CHAPTER 30. MEDI CAL PROVI DERS FEE FOR SERVI CE
SUBCHAPTER 3. GENERAL PROVI DER POLI CI ES
PART 4. EARLY AND PERI CDI C SCREENI NG, DI AGNCSI S
AND TREATMENT ( EPSDT) PROGRAM CHI LD HEALTH SERVI CES

317: 30-3-65.8. Dental services

(@) At a minimum, dental services include relief of pain and
infection; limited restoration of teeth and mainten ance of dental
health; and oral prophylaxis every 184 days. Denta | care includes
emergency and preventive services and therapeutic s ervices for
dental disease which, if left untreated, may become acute dental
problems or may cause irreversible damage to the te eth or
supporting structures. Other dental services inclu de inpatient
services in an eligible participating hospital, ama —lgam- anterior
and—compesite— composites and posterior amalgam restorations,
pulpotomies, chrome steel crowns, anterior root can als,
pulpectomies, band and loop space maintainers, ceme nt bases,
acrylic partial and lingual arch bars; other restor ation, repair
and/or replacement of dental defects after the trea tment plan
submitted by a dentist has been authorized (refer t 0 OAC 317:30-5-
696(3) for amount, duration and scope).

(b) Dental screens should begin at the first sign o f tooth eruption

by the primary care provider and with each subseque nt visit to
determine if the child needs a referral to a dental provider.
Dental examinations by a qualified dental provider should begin
between the ages of two and three (unless otherwise indicated) and
once yearly thereafter. Additionally, children sho uld be seen for
prophylaxis once every 184 days. All other dental services for
relief of pain and infection, restoration of teeth and maintenance
of dental health should occur as the provider deems necessary.

SUBCHAPTER 5. | NDI VI DUAL PROVI DERS AND SPECI ALTI ES
PART 79. DENTI STS

317:30-5-695. Eligible dental providers and definitions

(a) Eligible dental providers in Oklahoma's SoonerC are program are:
(1) individuals licensed as dentists under 59 Oklah oma Statutes
" 328.21, 328.22, and 328.23 (licensed dentists, s pecialty
dentists and out of state dentists);
(2) individuals issued permits as dental interns un der 59
Oklahoma Statute ' 328.26;
(3) individuals who are third and fourth year denta | students at
an accredited Oklahoma dental college; and
(4) any individual issued a license in another stat e as a
dentist.
(b) All eligible providers must be in good standing with regard to
their license. Any revocation or suspension status of a provider
referenced in subsection (a) above renders the prov ider ineligible
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for payment or subject to recoupment under SoonerCa
(c) Eligible providers must document and sign recor
rendered in accordance with guidelines found at OAC
(d) The American Dental Association's version of Cu
Terminology (CDT) is used by the OHCA to communicat
related to codes, and procedures for administration
nomenclature, and descriptors as listed in the CDT
the exception of more specific definitions or limit
forth.
(1) "Decay" means carious lesions in a tooth; decom
and/or dissolution of the calcified and organic com
the tooth structure.
(2) "Palliative Treatment" means action that reliev
is not curative. Palliative Treatment is an all in

service. No other codes are billable = —  reimbursable

re.
ds of services
317:30-3-15.
rrent Dental
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(3) "Radiographic Caries" means dissolution of the

organic components of tooth tissue that has penetra
enamel and is approaching the dentinoenamel junctio

(4) "Upcoding" means reporting a more complex and/o
procedure than actually performed.

(5) "Unbinding" means billing separately for severa
procedures that are included within one Current
Terminology or Current Procedural Terminology (CPT)

317: 30-5-696. Coverage by category
Payment is made for dental services as set forth in
Section.
(1) Adults.
(A) Dental coverage for adults is limited to:
(i) three emergency extractions per day

Den

(i) Smoking and Tobacco Use Cessation Counseling;
(i) medical and surgical services performed by a

dentist, to the extent such services may be perform

under State law either by a doctor of dental surger
dental medicine, when those services would be cover

performed by a physician.
(B) Payment is made for dental care for adults resi

private Intermediate Care Facilities for the Mental

Retarded (ICF/MR) and who have been approved for IC

of care, similar to the scope of services available

individuals under age 21.
(C) Pregnant women are covered under a limited dent
plan (Refer to (a)(4) of this Section).

calcified and
ted the
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r higher cost
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tal
code.
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(2) Hone and community based waiver services (HCBW5) for the
mental |y retarded. All providers participating in the HCBWS

must have a separate contract with the OHCA to prov
under the HCBWS. Dental services are defined in ea
must be prior authorized.
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(3 Children. The OHCA Dental Program provides the —— basic

medically necessary treatment. The services listed below are
compensable for members under 21 years of age witho ut prior
authorization. ALL OTHER DENTAL SERVICES MUST BE P RIOR
AUTHORIZED. Anesthesia services are covered for ch ildren in the

same manner as adults.
(A) Oorrprehen5| ve oral eval uatl on. Evaluation must be

performed for any member not seen for more than 18 months by
any dentist.

(B) Periodic oral eval uation. Thisprocedure may be provided

for a member of record if she or he has not been se en for

more than six months.
(C) Energency examnation/limted oral evaluation. This

procedure is not compensable within two months of a periodic
oral examination or if the member is involved in ac tive
treatment unless trauma or acute infection is the p resenting
complaint.

(D) Oral hygiene instructions. This service is limited to

once every 12 months. The designated dental staff instructs
the member or the responsible adult (if the child i S under
five years of age) in proper tooth brushing and flo ssing by
actual demonstration and provides proper verbal and lor
written diet information.  This service also includ es
dispensing a new tooth brush, and may include discl osing

tablets and dental floss.
(E) Radi ographs (x-rays). To be SoonerCare compensable, x-

rays must be of diagnostic quality and medically ne cessary.
A clinical examination must precede any radiographs , and
chart documentation must include patient ——— member history,
prior radiographs, caries risk assessment and both dental and
general health needs of the patent ——— member. The referring
dentist is responsible for providing properly ident ified x-
rays of acceptable quality with a referral, if that provider
chooses to expose and submit for reimbursement prio rto
referral. Panoramic films are allowable once in a three year
period and must be of diagnostic quality. Panorami c films
are only compensable when chart documentation clear ly
indicates the test is being performed to rule out o r evaluate
non-caries related pathology. Prior authorization and a
detailed medical need narrative are required for ad ditional
panoramic films taken within three years of the ori ginal set.

(F) Dental seal ants. Tooth numbers 2, 3, 14, 15, 18, 19, 30

and 31 must be caries free on all surfaces to be el igible for
this service. This service is available through 18 .0 years
of age and is compensable only once per lifetime.

Replacement of sealants is not a covered service un der the
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SoonerCare program.
(G) Dental prophylaxis. This procedure is provided
every 184 days including topical application of flu
(H) Conposite restorations.
() This procedure is compensable for primary incis
follows:
(1) tooth numbers O and P to age 4.0 years;
(1) tooth numbers E and F to age 6.0 years;
(111) tooth numbers N and Q to 5.0 years; and
(IV) tooth numbers D and G to 6.0 years.
(i) The procedure is also allowed for use in all v
and successfully treated non-vital permanent anteri
teeth.
(iii) Class | and 1l composite restorations are all

once
oride.

ors as

ital
or

owed in

posterior teeth; however, the OHCA has certain

restrictions for the use of this restorative materi
(See OAC 317:30-5-699).
(D  Amal gam Amalgam restorations are allowed in:

(i) posterior primary teeth when:
(1) 50 percent or more root structure is remaining;
(1) the teeth have no mobility; or
(1) the procedure is provided more than 12 months
prior to normal exfoliation.

(i) any permanent tooth, determined as medically

necessary by the treating dentist.

al.

(J) Stainless steel crowns. The use of stainless steel

crowns is allowed as follows:

(i) Stainless steel crowns are allowed if:
(I) the child is five years of age or under;
(1) 70 percent or more of the root structure remai
or
(1) the procedure is provided more than 12 months
prior to normal exfoliation.

(ii) Stainless steel crowns are treatment of choice
(I) primary teeth with pulpotomies or pulpectomies,
the above conditions exist;
(1) primary teeth where three surfaces of extensiv
decay exist; or
(1) primary teeth where cuspal occlusion is lost
to decay or accident.

(ii) Stainless steel crowns are the treatment of ¢

ns;

for:

due

hoice

on posterior permanent teeth that have completed

endodontic therapy, if more than three surfaces of
extensive decay exist or where cuspal occlusion are

due to decay prior to age 16.0 years.

(iv) Preoperative periapical x-rays must be availab

review, if requested.

(v) Placement of a stainless steel crown includes a
related follow up service for a period of two years
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other prosthetic procedure on that tooth is compens
during that period of time. A stainless steel crow
not a temporizing treatment to be used while a perm
crown is being fabricated.

(K) Pul potom es and pul pectom es.

(L)

(i) Therapeutic pulpotomies are allowable for molar
teeth numbers listed below. Pre and post operative
periapical x-rays must be available for review, if
requested.
(1) Primary molars having at least 70 percent or mo
of their root structure remaining or more than 12
months prior to normal exfoliation;
(1) Tooth numbers O and P before age 5.0 years;
(1l1) Tooth numbers E and F before 6.0 years;
(IV) Tooth numbers N and Q before 5.0 years; and
(V) Tooth numbers D and G before 6.0 years.
(i) Pulpectomies are allowed for primary teeth if
exfoliation of the teeth is not expected to occur f
least one year or if 70 percent or more of root str
IS remaining.
Anterior root canals. Paymentis made for the services

provided in accordance with the following:

() This procedure is done for permanent teeth when

are no other missing anterior teeth in the same arc
requiring replacement.

(i) Acceptable ADA filling materials must be used.

(i) Preauthorization is required if the member's
treatment plan involves more than four anterior roo
canals.

(iv) Teeth with less than 50 percent of clinical cr
should not be treatment-planned for root canal ther

(v) Pre and post operative periapical x-rays must b
available for review.

(vi) Pulpotomy may be performed for the relief of p
while waiting for the decision from the OHCA.

(vii) Providers are responsible for any follow-up
treatment required due to a failed root canal thera

24 month post completion.

(viii) Endodontic treated teeth should be restored
limited occlusal function and all contours should b
replaced. These teeth are not automatically approv

any type of crown.

(ix) If there are three or more missing teeth in th

that requires replacement, root therapy will not be
allowed.

(M) Space mai ntai ners. Certain limitations apply with regard

to

recementation of any maintainer placed by them for

this procedure. Providers are responsible for

post insertion.
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() Band and | oop type space mai ntenance. This procedure
must be provided in accordance with the following

guidelines:
() This procedure is compensable for all primary
molars where permanent successor is missing or wher e
succedaneous tooth is more than 5mm below the crest of
the alveolar ridge or where the successor tooth wou Id

not normally erupt in the next 12 months.
(I First primary molars are not allowed space

maintenance if the second primary and first permane nt
molars are present and in cuspal interlocking occlu sion

regardless of the presence or absence of normal

relationship.

(1) If there are missing teeth bilaterally in the

same arch, under the above guidelines, bilateral sp ace

maintainer is the treatment of choice.
(IV) The teeth numbers shown on the claim should be
those of the missing teeth.
(V) Post operative bitewing x-rays must be availabl e
for review.
(i) Li ngual arch bar. Paymentis made for the services
provided in accordance with the following:
() Lingual arch bar is used where multiple missing
teeth exist in the same arch.

(I) The requirements are the same as for band and loop
space maintainer.
(111) Multiple missing upper anterior primary incis ors
may be replaced with the appliance to age 6.0 years to
prevent abnormal swallowing habits.
(IV) Pre and post operative x-rays must be availabl e.
(i) Interim partial dentures. This service is for
anterior permanent tooth replacement or if the memb eris
missing three or more posterior teeth to age 16.0 y ears of
age.

(N) Anal gesi a. Use of nitrous oxide is compensable for four

occurrences per year.

(O) Pulp caps (direct). ADA accepted CAOH containing

material must be used.

(P) Sedative treatnent. ADA acceptable materials must be
P on_Thi Ly P

minimum—of—30—days—— restorati ons. Sedative restorations

include removal of decay, if present, and direct or indirect
6




(4)

pulp cap, if needed. These two codes may be used f or the
same tooth on the same date of service. Permanent

restoration of the tooth is allowed after 30 days u nless the
tooth becomes symptomatic and requires pain relievi ng
treatment.

(Q) History and physical. Paymentis made for services for

the purpose of admitting a patient ————— member to a hospital for

dental treatment.

(R) Local anesthesia. This procedure isincluded in the fee

for all services.

(S) Snoking and Tobacco Use Cessation Counseling. Smoking
and Tobacco Use Cessation Counseling is covered whe n
performed utilizing the five intervention steps of asking the
patienrt— member to describe his/her smoking, advising the

patiert— member to quit, assessing the willingness of the

patiert— member to quit, assisting with referrals and plans to

quit, and arranging for follow-up. Up to eight ses sions are
covered per year per individual who has documented tobacco
use. lItis a covered service when provided by phys icians,
physician assistants, nurse practitioners, nurse mi dwives,
and Oklahoma State Health Department and FQHC nursi ng staff

in addition to other appropriate services rendered. Chart
documentation must include a separate note, separat e
signature, and the patient———— member specific information
addressed in the five steps and the time spent by t he
practitioner performing the counseling. Anything u nder three

minutes is considered part of a routine visit.

Pregnant Wnen. Dental coverage for this special population
is provided regardless of age.
(A) Proof of pregnancy is required (Refer to OAC 31 7:35-5-6).
(B) Coverage is limited to a time period beginning at the
diagnosis of pregnancy and ending upon 60 days post partum.
(C) In addition to dental services for adults, othe I services
available include:
(i) Comprehensive oral evaluation must be performed and

recorded for each new client member , or established client
member not seen for more than 24 months;

(i) Periodic oral evaluation as defined in OAC 317 :30-5-
696(a)(3)(B);

(i) Emergency examinations/limited oral evaluatio n.
This procedure is not allowed within two months of an oral
examination by the same provider for the same patie - nt
member, or if the patient——— member is under active
treatment;

(iv) Oral hygiene instructions as defined in OAC 31 7:30-5-
696(a)(3)(E);

(v) Radiographs as defined in OAC 317:30-5-696(a)(3 )(F);

(vi) Dental prophylaxis as defined in OAC 317:30-5-
696(a)(3)(H);
7



(vii) Composite restorations:

(D Any permanent tooth that has an opened lesion t hat
is a food trap will be deemed medically necessary f or
this program and will be allowed for all anterior
teeth.
() Class | posterior composite resin restorations are
allowed in posterior teeth that qualify;
(viii) Amalgam. Any permanent tooth that has an op ened
lesion that is a food trap will be deemed as medica Iy
necessary and will be allowed; and
(ix) Analgesia. Use of nitrous oxide is compensabl e for

four occurrences.

(D) Services requiring prior authorization (Refer t o OAC
317:30-5-698).
(E) Periodontal scaling and root planing. Required that 50%

or more of six point measurements be 4

— 5 millimeters or

greater. This procedure is designed for the remova | of
cementum and dentin that is rough, and/or permeated by
calculus or contaminated with toxins and microorgan ism and
requires anesthesia and some soft tissue removal.

(5) Individuals eligible for Part B of Medicare.
(A) Payment is made based on the member's coinsuran ce and
deductibles.
(B) Services which have been denied by Medicare as
noncompensable should be filed directly with the OH CA with a

copy of the Medicare EOB indicating the reason for

denial.

317:30-5-698. Services requiring prior authorization

(a) Providers must have prior authorization for cer
services before delivery of that service, unless th
provided on an emergency basis. Emergency dental ¢
service that must be provided to relieve the member
to an acute infection, swelling, trismus or trauma.
dental services requiring prior authorization must

by sufficient documentation. Study models (where i
rays, six point periodontal charting, comprehensive
and narrative may be requested. If the quality of
material is such that a determination of authorizat
made, the material is returned to the provider. An
documentation must be provided at the provider's ex
documentation used to base a decision will not be r

tain specified
e service is
are is immediate
from pain due
Requests for
be accompanied
ndicated), x-
treatment plan
the supporting
ion cannot be
y new
pense. Submitted
eturned.

(b) Requests for prior authorization are filed on t
approved ADA form. OHCA notifies the provider on t

of prior authorization using OHCA Prior Authorizati
Decision form. Prior authorized services must be b

they appear on the prior authorization. Payment is
any services provided prior to receiving authorizat

the relief of pain.

(c) Prosthodontic services provided to members who
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ineligible mid-treatment are covered if the member was eligible for

SoonerCare on the date the final impressions were m ade.

(d) Listed below are examples of services requiring prior
authorization for members under 21 and eligible ICF IMR residents.
Minimum required records to be submitted with each request are
right and left mounted bitewing x-rays and periapic al films of
tooth/teeth involved or the edentulous areas if not visible in the

bitewings. X-rays must be mounted so that they-are—————viewed-from-the——
frontofthe-member——— Ifrequiredx———rays-sentare-copies———, each film

or print must be of good, readable quality and iden tified as to
left and right sides. The film, digital media or p rintout  mustbe
of sufficient quality to clearly demonstrate for the reviewer show
the-requested-service-area-of-interest—— the pathology which is the
basis for the authorization request . X-rays, must be identified
with the date, member name, date,—— member ID number, provider name,
and provider ID  number— and as right or left side . X-rays,
regardless of the media, must be placed together in an — the same
envelope and——stapled—to—the—submissionferm——— with a completed
comprehensive treatment plan, and a correctly compl eted current ADA
form requesting all treatments requiring prior auth orization . If
radiographs are not taken, provider must include in — a detailed
narrative with sufficient information to confirm diagnosis and
treatment plan.
(1) Endodontics. Pulpotomy may be performed for th e relief of
pain while waiting for the decision from the OHCA o n request for
endodontics. A permanent restoration is not billab le to the
OHCA when performing pulpotomy or pulpal debridemen t on a
permanent tooth.
(A) Anterior root canals. This procedure is for me mbers
whom-by-the-providers-decumentation,—————— who have a treatment
plan requiring more than four anterior root canals and/or
posterior endedenties——— root canals . Payment is made for
services provided in accordance with the following:
(i) Permanent teeth numbered 6, 7, 8, 9, 10, 11, 22 , 23,
24, 25, 26 and 27 are eligible for therapy if there are no

other missing teeth in the same arch requiring
replacement, unless numbers 6 , 11 , 22, or 27 are
abutments for prosthesis.

(i) Accepted ADA filling —— materials must be used.

(i) Pre and post operative periapical x-rays must be
available for review.

(iv) Providers are responsible for any follow-up tr eatment
required by a failed endodontically treated tooth w ithin

24 months post completion even if a member has lost
eligibility for services

(v) A tooth will not be approved |f it appears ther eis
not adequate natural tooth structure remaining to
establish good tooth/restorative margins or if crow nto

root ratio is poor.
9



(vi) An endodontic procedure may not be approved if the

tooth requires a post and core in order to—presept——
adeguate-structure——— to retain a crown.

(vii) If there are three or more missing teeth in t he arch
that requires replacement, root therapy will not be
allewed— prior auhorized
(B) Posterior endodontics. The guidelines for this procedure
are as follows:
(i) The provider documents that the member has impr oved
oral hygiene and flossing ability in this member's
records.
(i) Teeth that would require pre-fabricated post a nd
cores to minimally——— retain a crown due to lack of natural
tooth structure should not be treatment planned for root
canal therapy.
(i) Pre and post operative periapical x-rays must be
available for review.
(iv) Providers are responsible for any follow-up tr eatment
required by a failed endodontically treated tooth w ithin
24 months post completion even if the member has lo st
eligibility for services :
(v) A tooth will not be approved if it appears ther eis
not adequate natural tooth structure remaining to
establish good tooth/restorative margins or if ther eisa
poor crown to root ratio or weakened root furcation area.
(vi) Only ADA accepted filling materials are accept able
under the OHCA policy.
(vii) Posterior endodontic procedure is limited to a
maximum of fve—— four teeth. A request may not be approved
if the tooth requires a post and core in order to p resent
adequate structure to retain a crown.
(viii) Endodontics will not be considered if:
() there are missing teeth in the same arch requi ring
replacement;
(1) an opposing tooth has super erupted;
(1) loss of tooth space is one third or greater;
(IV) opposing second molars are involved; or
(V) the member has multiple——— teeth failing due to
previous inadequate root canal therapy or follow-up

(ix) Endodontically treated teeth must be restored to
limited occlusal function and all contours must be

replaced. Core build up code is only available for use if
restorative codes are not sufficient. These teeth will not

be approved for a crown if it appears the apex is n ot

adequately sealed.

(xX) a single—— failing root canal is determined not

medically necessary for re-treatment.
(2) Cast metal crowns or ceramic-based crowns. The se procedures
are compensable for restoration of natural teeth fo r members who
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are 16 years of age or older and adults residing in private
Intermediate Care Facilities for the Mentally Retar ded(ICF/MR)
and who have been approved for (ICF/MR) level of ca re. Certain
criteria and limitations apply.
(A) The following conditions must exist for approva | of this
procedure.
(i) The tooth must be fractured or decayed to such an
extent to prevent proper cuspal or incisal function :
(i) The clinical crown is destroyed by the above e lements
by one-half or more.
(if) Endodontically treated teeth must have three or more
surfaces restored or lost due to carious activity t o be
considered.
(B) The conditions listed in (A)(i) through (A)(iii ) of this
paragraph should be clearly visible on the submitte d x-rays
when a request is made for any type of crown.
(C) Routine build-up(s) for authorized crowns are i ncluded in
the fee for the crown.
(D) A crown will not be approved if adequate tooth structure
does not remain to establish cleanable margins, poo r crown to
root ratio, or the tooth appears to retain insuffic ient
amounts of natural tooth structure. Cast dowel cor es are not
allowed.
(E) Preformed post(s) and core build-up(s) are not routinely
provided with crowns for endodontically treated tee th.
(F) Ceramic-metal based crowns will be considered o nly for
tooth numbers 4 through 13 and 21 through 28.
(G) Porcelain/Ceramic substrate crowns will be allo wed on
maxillary and mandibular incisors only.
{G)- (H) Full cast metal crowns are treatment of choice for
all posterior teeth.
(I) Ceramic Reconstruction (CEREC) 100% ceramic sin gle-unit
crowns are allowed for all posterior and anterior i ncisors.
(J) All crown types will be similarly value rated t 0
encourage consideration of that which will be in th e best
interest of the member.
H)- (K) _Provider is responsible for replacement or repair of
all  cast crowns for 48 months post insertion even if t he
member has lost eligibility for new services
(3) Cast frame partial dentures. This appliance is the
treatment of choice for replacement of three or mor e missing

permanent teeth in the same arch for members 16 thr
of age. Provider must indicate tooth number to be
teeth to be clasped.

(4) Acrylic partial. This appliance is the treatme

for replacement of missing anterior permanent teeth
more missing teeth in the same arch for members 12
years of age and adults residing in private Interme
Facilities for the Mentally Retarded (ICF/MR) and w

11

ough 20 years
replaced and

nt of choice

or three or
through 16
diate Care

ho have been



approved for ICF/MR level of care. Provider must i
numbers to be replaced and teeth to be clasped. Th
includes all necessary clasps and rests.

(5) Occlusal guard. Narrative of clinical findings

with prior authorization request.

(6) Fixed cast non-precious metal or porcelain/meta

Only members 17 through 20 years of age where the b

ndicate tooth

is appliance

must be sent

| bridges.
ite

relationship precludes the use of an acrylic oeas———t frame—

partial—denttre—— removable partial dentures

conS|dered

Members must have excellent oral hygiene

documented in the requesting provider's records. Pr ovider will
be responsible for any needed follow up for a perio d of five
years post insertion, even if patient is no longer eligible for
this program.
(7) Periodontal scaling and root planing. This pro cedure
requires that 50% or more of the six point measurem ents be four——
five millimeters or greater and must involve two or mor e teeth
per quadrant for consideration. This procedure is allowed on
members 12 to 20 years of age and requires anesthes ia and some
soft tissue removal. The procedure is not allowed in
conjunction with any other periodontal surgery. Al lowance may
be made for submission of required authorization da ta post
treatment if the member has a medical or emotional problem that
requires sedation.
(8) Additional prophylaxis. The OHCA recognizes t hat certain
physical conditions require more than two prophylax es. The
following conditions may qualify a member for one additional
prophylaxis per year:
(A) dilantin hyperplasia;
(B) cerebral palsy;
(C) mental retardation;
(D) juvenile periodontitis.
317: 30-5-699. Restorations
(@) Use of posterior conposite resins. Paymentis not made for
certain restorative services when posterior composi te resins are
used in restorations involving:
(1) replacement of any occlusal cusp;
(2) sub-gingival margins; and
( . .
(b) Utilization paranmeters. The Oklahoma Health Care Authority
utilization parameters allow only one permanent res torative service
to be provided per tooth per 12 — 24 months. Teeth receiving a
restoration are eligible within three months for co nsideration of a
single crown if endodontically treated. Providers must document use
of rubber dam isolation in daily treatment progress notes. The
provider is responsible for follow-up or any requir ed replacement
of a failed restoration if the member is currently SoonerCare
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eligible . Fees paid for the original restorative services
recouped if any additional treatments are required
tooth by a different provider within 12
restoration or recurrent decay. If it is determine
Director that a member has received poorly rendered
treatment from a provider, the Dental Director may
corrective procedures by a second provider.

(c) Coverage for dental

may be
on the same

— 24 months due to defective
d by the Dental
or insufficient
prior authorize

restorations. Restoration of incipient or

nonactive carious lesions is not considered medical

ly necessary

treatment. Carious activity may be considered incip

ient when there

IS no penetration of the dentoenamel junction as de

monstrated in

diagnostic x-rays.
follows:
(2) If the mesial occlusal pit and the distal occlu
upper molar tooth are restored at the same appointm
a one surface restoration.
(2) If any two separate surfaces on a posterior too
restored at the same appointment, it is a two surfa
restoration.
(3) If any three separate surfaces on a posterior t
restored at the same appointment, it is a three sur
restoration.
(4) If the mesial, distal, facial and/or lingual of
anterior tooth is restored at the same appointment,
four surface restoration.
(5) If any two separate surfaces on an anterior too
restored at the same appointment, it is a two surfa
restoration.
(6) If any three separate surfaces on an anterior t
restored at the same appointment, it is a three sur
restoration.
(7) An incisal angle restoration is defined as one
formed by the junction of the incisal and the mesia
surface of an anterior tooth. If any of these surf
restored at the same appointment, even if separate,
considered as a single incisal angle restoration.
(8) When four or more separate surfaces on a poster
restored at the same appointment it is a four surfa
restoration.
(9) Wide embrasure cavity preparations do not becom
surfaces unless at least one half of cusp or surfac
in the restoration. An MODFL restoration would hav
the mesial-occlusal-distal surfaces as well as eith
groove pit or buccal surface or at least one half t
one of the buccal cusps. The same logic applies fo
surface.
(d) Sedative restorations.
of decay, if present, and direct or indirect pulp c
These two codes are the only codes that may be used
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tooth on the same date of service. Permanent resto ration of the
tooth is allowed after 30 days unless the tooth bec omes symptomatic
and requires pain relieving treatment.

(e) Pul p caps. Indirectand direct pulp cap must be ADA accepted

materials, not a cavity liner. Indirect pulp cap co de requires
specific narrative support addressing materials use d, intent and
reasons for use. Utilization of these codes are verified on a post

payment review.

317:30-5-700. Othodontic services

(a) In order to be eligible for SoonerCare Orthodon tic services,
members must be referred through a primary care den tist; a member
can receive a referral from a primary care dentist to the

orthodontist only after meeting the following:
(1) the member has had a caries free initial visit ;

(2) has been fully restored and has received post o perative
treatment, a six month hygiene evaluation indicatin g no
additional treatments are required and remains cari es free for
one year,
(3) is in good gingival health.
&) (b) The Oklahoma State-Medicaid——— SoonerCare Orthodontic Program
limits orthodontic services to handicapping maloccl usions
determined to be severe enough to warrant medically necessary
treatment. The orthodontic provider has the abilit y to determine
if members may qualify with a visual screening. Di agnostic record
accumulation and/or submission should only occur fo r members with
high potential for acceptance. These orthodontic services include
the following:
(1) a handicapping malocclusion, as measured on the Handicapping
Labio-Lingual Deviation Index (HLD) with a minimum score of 30;
and
(2) any classification secondary to cleft palate or other
maxillofacial deformity. —
(3) if a single tooth or anterior crossblte is the only medical
need finding, service will be limited to intercepti ve treatment;
(4) fixed appliances only; and
(5) permanent dentition with the exception of cleft defects.
{b)}- (c) Reimbursement for Orthodontic services is limited to:
(1) Orthodontists, or
(2) General or Pediatric dental practitioners who h ave completed
at least 200 certified hours of continuing educatio n in the
field of orthodontics practice in an under served a rea, and
successfully completed at least 25 comprehensive ca ses to
include 10 or more extraction cases.
(A) As with all dental or orthodontia treatment per formed and

reimbursed by Medicaid—— SoonerCare , all pre and post
orthodontic records must be available for review.

(B) Verification of the continuing education hours and the
number of cases completed are reviewed by the OHCA Dental
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Unit every two years.
fe)— (d) The following limitations apply to orthodontic ser vices:
(1) Cosmetic orthodontic services are not a covered benefit of
the Oklahema-State-Medicaid——— SoonerCare Program and no requests
should be submitted

(2) All orthodontic procedures require prior author ization for
payment;

(3) Prior authorization for orthodontic treatment i S not a
notification of the patients —————— member's eligibility and does not
guarantee payment. Payment for authorized services depends on

the clienrts—— member's eligibility at the beginning of each
treatment year;
(4) The clieat—— member must be Medicaid—— SoonerCare -eligible and

under 18 years of age at the time the request for p rior
authorization for treatment is receivec_:l by the OHCA and—en—the—
Services cannot be added or approved after eligibil ity has '
expired:

(A) Chents—— Members receive a permanent Medical
Identification Card,;

(B) It is the orthodontist's responsibility to veri fy that
the patiert—— member has current Medicaid——— SoonerCare
eligibility and the date of birth indicates the cli ——ent- member
is under age 18.
{d)— (e) Orthodontic services are an elective procedure. T he
orthodontist must interview the prospective patient ———— member as to
his/her understanding of and willingness to coopera te fully in a
lengthy treatment program.
{e)- (d) The interview information is unavailable to OHCA e xcept
through the provider's recommendation of treatment. The interview

process for OHCA clients——— members is equivalent to that of private

pay patients.

H— (g) Providers are not obligated to accept a client ——— member when
it appears that the client ———— member will not cooperate in the
orthodontic hygiene treatment program, does not ret urn to the
general dentist for preventative visits or is not willing to keep

eligibility for Medicaid————— SoonerCare current.

317:30-5-700.1. Othodontic prior authorization

(a) The following records and documentation, plain ly labeled with
the patients——— member's full name, recipient identification number
(RID), and the orthodontist's name are required for prior
authorization of orthodontic services for a child and must be
submitted to the Dental Authorization Unit of the O HCA ferrevi—ew
when the member has a total score of not less than 30 points or
meets other eligibility critera in paragraph (d).

(1) Completed currently approved ADA dental claim f orm;

(2) Completed and scored Handicapping Labio-Lingual Deviations

Index with Diagnosis of Angle's classification;
15



(3) Detailed description of any oromaxillofacial an
(4) Estimated length of treatment;

(5) Deli : ’ . :
I lellneF ation-of-each-sta gel tﬁl'e SE! “l'ee 0 be.pfl | ovided-and
treatmentis—indicated— Intraoral photographs showing teeth in

centric occlusion and/or photographs of trimmed ana

tomically

occluded diagnostic casts. A lingual view of casts

may be

included to verlfy |mp|ng|ng overbltes ;
(6) Prope ]

3——D—medel—+mages— Cephalometrlc x-rays with tracmg, and

panoramic film, with a request for prior authorizat ion of
comprehensive orthodontic treatment;
8y (7) If diagnosed as a surgical case, submit An- an_oral
surgeon’'s written opinion that orthognathic surgery or bone
g%a#mg— is indicated and the surgeon is willing to provide this
service ; anrd—
9-(8) Additional pertinent information as determined nec essary
by the orthodontist or as requested by the OHCA's O - rthodontic
Consudltant— OHCA.

(b) Medels— Allimages  , x-rays, and all —— required documentation must

be submitted in one package. OHCA is not responsib le for lost or

damaged materials.

(c) All records and documentation submitted in a re
authorization for orthodontic treatment are reviewe
Orthodontic Consultant for compensability and lengt
Any documentation on which a decision is made will

quest for prior
d by the OHCA

h of treatment.

not be returned.

(d) Some children not receiving a minimum score of
Handicapping Labio-Lingual Deviation Index (HLD) ma
conditions to be considered. In the event an ortho
there are other medical, social, or emotional condi
the general health of the child, he/she refers to t
listed on the EPSDT exception section found on the
following guidelines and restrictions apply to othe
(1) Other medical, social, or emotional conditions
to those conditions that affect the medical, social
function of the child.
(2) Other medical, social, or emotional conditions

scored if the sole condition sought to be improved

cosmetic appearance of the child.
(3) Such other medical, social, or emotional condit
demonstrated by objective evidence such

documentation outside the child's immediate family

child's teacher, primary care physician, mental hea
school counselor).

(4) Objective evidence must be submitted with the H
(5) When such other medical, social, or emotional ¢

reflected on the HLD, the OHCA Orthodontic Consulta
review the data and use his or her professional jud

score the value of the conditions.
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(6) The OHCA Orthodontic Consultant may consult wit h and utilize

the opinion of the orthodontist who completes the f orm.
(e) If it is determined that the malocclusion is no t severe enough
to warrant medically necessary orthodontic services or the
panem—s— member's age precludes approval, a computer generated
notice is issued to the provider and recipient with notice of the
denial, the reason for the denial, and appeal right s (see OAC
317:2-1 for grievance procedures and process).
(f) Orthodontic treatment and payment for the servi ces are approved
within the scope of Medicaid—————— SoonerCare . If orthodontic treatment
is approved, a computer generated notice is issued authorizing the
first year of treatment.
(1) Approval of orthodontic treatment is given in a ccordance
with the following:
(A) Authorization for the first year includes the b —anding-a—nd
wires—and-the-first-year-of—————— placement of appliances, arch
wires, and a minimum of six adjustments. It is expe cted that
orthodontic members be seen every four to eight wee ks for the
duration of active treatment
(B) Subsequent adjustments will be authorlzed in on e year
intervals and the treating orthodontist must provid e a
comprehensive progress report at the 24 month inter val .
(C) All approved treatment is included on the origi nal prior
authorization and will include the total payment fo r that

treatment year.
(2) Claim and payment are made as follows:

(A) Payment for the first year of treatment include s the
banding, wires, and adjustments as well as all anci llary

services, including the removal of appliances, and the
construction and placing of retainers. The authori zation

processing——

BT der-files-one-cla he beaingi ol

€ (B) Payment is not made for comprehensive treatment
beyond 36 months.

(9) Relative Value Units (RVU's) have been develope d by OHCA for
the first year's treatment and each subsequent year 'S treatment.
The allowable charge is computed by multiplying the RVU by the
current conversion factor.

(h) If the client ———— member moves from the geographic area or shows a

need to change their provider, then the provider wh o received the
yearly payment is financially responsible until com pletion of that
clients—— member's orthodontic treatment for the current year.

(i) If the provider who received yearly payment doe S not agree to
be financially responsible, then the Oklahoma Healt h Care Authority
will recoup funds paid for the client's ——— member's orthodontic
treatment.

() All orthodontic services are subject to post-ut ilization
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review. This review may include a request by the O HCA to submit

medical documentation necessary to complete the rev iew. After
review is completed, these materials are returned t o the
orthodontist.
(k) Study models must be diagnostic and meet the fo llowing
requirements:

(1) Study models must be properly poured and adequa tely trimmed

without large voids or positive bubbles present.

(2) Centric occlusion must be clearly indicated by pencil lines

on the study models, making it possible to occlude the teeth on

the models in centric occlusion.
(3) 3-D model images are encouraged————— preferred

(4) Study models not in compliance with the above d escribed
diagnostic guidelines are not accepted. The provid er is-asked——
to- may send new models— images that meet these requirements. If

the provider does not respond, the request for trea tment is
denied.

(5) All measurements are made or judged on the basi s of greater
than or more than the minimal criteria. Measuremen t, counting,
recording, or consideration is performed only on te eth that have

erupted and may be seen on the study models.
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