDS 1234567891 01 01
30 Center Street RTD ISSUE DATE RTD DUE DATE
Anytown, CA 95814 wnoovr | wmbo vy Turnaround
PATIENT MEDI-CAL PATIENT DENTAT] BEGINNIN OUNT || DOCUWENT |
PATIENT NAME 1.D. NUMBER RECORD NO. || DATE OF SERVICE BILLED CONTROL NO. ( )
Last, First XXXXXX999D 450.00 | YY283170403) D o C u m e n t RT D
[TE! INFOBT(A)@EON el \NSFUOBRMI‘ATATT%N CoE | CODE ERROR DESCRIPTION EXa m I ! I e
A 39 | N 99

i /i

PYEASE SIGN AND RETURN RTP TP CPNTINUE
AUTHORIZATION OF ORTHODONTIC TREATMENT

Y

RETAIN THIS PORTION
DETACH ALONG THIS PERFORATION

PLEASE SIGN AND RETURN RTD TO CONTINUE
AUTHORIZATION OF ORTHODONTIC TREATMENT

DOCUMENT CONTROL NUMBER * FOR DENTI-CAL USE ONLY DENTI-CAL USE ONLY
CORRECTED INFORMATION MUST BE
ENTERED ON THE SAME LINE AS THE
DCN S proe PaeEs ERROR SHOWN IN SECTION A"
YY283170403 T 01~ 01 TAR - ORTHO
BILLING PROVIDER NAME e B
SUBMITTED INFORMATION <o | e | Cooe CORRECT INFORMATION

Adams, James, DDS
1234567891 LN 39 99 [ A

PATIENT NAME

Last, First

TATIENT WEDICAL 15 NOVEER
XXXXXX999D

Thisis to certty that the corrected information s true, accurate and
‘complete and tha the provider has read, nderstands, and agrees 1o be
bound by and comply with the statemenis and condiions contained on
the back of the form,

SIGNATURE DATE
vider to bind provider
contained on this form. I_\ \

) /
IF REQUESTED AFFIX P.O.E. LABEL(S) IN THIS SPACE. THIS
SPACE MAY BE USED FOR COMMENTS.

Signature of povider or person authorized by
by above signature (0 statements and condli

—

PLEASE SIGN AND RETURN RTD TO CONTINUE
AUTHORIZATION OF ORTHODONTIC TREATMENT

RETURN THIS PORTION TO: MEDI-CAL DENTAL P.0. BOX 15609, SACRAMENTO, CA 95852-0609

DDOCUMENT CONTROL NUMBER * FOR DENTI-CAL USE ONLY DENTI-CAL US!
CORRECTED INFORMATION MUST BE

ENTERED ON THE SAME LINE AS THE

RTD For Continuing

YY2D§N31 70403 T 01. 01 TAR - ORTHO
Ortho Treatment Example |[ “atme sames, ops [ -=remme FTETE ] comorneomon

1234567891
BATENT NAVE

Last, First

XXXXXX999D

“Thisisto certify that the corrected informationis true, accurate and
read, understands,

the back of the form.

x Plaeeg SomdTh  wmop vy

SIGRATURE DATE

N

Signature of provider or person authorized by provider to bind provider
by above signature o statements and conditions contained on this form

—
— [

IF REQUESTED AFFIX P.O.E. LABEL(S) IN THIS SPACE. THIS
SPACE MAY BE USED FOR COMMENTS.

RETURN THIS PORTION TO: MEDI-CAL DENTAL P.0. BOX 15609, SACRAM
95852-0609
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Explanation of Benefits (EOB)

The Explanation of Benefits (EOB) is a computer-generated statement which
accompanies each Medi-Cal Dental payment received. The EOB lists all paid, modified
and disallowed claims which have been processed during a payment cycle, as well as
adjusted claims, and claims and TARs which have remained "in process" for more than
18 days. It also shows non-claims specific information, such as payable/receivable
amounts and levy deductions. The EOB is an easy-to-read, comprehensive document
which provides important payment information. Refer to the Provider Handbook, Section

6: Forms for a detailed explanation.

EXPLANATION OF BENEFITS - - EXPLANATION OF BENEFITS
™ LINES PRECEDED BY "B’ CONTAIN MEMBER INFORMATION W?t,jf,': Medi-Cal Dental —> LNES PRECEDED BY "B" CONTAIN MEMBER INFORMATION Medi-Cal Dental -
1S LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE T LINES PREGEDED BY "0 CONTAIN GLAIM INFORMATIO N RELATIVE S
TO ABOVE BENEFICIARY é TO ABOVE MEMBER
CHECK
PROVIDER R) CHECK \ | PROVIDER Mo
No 1234567891 —~ 00596352 No 1234567899 00596352
- DATE: 08/15/YY PAGENO. 1 . ™ DATE: 0BM5/YY PAGE NO. 3
Adams, James, DDS STATUS CODE DEFINITION Adams, James, DDS STATUS CODE DEFINITION of 3
P =PAID 30 Center Street P =PAID
30 Center Street D = DENIED B D
Anytown, CA 95814 A= ADJUSTED Anytown, CA 55814 A- ADUSTED
J PLEA \_ J PLEASE CALL (800)423-0507
FOR ANY QUESTIONS REGARDING THIS DOCUMENT FOR AN QUESTIONS REGARDING THIS DOCUMENT
éB MEMBER NAME MEDL oL MEMBER ID. SEX R —éB MEMBER MAME e WERBER 1D SEX e
% DOCUMENT ~ TOOTH  PROC. DATE STA REASON AMOUNT ALLOWED SHARE o AMOUNT _)c TOOH  PROG DATE STA. REASON AMOUNT ALLOWED SHARE OTHER AMOUNT
'CONTROL NO. CODE CODE OF SERVICE Tus CODE BILLED AMOUNT OF COST COVERAGE PAID CODE SERWEE = TUS ©OCE H1H AMOUNT OFCOST COVERAGE PAD
ADJUDICATED CLAIMS
- DOCUMENTS IN-PROCESS
B Last, First 99999999C 99999999C F mmiddlyy || LASTNAME FIRSTNAME MEDICAL ID MEMBER - ID DoB DCN  AMTBILLED =CODE
. YY1§I?,¢1\?I\:0113TAEO140 — 50.00 g%%% 35.00 gggg LAST FIRST 999399990 999999330 mmiddlyy YY168108150 56700 C IR
- . - LAST FIRST 993995930 993999930  mmiddyy YY169103850 42300 T CS
. LAST FIRST 993993930 999993930  mmiddyy YYI75100684 11200 € IR
B Last, First 99999999E 99999999E M mm/ddlyy
CYY135100014 D0140 05/07/YY P 50.00 35.00 35.00 TOTAL DOCUMENTSIN PROCESS 3 TOTAL BILLED 1102.00
CLAIM TOTAL 50.00 35.00 35.00 *  THE FOLLOWING LEGEND HAS BEEN INCLUDED FOR IN.-PROCESS STATUS CODES
*TOTAL ADJUDICATED CLAIMS 100.00 70.00 70.00 C = CLam N = NOA T = TAR R = TARREEVALUATION
DV . DATA VALIDATION [DOCUMENT IS AWAITING REVIEW OF KEYED DATA AGAINST
**PROVIDER CLAIMS TOTAL 100.00 70.00 70.00 DOCUMENT INFORMATION)
IR - INFORMATION REQUIRED {AN RTD FOR ADDITIONAL INFORMATION OR AN EDI REQUEST
FOR XRAYS/ATTACHMENTSWAS SENT TO PROVIDER)
RV . RECIPIENT VERIFICATION {DOCUMENT IS AWAITING VALIDATION OF RECIPIENT INFD)
ADJUSTMENT CLAIMS PV . PROVIDER VERIFICATION {DOCUMENT IS AWAITING VALIDATION OF PROVIDER INFO)
PR - PROFESSIONAL REVIEW {DOCUMENT IS SCHEDULED FOR PROFESSIONAL REVIEW
: A A CS. CLINICAL SCREENING [DOCUMENT IS SCHEDULED FOR CLINICAL SCREENING REVIEW)
B Last, First M mm/dd/yy
C #30: NEW OR ADDITIONAL DOCUMENTATION SUBMITTED SR - STATE REVIEW BY STATE STAFR)
C YY043100009 D0140 02/02YY A 318 -50.00 .00 .00
CLAIM JTOTAL ~ A0 20 20 THE NEXT SCHEDULED ORTHO SEMINAR WILL BE HELD IN ANYTOW
) N ON mmiddlyy FROM 8:30 AM TO 11:30 AM. PLEASE CALL (B0D) 4230507
B Last, First M mm/ddlyy FOR RESERVATIONS
C #30: NEW OR ADDITIONAL DOCUMENTATION SUBMITTED
CYY043100009  D0140 02/02)YY P 50.00 35.00 35.00
CLAIM TOTAL 50.00 35.00 35.00
“To s c s THE NEXT SCHEDULED ADVANCED SEMINAR WILL BE HELD IN ANYTOWN
MOTAYADYUSTEDICIZAIM 00 3500 3500 ON mmiddiyy FROM B:00 AM TO 12:00 PM. PLEASE CALL (800} 423-0507
*“PROVIDER CLAIMS TOTAL 50.00 35.00 35.00 RORIRESERVATIONS|
- CLAIMS SPECIFIC N NON CLAIMS SPECIFIC N ~ || CLAWMS SPECFIC L = N N
AMOUNT PAID | ADJUSTMENT AMOUNT | PAYABLES AMOUNT | LEvY AMOUNT | A/R AMOUNT CHECK AMOUNT AMOUNT PAID [ sosusTmEnT AvounT | PAvABLES AMOUNT | LEVY AmourT | AR AmOUNT (EHIECH DL
70.00 35.00 I 105.00 | I
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Claim Inquiry Form (CIF)

Medi-Cal Dental has developed a form to simplify the provider inquiry and response
process. The form is called the Claim Inquiry Form (CIF). This form provides an
automated, quick response to any inquiries.

The first use for the CIF is to inquire about the status of a claim or TAR. The provider
will receive a written response from Medi-Cal Dental called a Claim Inquiry Response
(CIR). The second use for the CIF is to request reevaluation of a modified or denied
claim or procedure that appears on the EOB. Always use a separate CIF for each
inquiry. Complete all applicable areas on the CIF, including the provider number and
DCN, and attach all related documentation. CIFs must be submitted within six months
from the date of the EOB when requesting a reevaluation of a denied claim or
procedure. Do not use a CIF to request a first-level appeal, or to request the
reevaluation of a denied treatment plan on the NOA.

Inquiries using the CIF process are limited to only those reasons indicated on the form.
Any other type of inquiry or request should be handled by telephone or written
correspondence. Before submitting a CIF, use the toll-free line, (800) 423-0507 for any
inquiries.

Claim Tracer Claim Inquiry Response (CIR)

CLAIM INQUIRY FORM [ U UL i AR RV © U G LB S ]
[ V¥352300336 ‘

CLAINM INQUIRY RESPONSE

DDHCS | Medk-cal Dental
Adams, James, DDS 1234567881 Tt

30 Center Street (XXX} XKX-XXXX]
Anytown, CA 95814

Adz;l‘l. James DDS 1":;4;6‘75
30 Center Street LOR) X008 —
" Bnytown, CA 95814 Last, First
— USETHIS FORMFOR ONE CLAR GRWTEEWA'MW‘,:TAA:::ﬁ?ﬁ'Eﬁ!L?N REQUEST ONLY, | MM DD YY

IN RESPONSE TO YOUR MEDI-CAL DENTAL INQUIRY

999999999L | MM DD TY

INGUIRYREREON - CHEGK GHLY ONE BOX

/— Lul ‘CLAIM NEVER RECEIVED: PLEASE SUBMIT NEW CLAIM
LAINTAR TRAGER ONLY CLAIMRE-EVALUATION ONLY
P .

Gy

(W e e

STATUS CODE EXPLANATION

RENARK. lanal information)

Payment has not been received for services rendered
on MM DD YY. Thank you P ——

AW e MM DD ¥Y
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CIF Re-Revaluation

CLAIM INQUIRY FORM

IMPORTANT

Before submitting a CIF:

« Allow one month for the status of the document to appear on your
Explanation of Benefits (EOB)

« Type or print all information

&@DPHCS | Medi-Cal Dental

P.0.BOX 15609
SACRAMENTO, CALIFORNIA 95852-0609

« Use the appropriate x-ray envelope and attach to this form Phone (800) 423-0507
« See your Provider Handbook for detailed instructions

« For clarification call MEDI-CAL DENTAL

" Adams, James DDS 1234567891
“"30 Center Street (XXX) XXX-XXXX
“"“Anytown, CA 95814

USE THIS FORM FOR ONE CLAIM OR TREATMENT AUTHORIZATION REQUEST ONLY.

Orthodontic Seminar

PATIENT NAME (LAST, FIRST, Mi)

Last, First

DOCUMENT CONTROL NUMBER (NECESSARY FOR RE-EVALUATION)

YY280100009

PATIENT MEDI-CAL LD. NUMBER

999999999E

PATIENT DENTAL RECORD NUMBER (OPTIONAL) DATE BILLED

INQUIRY REASON - CHECK ONL

CLAIM/TAR TRACER ONLY CLAIM RE-EVALUATION ONLY
Please advise status of:
o Claim for Payment. Attach a copy of form Please re-evaluate modification/denial of claim
Date of Service . for payment. | have attached all necessary
O

Treatment Authorization Request (TAR). Attach a copy
of form.

radiographs and/or documentation.

REMARKS (Corrections or Additional information)

Patient is now eligible for services rendered on
MM DD YY. EVC# C174860012

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY ATTACHMENTS
PROVIDED IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ,
UNDERSTANDS, AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND
CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

x Poee Jones

SIGHATU

MM DD YY
DATE

FOR MEDII-CAL DENTAL USE ONLY

OPER. ID.

ACTION CODE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY
ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

DC 003 (R 10/19)

Orthodontic Packet
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The Provider Appeals Process

First Level Appeals

» Submit appeal within 90 days:
* Use letterhead not a CIF
* Letter must specifically request a 1st Level Appeal
 Send all information/copies to uphold the request
+ Send Appeals directly to the Appeals address
+ Office will receive written notification from the Medi-Cal Dental
program within 21 days

» Last recourse with the Medi-Cal Dental Program

First Level Appeals

A provider may request a First Level Appeal by submitting a formal written grievance to
the Medi-Cal Dental program. Submission of a CIF is not required prior to the First Level
Appeal.

The First Level Appeal procedure is as follows:

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

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

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

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

5. First-level appeals should be directed to:
Medi-Cal Dental
Attn: Provider First-Level Appeals
PO Box 13898
Sacramento, CA 95853-4898
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The Medi-Cal Dental staff (including professional review if necessary) will review the
appeal and respond in writing if the denial is upheld.

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

Judicial Remedy

Under Title 22 regulations, a Medi-Cal Dental provider who is dissatisfied with the first-
level appeal decision may then use the judicial process to resolve the complaint. In
compliance with Section 14104.5 of the Welfare and Institutions Code, the provider
must “seek judicial remedy” no later than one year after receiving notice of the decision
of the First Level Appeal.
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EOB Adjustment Claims Example

EXPLANATION OF BENEFITS @DHCS di-cal I -
> LINES PRECEDED BY “B’ CONTAIN MEMBER INFORMATION [J riem ME I-Cal Denta
S LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE R
TO ABOVE MEMBER
PROVIDER No CHECK
No 1234567899 | 00596352
[ N DATE: 08/15/YY PAGE NO. 1
Adams, James, DDS STATUS CODE DEFINITION of
30 Center Street g = ';AE'SIED
Anytown, CA 95814 A= ADJUSTED
\_ J PLEASE CALL (800) 423-0507
FOR ANY QUESTIONS REGARDING THIS DOCUMENT
>B MEMBER NAME MEDLCAL MEMBERID. — )
“>C RoNo oot BRST orSfmvce Sl REAsON  Anouw FAMOUNT OF COST COVERAGE | PAD
ADJUSTMENT CLAIMS
B Last, First 999999999D 99999999D M mm/dd/yy
C # 30: NEW OR ADDITIONAL DOCUM ATION SUBMITTED
C YY043100009 DO0140 0202YY A -50.00 .00 .00
CLAIM TOTAL -50.00 .00 \ .00
B Last, First 999999999D 99999999D M mm/dd/yy
C YY043100009 DO0140 0202YY P 50.00 35.00 35.00
CLAIM TOTAL 50.00 35.00 35.00
*TOTAL ADJUSTED CLAIMS .00 35.00 35.00
**PROVIDER CLAIMS TOTAL 100.00 35.00 35.00
CLAIMS SPECIFIC NON CLAIMS SPECIFIC N\
AMOUNT PAID || ADJUSTMENTAMOUNT | PAYABLES AMOUNT | LEVY AMOUNT A/RAMOUNT | CHECK AMOUNT
100.00 35.00 35.00
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Additional Ortho Information

» Orthodontic procedures fee schedule
» Commonly used acronyms

» Orthodontic adjudication reason codes
» Phone numbers and other services

» CCS Information

Page 105
Orthodontic Packet



California Medi-Cal Dental Orthodontic Seminar

Medi-Cal Dental Fee Schedule for
Orthodontic Services

Malocclusion, Cleft Palate and Cranio-facial Anomalies Cases

Maximum
Allowance
Limited Oral Evaluation - All Case Types (Initial Orthodontic
D0140 | Examination and completion of the Handicapping Labio Lingual 35.00
Deviation (HLD) Index California Modification Score Sheet)
D0470 | Diagnostic Casts - All Case Types 75.00
D8080 Comprehensive Orthodontic Treatment of the Adolescent Dentition - All Case
Types (Includes workup, photos, banding & materials)
Malocclusion Case — Permanent Dentition 750.00
Cleft Palate Case
Primary Dentition 425.00
Mixed Dentition 625.00
Permanent Dentition 925.00
Craniofacial Case
Primary Dentition 425.00
Mixed Dentition 625.00
Permanent Dentition 1000.00
D8210 | Removable appliance therapy 245.00
D8220 | Fixed appliance therapy 245.00
Pre-Orthodontic Treatment Visit
e (for Cranio-facial Anomalies Cases Only) 50.00
D8670 | Periodic Orthodontic Treatment Visits - All Case Types
Malocclusion Case (8 quarterly visits maximum — Up to 4 additional 210.00
quarters may be authorized after initial phase of treatment) '
Cleft Palate Case
Primary Dentition (4 quarterly visits maximum — Up to 2 additional 125.00
quarters may be authorized after initial phase of treatment)
Mixed Dentition (5 quarterly visits maximum — Up to 3 additional 140.00
quarters may be authorized after initial phase of treatment) '
Permanent Dentition (10 quarterly visits maximum — Up to 5
additional quarters may be authorized after initial phase of 300.00
treatment)
Page 106
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Orthodontic Packet

Cranio-facial Case
Mixed Dentition (5 quarterly visits maximum — Up to 3 quarters may| 140.00
be authorized after initial phase of treatment)
Permanent Dentition (8 visits maximum — Up to 4 additional 300.00
quarters may be authorized after initial phase of treatment) '
Orthodontic Retention - All Case Types
2L (Includes retainers & all adjustments) 244.00
Removal of Fixed Orthodontic Appliance(s) — other than at
D8695 conclusion of treatment 50.00
D8696 Repair of orthodontic appliance — maxillary 50.00
D8697 Repair of orthodontic appliance — mandibular 50.00
D8698 Re-cement or re-bond fixed retainer- maxillary 30.00
D8699 Re-cement or re-bond fixed retainer- mandibular 30.00
D8701 Repair of fixed retainers, includes reattachment- maxillary 50.00
D8702 Repair of fixed retainers, includes reattachment- mandibular 50.00
D8703 Replacement of lost or broken retainer- maxillary 200.00
D8704 Replacement of lost or broken retainer- mandibular 200.00
D8999 Band Removal (per arch — no further treatment being provided) By
Not a benefit to the original provider, requires documentation. Report
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Acronyms
ARC Adjudication Reason Codes
ASL American Sign Language
AEVS Automated Eligibility Verification System
BIC Benefits Identification Card
CCR California Code of Regulations
CDA California Dental Association
CCS California Children’s Services
CIF Claim Inquiry Form
CIN Client Index Number
CIR Claim Inquiry Response
CM/SUR Compliance Management/Surveillance and Utilization Review
COHS County Organized Health Systems
CNA Consultant Not Available
CcsC Customer Service Center
EDI Electronic Data Interchange
EFT Electronic Funds Transfer
EOB Explanation of Benefits
EVC Eligibility Verification Confirmation Number
FFS Medi-Cal Fee-For-Service
DHCS Department of Health Care Services
DCN Document Control Number
EPSDT Early and Periodic Screening, Diagnostic, and Treatment Services
GMC Geographic Managed Care
HLD Index Handicapping Labio-Lingual Deviation Index California Modification
Score Sheet
HMO Health Maintenance Organization

Orthodontic Packet
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IE Ineligible

IVR Interactive Voice Response System
MCP Managed Care Plan

MF-O Maxillofacial-Orthodontic Services
MOC Manual of Criteria

NOA Notice of Authorization

NPI National Provider Identifier

NPPES National Plan and Provider Enumeration System
(o]0 No Aid Code

PAVE Provider Application and Validation for Enrollment Portal
PED Provider Enrollment Division

PHP Prepaid Health Plan

PIN Personal Identification Number

POS Point of Service

RR Responsible Relative

RTD Resubmission Turnaround Document
SAR Service Authorization Request

SCG Service Code Groupings

SMA Schedule of Maximum Allowances
SOC Share of Cost

TAR Treatment Authorization Request
TIN Tax ldentification Number

UCR Usual, Customary and Reasonable
W&l Welfare and Institutions Code

Orthodontic Packet
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In adjudicating claim and TAR forms, it is sometimes necessary to clarify the criteria for

Adjudication Reason Codes

dental services under Medi-Cal Dental. These processing policies are intended to

supplement the criteria. The Adjudication Reason Code is entered during processing to

explain unusual action taken (if any) for each claim service line. These codes will be
found on Explanations of Benefits (EOBs) and Notices of Authorization (NOAs).

ARC
#

198

199

200
200A
200B

200C
201
201A
202
203

204

205

205A

206

207
208
209

210
211
212

Adjudication Reason Code Description

Orthodontic Services
Procedure is not a benefit when the active phase of treatment has not been
completed.

Patients under age 13 with mixed dentition do not qualify for handicapping
orthodontic malocclusion treatment.

Adjustments of banding and/or appliances are allowable once per calendar month.
Adjustments of banding and/or appliances are allowable once per quarter.

Procedure D8670 is payable the next calendar month following the date of service
for Procedure D8080.

Procedure D8670 and D8680 are not payable for the same date of service.
Procedure 599 - Retainer replacements are allowed only on a one-time basis.
Replacement retainer is a benefit only within 24 months of procedure D8680.
Procedure is a benefit only once per patient.

Procedure 560 is a benefit once for each dentition phase for cleft palate orthodontic
services.

Procedures 552, 562, 570, 580, 591, 595 and 596 for banding and materials are
payable only on a one-time basis unless an unusual situation is documented and
justified.

Procedures 556 and 592 are allowable once in three months.

Pre-orthodontic visits are payable for facial growth management cases once every
three months prior to the beginning of the active phase of orthodontic treatment.

Anterior crossbite not causing clinical attachment loss and recession of the gingival
margin.
Deep overbite not destroying the soft tissue of the palate.
Both anterior crowding and anterior ectopic eruption counted in HLD index.
Posterior bilateral crossbite has no point value on HLD index.
Maxillofacial Services
TMJ X-rays - Procedure 955 is limited to twice in 12 months.
Procedures 950 and 952 allowed once per dentist per 12 month period.

In the management of temporomandibular joint dysfunction, symptomatic care over
a period of three months must be provided prior to major definitive care.

Orthodontic Seminar
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Adjudication Reason Code Description

Orthodontic Seminar

213
214

215
216

217

218

220
221

222

223
224
225

226

227

228

229

230
233
234
235
236

237

Procedure 952 is intended for cleft palate and maxillofacial prosthodontic cases.

Procedure must be submitted and requires six views of condyles — open, closed,
and rest on the right and left side.

Overjet is not greater than 9mm or the reverse overjet is not greater than 3.5mm.

Documentation submitted does not qualify for severe traumatic deviation, cleft
palate or facial growth management.

Procedures 962, 964, 966 and 968 require complete history with documentation for
individual case requirements. Documentation and case presentation is not
complete.

Procedures 962, 964, 966 and 968 include all follow-up and adjustments for 90
days.

Procedures 970 and 971 include all follow-up and adjustments for 90 days.

Procedure is a benefit only when orthodontic treatment has been allowed by the
program.

Inadequate description or documentation of appliance to justify requested
prosthesis.

Procedure is a benefit only when the orthodontic treatment is authorized.
Photograph of appliance required upon payment request.

Procedure 977 requires complete case work-up with accompanying photographs.
Documentation inadequate.

Procedure D8692 is a benefit only when procedure D8680 has been paid by the
program.

Splints and stents are part of the global fee for surgical procedure unless they are
extremely complex. Supporting documentation missing.

When requesting payment, submit documentation for exact amount of
hydroxylapatite material (in grams) used on this patient unless your hospital has
provided the material.

Procedure 979 (radiation therapy fluoride carriers) is a benefit only when radiation
therapy is documented.

Procedure is not a benefit for acupuncture, acupressure, biofeedback, or hypnosis.
Procedure 985 requires prior authorization.

Allowance for grafting procedures includes harvesting at donor site.

Degree of functional deficiency does not justify requested procedure.

Genioplasty is a benefit only when required to complete restoration of functional
deficiency. Requested procedure is cosmetic in nature and does not have a
functional component.

A vestibuloplasty is a benefit only when X-rays and models demonstrate insufficient
alveolar process to support a full upper denture or full lower denture. Diagnostic
material submitted reveals adequate bony support for prosthesis.

Orthodontic Packet
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Adjudication Reason Code Description

238

241

242

243
245

246

247

248

249

250

251
253

254

255
256

257

Procedure 990 must be accompanied by a copy of occlusal analysis or study
models identifying procedures to convert lateral to vertical forces, correct
prematurities, and establish symmetrical contact.

Allowance for splints and/or stents includes all necessary adjustments.

Procedure 996 Request for payment requires submission of adequate narrative
documentation.

Procedure is a benefit six times in a three-month period.

Authorization disallowed as diagnostic information insufficient to identify TMJ
syndrome.

Except in documented emergencies, all unlisted therapeutic services (Procedure
998) require prior authorization with sufficient diagnostic and supportive material to
justify request.

Osteotomies on patients under age 16 are not a benefit unless mitigating
circumstances exist and are fully documented.

Procedure is not a benéfit for the treatment of bruxism in the absence of TMJ
dysfunction.

Payment for the assistant surgeon is not payable to the provider who performed the
surgical procedures. Payment request must be submitted under the assistant
surgeon’s provider number.

Procedure 995 is a benefit once in 24 months.
Documentation for Procedure 992 or 994 is inadequate.

Combination of Procedures 970, 971 and Procedure 978 are limited to once in six
months without sufficient documentation.

Procedure disallowed due to absence of one of the following: “CCS approved”
stamp, signature, and/or date.

Procedure disallowed due to dentition phase not indicated.

The orthodontic procedure requested has already received CCS authorization.
Submit a claim to CCS when the procedure has been rendered.

Procedure is not a benefit for Medi-Cal beneficiaries through the CCS program.

Orthodontic Packet
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California Children's Services (CCS)

The CCS program provides healthcare to children and adolescents under 21 years of
age who have a CCS-eligible medical condition. Any individual, including a family
member, school staff, public health nurse, doctor, or dentist may refer a child to the
CCS program for an evaluation.

All CCS members are subject to the scope of benefits, prior authorization and
processing guidelines as defined in the Medi-Cal Dental Provider Handbook. The CCS
Program only authorizes dental services if such oral conditions affect the
member’s/CCS-eligible condition. Refer to the Provider Handbook Section 9 (Special
Programs) for more information.

All CCS dental/orthodontic providers must be enrolled and active in the Medi-Cal Dental
program prior to receiving payment. If a provider has a valid authorization issued by the
CCS program, the authorization will be honored through the expiration date. Continue
using the same processing guidelines that were in place when the services were
authorized.

CCS Eligibility

CCS-only and CCS/Medi-Cal members are issued California Benefits Identification
Cards (BIC). The BIC enables providers to determine eligibility through the Point of
Service (POS) Network. For additional information about eligibility, refer to the
Medi-Cal Dental Provider Handbook, Section 9: Special Programs.

A member’s program eligibility may change at any time and it is the provider’s
responsibility to verify eligibility prior to treatment. When the member changes from the
CCS/Medi-Cal program to the CCS-only program, providers must obtain a Service
Authorization Request (SAR) from CCS, which is explained later in this section.
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Processing Guidelines

CCS/Medi-Cal Authorizations and Claims Processing

Members with CCS/Medi-Cal eligibility do not require a CCS SAR. These members
have full scope Medi-Cal eligibility and are only case managed by CCS. No CCS SAR
request should be submitted.

CCS/Medi-Cal claims and TARs are to be sent directly to the Medi-Cal Dental Program.
Providers may submit a TAR requesting Early and Periodic Screening, Diagnostic and
Treatment (EPSDT) services for a Medi-Cal member requiring dental benefits beyond
the scope of the Medi-Cal Dental Program.

CCS Only

CCS eligible members will continue to require service authorization requests (SARs)
from CCS. Providers must request a SAR from the CCS county or regional office prior
to submitting claims and TARs to Medi-Cal Dental.

The following is an explanation of the CCS Service Authorization Request (SAR)
process, the System-Generated SAR process, Service Code Groupings (SCG), and a
list of related CDT 22 procedure codes.

Service Authorization Request (SAR) Process

CCS-only eligible members will require a Service Authorization Request (SAR) from the
CCS program for orthodontic treatment. A SAR must be obtained from CCS before
diagnostic and treatment services are provided. CCS does not pay for services
rendered prior to the date of referral.

The CCS Dental and Orthodontic Client Service Authorization Request (SAR) form
(CDHS 4516) may be used to refer a member to the CCS program, and/or may be used
by the dental office to request services for a member’'s CCS-eligible condition. (In the
case of an emergency, the orthodontist may provide treatment, but must submit the
SAR to the CCS office by the next business day). This form may be downloaded from
The California Department of Health Services website at:
http://www.dhcs.ca.gov/formsandpubs/forms/Forms/ChildMedSvcForms/dhcs4516.pdf .

Instructions on how to complete this form are located on the back of the form.
Orthodontic providers should use only the CDT- 22 procedure codes found in the
Medi-Cal Dental Provider Handbook instead of medical procedure codes. The SAR may
be faxed or mailed to the appropriate CCS county/regional office (see example of the
CCS Dental and Orthodontic Client SAR form at the end of this section).
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System-Generated SAR Process

If the requested services are medically necessary, the CCS program will determine the
‘scope of benefits’ and return a system-generated SAR to the dental office. The system-
generated SAR is sent by mail only and will not be faxed (see example of the system-
generated SAR form at the end of this section).

The SAR will list the Service Code Groupings number and/or individual CDT-22
procedure codes. The SAR will provide the CCS authorization begin date and end date.
SAR’s for orthodontic treatment are usually issued for up to one year. The SAR is not
transferable between providers. Each provider who wishes to treat a CCS-only member
must submit their own Dental and Orthodontic Client SAR form and receive a system-
generated SAR from CCS.

After receiving the system-generated SAR, providers are to refer to the Medi-Cal Dental
Provider Handbook to determine if a TAR is required. Orthodontists must follow the
Medi-Cal Dental policies and procedures to provide orthodontic services that are within
the CCS authorized scope of benefits.

It is not necessary for the dental office to attach a copy of the CCS SAR to
Medi-Cal Dental claims and TARs. CCS will electronically transmit the SAR to Medi-Cal
Dental, which must be received before services can be paid or authorized.

When providers receive the system-generated SAR from CCS, they may conduct the
orthodontic examination (which includes completion of the HLD Index Score Sheet)
following the guidelines described in this packet.

If CCS-only members require services beyond the scope of the Medi-Cal Dental
program, they may qualify for “Non Medi-Cal Benefits.” Providers will submit
documentation directly to CCS and will continue to use the CMS-1500 claim forms for
these services.

Service Code Groupings (SCG)

An approved SAR will list the SCGs and/or individual procedure codes based on the
provider’s requested treatment plan and the member’s medical condition. There are 18
SCGs which are grouped by treatment plans and procedure codes to assist the CCS
program in determining services based on the member’'s CCS-eligible medical
condition. SCGs related to orthodontic services are listed in this section. Providers are
to request a SAR for one or more of the SCGs when requesting an authorization from
CCS. If the procedure code is not listed in the SCG(s), the provider may request
authorization for an individual procedure code from the Medi-Cal Dental Provider
Handbook, Section 5: Manual of Criteria.
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A CCS SAR with an SCG or individual procedure code is only an authorization for
the ‘scope of benefits.” All Medi-Cal Dental policies, procedures, and
requirements will apply to services authorized by a CCS SAR. Providers must
refer to the Medi-Cal Dental Provider Handbook prior to treating a CCS-only
member.

Following is the SCGs list for orthodontic services. For a complete listing of all SCGs,
refer to the Medi-Cal Dental Provider Handbook Section 9 (Special Programs).

CCS-only Service Code Groupings for Orthodontic Services

SCG 02 — Orthodontic Services for Medically Handicapping Malocclusion
D0140, D0210, D0330, D0340, D0350, D0470, D8080, D8670, D8680

SCG 03 — Primary Dentition for Cleft Palate and/or Cleft Lip Orthodontic Services
D0140, D0210, D0330, D0340, D0350, DO470, D8080, D8670, D8680

SCG 04 — Mixed Dentition for Cleft Palate and/or Cleft Lip Orthodontic Services
D0140, D0210, D0330, D0340, D0350, D0470, D8080, D8670, D8680

SCG 05 — Permanent Dentition for Cleft Palate and/or Cleft Lip Orthodontic
Services
D0140, D0210, D0330, D0340, D0350, D0470, D8080, D8670, D8680

SCG 06 — Primary Dentition for Facial Growth Management Orthodontic Services
D0140, D0210, D0330, D0340, D0350, D0470, D8080, D8660, D8670, D8680

SCG 07 — Mixed Dentition for Facial Growth Management Orthodontic Services
D0140, D0210, D0330, D0340, D0350, D0470, D8080, D8660, D8670, D8680

SCG 08 — Permanent Dentition for Facial Growth Management Orthodontic
Services
D0140, D0210, D0330, D0340, D0350, D0470, D8080, D8660, D8670, D8680
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CCS-only Procedure Code Listing for Orthodontic Services

Medi-Cal Dental criteria applies to all procedure codes, as do all Medi-Cal Dental
policies, procedures, and requirements. CCS-only member's have additional benefits
and modifications based on frequency and age limitations. Providers may request SAR
authorizations for the SCGs listed, or for additional procedure codes not listed in this
table, refer to the Medi-Cal Dental Provider Handbook.

Procedure Description of Additional Benefits for CCS-only
Code Service Benefits
Intraoral. Complete Series Allowed for final records (or procedure
D0210 (includin: bitevF\)/in 5 code D0330) for
9 9 orthodontic treatment
One additional benefit for final records
D0330 Panoramic Film (or procedure code D0210) for
orthodontic
treatment
- Allowed for final records for
D0340 Cephalometric Film orthodontic treatment
Oral/facial Images (including A benefit for final records for
D0350 . . .
intra & extraoral images) orthodontic treatment
. : One additional benefit for
D0470 Diagnostic Casts final records

For further information regarding the CCS program refer to the Provider Handbook
Section 9 (Special Programs).
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CCS SAR used by providers to request authorization from CCS Example

State of Caifomia—Healh and Human Services Agancy Deganment of Health Care Sendoes
Califomia Children's Services (CCS)

CCS DENTAL AND ORTHODONTIC CLIENT SERVICE AUTHORIZATION REQUEST (SAR)

Provider Information

A Prosider number

DOaie of reguest Z. Provider name

4. Address (number, street) City Lmane ZIP oode

E. Coniact ielephore rumber
|

Caonlact person

w

7. Contact fan numbser
{ )

B. Contsct email sddress

Client Informafion

B Clent name—lasi first e

10, Gender 11. Dale of birth (mmdddsyy) 1Z CCS case rurmber 13. Home phone number =
OmMale ] Female )

14. Cel phone resmber 15, Waork phone number 1E. Email address
| { ,

17. Residence address (number, steeet) (0O NOT USE PO 80X} City Suate ZIP code

1B, Maling address (# different ) (number, sireet, P.0O. box remiber) City Liate ZIF code

18. County of resdence 20. Language spoken 21, Mame of parersiegal guantian i

ZZ. Mioihers Arst and 1ast name 23. Primary care physidan 0f knoan) 24. Frimary cane physican isiephone number

Insurance Information

25 a.  Enmiisd in Medi-Cal 7 25 b, Hna, enter Qient Index Number (TN}
(] Yes I Mo i yes, send TAR directly 1o Denli-Cal; no CCS SAR should Be submitied
26. Ervolled in commercal dental rsurance plan? If yes rame of plan
J¥es []Mo

Requested Services

27. Service AuthorizaSion Reguest for [check ail that apohy)

| a CCS established client DiagnosisACD-10: 1 b. CCS orthodontics  [_] c. Service Code Group (SCG)
ZE. 2. an. 3. az
Prooedura Tooth Mumborn! Dascription of Sarvice
Code'SCG Ledber'furch (imduding X-rays, prophylaxis, efc.) Quantity Fas
33. Total e
34 k this a CCS supplemental senvices request 35 Ofher documentation a®ached
Oves [OMe Oyes [Cne

3E. Comments

Privacy Statement (Civl Code Section 1788 el seq.)
The informalion requesied on this form is reguired by the Depariment of Health Care Services for purposes of ideniificaion and documeni processing.
Fumighing ihe informalion requested on this form B mandalony. Failure 1o provide the mandalory informabon may resoll in your reguest baing dalayed or not
being processesd
This is to cenily hal o the best of my knowledge, the informalion conlaned above and any altachments provided s tnue, accurate, and comglele and the
requesiesd sarvices are necessary 1o the health of the patienl. The provider has read, understands, and agrees 1o be bound by and comply with the
glatements and condilions contained on page bao of This Tam.
37. Signature of dental provider or authonzed designes 38. Dafe

DHCS 4516 (09/15) Page 1al2
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CCS SAR used by providers to request authorization from CCS
(2 of 2 pages)

Instructions
Date of the request: Date the request is being made.

Provider Information

2. Provider's name: Enter the name of the provider who is requesting services.
3. Provider number: Enter either your Denti-Cal biling number (no growp numbers) or NP1
4. Address: Enter the requesting provider's address.
5.  Contact person: Enter the name of the person who can be contacted regarding the request; all authorizations should be addressed to
the contact person.
& Contact telephone number: Enter the phone number of the contact person.
T. Contact fax number: Enter the fax number for the provider's office or contact person.
8. Contact person’s email address Enter the email address of the contact person.
Client Information
9. Client name: Enter the client's name—ast, first. and middie.

10.  Gender Check the appropriate box.

11. Date of birth: Enter the client's date of birth.

12. CCS case number: Enter the clienfs CCS number. If not known, leave blank.

13. Home phone number: Enter the home phone number where the dient or dienf's legal guardian can be reached.

14. Cell phone number: Enter the cellular phone number where the client or dient’'s legal guardian can be reached.

15.  Work phone number: Enter the work phone number where the client or client’s legal guardian can be reached.

16. Email address: Enter the email address for the client or client's legal guardian.

17. Residence address: Enter the address of the client. Do not use a P.O. Box number.

18.  Mailing address: Enter the mailing address if it is different than number 17.

18, County of residence: Enter residential county of the client.

20. Language spoken: Enter the clients language spoken.

21. Mame of parentlegal guardian: Enter the name of client's parentiegal guardian.

22 Mother's first and last name: Enter the client's mother's name.

23,  Prmary care physician: Enter the client's primary care physician’'s name. If it is not known, enter MK (not known .

24. Prmary care physician telephone number: Enter the dlienf's primary care physician phone number.

Insurance Information

25 a. |s child enrolled in Medi-Cal? Mark the appropriate box. If answer is yes, do not send SAR to CCS, send TAR directly to Denti-Cal.
b. [f the answer is no, enter the Client Index Mumbser (CIN).

26.  Is child enrolled in a commercial dental insurance plan? Mark the appropriate box. If the answer is yes, enter the name of the
commercial dental insurance plan.

Requested Services
27. a. CCS5 established cient: Check if requesting approval for an established CCS chent. Wiite diagnosis or ICD-10 code.
b. CCS Orthodontics: Check if requesting approwval for orthodontic services. (Check a. and b. if both apply. )
c. Service Code Group {SCG): Check if covered by CCS SCG and enter SCG number in column 25. (Check a., b, & c. if all apply.)
SCGe can be found in the Denti-Cal Provider Handbook at hitp:/fweow . denti-cal.ca_gowprovs recsimanualsthandbookhandbook pdf.
o to Section 9 Special Programs and scroll to SCGs.

28, Procedure CodesfService Code Groups: Use the approprate Denti-Cal American Dental Association's (AD&) Curmrent Dental
Terminodogy (COT) codes for each service, andior use CCS Senice Code Group(s) (SCG). The COT codes are found in Section 5 of
the Denti-Cal Provider Handbook: hitp:/fwwnw denti-cal. ca.gowprovsnecamanualshandbook2handbook. pdf and the SCG are found in
Section 9 of the Handbook, at http:iwww.denti-cal.ca gowprovsrvcs/manuals/handbook2 handbook pdf. Do not duplicate individual
procedure codes included in a SCG. Note: Denti-Cal does not use the latest COT codes.

28.  Tooth number or letter; arch; quadrant: Enter the universal tooth code numbers 1 thru 32 or letters A thru T for tooth reference. Use
applicable arch codes U (upper), L (lower). Use guadrant codes UR (upper right), LIL (upper left), LR {lower right), and LL (lower left).

30. Description of service: Fumish a brief description for each service. Standard abbreviations are acceptable.

31. (Cuantity: For the procedures having multiple occumrences, indicate the number of occumences of the procedure, e.g., multiple
radiographs (procedure DO230); number of additonal units for general anesthesia (procedure DO2Z21).

32. Fee: Enter your usual and customary fee for the procedure rather than the Denti-Cal Schedule of Maximum Allowances fee.

33. Enter total fee to be charged.

34. Check yes or no box if this is a CCS Supplemental Services Request.

35. Check yes or no box if there is other documentation attached.

36,  Comments. Enter any additional comments.

Signature

37. Signature of dental provider: Form must be signed by the dentist, orthodontist, or authorized representafive.

38. Date: Enter the date the request is signed.

DHCS 451E (021 5) Paga 2 af 2
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System-generated SAR Issued by CCS to the Dental Office Example

CONFIDENTIAL
SAR#
FOCOOCK COUNTY CCS OR REGIONAL OFFICE
CALIFORNIA CHILDREN'S SERVICES (CCS)

ADDRESS 1

ADDRESS 2

CITY, ST ZIP
TELEPHOMNE:

AUTHORIZATION FOR SERVICES
Authorization is for services and effective dates indicated below, in accordance with CCS program paolicies and fee
schedule. Authorization for additional services not listed below must be requested in advance. By providing these
authorzed services, | agree o accept payment from the CCS program as payment in full. If you have a Service Code
Grouping (SCG) authorization, please check your Denti-Cal manual for services included in the SCG.

Authorized Facility Name Provider No: 999999059505
Provider: Line 1 Telephone: (999)09%3-0500
Line 2
Line 3
City, St Zp
CCS CLIENT INFORMATIOM
Client Mame: Mame, Client Client Index Number: 9050093040
Parent/Guardian: Mr. and Mrs. Efc. Medi-Cal Mumber #  99909900009005%
Address: Line 1 CCS Case Number: 905090059
Line 2 Date of Birth: Q909905
City, State Zip Telephone: (990) 509-5905

AUTHORIZATION INFORMATION

Effective Dates: 11/03/2018 through 11302019

CCS AUTHORIZED SERVICES

=SERVICE = SERVICE CODE DESCRIPTION= =QUANTITY=
CODE= or =5CG=

SPECIAL INSTRUCTIONS

=3SPECIAL INSTRUCTIONS=

Please refer to the Denti-Cal manual for billing instructions.  Thank you for your continued participation in the
California Children’s Services program.

Issued By: NAME, USER (00K COUNTY OR REGIONAL OFFICE) Date Authorized: 12/01/2016

SAR#H:
Dental SAR rules

1) Quantity should not display for service code groupings
2) The Authonized Provider name and address fields should fit into a standard window envelope
3 The Parent/Guardian name and address default from the primary addressee from patient registration
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