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Page 1 of 2
Supplement to
Attachment 3IA

Service 10

Dental Services

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
Wwmtriledicaldor

1 Diagnostic and preventative dental services
a Fluoride treatments are limited to six 16 month intervals
b Full mouth xrays or panorex xrays are limited to three

3 year intervals
C Bitewingxrays are limited to one 1 year intervals
d Examinations are limited to six 6 month intervals
el Prophylaxis are limited to six 6 month intervals

2 Restoration
a Gold inlays are not a benefit

3 Endodontic Services
a Root canal services for Lhird molars are not a benefit

4 Periodontal Services
a Gingival resections are limited to treatment of gingival

hyperplasia due to medication reaction

5 Crowns

a For adults Crowns are limited to prefabricated stainless steel
or pre fabricated resin crowns

b For children under age 21 non prefabricated crowns are a
benefit for anterior teeth

6 Orthodontic Services are limited to

a Cases involving a possible CleftCranlofacial condition syndrome
congenital anomalies cases related to malocclusion caused by
traumatic injury and cases related to interceptive orthodontia must
receive prior authorization to determine individual eligibility for
such orthodontia services

b Orthodontia for recipients age 20 and younger who have
malocclusion caused by traumatic injury or needed as part of
treatment with orthodontic implications

c Recipients are limited to a lifetime cap of 7000Dri for interceptive
and lull band orthodontia phases Surgeries are not inIuded in thislifpime cap

d Based on recognized national practice standards interceptive
orthodontia is limited to children 12 years of age
or younger with one or more of the following conditions
i Posterior crossbite with shift
ii Anterior crossbite andor anterior deep bite at 80 or greater

vertical incisor overbite

TN 11020 Approved 08012011
Supersedes TN 11003



Page 2 of 2
Supplement to
Attachment 31A

Service 10
Dental Services

MONTANA

Dental implants are not a covered benefit of the Medicaid program

Bridges are not a covered benefit of the Medicaid program for individuals
age Pl and older

Cosmetic Dental Services
Dental services for conditions or ailments considered cosmetic in nature
are not a benefit of the Montana Medicaid Program except in suhcases
where it can be demonstrated the physical wellbeing and the psycho
social wellbeing of the recipient are severely affected ir a detrimental
manner The Department or its designated review organization will
determine whether a service is cosmetic or a recipientsphysical well
being and psychosocial wellbeing are severely affected in a deLrimeiftal
manner

1 Experimental Services
Services considered experimental are not a benefit of the Montana
Medicaid Program Emperimentai 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 other appropriate federal agency
to demonstrate whether the item prescribed drug or procedure is
safe and effective in curingpreventing correcting or alleviating
the effects of certain medical conditions

C All procedures and items including prescribed drug which
may be subject to question but are not covered in a and b

above will be evaluated by the Departmentsdesignated
medical review organization

11 Prior Authorization

The following Dental Services require prior authorization by the
designated review organization

a Drthodontia

b For children under age 21 Non PreFabricated Crowns for
posterior teeth For adults Non PreFabricated Crowns for

anterior and posterior teeth limited to two per person per year
total For second molars base metal crowns only

TfJ 11020 Approved
Supersedes TN 11003
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Supplement to
Attactiment 318

Service 10

Dental Services

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
wwmtmedicaidor

1 Diagnostic and preventative dental services
a Fluoride treatments are limited to six 6 month intervals
b Full mouth xrays or panozex xrays are limited to three

3 year intervals
r Bitewingxrays are limited to one 1 year intervals
d Examinations are limited to six 6 month intervals
e Prophylaxis axe limited to six 6 month intervals

2 Restoration
a Gold in lays are not a benefit

3 Endodontic Services
a Root canal services for third molars are not a benefit

4 Periodontal Services
a Gingival resections are limited to treatment of gingival

hyperplasia due to medication reaction

S Crowns

a For adults Crowns are limited to prefabricated stainless steel
or prefabricated resin crowns

b For children under age 21 non prefabricated crowns are a
benefit for anterior teeth

6 Orthodontic Services are limited to
a Cases involving a possible CleftCraniofacial condition syndrome

congenital anomalies cases related to malocclusion caused by
traumatic injury and cases related to interceptive orthodontia must
receive prior authorization to determine individual eligibility for
such orthodontia services

b Orthodontia for recipients age 20 and younger who have
malocclusion caused by traumatic injury or needed as fart of
treatment with orthodontic implications

c Recipients are limited to a lifetime cap of 700000for interceptive
and full band orthodontia phases Surgeries are not included in this
lifetime cap

d Bases on recognized national practice standards interceptive
orthodontia is limited to children 12 years of age
or younger with one or more of the following conditions
i Posterior crossbite with shift
ii Anterior crossbite andor anterior deep bite at 80 or greater

vertical incisor overbite

TN 11020 App roved Fffective 08012011
Supersedes TN 11003



Page 2 of 2
Supplement to
Attachment 31B

Service 10
mental Services

MONTANA

Dental implants are not a covered benefit of the Medicaid program

8 Bridges are not a covered benefit of the Medicaid program for individuals
age 21 and older

4 Cosmetic Dental Services
Dental services for conditions or ailments considered cosmetic in nature
are not a benefit of the Montana Medicaid Program except in such cases
where it can be demonstrated the physical wellbeing and the psycho
social wellbeing of the recipient are severely affected in a detrimental
manner The Department or its designated review organization will
determine whether a service is cosmetic or a recipients physical well
being and psychosocial wellbeing are severely affected in a detrimental
manner

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

C All procedures and iteras including prescribed drugs which
may be subject to question but are not covered in a and b

above will be evaluated by the Departmentsdesignated medical
review organization

11 Prior Authorization
The following Dental Services iequire prior authorization by the
designated review organi

a Orthodontia

b For children under age 21 Non PreFabricated Crowns for
posterior teeth For adults Non PreFabricated Crowns for

anterior and posterior teeth limited to two per person per year
total For second molars base metal crowns only

TN 11020 Approved 08f112V11
Supersedes TNI003
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Attachment 4188

Methods and

Standards for

Establishing
Payment Rates
Service lO

Dental Services

MONTANA

K Reimbursement for Dental Services shall be the lowest of the
following
a The providersusual and customary charge

for the service

b The Departments fee schedule for dental services

2 The Depaztoemto fee schedule is calculated as follcws
a Dental procedures are identitzed through the following

process

lProcedures identified through ADACDT coding manual or
2 Dental procedures identified by the Department not
identified in the current ADAKD

b Definitions

Relative Value Unit DVU The unit valve assigned to a
specific procedure code published in ol
Relative Value for DentiotaBvD a value given to each
procedure code outlined in2cIhi

C Reimbursement rates are net by one of the following
methods

l For procedures listed in the Relative Values for
Dentists published biennially by Relative Value Studies
Incorporated reimbursement rates shall he 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 2zlbiii
b The conversion factor and provider fees for
dentists dental hygienists and dentuciats
procedures are calculated as follows
i The Lotal units of each procedure code
paid in a prior period is multiplied by the RvO
to equal the nvo for each procedure code
Typically the prior period used is the pziox
state fiscal year

ii The sum of all RVDs calcvlaedin
2c1biequals the total units of dental
service

iii The Montana Legislatures appropriation
for dental service during the appropriation
period is divided by the total units of dental
service calculated in 2oIbii The

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

TN 11 Approved Date leoiDate
SuPwzoaVes TN 11003
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Attachment 419B

Methods aoc

Standards for

Establishing
Payment Rates
Service 10

Dental Services

MONTANA

iv The RvV for each dental procedure is
multiplied by the dental conversion factoz
calculated in2rlbiii to calculate the
Medicaid reimbursement for the procedure When

this calculation is made for all covered

procedures the Montana Medicaid Dental Dental
Hygienist and Qenturist Fee Schedules are
generated

v A policy adjuster may be applziad to some
fees calculated in2clbiv for certain

cataqrie3 of services or to the conversion
factor to increase or decrease the fees paid by
Medicaio

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

Unless otherwise specified in the plan the same
pubiahed methodology is used to reimburse govwznmeocal
providers and nongovernmental providers

4 The agencys rates were set as of August l 2011 and
are published at wwwmcmedicaidorg

TN 11020 Approved Date CferLve Dae 090l2011
Supersedes




