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Supplement to
Attachment 31A
Service 12b
Dentures

MONTANA

Limits to the Dental Services program are noted below All limits to dental

services may be found on the fee schedule dated 08012011 at
iwwmmeciicaidor

1 Replacement of dentures are allowed when one of the following
circumstances occur

a partial dentures that are at least five years old and full
dentures that are at least 10 years old One lifetime

exception to the 10 year or 5 year replacement limit is
a11owpd per recipient if one of the following exceptions
exists and is authorized by the department

b it is determined that the existing dentures are no longer
serviceable and cannot be relined or rebased

C The dentures are lost stolen or damaged beyond repair
d The existing dentures are causing the serious physi cal

health problems

2 Rebasing is allowed for dentures older than five S years

Services considered experimental are not a benefit of the Montana Medicaid
Program

3 Experimental services include

a All procedures and items including prescribed drugs
considered experimental by the US Department of Health and

Human Services or any other appropriate federal agency

b All procedures and items including prescribed drugs
provided as part of a control study approved by the Department

of Health and Human Services or any rather appropriate federal
agency to demonstrate whether the item prescribed drug or procedure
is safe and effective in curingpreventing correcting oz
alleviating the effects of certain medical condition

C All procedures and hems including prescribed drugs which may

be subject to question but are not covered by 1 and 2 above will
be evaluated by the Departments designated medical review

organization

TN 11 02 Approved Lame b S Effective Gate 08012011

Supersedes TN 09 018
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Supplement to
Attachment 31P

Service 12b

Dentures

MONTANA

Limits to the Dental Services program are rioted below All limits to dental

services may be found on the fee schedule dated 08012011 at
wwwmtmedicaidcr

1 Replacement of dentures are allowed when one of the following
circumstances occur

a Partial dentures that are at least five years old and full
dentures that are at least 10 years old one lifetime

exception to the 10 year or 5 year replacement limit is
allowed per recipient if one of the following exceptions
exists and is authorized by the department

b It is determined that the existing dentures are no longer
serviceable and cannot be relined or rebased

C The dentures are lost stolen or damaged beyond repair
d The existing dentures are causing the serious physical health

problems

2 Rebasing is allowed for dentures older than five 5 years

Services considered experimental are not a benefit of the Montana Medicaid
Program

3 Experimental services include

a All procedures and items including prescribed drugs
considered experimental by the US Department of Healtiand Human
Services or any other appropriate federal agency

b All procedures and items including prescribed drugs provided as
part of a control study approved by the Department of Health and
Human Services or any other appropriate federal agency to demonstrate
whether the item prescribed drug or procedure is safe and effective in
curing preventing correcting or alleviating the effects of certain
medical condition

C All procedures and hems including prescribed drugs which may

be subject to question but are not covered by 1 and 2 above will be
evaluated by the Departmentsdesignated medical review organization

TN 11 0122 Approved Date O L Effective gate 081012011

Supersedes TN 09018
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Attachment 419 B

Methods and standards

For establishing
Payment rates
Service 12b
Denture Services

Montana

Reimbursement for Denture Services shall be the lowest of the
following

a The providers usual and customary charge for the
service or

b The Departments fee schedule for denture services

The Departmentsfee schedule is calculated as follows

a Denture procedures are identified through the foliowing
process

I Procedures identified through ADA DT coding manual or
2 Denture procedures identified by the Department not

identified in the current ADA CDT

t Definitions

Relative Value Unit RVU The unit value assigned to a
specific procedure code published in c1

Relative Value for DentistsRVD a value given to each
procedure code outlined in2c1bi

c Reimbursement rates are set by one of the following
methods

1 For procedures listed in the Relative Values for Dentists
published biennially by Relative Value Studies Incorporated
reimbursement rates shall be determined using the following
methodology

a The fee for a covered service shall be the
amount determined by multiplying the RVU by the
conversion factor specified in

b The conversion factor and provider fees for dentists
dental hygienists and denturists procedures are calculated
as follows

i The total units of each procedure code
paid in a prior period is multiplied by the RVU
to equal the RVD for each procedure code
Typically the prior period used is the prior
statelzscal year

TN 11 Approved J b Effective 0801

Supersedes T14 10017
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Attachment 413 B
Methods and Standards
For establishing

Payment rates
Denture Service 12b

ii The sure of alIRVDs calculated in

2c1 Wiequals the total units of dental
service

iii The Montana Legislaturesappropriation
for dental service during the appropriation
period is divided by the total units of dental
service calculated in The

resulting dollar value is equal to one unit of
dental value and is the dental conversion
factor

iv The RVU for each dental procedure is
multiplied by the dental conversion factor
calculated in2c1biii to calculate the

Medicaid reimbursement for the procedure When

this calculation is made for all covered

procedures the Montana Medicaidi Dental Dental
Hygienist and Denturist Fee Schedules are
generated

v A policy adjuster may be applied to some Lees
calculated in 2c 1b iv for certain

categories of services or to the conversion
factor to increase or decrease the fees paid by
Medicaid

2 Where a fee cannot be set using this methodology the
reimbursement is determined using the by report methodology
The by report reimbursement is paid at 85 of the provide is
usual and customary charge

3 Unless otherwise specifier in the plan the same
published methodology is used to reimburse governmental
providers and nor goverriraezatalproviders

4 The agencysrates were sat as of August 1 2011 and are
published at wwwratm

TN 102 Approved S Effective 080112011

Supersedes TN 10 017




