
Appendix C

Comparison of State Medicaid Manuals to Core Components
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● indivitilized  radiographic ● xamination
for periodontal disease and a growth ad
develofxnent  assessment

●



Footnotes:

1 k! i ch i gan r-i res prior authorization for at  1 t reatment plsm  for beneficiaries tir 21 hi ch r~i re more than S200 of denta~  services (according to the
dentist’s  USUSL e n d  custcmary  f=). ALSO  al ( authorized work mat be provided wi thin 6 months.

2 In Miss iss ippi ,  benef ic iar ies  mder 21 are ● t igible  for ● mxi- of S2S0 in dentat  services (exclusive of ● x t r a c t i o o a ) . Recipients over 18 are responsible
for a S2.00 copayment per visit.

3 In Texas, EPSOT  rec ip ients  are ● t igib(e  for dental services once in ● 12-~th  period, +ich  i!
date of  service. Those  r-i ring additional services mat obtain an Exception to Periodic
services mat receive prior euthor i zat i on.

4 NY: Specified in Part S08 of the Chi td/Teen  Health  Plen r~lstiona,  18 NYCRR S08.

5 TX: An Exception to Periodici  ty form  needs to be obtained by the dentist  in waler to provide S(

6 C A: u/o radiographs; one ● xam per bmef  iciary  per provider.

7 HI : N o t  inctding  rediogre@s,  fiich  are b{ t Led s e p a r a t e l y .

8 PK: Hay b e  c l a i m e d  on the f i rs t  v is i t  for  EPSO’
are ● ( loud in conjmct  i cm.

9 NV: Al (owed  once per beneficiary per provider,

character i zed as the 12 mnth  period fo~ Lowing the last paid
ty. Any treatment plen r+i ring more  than S300 of dental

rv{ ces to ch i ldren mder 3.

pat ients mder 21 and is 1 imi ted to me per fiscal year. Ooes not inc ude radi ogra@s, but other procedures

● xcludi ng  radiographs.

10 OH: The ini tint  ora(  ● xam does not speci  fica(  (y inc(de  rediogrefdm. Rsdiogra@s  are bi L (able  s e p a r a t e l y .

11 TX: Ini t i at  ● xam may onty be bi [ ted  then  no radiographs ● re taken.

12 CA: Only deve[opmntal ly disabled children smy receive ● periodic ● xax, according to the manual.

●



13 HI : Covered service once ● very 6 months.

14 MS: The periodic ● xmn is (irni  ted to r=ipients  mder 21 who have space maintainers. Al Lowed  once per year and incldes  pro@ylaxis  and  f~uoride  treatment.
The clinical oral ● xam for other EPSOT  recipients is describd  md referred to above in the initiat  ora~  ● xr rn .

15 NV: A perialic  orat  ● xam is all-  ● very 12 sunths  for al( ch i ldren  mder 21.

16 Oli:  Periodic ora( ● x~ are a~lowed  once ● very 6 months.

17 TX: There iS no procedme  cde or pqment  s~if{ca((y  for a periodic ● x m . tl~ver,  a patient nust  uait 12 mcmths  af ter  serv ices out l ined in  a  t reatment
p lan  have  beerI perforwed before ● neu  treatment plan for rtiine  semices cm be authorizd. Pr ior  author iza t ion  is  recpird  for a treatment plan

rwiriw  over $300  of services or if M Y  Pmcedmes in  the  t reatment  plm r e q u i r e  p r i o r  a u t h o r i z a t i o n .

18 CA: Amuatly  for beneficiaries 13 and over.

19 HI: A&Its  are defind  as those aged 14  ad older.  B~ficiaries  tinder 21 tit  ● t

20 TX: Prophylaxis for recipients 13-20 =y be provided once evety  12 months, md my
Oniy.

21 M: Amus(iy for  benef ic iar ies  12 and wtder.

22 Ml: Bmeficiaries  mder  14 may receive prophylaxis once in s 6-nxmth  pericd.

2 3  !4S: Pro@y(axis  is a(lowd  for a(t r e c i p i e n t s  uder 21 orue  per 12 stcmth p e r i o d .

● ast 14 my receive prc@ylaxis  m mre than once in a 6-month pericd.

or may not include f(uoride. Proce&re  intended for periodontal cases

24 NV: Pro@y(axis  is covered for chiidren  10 through 20 years once ● very 12 months; prophylaxis ad f
● very 6 months.

25 NY:  ‘Chi ld w is  def ined as  benef ic iar ies  @r age 21.

26 OH: Prophylaxis is alloued for recipients through age 20 cmce  ● very 6 mnths.

uoride treatment is a~(owd  for chiidr~  9 and mder  o n c e

27 TX: Prc@ylaxis  for recipients 3-12 may be provided once ● very 12 mnths, inctdes s~ingival  s c a l i n g , a n d  msy or NY not inctude  f luor ide.

28 CA: In adiition  to prc@ylaxis,  for  benef ic iar ies  5  and u-der.

29 HI: FLuoride  t reatment  is  a  benef i t  only  for  rec ip ients  mder 18, wust be  preceded by a  coq(ete  oral pro@y[axis, ard  may be provided only  once in a 12-
month period.

30  MS:  Topica l  app l ica t ion  o f  ftuorick inclu5es prqhylaxis, ailcwed  once pr year for EPSOT  recipimts.

31 NV: Chf[dren w to 9 my rece ive  f luor ide  t reatments  ( inc luding prophylax is )  ● very 6 wmnths; chi [dren  10 through 20 IMY receive f[uoride  treatments
(exclusive of prc@ytaxis)  once ● very year.

32  OH:  F luor ide  treatnamt, fol[ouing  ccaplete  pro@ylaxis, is alloud  once ● very 6 months for beneficiaries tit-  21.

33 TX: F\uoride  treatmmt  is included in the fee for prophylaxis, although its provision is not required and it may not be bi~[ed  for separately.

34 CA: In addition to prc@ylaxis, for beneficiaries 6 through 17.

3 5  O H :  A(though  rmt  spcifial  in the smrmsl, an  (Mio State PMicaid  officia(  noted  that  both  d ie tary  p[aming for control of denta[  caries a n d  ora~ h y g i e n e
instruction should be inc~ded as part of the periodic ● xm and prc#yiaxis  procedures.

36 HI: Not a covered service since 1981.

3 7  HS: CoverA f o r  r e c i p i e n t s  @r 21 for newly  ● r~ted first and  aecond  p rS9nefK smlars  or  for  f i rs t  and seccd  premolars. P r i o r  a~rova( is rquired f o r
prifmry teeth.

38 NV: Chi(dren 6-20 are altoued  one sealant per prirmry tooth. ●



39 OH: Sea[ants ● re pe~itted  on Pm?man t f$rst  molars for recipients uder age 9 and on permment  second molars  for recip
appl ica t ion  o f  sea lant  per  tooth  per  Lifetime  is a(toual.

40 CA: Space maintainers are aliowd WAere  there {S suf f ic ient  rocm for an mertqted  permanent tooth to ● rtqx normstty.w
missing permanent teeth.

41 ml:  Space maintena-e  recpires prior authorization, and is limited to the necessary maintenance of a posterior space for
prmturety  lost deciduous tooth.

42 MS: Space maintenance is provided for decickmus  or pe rmanent  dentition.

43 NV: Prior authorizat{cm required -- not a routinety  ● vai (able  benef i t .

44 TX: Limited to loss  of primary second sm(ar.

m t s  tir age 1 5 .  On[yOne

t is not covered to hotd  space for

a Pe-nent  successor to a

45 TX:  Attouabte  onty  for the (0ss  of tbm or mre pr{smry smlars  in a sing(e  ● r c h ,  me of which sust  be a prismry  s e c o n d  mlar.

46 CA: For beneficiaries 13 ● nd over, ● c~(ete series once ● very 3 years.
For  benef ic iar ies  @r 13.  fever  in t raora l  rad iographs comrise  a comlete ser{es and msy be a~toued  ‘ccxnmms urate with  sirans,  svmtoms.  a n d  age o f  t h e

P a t i e n t a  ( a ( t h o u g h  Sec.-51307(d)(ll)  specifica~ly”  den ies”  fu l l  muth’radiogra@  c o v e r a g e  f o r  b e n e f i c i a r i e s  1 2  a n d  mder).-  - -

47 Ml:

48 MS:

49 NV:

50 OH:

51 TX:

52 C A:

53 MI:

54 Ms:

55 TX:

56 OH:

57 CA:

58 OH:

59 NY:

@ OH:

61 CA:

Ccq(ete  mouth survey ● benefit only once every 3 years.

Allouab[e  on~y once ● very 2 years. Shou(d  i n c l u d e  1 0  t o  14 intraorat filmz  ad biteuings.

Hedicaid  acceptable x-rays are not to be taken with ● xcessive fr~y.

A c~lete  series wi~t  consist of ● nini-  of 12 or more  films ad is allowed only once ● very 3 years, mless pr ior  author ized.

Aiiouable  once every 3 years by the smne dent ist .

A total of 11 films are ● i icwed in ● serfes.

Reca(t radiogr~s  are covered onty  cmce  ● very 6 months, and ● re (imited  to biteuings  and necessary periapica(  radiographs.

tity 7  in t raora l  fi\sc3  are coverd  per  clafn.

Not to ● xceed payment for fu[l  smuth series.

ExtraoraL fi~m  is al~oued  as an adjmct to complex t reatment .

Sqp(enentary  biteuings  are a benefit no more than once ● very 6 months

Biteuing  radiogra~s, inccmbination  oraione,  areal[oudat6month

Three fi(ms mininun.

Pr ior  author iza t ion  is  r~ired.

Single  radiographs are a benef i t  utven  necessary to a msx  mm of 11 films.

ntervals.

AILouad  as part of futt  mouth  ser ies ,  w i th  periapica(  radiogra@s  of anterior teeth and at least 2 biteuings, once every 3 years for beneficiaries 13 and

rcunstances.

over. Panogra@ic  radiogra@s  ● lorw are ● l imi ted benef i t .

62 MI:  Require prior author iza t ion  then  they ● re the only type of radiograph taken, which is al(oud  uider  limited c

63 HS: Not  covered in conjmction  with full-smuth intraoral  ser ies.

64 NV: Panorex  or Panelipse  x-rays r-ire wr i t ten  pr ior  author iza t ion  i f  more  fr+t than wi th in  90  days.

65 OH:  Panoramic radiogra~s are attcwed  once every 3 years (and 3 years ~t ● lapse betueen  panoramic radiographs and ccqlete  series of radiogra~s)  and are
iimited  to beneficiaries 6 ● nd  otder, mtess  pr ior  author ized.
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66 TX: Limitd  to one during the ages 0-9 @r’xl me during the ages 10-20 by the same dentist.

67 RI: Pr ior  author iza t ion  rqired.

68 NV: Wedicaid  acceptable x-rays are not to be taken ~ith  ● xcessive fr~y.

69 OH: Prior authorizaticm  is r e q u i r e d .

70 MS: Amalgam shou~d  be used on a(~  teeth dista~  to cuspids for beneficiaries fir 21,  primary or permanent.

71  CA:  Benef i t  i~(~ Si l ica te ,  Ccapoaite, and  Ptastic restorations, but only on anterior teeth.

72 HI: Benefit includes Silicate, Composite, and P last ic  restora t ions ,  but  on ly  cm anter ior  teeth.

73 MS: Ccaposites IMY be performed on both anterior and posterior teeth, prismry and permanent.

74 NV:  Restorat ions with  acry l ic /p last ic ,  ccmposite  res in ,  l imi ted to  anter ior  teeth .

75 NY: Although the fee schechte  does not specify, corresponding AOA Codes i~~y  that resin restorat

76 OH: For anterior t~th  on(y.

77 TX: The fee for restoring ● nterior teeth With  resin is higher than for posterior teeth.

ons are al o w e d  for anterior teeth oniy.

78 HI: Preformed sta in less steel  crome  ● re  author ized  on[y  for decidmua teeth and first permanent nmlars  and on~y  for rec ip ients  15  and tir.  Other crouns
● re for aoterior  teeth only and r~ire  pr ior  author izat ion.

79 CA: According to the California Smnua(,  ~lp capping ia covered ● s pert of restorative services, &t it is specifically a ‘not  covered”  s e r v i c e  a c c o r d i n g  t o

Section 51307(d)(ll).

80 OH:  A(though  there is no coda for pJLp therm,  &t IXio State  Medica id  officiat  notd that these proce&res shou(d  be inc~uded  as per t  of r e s t o r a t i v e
proc*res if  necessary.

81  CA:  Therapeut ic  ~tpotonry  for deci&ous  teeth only. Vita(  puipotcmry  f o r  vitat permment  t e e t h  onty.

82 HI: A vital ~(pot~  is covered for a vital decic&oua  tooth or ●  vitat pemnent  tooth with  incmp(ete(y  f o r m a l  r o o t a , and  r~ires  pr ior  author izat ion.

63 MS: Putpotomy  for primary teeth does not recpire  pr ior  author izat ion.

64 TX: Therapeutic pulpot~  with base.

8S CA: A limited benefit for posterior ad anterior pa rmanent teeth for beneficiaries though age 17.

06 MI :  Pr ior  author iza t ion  is racpired for any root CUU1  t h e r a p y .

87MS:  Rootcanais  forpe rmanant  t e e t h  r~ires sdxaission  of titanti{

M NV:  Pr ior  author iza t ion  re+ired  -- not ● routinely ● vailable benefi’

890H: Rootcanei ther~  i s  atloued  on[yonpermmn t teeth.

90 TX: Root canal  payments are Limited  to four permanent teeth for ● a c h

91 NY:  Pr ior  epprova(  rqired.

92 C A: Periodontal services are Limited to benef

93  MI :  R~ires  prior ~thorization.

94 OH: Although the manual specifically does not
n e c e s s a r y  sca(ing  ati that pericxjonta( sca

ciaries  18 and over.

t ing x-rays.

.

rec ip ient  ad x-rays are required.

cover  periodcmta(  seat ing, an  tiio State Hedicaid off
ing shou ld  be  prwided  if necessa~. There is no bil

cia( noted  that  the  defnition  of pro@y  axis inc~udes
abie code for periodontal sca[lng.



9S 1X: Altho@  the fee for pro@y(axis  for recipients 3-12 inciudes s~ingival  sca~ing, neither pericdcmta( sca(ing and root planing nor gingival  curettage
● re specificat[y  covered services.

% MS: Gingival  curet tage and gingivectomies  mill  & ccxtsidered  cwtly for  pat ients  on  Di(antin ther~.

97 NV:  Pr ior  author iza t ion  rwirtd  -- not ● routine(y  ● vai lable  benef i t .

96 NY: However ,  gingivectcmy or gingivop(asty  is ● l l o u d .

W ON: However, gingivwctowy  or gingivoplasty  sometimes (though not ususlty)  al(owed  and prior authorization is r~ired.

10D CA: Reable prostheses ● re ● benef i t  w i th  l imi ta t ions  (e .g . ,  only  *en necessary for the balance of a complete  dmture)  and cmty once in a 5

101 ml:  A partial d e n t u r e  witl  be  author ized  for  benef ic iar ies  *r 21 cmly  if one or more incisor is missing or fewer than 6 teeth are in occtus

year per iod.

on in
posterior ● reas. Ccmp(ete  or partial dentures will  oniy be a u t h o r i z e d  then  mssticatory  def ic iencies  will impair  generai health  and Mm ● x i s t i n g  d e n t u r e s
camot  be smde serviceable. R e p l a c e m e n t  &tures  ● re not ● benefit if the originsi  dentures were placed  uithin  5 years.

AL( dentures r~ire pr ior  author izat ion.

1 0 2  MS:  Prosthodontics  ● r e  (imitd  to -r ad louer rwab(e b r i d g e s .  P r i o r  approvat  is r+ired.

103 NV: Pr ior  author iza t ion  r~ired -- not ● routinely ● vai1s4(e txmefit.

104 NY: Prior authorization is reqired.

10S ON: Ali dentures -t be prior authorized; partia(  dentures ● re author ized  4wn severat  teeth ● re missing in the arch and mssticatory fmction
impaired. Ati dentures camot be repiaced  or rti uithin 8 years ● xcept for very musuat circumstances.

106 TX:  Partia(  dentures  may be authorized for recipients 9-20 if the reciBient  has missino  anterior teeth or (sss  than 8 occidim  oosterior  teeth
palate  and part ia l ar&ontia  cases (age 3-20)” sIsY  be ● xceptai.

107  CA:  Or thodont ic  t reatment  is lix!ited  to beneficiaries uith  cleft
Program.

108 HI: Or thodont ic  procedmes  are ~ ~ovided  to children medicat
● (igib(e) and reqire  prior authorization.

s severely

-. Cle f t

pa la te  deformi t ies  who  are mder  case ~gement  of the California Children Services

y ● ligib(e for the Cri~lecl  Children Program (Medicaid recipients are a(resdy  financs[ly

109 MS: For permnen t dentition  only, ad sust receive pr ior  approval .

110 NV: Orthodontic coverage is liaitd  to only those chitdren  with the most severe handicapping conditions.

111 N Y :  P r i o r  approva[  rqired.

112 ON: Orthodontic coverage is Limitd  to onty  those children with the most severe hatiicapping  condi t ions.

113 TX: Orthodontic coverage is Iimittxl  but smy  be authorized for children with the smst severe  handicapping condi t ions.

114 NY: The only emergency service listed in the lieu York progr~~s  fee sche&le  is palliative care; there is no procedre  code for an emergency visit nor any
sfx?cific  parmueters  regarding the provision of ~rg~  services.

115  In  Ca l i forn ia ,  ~rgency  dentai  services do not ned  pr ior  author izat ion. There is no specific mrgency  ● xcm proc~re  code (except in the case of
e m e r g e n c y  periodmtic  serv ice) ;  providers  shou(d  bitt  for the services redered. From the ● xanples in the manus[, it uouldagpear  that the emergency
s i tuat ions  covered in  Ca l i forn ia  ● re consistent with those specified in this (ist  of core caponents.

1 1 6  in?lichigan,  one visit is attoud for ●  ach speci f ic  ~rgertcy  for all rec ip ients  ad dws  not rqire pr ior  author iza t ion .  SomaE  services rerdered (such as
emergency ora l  surgery ,  rechction  of dislaations  of TMJ, treatment of ce[(u(itis,  ad single, si!!p[e  ● xtraction) do not r+ire prior authorization for
b i l l i n g . Al( other emergmcy  services do rqire  pr ior  author iza t ion ,  ht it SMy  be obtained by @one  by the end of the next working day. Routine
restorat ive  procedmes, root  cana(  therapy,  eiectivesurgery,  anddenture  services are  not  awrgencyproce&res.

●



117 In 14ississippi, emsrgency  denta~  care is provided to relieve pain and/or infection. Emergency is defined as a condition which requires treatment and there
exists pain and /or  infection of the dental ~ratus  and/or  cont iguous structures *ich, in the opinion of the d e n t i s t , ui~~  require ● xtraction of the
tooth or teeth. WI mnergency  ● xms is bi[~abte  on(y if no other procdres,  other than x-rays, are performed that same day.

118 The Nevada progrars  definition of emergency care is ~ite  simi(ar  to the e(ements  Iistd  here. Treatment measures include emergency prosthetic repair,
repiacemen t of missing teeth in a prosthesis, dmture  adjustments, routine restorative procedures, endodont ics  (cm anterior teeth on(y) and extractions.
Emergency services ned no prior authorization.

119 There are no Proc-re codes in the CN!io  handmok  for either Paiiiative  etra?rg-y care or an emergency ● xam. Indeed, there is rm discreet secticm
● xplaining the po~icies  on emergency services at all  in the hamboo k, a(tho@ scme guidance is  provided regarding speci f ic  serv ices  (e .g . ,
rendering the patient edentutous  -t be prior awoved,  ● xcept in abaotute  emergency). The billing form does offer ‘emergency rcw+’  as a
service. An Utio  Medica id  officiat  noted that providers should  bill  for the actual services redered.

120 There is m orocecbre coda for an eawrwmcv  ● xrn .  ● t thowh there  is  one for oa[(iative  emermncv  t reatment .  Pr ior  author iza t ion  is  recwired

121 M

extract ions
ocation  of

denta[  aer~ices  poyab[e  ●  t  sure than-S80i  Aich  m a y  be-obtaind  b y  calting’an  %00- rsmbe~.
or efnergency

Rout ine  restorative procechmes  are not considered as
emergency proce&rea. The Texas mrwmt  &finitiori  of am?rgency  services is aimilar  to the ●  lements in this list of core coqxments.

: Extraction of -r@ than one t~th  r~irea pr ior  author izat ion.

122 CA: Not payable to provider receiving pyment for tooth extraction.

123 MI:  Requires  pr ior  author izat ion.

124 CA: But not ● banefit  in COnjWtCtiOtI  with ● XtrSCti~.

125 RI: A biopsy performed in conjmction  uith another surgicat  Proc-re  is considered part of that surgica(  procedure.

126 NV: Prior authorization r~ired -- not ● routinely ● vai~abte  benefit.
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