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SEQ NUMBER \H
SEQ NUMBER \HRECIPIENT ELIGIBILITY

Dental services are covered by the NH Medicaid program within the limitations listed on the following pages.

PROVIDER PARTICIPATION

To participate in the NH Medicaid program, all providers must:

A.
be licensed/certified in the state in which they practice;

B.
enroll in the NH Medicaid program; and

C.
adhere to billing guidelines detailed in this provider manual.

REIMBURSEMENT

Reimbursement for dental services is established by the Office of Medical Services and is paid on a per procedure basis.

COVERED SERVICES

RECIPIENTS UNDER AGE 21

A.
Prophylaxis;

B.
Restorative treatment;

C.
Periodic examinations, no more frequently than every one hundred fifty (150) days;

D.
Vital pulpotomy;

E.
Extractions;

F.
General anesthesia;

G.
Orthodontic therapy, in crippling cases, when medically necessary and as approved by the Office of Medical Services' dental consultant;

H.
X-rays;

I.
Palliative treatment;

J.
Prosthetic replacement of anterior permanent teeth, canine to canine;

K.
Topical fluoride treatment;

L.
Root canal therapy;

M.
Sedative fillings when necessary for emergency relief of pain; and

N.
Any service determined by the Office of Medical Services to be 
medically necessary to treat or ameliorate any condition identified 
in an Early and Periodic Screening, Diagnosis and Treatment 
(EPSDT) Program screen.

CHAP - CHILD HEALTH ASSURANCE PROGRAM

BACKGROUND

All State Medicaid programs are required to have an Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Program for categorically needy individuals under age 21.  The EPSDT program, known in New Hampshire as CHAP Plus, (Child Health Assurance Program), is a preventive and comprehensive child health program that provides for initial and periodic examinations and medically necessary follow up care for all Medicaid recipients up to the age of 21.  The program objective is to encourage routine screening through the developmental years to find and treat physical and mental problems before they become more complex and costly to treat.

Recent Federal directives have significantly expanded EPSDT benefits to include any medically necessary service which could have been covered under the Title XIX State Plan.  These expanded services include an array of services designed to meet each individual need and are limited only by the medically necessary criteria.

The following pages describe covered services for NH Medicaid eligible children up to age 21.

CHAP PLUS MEDICAID POLICY GUIDELINES

The New Hampshire Medicaid Program Policy Guidelines listed in this section may be subject to change.  Providers will be notified of policy changes by NH Medicaid through bulletin updates and replacement pages which will be mailed by EDS.  All services in this section are subject to utilization review procedures.

CHAP Plus consists of three elements:

A.
Informing
All parents, foster parents, and other individuals responsible for the care of CHAP Plus- Eligible children are informed of the availability and importance of CHAP Plus.

1.
Initial clients are verbally informed by the CHAP Specialist within 60 days of financial eligibility determination, and by mailing.

2.
All clients are informed by an annual mailing.

B.
Screening
Eligible children are screened within 120 days of request for service to provide an assessment of the child's physical and mental status in order to identify potential or apparent physical, dental or mental health problems requiring diagnosis and possible treatment.

C.
Follow - up
Follow - up is done by the Division of Human Services to monitor possible referrals for timely treatment of conditions found in an abnormal screening, and to offer any supportive services necessary to provide the child with ongoing treatment.

Recipient Eligibility

Any NH Medicaid recipient who is under age 21 is eligible to receive expanded NH Medicaid services through CHAP Plus, the New Hampshire EPSDT Program.

NOTE:
There is no special enrollment process for CHAP Plus.  Applications can be taken at the Division of Human Services District Offices, WIC, Maternal and Child Health Clinics, Family Planning and Early Intervention Clinics and any New Hampshire Hospital that has a disproportionate share worker.

Recipient Participation

Recipient participation in CHAP Plus is voluntary.  However, the federal mandate is for 80% participation in each of the following age groups:

SYMBOL 60 \f "Symbol"1 year of age, 1-5 years, 6-14 years, and 15-20 years.

Participation is defined as having at least one screening per year.

Provider Participation

Any enrolled NH Medicaid Provider may provide services within the scope of the EPSDT Program.  These services may be provided by, or under the supervision of, a licensed practitioner. Providers are encouraged to use the appropriate billing codes for screening services.

Screening Services

A.
Medical screening services are comprised of the following:

1.
comprehensive health and development history, including assessment for both physical and mental health development;

2.
comprehensive unclothed physical exam;

3.
appropriate immunizations according to age and health history;

4.
laboratory tests, including lead and blood level assessments appropriate to age and risk; and

5.
health education.

B.
Vision Services

Vision services include age appropriate assessments and the diagnosis and treatment of defects, including eyeglasses.

C.
Hearing Services

Hearing services include age appropriate assessments and the diagnosis and treatment of defects, including hearing aids.

D.
Dental Services

Dental services include preventive and restorative dental care, as well as initial direct referral to a dentist and for relief of pain and infections.

E.
Health Education

Health education includes information on expected child development and benefits of healthy lifestyles, as well as accident and disease prevention.

Screening services are recommended at the intervals listed in the periodicity schedule; however, interperiodic and/or partial screens are also covered services.

RECOMMENDED DENTAL PERIODICITY SCHEDULE

A.
1 visit every 6 months, beginning no later than age 3; and

B.
yearly bitewing X-rays, or if necessary, semi-annual bitewing X-rays.

For the complete periodicity schedule for preventive pediatric care, including initial dental referral, see the next page.

PERIODICITY SCHEDULE
TREATMENT SERVICES

Conditions identified as a result of a screen must be treated or referred and will be covered if included in the NH Medicaid State plan.  NH Medicaid services, whether limited or non-covered, may be requested and prior authorized provided that the primary care provider or treating physician documents the medical necessity for the request.  The Office of Medical Services shall give each request independent consideration.  The guidelines for requests are listed below.

The NH Medicaid program has defined medically necessary as:

"Reasonably calculated to prevent, diagnose, correct, cure, alleviate or prevent the worsening of conditions that endanger life, cause pain, result in illness or infirmity, thereafter to cause suffering or result in illness or infirmity, threaten to cause or aggravate a handicap, or cause physical deformity or malfunction, and if there is no other equally effective course of treatment available or suitable for the recipient requesting a medically necessary service."

REQUESTS FOR MEDICALLY NECESSARY SERVICES

Services that are not covered by an HMO which are deemed to be medically necessary may be covered by NH Medicaid if a request is sent to the Office of Medical Services.  Certain cap limitations established by the Office of Medical Services may be overridden if deemed medically necessary for continued treatment.  Requests for medically necessary services must have the concurrence of at least one of the following:

physician;

ARNP;

psychologist; or

associate psychologist.*

* 
Other health care providers, such as chiropractors, are not precluded from requesting medically necessary services.

The request for medically necessary services must, at a minimum, contain:

•
recipient diagnosis, whether a pre-existing or presenting condition, and the effect on the recipient without the treatment;

SYMBOL 183 \f "Symbol"
a description of the service/item being requested;

•
the medical need for the service(s) or equipment being prescribed;

•
the expected outcome and timetable of the prescribed treatment;

•
any historical data, if applicable, of treatment plans which may or may not have been successful to treat the current condition;

•
a listing of any individuals or agencies to whom the recipient is being referred; and

•
assurance that the prescribed service(s) or equipment is the least restrictive, most cost effective service available to meet the recipient's needs.

Requests for medically necessary services may be phoned in to the Office of Medical Services, Client Services (1-800-852-3345, Ext. 4344) followed by a letter or office notes signed by one of the disciplines listed above and sent to:

NH Division of Human Services

Office of Medical Services

6 Hazen Drive

Concord, NH 03301-6521

Attn: Requests for Medically Necessary Services

APPROVAL/DENIAL OF REQUESTS FOR MEDICALLY NECESSARY SERVICES

The Office of Medical Services shall evaluate medical necessity on a case-by case basis for each request and, will notify the provider, in writing, whether authorization is approved.

The Office of Medical Services will notify the recipient, in writing, if the prior authorization request is denied.  The notice, will include:

•
recipient identifying information;

•
the reason for the denial;

•
the factual basis for the denial; and 

•
the recipient's rights to appeal the decision.

NON-COVERED NH MEDICAID SERVICES

The following services shall not be covered:

•
Any treatment for which there is no medical necessity or for which the medical necessity has not been established.

•
Experimental or investigational procedures.

•
Treatment plans and/or equipment that lack effectiveness or have not been proven to be safe as outlined in reputable medical peer review literature.

•
Treatment plans and/or equipment more costly than lesser costing plans and/or equipment which would provide the recipient with the same expected outcome.

COVERAGE LIMITATIONS

DIAGNOSTIC

A.
Clinical Oral Examinations

00110 
Initial oral examination - reportable once per recipient per provider.

00120
Periodic oral examination - reportable once per recipient every 6 months - unless medically necessary to determine existence of suspected illness or condition.

00130
Emergency examination - reportable only when no other procedures are performed, excluding X-rays.

B.
Radiographs (00210 - 00330)

1.
Under age 21 - New Patient

a.
Child - primary dentition:

Posterior bitewing examination, if posterior contacts are closed.

b.
Transitional - following eruption of 1st permanent tooth:

Individualized periapical/occlusal views with posterior  bitewing examination.

c.
Adolescent - permanent dentition:

Individualized periapical views with posterior bitewing examination, not to exceed once in 36 months. (A panoramic film with posterior bitewing views may be substituted when patient cooperation is limited).

2.
Under age 21 - Recall

a.
Child - high risk:

Posterior examination every 6 months or until no carious lesions are evident.

b.
Child - low risk:

Posterior bitewing examination every 12 months if proximal surfaces cannot be visualized or probed.

c.
Transitional - high risk:

Posterior bitewing examination every 6 months or until no carious lesions are evident.

d.
Transitional - low risk:

Posterior bitewing examination every 12 months if proximal surfaces cannot be visualized or probed.

e.
Transitional - growth and development assessment where indicated:

Individualized periapical/occlusal radiographic examination not to exceed once in 36 months. (A panoramic film with posterior bitewing may be substituted when patient cooperation is limited).

f.
Adolescent - permanent dentition - high risk:

Posterior bitewing examination every 12 months.

g.
Adolescent - low risk:

Posterior bitewing examination every 18 months

h.
Adolescent - growth and development assessment where indicated:

Individualized periapical views with posterior bitewing examination not to exceed once in 36 months.

NOTE: 
Payment for additional periapical radiographs within a 60 - day period of a full mouth series or a panoramic film is not covered unless there is evidence of trauma.

PREVENTIVE

A.
Dental Prophylaxis

01110
Prophylaxis - adult (age 13 to adult) - allowed no more frequently than every 6 months.

01120
Prophylaxis - child (through age 12) - allowed no more frequently than every 6 months.

Prior authorization may be requested for a second prophylaxis in difficult cases, upon documentation, once in a lifetime per recipient.

B.
Topical Fluoride

01203
Topical application of fluoride (excluding prophylaxis) for a child - allowed no more frequently than once a year up to age 13.

C.
Other Preventive Service

01330
Oral hygiene instructions - reporting requires documentation of the type of instruction, number of appointments and content of instructions - allowed no more frequently than once per fiscal year up to age 18.

01351
Sealant - per tooth - reportable on first and second unrestored permanent molars prior to age 17 - allowed no more frequently than once every 3 years.

D.
Restorative

02000-

02999
Only one reportable restoration per tooth surface allowed per year, irrespective of the number of combinations of restorations placed.

Crowns require prior authorization from the Office of Medical Services Dental Consultant or designee and are allowable only if the tooth cannot be restored by other means.

Proximal restorations in anterior teeth are considered single surface restorations unless either the lingual or labial margin of the restoration extends beyond the line angle.

E.
Endodontics

03110
Pulp cap - direct - reportable only for exposure of pulp and may be reported as a healing/reparative procedure or at same time as final restoration.

03120
Pulp cap - indirect - reportable only as a procedure to promote healing and repair via formation of secondary dentin. Not to be reported in conjunction with sedative dressing, nor final restoration procedures.

F.
Periodontics

04000-

04999
All periodontic services require prior authorization from the Office of Medical Services Dental Consultant or designee.

G.
Prosthodontics

05000-

05899 and 

06200-

06999
All prosthodontics, whether removable or fixed, require prior authorization from the Office of Medical Services Dental Consultant or designee, excluding repairs, and are limited to 1 per recipient per 5 years.

NOTE: 
Removable partial dentures are not normally covered if the recipient has more than eight (8) occluding posterior teeth, unless one or more anterior teeth are also missing, and unless deemed medically necessary.

H.
Orthodontics


Orthodontic services require prior authorization from the Office of 
Medical Services Dental Consultant or designee, except minor 
procedure codes 08110 to 08220.

08360-

08370
Interceptive orthodontics - requires description of need for appliance and are allowable only if:

1.
Comprehensive orthodontics is not contemplated or if recipient does not meet requirements for comprehensive care; and

2.
Recipient's continuing NH Medicaid eligibility is expected to be in excess of 6 months to complete interceptive care.

08460-

08580
Comprehensive orthodontics - when medically necessary - which may include bonded/banded orthodontic appliances in one or both arches; auxiliary appliances; and/or a combination of both.

08461-

08581
One Arch Codes

I.
Adjunctive General Services

09110
Palliative (emergency) treatment of dental pain - minor procedures - reportable with brief description - does not include prescription writing.

09230
Analgesia - includes nitrous oxide.

09310
Consultation (diagnostic service provided by dentist other than practitioner providing treatment) - does not include discussion of treatment plan.

PRIOR AUTHORIZATION

Any treatment plan to be completed within 90 days, which is in excess of $550.00 of the usual and customary charge, must be prior authorized.

Prior authorization must be obtained for certain dental services before  NH Medicaid will make payment. The prior authorization is for the item, supply or service requested and must be obtained before the delivery of such item, supply or service.

The following services require prior authorization from the Office of Medical Services Dental Consultant or designee:

A.
All crowns, other than prefabricated stainless steel on deciduous 
teeth;

B.
All periodontic services;

C.
All prosthodontic services;

D.
Orthodontic services, except minor procedure codes 08110-08220; and

E.
Non-emergency oral surgical procedures - non infectious/elective - orthognathic, reconstructive, repairs, etc.

All prior authorization requests must be accompanied by diagnostic  bitewing radiographs and the last regularly scheduled bitewing radiographs. Include a completed dental claim form outlining the treatment plan and indicate the request is a pre-treatment estimate. Service dates are not required for the pre-treatment estimate request. Please do not submit completed dates and charges on the same form as a pre-treatment request.


RECIPIENTS AGE 21 AND OVER

The services listed below are allowable only if for the relief of acute pain or elimination of acute infection and may include:

A.
Oral Examination

00130
Emergency oral examination

B.
Radiographs

00210-

00330
Allowable only as needed for diagnosis of presenting acute condition.

Radiographs should be limited to the minimum required for the presenting acute condition.

C.
Palliative Treatment

09110
Emergency treatment of dental pain - minor procedures - with brief description.

D.
Extractions

07110-

07250
Allowable only for extraction of the causative tooth or teeth.

E.
Trauma Treatment

As required.

RECIPIENTS RESIDING IN NURSING FACILITIES

Recipients who are residents of a nursing facility shall receive routine and emergency dental services as part of the care provided by the nursing facility.  Reimbursement to the provider will be made by the nursing facility.

NON-COVERED DENTAL SERVICES

The following procedures will not be reimbursed under the NH Medicaid Program:

A.
Broken appointments;

B.
Behavioral problems;

C.
Hospital visits (except for surgical procedures performed);

D.
Restorative services solely for cosmetic reasons; and

E.
Services not medically necessary.

If any of the above services are provided to a NH Medicaid recipient, you must inform them it is non-covered by NH Medicaid prior to providing the service.  The recipient is then responsible for payment if they choose to proceed with the service.

DENTAL SERVICE FEES

	CODE
	DESCRIPTION
	FEE

	00110
	Initial Oral Examination
	$19.00

	00120
	Periodic Oral Examination
	   10.00

	00130
	Emergency Oral Examination
	  21.00

	00210
	Intraoral-Complete Series (including bitewing)
	  34.00

	00220
	Intraoral - Periapical - First Film
	    7.00

	00230
	Intraoral - Periapical Each Additional Film
	    5.00

	00240
	Intraoral - Occlusal Film
	    7.00

	00250
	Extraoral - First Film
	MAN PCD

	00260
	Extraoral - Each Additional Film
	MAN PCD

	00270
	Bitewing (1 film)
	    7.00

	00272
	Bitewing (2 films)
	  13.00

	00274
	Bitewing (4 films)
	  19.00

	00290
	Lateral Jaw X-ray
	  26.00

	00310
	Sialography
	MAN PCD

	00320
	Arthrogram TMJ Incl Injection
	MAN PCD

	00321
	Other Temporomandibular Joint Films, by Report
	MAN PCD

	00330
	Panoramic Film
	  37.00

	00340
	Cephalometric X-ray
	  28.00

	00470
	Diagnostic Models
	  31.00

	00471
	Diagnostic Photographs
	  19.00

	01110
	Adult Prophylaxis (Age 13 to Adult)
	  27.00

	01120
	Child Prophylaxis (thru age 12)
	  19.00

	01203
	Topical Application of Fluoride (excluding Prophylaxis) - child 
	  10.00

	01330
	Oral Hygiene Instruction
	  16.00

	01351
	Sealant per Tooth
	  16.00

	01510
	Space Maintainer - Fixed-Unilateral
	  83.00

	01515
	Space Maintainer - Fixed-Bilateral
	107.00

	01525
	Space Maintainer - Removable - Bilateral
	107.00

	01550
	Recementation of Space Maintainer
	  19.00

	02110
	Amalgam - One Surface, Primary
	  30.00

	02120
	Amalgam - Two Surfaces, Primary
	  39.00

	02130
	Amalgam - Three Surfaces, Primary
	  46.00

	02131
	Amalgam - Four Surfaces, Primary
	  60.00

	02140
	Amalgam - One Surface, Permanent
	  32.00

	02150
	Amalgam - Two Surfaces, Permanent
	  41.00

	02160
	Amalgam - Three Surfaces, Permanent
	  50.00

	02161
	Amalgam - Four or More Surfaces, Permanent
	  64.00

	02330
	Resin - One Surface - Anterior
	  38.00

	02331
	Resin - Two Surfaces - Anterior
	  48.00

	02332
	Resin - Three Surfaces - Anterior
	  61.00

	02335
	Resin - Four or more Surfaces involving Incisal Angle
	  73.00

	02380
	Resin - One Surface - Posterior Primary
	  33.00

	02381
	Resin-Two Surfaces-Posterior, Primary
	  42.00

	02382
	Resin - Three Surfaces - Posterior, Primary
	  52.00

	02385
	Resin-One Surface-Posterior, Permanent
	  30.00

	02386
	Resin-Two Surfaces- Posterior, Permanent
	  40.00

	02387
	Resin - Three Surfaces - Posterior, Permanent
	  50.00

	02710
	Crown - Resin (Laboratory)
	173.00

	02740
	Crown - Porcelain/Ceramic Substrate
	431.00

	02750
	Crown - Porcelain Fused to High Noble Metal
	361.00

	02751
	Crown - Porcelain Fused to Predominantly Base Metal
	335.00

	02752
	Crown - Porcelain Fused to Noble Metal
	335.00

	02790
	Crown - Full Cast High Noble Metal
	335.00

	02791
	Crown - Full Cast Predominantly Base Metal
	309.00

	02792
	Crown - Full Cast Noble Metal
	334.00

	02920
	Recement Crown
	  19.00

	02930
	Prefabricated Stainless Steel Crown - Primary Tooth
	  77.00

	02950
	Crown Buildup, Including any Pins
	  81.00

	02951
	Pin Retention - Per Tooth, in Addition to Restoration
	  19.00

	02952
	Cast Post and Core in Addition to Crown
	  89.00

	02954
	Prefabricated Post and Core in Addition to Crown
	  81.00

	03110
	Pulp Cap Direct (excluding Final Restoration)
	  30.00

	03120
	Pulp Cap Indirect
	  18.00

	03220
	Therapeutic Pulpotomy (excluding Final Restoration)
	  44.00

	03310
	One Canal (excluding Final Restoration)
	200.00

	03320
	Two Canals (excluding Final Restoration)
	241.00

	03330
	Three Canals (excluding Final Restoration)
	346.00

	03351
	Apexification - Per Visit Treatment
	  19.00

	03410
	Apicoectomy - Per Tooth - First Root
	  66.00

	03411
	Apicoectomy - Per Tooth - Each Additional Root
	  37.00

	03430
	Retrograde Filling
	  84.00

	03950
	Canal Preparation/Fitting of Dowel/Post
	  37.00

	04210
	Gingivectomy or Gingivoplasty Per Quad
	  98.00

	04341
	Periodontal Scaling and Root Planing Per Quad
	  32.00

	05110
	Complete Upper Denture
	345.00

	05120
	Complete Lower Denture
	345.00

	05130
	Immediate Upper Denture
	381.00

	05140
	Immediate Lower Denture
	381.00

	05211
	Upper Partial - Acrylic Base (Including any Conventional Clasps and Rests)
	285.00

	05212
	Lower Partial - Acrylic Base (Including any Conventional Clasps and Rests)
	285.00

	05213
	Upper Partial - Cast Metal Base with Resin Saddles
	456.00

	05214
	Lower Partial - Cast Metal Base with Resin Saddles
	403.00

	05410
	Adjust Complete Denture - Upper
	  16.00

	05411
	Adjust Complete Denture - Lower
	  16.00

	05421
	Adjust Partial Denture  - Upper
	  16.00

	05422
	Adjust Partial Denture  - Lower
	  16.00

	05510
	Repair Broken Complete Denture Base
	  49.00

	05520
	Replace Missing or Broken Teeth - Complete Denture (each Tooth)
	  56.00

	05610
	Repair Acrylic Saddle or Base
	  43.00

	05620
	Repair Cast Framework
	  57.00

	05630
	Repair or Replace Broken Clasp
	  62.00

	05640
	Replace Broken Teeth - Per Tooth
	  62.00

	05650
	Add Tooth to Existing Partial Denture
	  68.00

	05660
	Add Clasp to Existing Partial Denture
	  82.00

	05730
	Reline Complete Upper Denture (Chairside)
	  70.00

	05731
	Reline Complete Lower Denture (Chairside)
	  70.00

	05740
	Reline Upper Partial Denture (Chairside)
	  64.00

	05741
	Reline Lower Partial Denture (Chairside)
	  64.00

	05750
	Reline Complete Upper Denture (Laboratory)
	113.00

	05751
	Reline Complete Lower Denture (Laboratory)
	113.00

	05760
	Reline Upper Partial Denture (Laboratory)
	  99.00

	05761
	Reline Lower Partial Denture (Laboratory)
	  99.00

	06210
	Pontic - Cast High Noble Metal
	290.00

	06211
	Pontic - Cast Predominantly Base Metal
	241.00

	06212
	Pontic - Cast Noble Metal
	266.00

	06240
	Pontic - Porcelain Fused to High Noble Metal
	338.00

	06241
	Pontic - Porcelain Fused to Predominantly Base Metal
	239.00

	06242
	Pontic - Porcelain Fused to Noble Metal
	309.00

	06750
	Crown  - Porcelain Fused to High Noble Metal
	350.00

	06751
	Crown  - Porcelain Fused to Predominantly Base Metal
	324.00

	06752
	Crown  - Porcelain Fused to Noble Metal
	324.00

	06790
	Crown  - Full Cast High Noble Metal
	341.00

	06791
	Crown  - Full Cast Predominantly Base Metal
	298.00

	06792
	Crown  - Full Cast Noble Metal
	314.00

	06930
	Recement Bridge
	  46.00

	07110
	Single Tooth Extraction
	  40.00

	07120
	Each Additional Tooth Extracted
	  35.00

	07210
	Surgical Removal of Erupted Tooth Requiring Elevation of Mucoperiosteal Flap and Removal of Bone and/or Section of Tooth
	  77.00

	07220
	Removal of Impacted Tooth - Soft Tissue
	100.00

	07230
	Removal of Impacted Tooth - Partially Bony
	134.00

	07240
	Removal of Impacted Tooth - Completely Bony
	162.00

	07241
	Removal of Impacted Tooth - Completely Bony, with Unusual Surgical Complications
	175.00

	07250
	Surgical Removal of Residual Tooth Roots
	  62.00

	07260
	Oral Antral Fistula Closure
	MAN PCD

	07270
	Tooth Replantation
	111.00

	07280
	Surgical Exposure to Impacted UneruptedTooth for Orthodontic Reasons (Including Ortho. Attachments)
	144.00

	07281
	Surgical Exposure of Impacted/Unerupted Tooth to Aid Eruption
	  77.00

	07285
	Biopsy of Oral Tissue (Hard)
	  56.00

	07286
	Biopsy of Oral Tissue (Soft)
	  57.00

	07440
	Excision of Malignant Tumor (Lesion Diameter 1.25 CM) 
	MAN PCD

	07450
	Removal of Odontogenic Cyst/Tumor (Lesion Diameter Up to 1.25 CM)
	  66.00

	07461
	Removal of Nonodontogenic Cyst/Tumor (Lesion Diameter 1.25 CM
	MAN PCD

	07510
	Incision & Drainage of Abscess-Intra/Oral Soft Tissue
	  32.00

	07540
	Removal of Reaction - Producing Foreign Bodies - Musculosketal System
	MAN PCD

	07640
	Mandible-Closed Reduction (Teeth Immobilized if present)
	260.00

	07710
	Maxilla-Open Reduction
	325.00

	07740
	Mandible-Closed Reduction
	260.00

	07770
	Alveolus-Stabilization of Teeth, Open Reduction Splinting
	325.00

	07910
	Suture of Recent Small Wounds up to 5 CM
	  45.00

	07911
	Suture - Up to 5 CM
	  98.00

	07912
	Suture - Greater than 5 CM
	MAN PCD

	07940
	Osteoplasty - For Orthognathic Deformities
	MAN PCD

	07960
	Frenulectomy (Frenectomy/Frenotomy) - Separate Procedure
	  45.00

	08110
	Removable Appliance Therapy - Tooth Guidance
	165.00

	08120
	Fixed Appliance Therapy - Tooth Guidance
	144.00

	08210
	Removable Appliance Therapy - Control Harmful Habits
	155.00

	08220
	Fixed Appliance Therapy - Control Harmful Habits
	155.00

	08360
	Removable Appliance Therapy - Includes Adjustments
	402.00

	08370
	Fixed Appliance Therapy - Includes Adjustments
	402.00

	08440
	Orthodontic Visit Fee - Monthly Adjustments
	  72.00

	08441
	Orthodontic Visit Fee - Monthly Adjustments - One Arch
	  36.00

	08460
	Class I Malocclusion Transitional Dentition Initial Banding
	625.00

	08461
	Class I Malocclusion Transitional Dentition Initial Banding - One Arch
	309.00

	08470
	Class II Malocclusion Transitional Dentition Initial Banding
	625.00

	08471
	Class II Malocclusion Transitional Dentition Initial Banding - One Arch
	309.00

	08480
	Class III Malocclusion Transitional Dentiton Initial Banding
	625.00

	08481
	Class III Malocclusion Transitional Dentition Initial Banding - One Arch
	309.00

	08560
	Class I Malocclusion Permanent Dentition Initial Banding
	625.00

	08561
	Class I Malocclusion Permanent Dentition Initial Banding - One Arch
	309.00

	08570
	Class II Malocclusion Permanent Dentition Initial Banding
	625.00

	08571
	Class II Malocclusion Permanent Dentition Initial Banding - One Arch
	309.00

	08580
	Class III Malocclusion Permanent Dentition Initial Banding
	625.00

	08581
	Class III Malocclusion Permanent Dentition Initial Banding - One Arch
	309.00

	09110
	Palliative (Emergency) Treatment of Dental Pain - Minor Procedures
	  27.00

	09220
	General Anesthesia - First 30 Minutes
	105.00

	09221
	General Anesthesia - Each Additional 15 Minutes
	  21.00

	09240
	IV Sedation
	  88.00

	09310
	Consultation (Per Session)
	  21.00


COMPLETE ADA FORM

ADA COMPLETION INSTRUCTIONS

	FIELD NAME AND NUMBER
	INSTRUCTIONS FOR COMPLETION

	ATTENDING DENTIST'S STATEMENT
	If you are requesting prior authorization place an X in the first box - Dentist's Pre-Treatment Estimate.

	
	If the claim reflects the actual work performed place an X in the second box - DENTIST'S STATEMENT OF ACTUAL SERVICE.

	1.
FIRST NAME, LAST NAME
	Enter the patient's last name and first name exactly as it appears on the patient's NH Medicaid Identification card.

	5.
IF FULL TIME STUDENT
	Enter your patient account number as you want it to appear on the RA.

	7.
EMPLOYEE/SUBSCRIBER SOCIAL 
SECURITY NUMBER
	Enter the eleven (11) digit NH Medicaid Identification number.

	13.
NAME AND ADDRESS OF EMPLOYER
	If applicable, enter the 7 digit prior authorization number.

	16.
PROVIDER NAME
	Enter the Dentist or Dental Specialists name, as enrolled in NH Medicaid, as a dental provider.

	17.
MAILING ADDRESS
	Enter the provider's mailing address.

	18.
PROVIDER NUMBER
	Enter the eight (8) digit NH Medicaid provider number.

	22.
PLACE OF SERVICE (IF APPLICABLE)
	Place of service code is assumed to be office unless otherwise indicated by placing an X in the appropriate box.  i.e. hospital

	23
 RADIOGRAPHS ENCLOSED
	Place an X in the appropriate box.  If yes, indicate the number of radiographs that were enclosed.  DO NOT SEND RADIOGRAPHS TO EDS FOR ROUTINE CLAIMS FOR PROCESSING.

	24.
IS TREATMENT RESULT OF 
OCCUPATIONAL ILLNESS/INJURY
	If yes, enter a brief description including dates.

	25.
IS TREATMENT RESULT OF AUTO 
ACCIDENT?
	If yes, enter a brief description including dates.

	26.
OTHER ACCIDENT
	If yes, enter a brief description including dates.

	27.
ARE ANY SERVICES COVERED BY 
ANOTHER PLAN?
	If yes, give a brief explanation in the covered space provided.

	28.
IF PROSTHESIS, IS THIS INITIAL 
PLACEMENT?
	If no, indicate reason for replacement in the space provided and (if applicable) complete.


	FIELD NAME AND NUMBER
	INSTRUCTIONS FOR COMPLETION

	29.
DATE OF PRIOR PLACEMENT
	Enter the date of prior placement (if applicable) of prosthesis.

	30.
IS TREATMENT FOR ORTHODONTICS?
	If yes, then indicate whether treatment has already begun, the date appliances were placed and the months remaining of treatment.

	31.
EXAMINATION AND TREATMENT 
PLAN
	Required as applicable.

	
	

	
TOOTH NUMBER OR LETTER/SURFACE
	M = Mesial

O = Occlusal

I = Incisal

B = Buccal

D = Distal

L = Lingual

F = Facial

G = Gingival

	
DESCRIPTION OF SERVICE
	Fully describe the service rendered.

	
DATE SERVICE WAS PERFORMED
	Enter the date the service was performed in MM/DD/YY numeric format.

	
PROCEDURE NUMBER
	Enter the applicable ADA dental procedure code.

	
FEE
	Enter your usual and customary charge to the general public for the service rendered.

	
PROVIDER SIGNATURE/DATE
	A personal signature, or a facsimile signature must appear in this field.  A typewritten or computer generated signature is not acceptable.  The signature date must be on or after the last date of service.

	
PERFORMING PROVIDER
	Enter the performing providers eight (8) digit NH Medicaid provider number.

	
TOTAL FEE CHARGED
	Add the detail charges and enter the sum here.

	
CARRIER PAYS
	Enter any amount received from other insurance carrier.

	
PATIENT PAYS (AMOUNT BILLED TO 
MEDICAID) 
	Subtract any amount received from other insurance carriers from the total fee charged and enter the difference here.


CLAIMS DISPOSITION INFORMATION

REMITTANCE ADVICE (RA)

The Remittance Advice (RA) is a computer generated report mailed to providers by EDS.  It indicates the status of all claims that have been submitted for processing.  The RA is mailed on a weekly basis.

BANNER PAGE

The first page of the RA is referred to as the banner page.  Messages are printed on this page to keep providers informed of important changes in policy or billing procedures.

An example of the banner page may be found on the next page.

BANNER PAGE EXAMPLE

RA SECTIONS

The RA is divided into the following sections:

PAID CLAIMS - All claims paid in the current cycle, including Medicare crossover claims paid in the amount of zero.  Zero payment results when a claim is approved for payment but Medicare payment has exceeded the Medicaid allowance.  Message numbers (EOBs) under the claim header and details indicate the reason(s) for the payment amount.  There may be as many as 10 Explanation of Benefits (EOBs) per header and per detail.

DENIED CLAIMS - All claims denied in the current cycle. Message numbers (EOBs) under the claim header and details indicate the reason(s) for the denial.  There may be as many as 10 Explanation of Benefits (EOBs) per header and per detail.

IN PROCESS CLAIMS - Claims requiring manual review by either EDS or OMS will be identified in this section prior to disposition.  The purpose of this section is to inform the provider that EDS has received the claim, and payment or denial will be forthcoming.

ADJUSTED CLAIMS - Claims for which adjustments have been processed to correct overpayment, underpayment, or payment to the wrong provider.

FINANCIAL ITEMS - Financial transactions such as recoupments, manual payouts and TPL recoveries.

FISCAL PEND - Indicates what has been fiscal pended by TCN.
TPL INFORMATION AND EARNINGS DATA - The "TPL Information" represents other insurance and Medicare information for recipients with related denials on the Remittance Advice.  The "Earnings Data" section of the RA is provided to show the current RA totals as well as cumulative year-to-date details.

MESSAGE CODES - Definitions of the Explanation of Benefit (EOB) codes listed on the Remittance Advice.

Further detailed information regarding each RA section as well as examples are found on the following pages.

RA HEADINGS AND DESCRIPTIONS

PAID, DENIED, AND IN PROCESS CLAIMS

RECIPIENT NAME - Recipient name is listed in alphabetical order.  The name appears in last name, first name format.

MID - The recipient's Medicaid identification number.

TCN - Each claim and its attachments received by EDS is assigned a unique identifying number called the Transaction Control Number (TCN).  This number is displayed in the third column on the RA.  The fifteen (15) digit number aids in identifying, locating or researching the claim, either during or after processing.  The following summary describes what each number represents:


DIGIT



      DESCRIPTION

1-2

Valid region code values for paper claims are: 




10 - Hand Written




11 - Computer Generated




12 - Paper TADs




13 - CCFs 




Valid region code values for adjustments are:




20 - Single Adjustments




25 - Mass Adjustments

  


Valid region code values for ECS claims are: 




40 - ECS (transmits and diskettes)




41 - Tape Crossover Claims




42 - Tape Claims




43 - Point-of Sale Claims (pharmacy only)




44 - ECS TADs




45 - 3780 Transmits




46 - HMO Pseudo Claims

The valid region code values for financial items are listed in the description of the financial items section.


3-6

The year the claim was received at EDS.


7-9

Three digits indicating the Julian Date on which EDS received the claim.  For example, 001 corresponds with January 1 and 365 corresponds with December 31.


10-15

The last six digits following the date are designed for EDS control purposes.  These numbers uniquely identify the claim and allow personnel to access the claim both manually and through the computer.

HVER - The version number of the claim.  The original claim paid for the services rendered is version 00.  The first adjustment to any payment is version 01, etc.

PT ACCT - The patient account or medical record number is reported as it appeared on the claim.

BLD AMT - The amount charged for the service.

ALW AMT - The Medicaid allowed reimbursement.

OI AMT - The amount paid by another insurance for this claim or detail.

LIAB AMT - The amount for which the patient is responsible, excluding co-pay.

PD AMT - The amount paid for this claim.

HEADER MESSAGES - These numbers relate to the message codes printed under the header information. These numbers, which are referred to as EOBs (Explanation of Benefits), indicate the reasons for payment or denial of the claim at the header level (top portion of the claim).

DNUM - The detail number.

DVER - The version of the detail.  The original detail paid is version 00.  The first adjustment to any payment is version 01, etc.

FDOS - The from date of service as it appears on the claim.

TDOS - The to date of service as it appears on the claim.

PROC - The procedure code as it appears on the claim.

TOS - The type of service as it appears on the claim.

M1 - The primary modifier as it appears on the claim.

M2 - The secondary modifier as it appears on the claim.

QTY BLD - The number of units of service as it appears on the claim.

DETAIL MESSAGES - These numbers relate to the message codes printed under the detail information.  These numbers indicate the reasons for payment or denial on the detail level of the claim.

PAID CLAIMS RA EXAMPLE

DENIED CLAIMS RA EXAMPLE

IN PROCESS CLAIMS RA EXAMPLE

ADJUSTED CLAIMS

This section of the RA includes detailed information on both the original and the adjusted claim.  The original claim data is displayed first, followed by the adjusted claim data and an explanation of the effect the adjustment had on the original claim.

RECIPIENT NAME - Recipient name on the adjusted claim is listed in alphabetical order.  The name appears in last name, first name format.

MID - The recipient's Medicaid identification number on the adjusted claim.

TCN - The transaction control number of the adjusted claim.

HVER - The version number of the adjusted claim.  The original claim paid for the services rendered is version 00.  The first adjustment to any payment is version 01 etc.

PT ACCT - The patient account or medical record number is reported as it appeared on the adjusted claim.

BLD AMT - The amount charged for the service on the adjusted claim.

ALD AMT - The Medicaid allowed reimbursement on the adjusted claim.

OI AMT - The amount paid by another insurance for this claim or detail on the adjusted claim.

LIAB AMT - The amount for which the patient is responsible on the adjusted claim.

PD AMT - The amount paid for the adjusted claim.

HEADER MESSAGES - These numbers relate to the message codes printed under the header information. These numbers, which are referred to as EOBs (Explanation of Benefits), indicate the reasons for payment or denial of the claim at the header level (top portion of the claim).

DNUM - The detail number on the adjusted claim.

DVER - The version of the detail on the adjusted claim.  The original detail paid is version 00.  The first adjustment to any payment is version 01, etc.

FDOS - The from date of service as it appears on the adjusted claim.

TDOS - The to date of service as it appears on the adjusted claim.

PROC - The procedure code it appears on the adjusted claim.

TOS - The type of service as it appears on the adjusted claim.

M1 - The primary modifier as it appears on the adjusted claim.

M2 - The secondary modifier ass it appears on the adjusted claim.

QTY BLD - The number of units of service as it appears on the adjusted claim.

DETAIL MESSAGES - These numbers relate to the message codes printed under the detail information.  These numbers indicate the reasons for payment or denial on the detail level of the adjusted claim.

ADJUSTMENT REASON - A text field that explains why the adjustment took place.

NET ADJUSTMENT AMOUNT - This field indicates the net effect the adjustment had on the provider.  The value is equal to the difference between the Original Claim Paid Amount and the Adjusted Paid Amount.

ADJUSTED CLAIMS RA EXAMPLE

FINANCIAL ITEMS

The Financial Items section of the RA is printed only when a financial activity other than claims adjudication takes place.  The following summary describes the information in the Financial Items section:

CCN - The Cash Control Number of the financial transaction.  The first two digits of the number, the region codes, indicate the type of financial transaction.  Valid region codes and their explanations are:

TPL Recoveries:


30 - Positive


33 - Negative


35 - Accounts Receivable


36 - Accounts - (TPL - State)


37 - Accounts Receivable - (TPL - EDS)


38 - Accounts Payable

Provider Related:


50 - Positive


53 - Negative


55 - Accounts Receivable


58 - Accounts Payable

Recipient Related:


60 - Positive


63 - Negative


65 - Accounts Receivable


68 - Accounts Payable

Insurance Premium Related:


70 - Positive


73 - Negative


75 - Accounts Receivable


78 - Accounts Payable

A/L NUM - The number assigned to the provider's ledger to account for the transaction.

MID - The recipient's Medicaid ID number is shown if the financial transaction is related to a specific claim.  When the transaction does not relate to a specific claim, this space is blank.

TCN - The Transaction Control Number of the claim is shown if the financial transaction is related to a specific claim.  When the transaction does not relate to a specific claim, this space is blank.

HVER - The version number of the related claim, if applicable.

DNUM - The detail number on the related claim, if applicable.

DVER - The detail version number of the claim, if applicable.

SETUP DATE - This field indicates the date the transaction was entered and logged in the provider's account ledger.

ORIG AMT - The original amount to be exhausted by financial transactions.

SETUP AMT - The dollar amount corresponding to the transaction.  This is the actual amount of money included or withheld from the payment and applied to the original amount.

BALANCE - The remaining balance to be exhausted by future financial cash transactions (amount still owed against the receivable or payable).  This value is equal to the Original Amount less the Transaction Amount.

RSN CD - This field describes why the transaction was performed.

TOTAL FINANCIAL ITEMS - The total number of financial items (transactions) for the provider processed during the past week.

FINANCIAL ITEMS REASON CODE DESCRIPTIONS - A list of all financial reason codes and their descriptions referenced in the above section for the provider.

FINANCIAL ITEMS RA EXAMPLE

FISCAL PEND

 This section of the RA includes information regarding fiscal pended claims.  Each claim is shown separately by TCN with the amount from the claim which is in fiscal pend.

RECIPIENT NAME - Recipient name on the pended claim is listed in alphabetical order.  The name appears in last name, first name format.

MID - The recipient's Medicaid identification number on the pended claim.

TCN - The transaction control number of the pended claim.

HVER - The version number of the pended claim..

PT ACCT - The patient account or medical record number is reported as it appeared on the pended claim.

DNUM - The detail number on the pended claim.

DVER - The version of the detail on the pended claim

FDOS - The from date of service as it appears on the pended claim.

TDOS - The to date of service as it appears on the pended claim.

BLD AMT - The amount charged for the service on the pended claim.

PEND AMT - The amount pended for each TCN listed.

FISCAL PEND RA EXAMPLE

TPL INFORMATION

The TPL  Information Report displays the recipients for whom claims denied for other insurance during the week, it is generated only when such transactions occur.  The report lists only the insurance carrier that caused the claim to fail. 

RECIPIENT NAME - The name of the recipient who had other insurance coverage for the denied claim.

TCN - The Transaction Control Number assigned to each denied claim.

HVER - The header version number corresponds to the ICN and indicates the version of the claim.  The original header has a version number of '00'.  Subsequent version numbers (01, 02, etc.) are the result of adjustments made to the header.

DVER - The detail version number corresponds to the detail and indicates the version of the detail.  The original detail has a version number of '00'.  Subsequent version numbers (01, 02, etc.) are the result of adjustments made to the detail.

DNUM - The detail number corresponds to the ICN and indicates the detail of the claim.

OTHER INSURANCE - The name and address of the insurance carrier with whom the recipient has other insurance coverage.

CARRIER CODE - The carrier code of the insurance carrier listed above.

POLICY NAME - The name of the person who holds the insurance policy.

RELATIONSHIP DESCRIPTION - The relationship between the recipient and the policy holder.

POLICY - The policy number of the insurance policy that the recipient holds with the insurance carrier.

GROUP - The group number that the insurance policy falls under.  This field is only populated if the recipient's insurance policy is a group policy.

MEDICARE - This field indicates the Medicare type.  Possible values are 'PART A' and 'PART B'.

MEDICARE ID - The Medicare ID of the recipient, if applicable.

EARNINGS DATA AND ERROR MESSAGE REPORT

The Earinings Data and Error Messages Report displays the financial data for the current RA and year-to-date.  The error messages are any errors that were found on any claims (EOB codes) at the header or the detail level.

NO OF CLAIMS PROCESSED (CURRENT) - The total number of claims processed during the past week.  This figure includes all paid, denied, in process, and adjusted claims appearing on the RA.

NO OF CLAIMS PROCESSED (YTD) - The total number of claims processed this calendar year.  This figure includes all paid, denied, in process, and adjusted claims appearing on the RA; it is equal to the sum of the Number of Claims Processed fields on each RA year-to-date.

CLAIMS PAID AMOUNT (CURRENT) - The dollar amount paid for claims processed during the past week.

CLAIMS PAID AMOUNT (YTD) - The dollar amount paid for claims processed this calendar year.  This figure is equal to the sum of the Dollar Amount Processed fields on each RA year-to-date.

SYSTEM PAYOUT AMOUNT (CURRENT) - The dollar amount paid out as a result of system generated financial transactions during the past week.

SYSTEM PAYOUT AMOUNT (YTD) - The dollar amount paid out as a result of system generated financial transactions for this calendar year.  This figure is equal to the sum of the System Payout Amount fields on each RA year-to-date.

LIEN AMOUNT WITHHELD (CURRENT) -  The dollar amount withheld as a result of lien transactions occurring during the past week.
LIEN AMOUNT WITHHELD (YTD) - The dollar amount withheld as a result of lien transactions for the calendar year.  The figure is the sum of the Lien Amount Withheld on each RA year-to-date.
RECOUP AMOUNT WITHHELD (CURRENT) - The dollar amount withheld as a result of recoupment financial transactions during the past week.

RECOUP AMOUNT WITHHELD (YTD) - The dollar amount withheld as a result of recoupment financial transactions for this calendar year.  This figure is equal to the sum of the Recoup Amount Withheld Amount fields on each RA year-to-date.

TOTAL CHECK AMOUNT (CURRENT) - The total dollar amount paid for claims submitted and financial transactions incurred.

TOTAL CHECK AMOUNT (YTD) - The total dollar amount paid for claims submitted and financial transactions incurred for the calendar year.  This figure is equal to the sum of the Payment Amount fields on each RA year-to-date.

MANUAL PAYMENT AMOUNT (CURRENT) - The dollar amount paid out through manual checks during the past week.

MANUAL PAYMENT AMOUNT (YTD) - The total dollar amount paid out through manual checks for this calendar year.  This figure is equal to the sum of the Manual Payout Amount fields on each RA year-to-date.

CREDIT ITEMS (CURRENT) - The dollar amount relating to any credit items for the past week.  Credit items are all Medicaid void transactions, State void transactions, and refund transactions.

CREDIT ITEMS (YTD) - The total dollar amount relating to any credit items for the calendar year.  Credit items are all Medicaid void transactions, State void transactions, and refund transactions.  This figure is equal to the sum of the Credit Items fields on each RA year-to-date.

NET ADJUSTMENT AMOUNT (CURRENT) - The total net adjustment amount from adjusted claims processing during the past week.  This figure is equal to the sum of the Net Adjustment Amount fields located in the Adjustments section of the RA for each adjusted claim.

NET ADJUSTMENT AMOUNT (YTD) - The total net adjustment from adjusted claims processing for the calendar year.  This figure is equal to the sum of the Net Adjustment fields for each RA year-to-date.

NET 1099 ADJUSTMENT (CURRENT) - The net 1099 adjustment incurred from financial transactions during the past week.  This figure is equal to the net sum of all positive and negative 1099 transactions during the past week.

NET 1099 ADJUSTMENT (YTD) - The total net 1099 adjustment incurred from financial transactions for the calendar year.  This figure is equal to the net sum of the NET 1099 Adjustment fields on each RA year-to-date.

NET EARNINGS (CURRENT) - The net earnings for the past week.  This figure is calculated as follows:


Dollar Amount Processed

+
System Payout Amount

+
Manual Payout Amount

-
Recoup Amount Withheld

-
Credit Items

+/-
Net 1099 Adjustment (may be positive or negative)


----------------------------

=
Net Earnings

NET EARNINGS (YTD) - The total net earnings for the calendar year.  This figure is equal to the sum of all the Net Earnings fields on each RA year-to-date.

MESSAGE CODES - The Explanation Of Benefits (EOB) codes displayed in other sections of the RA and a written explanation for each.

TPL INFORMATION, EARNINGS DATA AND ERROR MESSAGES RA EXAMPLE

i

