








(7) Circumcision, female
(8) Hysterotomy, non-obstetrical, vaginal
(9) Supracervical hysterectomy: subtotal hysterectomy, with or without tubes and/or ovaries, one or both
(10) Uterine suspension
(11) Uterine suspension with presacral sympathectomy
(12) Hypogastric or presacral neurectomy (independent procedure)
(13) Ligation of thyroid arteries (independent procedur: ,
(14) Fascia lata by stripper, as treatment for lower back pain
(15) Fascia lata by incision and area exposure, with remaval of sheath as treatment for lower back pain
(16) Ligation of femoral vein, unilateral or bilateral, as treatment for post phlebitic syndrome
(17) Excision of carotid body tumor, with or without excision of carotid artery, as treatment for asthma
(18) Sympathectomy, thoracolumbar, unilateral or bilateral, as treatment for hypertension
(19) Sympathectomy, lumbar, unilateral or bilateral, as treatment for hypertension
(20) Splanchnicectomy, unilateral or hilateral, as trealment for hypertension
(21) Fabric wrapping of abdominal aneurysm
(22) Extra-intracranial arterial bypass for stroke
Routine payment will also be discontinued for services provided on or after January 1, 1978 for the following

Diagnostic Procedures unless the claim is accompanied by an acceptable written justification supporting the medical
necessity.

(1) Basal metabolic rate (BMR)

(2) Protein bound iodine (PBI)

(3) Icterus index

(4) Ballistocardiogram (BCG)

(5) Phonocardiogram with interpretation and report, and with indirect carotid artery tracing or similar study
(6) Angiocardiography, using CO2 method, supervision and interpretation only

(7) Angiocardiography, single plane, supervision and interpretation in conjunction with cineradiography

(8) Angiocardiography, multi-plane, supervision and iterpretation in conjunction with cineradiography



)

(10)

(11)
(12)

-3
A1 graphy-c onary, unilateral, selective injection, supervision and interpretation only, single view unless
en ‘ency
Angiography - extremity, unilateral, supervision and interpretation only, single view unless emergency
Bronchoscopy, with injection of contrast medium for bronchography

Bronchoscopy, with injection of radioactive substance

Unless supporting ji  ification for the above Surgical and Diagnostic Procedures accompanies the physician’s ¢l n,
reimbursement will be denied in the following situations:

1.

If the only purpose for inpatient admission was to provide these procedures, both physician and hospital claims
will be denied and if already paid will be subject to recovery.

If the only purpose for outpatient admission was to provide these procedures the hospital claim d the
physician claii  (if applicable) will be denied and if already paid will be subject to recovery.

If laboratory procedures (diagnostic studies 1 through 5) are performed on an ambulatory basis by an
Independent laboratory or a physician such claims will be denied but may not necessarily include claims for
office visits, and if already paid, will be subject to recovery.









THE PRU D ENTIAL INSURANCE COMPANY OF AMERICA
NEW JE.\SEY HEALTH SERVICES PROCRAM

Governmental :aith Programs Department, P.O. Box 1900, Millville, N. J. 08332

May 1, 1978
TO: ALL DENTISTS AND INDEPENDENT DENTAL CLINICS

SUBJECT: REVISED MEDICAID DENTAL SERVICES MANUAL, CHAPTERS I, I, IIT AND 1V;
REVISED DENTAL CLAIM FORM (MC-10-C5), EFFECTIVE MAY 15, 1978

READ CAREFULLY!!

Please examine the contents of this package carefully. Your package should consist of the following:

1. Rev d Medicaid Dental Services Manual, Chapters I, I, Il and IV.

2. A supply of revised MC-10 Dental Claim Forms - You may begin using the revised MC-10 immediately
upon receipt.

3. A claim reorder form to expedite the reorder of claim forms.

Effective May ~ 7, 1978, destroy all of your old claim forms and your outdated Dental Services Manual Chapters
I, I, IIT and IV, and begin using the new claim forms in accordance with the policy and billing procedures in
your revised chapters. Please note that the new procedure codes MUST be used for all services performed on

or after May 1 1978.

Since there have been significant changes to the Dental Services Manual, it is important that you read the
enclosed chapters and become familiar with them. Your attention is particularly directed to the policies
and/or changes which are highlighted on the following pages.

REVISED DE [AL CLAIM FORM (MC-10); IMP NUMBERS

Please note th: the Dental Claim Form has been revised. One of the most significant changes to the form
is the requiren 1t to identify practitioners with an Individual Medicaid Practitioner (IMP) Number. A
directory listii 2ach Medicaid participating practitioner has been published and was recently mailed to

you to assist you in completing your claims.

Effective May 15, 1978, you will be required to supply the IMP Number of the performing and referring
practitioner on your claims. See page 3 of this coverletter for instructions to follow when a practitioner
does not appe: in the directory.

CHAPTER 1 (Comy tely revised)
The attached ( apter I is intended to supply you with a comprehemsive and explicit statement of general

Medicaid policies and regulations. It incorporates much of the General Information which has been trans-
mitted to you newsletters over the past several years. Additionally, it explains more fully who is eligible,

(over)









































































































3TATE OF NEW JERSEY
Department of Human Servi
Division of Medical Assistance and Hes Services

| »Ne\;cj re y I ealth Services Program_ NEWSLETTER

P-275 June 23, 1980

Volume ...
TO: A L PROVIDERS (EXCEPT HOSPITALS AND HOME HEALTH AGENCIES)
SUBJECT: 1. TIMELY SUBMISSION OF CLAIMS (REVISED FEDERAL REGULATIONS)

2. TIMELY CLAIM INQUIRIES
The prompt payment of provider claims is a primary objective of the New Jersey Medicaid Program. In order to
achieve this goal, claims and inquiries concerning claims must be submitted promptly. Based upon recent federal
regulations, the time limits for submission of claims have been modified, as outlined below. Additionally, time

limits for the submission of claim inquiries have been developed.

CLAIMS SUBMISSION

All Medicaid claims for payment of goods or services must be received by the Contractor, the Prudential Insurance
Company, no later than:

1. Ninety (90) days after the last date the goods or services were provided; and
2. Twelve (12) months from the earliest date of service as indicated on the claim form.

Claims for services beyond these time limits will not be payable unless the provider can document valid extenuating
circumstances.

For Example:

Date{s) of Service: Must Be Received by:
YL 4/1/80
L G0days --------cie i ’
(23 T/1/T9 G9/12/79 4/1/80 7/1/80

-------------- IZ2months - - oo

This means that a claim must be received within 90 days of the last date of service. 1f more than one service is
listed on a claim, the earliest date of service can be no more than 12 months from the date the claim is received by
the Contractor.

(Continued)



Vol. P-275 (Continued) 2.

“* *"M INQUIRIES

Effective July 1, 1980 any inquiries concerning processed Medicaid claims or claims for which you have not re-
ceived a reply must be made to the Contractor within the time frames outlined below :

1. Processed Claims - Inquiries must be received no later than 180 days after the adjudication date on the
Statement of Claims Payment or Denial Letter.

o

Claim Submitted, No Response Received - Inquiries must be received no later than 180 days after the
last date of services entered on the queried claim.

As instructed in the New Jersey Health Services Program Newsletter P-243, inquiries concerning less than three
ck ns can be made through the Medicaid Inquiry Unit by calling, toll free, (800) 582-7052. For questions con-

cerning three or more claims, continue to utilize your usual channels of written communication.

Please file this Newsletter in your provider manual Chapter 1, Section IIL






Effective cember 15,1980, pharmacy providers will be reimbursed for the
above, based on the lesser of:

1. the product's Average Wholesale Price (AWP) less
regression, if any; or

2. the established Maximum Allowable Cost as indicated
above.

II. PRESCRIBING OF MAC DRUGS IN THE N.J. PAA PROGRAM

Effective November 1, 1980, Maximum Allowable Cost (MAC) prices apply to
all prescriptions written for PAA beneficiaries.

When a drug is prescribed from the MAC 1list for a PAA beneficiary, the
prescriber must spec. - whether substitution may or may not take pli :.

If the prescriber al. s substitution to take place, the pharmacist

shall dispense to the¢ JAA beneficiary the lower cost therapeutically
equivalent product f: 1 the N. J. Drug Utilization Review Council
Formulary. The pharm¢ .st can only dispense the brand name drug when

the prescriber has sy ‘:ified that substitution is not permitted. If the
prescriber does not ¢, :cify that substitution is not permitted and the
PAA beneficiary demar ;5 the brand name drug, the PAA beneficiary must pay
the .fference betweer the brand name drug and the MAC price of the
generic drug, as requ -ced by NJSA-30:4D-22.

NJSA-24:6E-7 et seq. states in part: "Every prescription blank shall be
imprinted with the wc 3s "Substitution Permissible" or "Do Not Substitute"
and shall contain spa : for the physician's or other authorized prescriber's
initials next to the chosen option...." The prescriber may use the

method described in ! 3A-24:6E-7 or any other method allowed by law.

However, it is sugge: :d that the prescriber can cover all situations

where substitution s! 11d not take place by writing "Brand Necessary"

or "Brand Medically ! :essary" on the prescription. This method simplifies
the procedure d accomplishes the d¢ .red re¢ 1lt.

ITI. PRESCRIBING OF NON-LEGEND DRUGS IN THE N.J. MEDICAID PROGRAM

Prescriptions for non-legend drugs should be written for standard shelf
package sizes (i.e. 100 tabs or capsules, 120cc liquid, etc.). This will

low the pharmacist to dispense the prescription in the original container
and help reduce cost.

All participating physicians, dentists and podiatrists are reminded that
effective November 1, 1980, the following non-legend drugs are no longer
reimbursable under the N. J. Medicaid Program.



















































STATE OF NEW JERSEY
Department of Human Services
Division of Medical Assistance and Health Services

esessecepenmsacavhaniatiaraas September 'l’ ]98]
TO: A1l Providers

SUBJECT: Medicaid Program Provider Suspensions

EFFECTIVE:  October 1, 1987

This Newsletter is to inform all providers of a clarification of existing
Federal and State regulations regarding suspensions, debarments and dis-
qualifications from Medicaid Program participation.

Any individual, including but not limited to owners, officers, administrators,
assistant administrators, employees, accountants, attorneys, and management
services who have been suspended, debarred or disqualified from Medicaid
Program participation for any reason shall not be involved in any activity
relating to the New Jersey Medicaid Program.

Providers reimbursed on a cost-related basis may not claim as allowable
costs any amounts paid or credited to such individuals, and such amounts
shall not be reimbursed by the Medicaid Program,.

Providers reimbursed on a fee-for-service basis may not submit claims and
shall not be reimbursed for any goods supplied or services rendered by
such individuals.

The above policy will apply only for the period during which such individuals
are suspended, debarred or disqualified from Medicaid participation.

If you have any questions regarding this Newsletter, contact Leon Bartol,
Chief, Bureau of Administrative Control at (609) 292-7155.



STATE OF NEW JERSEY
Depertment of Human Services
Division of Medical Assistance and Health Services

New Jersey Health Services Program NEWSLETT:‘;\

P-310 , September 7, 1981

T0:

AT1 Providers

EFFECTIVE: September 10, 1981

SUBJECT:

The New

I. Medical and Health Care Record Documentation
IT. Prescribing Specific Laboratory Test

Jersey Medicaid Program has amended the New Jersey Administrative Code

in Chapter 49, Administration; Chapter 54, Physicians Services; and Chapter 61,
Independent Laboratories.

I. Medi
a.
b.

II. Pres

cal and Health Care Record Documentation

Chapter 49, Administration: requires the provider's health care
records to both adequately and legibly document all required elements
of the procedure described and the procedure code utilized by the
billing provider, as specified in the Provider Manual. The pro-
vider agrees to keep legible records as are necessary to disclose
fully the extent of services provided, as well as the medical necessity
for those services, and to furnish information for such services as
the program may request. The provider agrees that where such records
do not legibly document the extent of services billed, as well as

the medical necessity of services billed, payment adjustments will

be necessary.

Chapter 54, Physicians Services: requires physicians to legibly
document in the individual records the kind and extent of services
provided, as wel? =2c +ho medical necessity for those services.

cribing Specific Laboratory Test

Chapter 61, Independent laboratories: requires that all requests for

laboratory services include specific test requestnd in addition to
personal signature of attending physician requesting services. This
order is to be kept on file with the billing laboratory and available
for review by Medicaid representatives along with the test results.
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STATE OF NEW JERSEY
Department of Human Services

Division of Medical Assistance and Health Services

NeJrsey Health Services Program NEWSLETTER

TO:
SUBJECT:
EFFECTIVE:
PURPOSE :

BACKGROUND:

ACTION:

Hospital Administrators DATE: HNovember 30, 1981
Qutpatient Dental Services
For claims processed on or after January 1, 1982

To notify hospital administrators that facilities will now be
reimbursed on a fee-for-service basis for dental care rendered
in the outpatient hospital setting.

This change as proposed and adopted in the New Jersey Register,

1. will insure a uniform reimbursement policy for all segments of
the dental provider community, 2. will incorporate all dental treat-
ment rendered to Medicaid recipients in the outpatient department
into the dental history profile maintained by the Medicaid Program,
and 3. will permit application of the Tooth Allocation Map Inquiry
(TAMI) and Replacement Denture (RD) Systems.

1. Effective January 1, 1982, all claims for dental services performed
in hospital outpatient departments will be processed by the Prudential
Insurance Company and will be reimbursed on a fee-for-service basis.
These fees are determined by the Commissioner of the Department of
Human Services and based on the same fees utilized for the reimburse-
ment of community-based dentists. The only exception will be for
emergency dental care provided under special circumstances inaHospi-
tal Emergency Room (refer to item 7).

2. Hospitals must notify the Prudential Insurance Company within 3)
days of the date of this Newsletter if they are a provider of out-
patient dental care in order to receive reimbursement under the new
regulations. This applies to all hosnritals regardless of whether
its usual hospital Contractc is Blue uross ¢+ Prudential.

3. In order to insure proper reimbursement based on the spec1a1ty
status of the dental practitioner performing the service, the

hospital must include with this notification, the name and Individual
Medicaid Practitioner (IMP) Numbers of all dentists providing services
in their OPD. When an intern or resident performs the service, the
IMP number of the staff dent1st:whod1rect1y superv1ses the intern or
resident is to be used. :

If any dentist providing services in the OPD does not have an I}P



-2-

number, he/she should senc a letter to the Prudential Insurance

Company, Prnvider Enrollment Unit, P.0. Box 1900, Millville, New e
Jersey 083 , requesting that an IMP Number be assigned and é
indicating *4e hospital where he/she is performing dental services.

The dentist 1wst include his/her Social Security Number in- the

letter of request. Any dental specialist, as defined in the

attached Me caid Dental Manual, must also have his/her specialty

permit on file at Prudential if the hosnital is to be reimbursed on a
specialty basis.

4. Each hospital that notifies Prudential, as outlined above, will
receive a supply of Dental Service Claims (form MC-10) with the
Provider informe ion preprinted. For OPD dental services only,

the Hospital's Provider Number will now consist of a 12 digit number:
three zeros, fol jwed by the hospital 6 digit identification number,
followed by either the letters "PRU" or "BLU" depending on which is
the hospital's regular Contractor.

5. For claims processed on or after January 1, hospitals providing
NPD dental care must submit only a Dental Services Claim (form MC-10)
to Prudential Insurance Company, Medicaid Claims Division, P.0.

Box 1900, M 1ville, New Jersey 08332. Instructions for proper
completion « the MC-10 are contained in the attached Dental Manual.
The Qutpatic..t Hospital Claim (form MC-4) is no longer required
except for emergenciés (See item 7).

6. Hospitals will receive from Prudential, on a weekly basis, a -
statement and payment in the non-institutional format, which is one @?’
statement and check for every 32 claim line items submitted. i

NOTE: [If there is an extended course of treatment in progress which
spans the effective date of this policy, the claim will be paid the
full procedure code allowance (fee-for-service) on a one-time basis
regardless of whether the hospital previously received partial re-
imbursement on a charge basis. This will be done only when the
service is completed. Exception: Orthodontic Services

7. Emergency den- | car | ‘formed in any hc »i- | « » :ncy room
will be reimbursed based on charges. Emergency room charges will
not be reimbursed if the dental clinic is open.

In order to receive payment based on charges for emergency services,
the hospital must forward for review both a hard-copy Outpatient
Hospital Claim (form MC-4), completed in the normal fashion, and

a Dental Services Claim (form MC-10) to the Chief, Bureau of Dental
Services, 324 East State Street, CN 713, Trenton, New Jersey 08625.

Following review, the MC-4 will be returned to the hospital. The

hospital will then submit the MC-4 claim to its regular hospital
Contractor (Blue Cross or Prudential) for payment. The Medicaid

Bureau of Dental Services will forward the MC-10 containing the

treatment information to the Prudential Insurance Company for data
collection [ rposes. o

If you have any questions regarding this Newsletter, please contact Archie H. Bell,
D.D.S., Chief, Bureau of Dental Services, Division of Medical Assistance and Health

Services, Te]ephone (609) 292-7420. After December 17, 1981, please use Telephone
(609) 984-7863.
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CENERAL INFORMATION ABOUT T™E _ROGRAM

A patient receiving services prior to the notification of eligibility should be informed that he is considered
responsible for all charges incurred until proof of eligibility is verified. Once eligibility is verified, the provid
may not bill the patient for any portion of the costs of allowable services.

100.3 Retroactive Eligibility for Medicaid

Persons applying for Medicaid benefits will be asked if they have unpaid medical bills incurred within the
three month period immediately prior to the month of application for Medicaid. Pcrsons indicating that
they do have such bills will complete an Application for Retroactive Medicaid Eligibility (FD-74) and will
forward the application, all outstanding unpaid bills te the Medicaid Retroactive Eligibility Unit in Trenton.
Applications for Retroactive Eligibility (FD-74) may be obtained by the applicant and/or his/her authorized
agent from the County Welfare Agency, the Local Medical Assistance Unit or the Retroactive Eligibility Unit,
Medicaid Central Office, Trenton.

If the New Jersey Medicaid Program determines that the person was eligible for Medicaid at the time the
service/item was rendered, providers will be rotified directly that the unpaid bills for any service/item
covered by the New Jersey Medicaid Program will be reimbursable in accordance with standard Medicaid
reimbursement procedures. The provider will then complete a regular Medicaid Claim form and submit it
to the Retroactive Eligibility Unit for consideratior: and authorization of payment.

100.4 Benefits After Termination of Recipient Eligibility

It is in the best interest of the provider to review monthly the eligibility of patients receiving continuing
services. There is no reimbursement for services performed after termination of eligibility other than by
exceptional circumstances.

101. HOW TO IDENTIFY A COVERED PERSON

All eligible persons as described helow have a Health Services Program (HSP) Number identified on their
validation stub as well as a two-digit individual Person Number.

A HSP Number, as currently assigned, consists of twelve digits.
A.  The first two | it" 18 designate the agency under which the case is supervised, i.e., either the
County Welfare Agency, the district office of the Division of Youth and Family Services (DYFS),

or the Institutional Services code for State Bureau of Local Operations.

County Welfare Agencies:

01 - Atlantic 08 - Gloucester 15 - Ocean

02 - Bergen 09 - Hudson 16 - Passaic
03 - Burlington 10 - Hunterdon 17 - Salem

04 - Camden 11 - Mercer 18 - Somerset
05 - Cape May 12 - Middlesex 19 - Sussex
06 - Cumberland 13 - Monmouth 20 - Union

07 - Essex 14 - Morns 21 - Warren

Rev. 12-77 -3-









CHAPTI

cenEo AT IFORMATION ABOU™ "H® "ROGRAM

101.2  Division of Youth and Family Services Identification - (Exhibit II)

Child’s No. Name Case No. NOTICE TO CLIENT
THIS VALIDATION FORM INDI
BILITY FOR AUTHORIZEQ HEALT
PROVIDED UNDER THE ;

SERVICES PROGRAM,

THIS VALIDATION

THE PROVIDER
VALID ONLY FOR MONRSO

ALONG WITH TH IC IDENTIFICATION
CARD.
PLA RENCE NOTICE ROWMQER BF MEDICAL SERVICES

B AND NAME ON THIS

MPARED TO THAT SHOWN

ST IDENTIFICATION CARD
BEARER.

ORPAYMENT OF HEALTH SERV-
O BE SUBMITTED TO THE APPRO-

E OF NEW JERSEY
DIVISION O YOUTH AND FAMILY SERVICES

PRIAGE CONTRACTOR FOR THE STATE OF
NEW JERSEY ON THE REQUIKED VENDOR
VALIDATION CLAIM FORM.
FOR HEALTH SERVICES PROGRAM PLEASE REPORT THE CASE NAME, CASE

NUMBER AND PERSON NUMBER ACCURATE-
LY ON ALL CLAIM FORMS AND OTHER COM:-
DYFS 16-36 MUNICATIONS RELATING TO THE CLAIM.

(rev. 3/73)

This validation form is issued by the Division of Youth and Family Services monthly to eligible children.
This form indicates eligibility for covered health services during the month shown on the form itself.

The validation form must be retained by the person to whom it was issued.

NC E: THIS FORM IS THE SOLE INDICATOR FOR THIS GROUP OF CHILDREN.

+4PORTANT: Be sure to enter Name, Health Service Program Number, and Patient Person Number,
v AcmtV AS IT APPEARS ON THE VALIDATION FORM ON ALL REQUESTS FOR
AU1RUKiZATION AND CLAIM FORMS.




































CHAPTER 1

GENERAL INFORMATION ABOUT THE PROGRAM

Services Provi d_

Explanatory Comment

d.

Audiology

Limited to such services when provided as part
of clinic or hospital outpatient services. No
payment to privately practicing audiologists.

13.

Prescribed Drugs

Both legend and non-legend drugs are provided
with few exceptions.

14.

Prosthetic and Orthotic Devices

Optical Appliances

Hearing Aids

Other Prosthetic and Orthotic

Devices

Repairs or Replacements

Optical Appliances are provided with certain
limitations. Prior Authorization required for
artificial eyes, subnormal vision devices and
contact lenses granted only for specific ocular
pathological conditions or for patients who can-
not achieve vision of 20/70 with regular lenses.
Prior Authorization required for optical appliances
prescribed in excess of one every two years for
individuals ages 19 to 59 and one per year for all
others.

Hearing aids and accessories are provided. Audio-
metric evaluation required. Prior Authorization
is required except for batteries.

This includes devices to replace all or part of an
internal organ; artificial limbs, braces, abdominal
and other supports. Orthopedic shoes are
provided under certain conditions. Prior Authori-
zation is required for limbs, braces, supports, and
orthopedic shoes for which the charge to the
Program exceeds $30.

Prior Authorization is required for the repair or
replacement of any of the above items.

15.

Family Planning Services

No requirements for Prior Authorization.

16.

Care and Services in Christian Science
Sanatoria

17.

Emergency Hospital Services

2.

Same limitations are outlined in Sub-section 1 and

Limited to emergency services with a maximum of
20 days payment allowed. No requirements for
Prior Authorization.

18.

Transportation

a.

Ambulance

Rev. 12-77

i

Provided when use of any other method of
transportation is medically contraindicated.
Prior Authorization is required except in emer-
gency situations.
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GEN AL INFORMATIONM *BOUT THE PR RAM

Blue Cross of New Jersey is responsible for the processing and payment of hospital inpatient, hospital out-
patient, and home health agency cl: ns for those providers who have selected Blue Cross as their intermediary
under Title XVIII (MEDICARE). In addition, Blue Cross processes and ays pharmaceutical services cla: |,
and claims for out-of-state hospitals. Hospitals who have not participated in Title XVIII are assigned to
the Hospital Service Plan.

The Prudential Insurance Company of America handles the processing and payment of hospital inpatient,
outpatient and home health agency claims for those providers who have selected Prudential as their
intermediary under Title XVIII (MEDICARE). In addition, the Prudential Insurance Company processes

and makes payment for all other health services covered by the program, with the exception of pharmaceutical
services.

110. MEDICAL REVIEW AND EVALUATION
Under the provisions of Federa! and State Law, the Division of Medical Assistance and Health Services provides

for continuing review and evaluation of the care and services provided under the Program. This includes
utilization review of services of practitioners and other providers.

111. TIMELY SUBMISSION OF CLAIMS

Non-Institutional Provider Claims - 90 Dav Time Limitation

This policy applies to all providers except Hospitals, Special Hospitals, Home Health Agencies and Long Term -
Care Facilities.

All claims for payment of non-institutional goods and services must be submitted to the Contractor no later
than 90 days after the last date the goods or services were rendered.

Long Term Care Provider Claims - 6 Month Time Limitation

This policy applies to Long Term Care Facilities (LTCF) only:

Claims for Long Term Care Facility Services (Skilled Nursing or Intermediate Care Facilities) and/or
authorized therapies provided in a (LCTF) that are older than 6 billing months will be rejected.

The New Jersey Medicaid Program will accept all legitimatbly authorized charges submitted within 5 months
from the last day of the billing month in which services were provided.

Institutional Provider Claim - 12 Month Time Limitation

This policy applies to Hospital and Special Hospitals and Home Health Agencies:

All claims for inpatient and outpatient Hospital Services and Home Health Agency Services rendered
to eligible Medicaid recipients must be received by the Contractor within 12 months from the day
of discharge (inpatient) or the last day of service billed (outpatient and Home Health Agency).

112. PROHIBITION OF FACTORING

No provider participating in the Medicaid Program shall enter into any factoring contract, agreement, or

other understanding, whether oral or written with any person, corporation, service bureau, management

Rev.1 77 -10.12-






CHAPTER 1

ER " IN"*RMATION A™"™""T |[E_{OGRAM

116.1 Authority

These regulations are adopted and issued pursuant to Executive Order No. 34 of Governor Brendan T. Byrne
dated March 29, 1976 and the authority vested in the Division of Medical Assistance and Health Services to
implement the Medical Assistance Program by rules and regulations set forth in Section 30:4D-5 of the

New Jersey Statutes Annotated.

116.2 Declaration of Purpose

Debarment, suspension and disqualification are measures which shall be invoked by the Division of
Medical Assistance and Health Services to exclude or render ineligible certain persons from participation in
contracts and subcontracts with the Division or in projects or contracts performed with the assistance of
and subject to the approval of the Division, on the basis of a lack of responsibility. These measures shall
be used for the purpose of protecting the interests of the Division and not for punishment. To assure the
Division the benefits to be derived from the full and free competition between and among such persons
and to maximize the opportunity for honest competition and performance, these measures shall not be
invoked for any time longer than deemed necessary to protect the interests of the Division.

.6.3  Definitions
As used in these Regulations:

(a) Debarment - means an exclusion from State contracting, on the basis of a lack of responsibility
evidenced by an offense, failure, or inadequacy of performance, for a reasonable period of
time commensurate with the seriousness of the offense, failure, or inadequacy of performance. -

(b) Suspension - means an exclusion from State contracting for a temporary period of time, pending
the completion of an investigation or legal proceedings.

(c) Disqualification - means a debarment or a suspension which denies or revokes a qualification to
bid or otherwise engage in State contracting which has been granted or applied for pursuant to
statule, or rules and regulations.

(d) State - means the State of New Jersey, or any of the departments or agencies in the Executive
Branch of goverr :nt with the lawful authority to engage in contracting.

(e) Person - means any natural person, company, firm, association, corporation, or other entity.

(f) State Contracting - means any arrangement giving rise to an obligation to supply anything to or
form any service for the State, other than by virtue of State employment, or to supply anything to
or perform any service for a private person where the State provides substantial financial assistance
and retains the right to approve or disapprove the nature or quality of the goods or service or the
persons who may supply or perform the same.

(g) Provider - means any person, public or private institution, agency or business concern lawfully
providing medical care, services, goods and supplies authorized under the New Jersey Medical
Assistance and Health Services Act (P.L. 1968, ¢.413) as amended, holding, where applicable,
a current valid license to provide such services or Lo dispense such goods or supplies.

(h) Affiliates - means persons having an overt or covert relationship such that anyone of them directly
or indirectly controls or has the power to control another.

Rev. 12-77
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116.16 N¢ e of Suspensions and Debarments

The Division shall provi;ie the State Treasurer with the names of all persons suspended or debarred and the
effective date and term thereof, if any.

116.17  Applica**ty

The rules herein shall be applicable to all persons, providers, contraciors and their affiliates who engage in
State contracting with the Division as defined hcrein.

117, CIVIL RIGHTS

Federal regulations require that services provided to covered persons are given without discrimination on the
basis of race, color, religious belief, or national origin. Therefore, payments are limited to providers of service
who are in compliance with the non-discrimination requirements of Title VI of the Civil Rights Act.

118. OBSERVANCE OF RELIGIOUS BELIEF

Nothing in the Program shall be construed to reuiire any person to undergo any medical screening, examin-
ation, diagnosis or treatment or to accept any other health care or services provided under the Program for
any purpose (other than for the purpose of ciscovering and preventing the spread of infection or contagious
disease or for the purpose of protecting environmental heaith) if such person or his parent or guardian
objects thereto on religious grounds.

119. FREE CHOICE BY COVERED PERSCN AND BY PROVIDER

The concept of freedom of choice applies to both provider and recipient. An eligible person is free to choose
providers of service who meet Program standards and who elect to participate. It is understood that when a
provider has accepted an individual for care he will accept the Program’s policies and reimbursement for

all covered services and/or items which he provides or delivers during that period when, by mutual agreement,
the recipient is under the provider’s care. In this provision of professional services, it is considered auto-
matic that the provider will be bound by the code of ethics governing his profession. The Local Medical
Assistance Unit will assist covered persons in obtaining services if the eligible person cannot locate a provider.

1. INTT 7Y “THEN ~ 1D PROGRAM

The New Jersey Medicaid Program, in order to continue to maintain the integrity of the Program, strictly
prohibits its employees from accepting gifts or gratuities of any kind and of any value from individuals,
representative Provider organizations or institutions who provide services and are reimbursed through the
Program. This includes the prohibition of offers of special employment, consultation fees, and all other
gratuities by a provider, individual or facility.

121. CONFIDENTIALITY OF RECORDS

All medical records, computer data, and other information of covered persons acquired under this Program
shall be confidential and shall not be released by the Program without the written consent of the covered
person or his authorized representative. This shall not preclude the release of statistical or summary data
or information in which covered persons are not, and cannot be identified, nor shall it preclude exchange
of information between individnals or insitutions providing care, Contractors and State or local official
agencies. Disclosure without consent of the covered person shall be limited to purposes directly connected
with the administration of the Program pursuant to Federal and Siate law.
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201.5 Transfer

Transfer is the relinquishing of responsibility for the continuing « -e
of the patient by one dentist and the assumption of such responsibility
by another dentist. Such transfers will require a new authorization
where prior authorization is required. (See Section 202.2 (2))

201.6 Specialist

A. A Specialist is one who is licensed to practice dentistry in the
state where treatment is rendered, who limits his practice solely
to his specialty, which is recognized by the American Dental Associ-
ation, and who, in addition, meets one of the following conditions:

1. In New Jersey, and where required in other states, has obtained
specialty certification from the appropriate agency of the
state where dental services are to be rendered; or,

2. In those states not requiring specialty certification:

a. Is a Diplomate of the appropriate American Dental Associ-
ation recognized Board; or

b. Meets the minimum requirements for that specialty as stip-
ulated by the American Dental Association.

B. Any provider who meets the above-cited qualifications, who desires
specialist reimbursement is required to submit written documentation
to the Prudential Insurance Company, Medical Administration Division,
P. 0. Box 1900, Millville, N.J. 08332. This documentation must be
as follows:

1. In New Jersey, and where required in other states - .a copy
of the specialty certificate/permit issued by the appropriate
agency of the state where dental services are to be rendered;
or,

2. In those states not requiring specialty certification and when
the practitioner is not listed in the Directory of the American
Dental Association under "Character of Practice'" as a specialist:

a. From his Specialty Board indicating his status as a Diplomate;
or,

b. From the American Dental Association stipulating that he
meets the minimum requirements for his specialty.

C. Specialist reimbursement, where appropriate, will be limited to the
following specialties:

Oral Surgery
Endodontics
Pedodor ics
Orthodontics
Periodontics
Prosthodontics

OB W R
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For example:

A. Pain or acute infection from a restorable or a non-restorable
tooth.

B. Pain resulting from injuries to the oral cavity and related
structures.

C. Extensive, abnormal bleeding.

D. Fractures of the maxilla or mandible or related structures or dis-
location of the mandible.

NOTE: When a case of an emergency nature arises and consultation with
the attending practitioner is impossible, due consideration must

be given to the preservation of those teeth that could be in-
volved in the overall treatment plan of the attending practitioner.

PROGRAM POLICIES

Dental Treatment Plan

A. In accordance with good dental practice, a plan of treatment, as
appropriate, shall be developed and describe for all patients on
the Dental Form (MC-10) following an examination. If no treatment
is necessary, this fact must be entered on the Dental Form (Diagnosis).

B. The dental treatment plan not requiring prior authorization may be
reviewed by Dental Consultants of the New Jersey Medicaid Program
to determine its appropriatemness.

C. 1In those instances where prior authorization is necessary, the
Regional Dental Consultant may modify the providers treatment plan
in accordance with the guidelines of the dental aspects of the
New Jersey Medicaid Program. If in the professional judgment of
the provider such modification is not appropriate, he may request
another review by the Regional Dental Consultant. A further review

. the Div: ion's Central Office may be requested through the
Regional Dental Consultant.

D. In any dental treatment plan, the dentist must discuss the proposed
treatment with the patient or responsible person.

E. Consideration for development of a dental treatment plan shall be
based upon the least costly treatment fulfilling the requirements
of the specific situation.

F. AUTHORIZATION FOR A DENTAL TREATMENT PLAN DOES NOT GUARANTEE ELI-
GIBILITY FOR PAYMENT UNDER THE NEW JERSEY MEDICAID PROGRAM. THE
VALIDATION FORM SHOULD BE EXAMINED CAREFULLY ON EACH VISIT TO BE
CERTAIN THE PATIENT IS CURRENTLY ELIGIBLE (Refer to Chapter I).
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EXCEPTION:

2.)

3.)

b.) Extractior in conjunction with the insertion
of an immediate denture when intial impressions
have been taken during the period of eligibility.

c.) Endodontic treatment if pulp has been extir-
pated and treatment aunthorized.

Notwithstanding anything in these regulations to
the contrary, payment may be made for a denture(s)
furnished after termination of eligibility of an
individual where the last tooth in a specific arch
is extracted during the period of eligibility.

A denture, complete or partial may be furnished in
the opposing arch, if appropriate within the guide-
lines of the Program, and authorized in conjunction
with the above denture.

In order to obtain reimbursement for this denture(s),
the primary impression(s) must be initiated within
one hundred twenty (120) days and the denture(s)
inserted within one hundred eighty (180) days after
the extraction of the last tooth. Authorization
procedures set forth in these regulations are
applicable.

Notwithstanding anything in these regulations to the
contrary, payment may be made for an immediate com-
plete denture (and the extractions of teeth incident
to the insertion of that denture) initiated after
termination of eligibility. However, prior authori-
zation must have been obtained during an eligible
period and all preliminary extractions (other than
those extractions done in conjunction with procedure
code 5135) completed during the period of eligibility.

A denture, complete or partial, may be furnished in
the opposing arch, if appropriate within the guide-
lines of the Program, and authorized in conjunction
with the above denture.

In order to receive reimbursement for this denture(s),
primary impression(s) must be initiated within one
hundred twenty (120) days and the denture inserted
within one hundred eighty (180) days after the last
preliminary extraction. Authorization procedures

set forth in these regulations are applicable.

When other health or liability insurance is available, the Medicaid
Program requires that such benefits be utilized first. Supplementa-
tion may be made by the Medicaid Program up to the provider's
customary and usual fee, but the combined total shall not exceed the
amount payable under the Medicaid Program.
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proper interpretation will be returned to the provider for
replacement at no additional cost to the Medicaid Program,
or where appropriate, no reimbursement will be made. When
already reimbursed, recoupment will be made where indicated.

5. All X-ray films must be forwarded to the Dental Consultant
when procedures requiring prior authorization are requested.
It is recommended that the two film packet be used by all
dentists so that they may retain a set of films in their
offices at all times.

6. Post-operative X-rays normally taken at the conclusion of
dental treatment by a dental provider shall be maintained
as part of the patient's dental records (for example -
final X-ray(s) at completion of endodontic treatment,
certain surgical procedures, etc.).

7. All X-rays must be available to authorized representatives
of the New Jersey Medicaid Program. They will be reviewed
by Dental Consultants of the Medicaid Program and/or dentists
representing organized dentistry.

8. It is most important, also, that all X-rays be examined care-
fully by the provider to assure quality care and to make
certain that all necessary treatment has been diagnosed and
completed.

€. Clinical Laboratory Services

"Clinical Laboratory Services' means professional and technical
laboratory services ordered by a dentist within the scope of his
practice as defined by the laws of the state in which he practices
and provided by a laboratory that is qualified to participate
under the Program. Such laboratories include:

1. Independent clinical laboratories, including physician
operated, out of hospital laboratories which perform
primarily diagnostic work referred by other practitioners.

2. Hospital laboratories and laboratories of educational
institutions which provide laboratory services to ambulatory
patients as requested by a licensed practitioner.

NOTE: Services provided by any of the above laboratories must
be billed directly to the Program by the laboratory, and
not by the dentist.

D. Diagnostic Radiological Services

Radiological (X-ray) services other than those ordinarily pro-
vided by a practitioner in his own office may be referred to a
dental specialist who will provide radiological services limited
to his own special field. Radiological services may also be
requested from a physician who is a specialist in radiology or

a qualified hospital facility.

3/78
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203.3 Restorative =2rvices

Restorative treatment is limited to those services necessary to adequately
maintain and restore the integrity and contours of the natural tooth.

A. Filling Restorations

1. Reimbursement for restorations in deciduous teeth is limited
to deciduous cuspids and molars of children up to and including
age nine (9), or in deciduous incisors up to and including age
five (5), but not where exfoliation is imminent.

EXCEPTION: Prior authorization by a Dental Consultant.

2. Reimbursement will only be made when silver amalgam is utilized
for restoration of posterior teeth and silicate cement, composite,
plastic, or acrylic filling material is utilized for the six (6)
anterior teeth in each arch.

EXCEPTIONS:

a. Composite restorations may be provided on the mesial,
occlusal, and buccal surfaces of the first bicuspids; how-
ever, the distal surface may also be provided, but only in
conjunction with the mesial and occlusal surfaces, or

b. Prior authorization by the Dental Consultant.

3. Linings or bases will be provided under all fillings as required
by good dental practice.

4. Reimbursement for an occlusal restoration includes any exten-
sions onto the occlusal one-third (1/3) of the buccal or
lingual surface(s) of the tooth.

B. Crown Restorations

1. Authorization for crowns may be granted only when there is
substantial loss of tooth structure and the condition of the
remaining teeth and supporting tissue justify this treatment.
X-ray studies must be submitted.

2. Generally, temporary (quick cure) acrylic or plastic (pre-
fabricated) crowns or acid etch type restorations only, may be
authorized for badly broken down anterior teeth up to and in-
cluding age fifteen (15). Likewise, preformed stainless steel
crowns may only be authorized for deciduous teeth and permanent
posterior teeth up to and including age seventeen (17).

3. Acrylic or porcelain veneer on metal may be authorized only when
esthetically necessary.

4. Porcelain jackets will not be authorized.

3/78
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203.5

203.6
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h. Periapical pathology which will not be resolved by endodon-
tic therapy alone;

i. A post, post and core, or post-crown which cannot be removed.

NOTE: Apicoectomy should not be performed for convenience. If
endodontic treatment is necessary, but none of the above
conditions exist, reimbursement for the apicoectomy will not
be made.

2. Retrograde filling(s) will be inserted when necessary in conjunction
with appropriate endodontic treatment, but not in lieu of a properly
filled canal.

3. Post-treatment X-rays are required. .

Periodontal Treatment

A.

Periodontal treatment may be authorized on a very selective basis.
A detailed description of the condition, including radiographs must
be submitted to the Dental Consultant.

When requesting periodontal treatment, consideration should be given
to the age and health of the patient, the amount of bone loss, the
condition of the remaining dentition, the desire, ability and
motivation of the patient to follow through with necessary home

and follow-up care, and the prognosis, i.e., will the requested
treatment preserve the remaining teeth for an appreciable length

of time.

Prosthodontic Treatment

A.

Fixed
Fixed bridges will not be authorized.
Removable

1. Dentures, both partial and complete, may be authorized when
submitted evidence indicates masticatory deficiencies likely
to impair the general health of the patient. Prefabricated
dentures or dentures that are temporary in nature are not
reimbursable.

2. The following factors should also be considered when requesting
authorization for dentures (including immediate dentures):

a. Age, school status, employment status and rehabilitative
potential of the patient (e.g., provision of dentures

will enhance vocational placement);

b. Medical status of patient (nature and severity of disease
or impairment) and psychological predisposition;
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10.

b. Dental history reveals that a ¢ \ture was provided through
i y New Jersey State, County, or Municipal Agency in the
five (5) year period prior to the date of the current
request, or

c. Repair, relining, or rebasing (jumping) of the patient's
present denture will make it serviceable.

Denture relining, rebasing (jumping) or repairing (other than
as noted in Section 203.6 B.4. and 5.) are reimbursable.

NOTE: The fee will include all necessary adjustments for a
six (6) month period following insertion for relining
and rebasing and three (3) months for repairs.

The patient's name (first and last names or where space is a
factor, first initial and last name) must be processed into
all dentures during the original fabrication or where possible
during any subsequent processing procedure (repair, reline,
rebase, etc.). The Social Security number should also be
included if space permits.

Exodontia and Oral Surgery

A.

Exodontia

1.

Extraction of teeth other than those classified as non-restorable

requires prior authorization (see Section 202.2 (1))

NOTE:

Where any extraction is being considered which will necessi-
tate the insertion of a dental prosthesis, prior authorization
is mandatory. Reimbursement for such an extraction(s)
rendered without appropriate authorization will be denied, or
if already paid, reimbursement will be recovered.

Due - the rule limitir the author: ition of denture(s)
(refer to Section 203.6 B.8.b.) it may be impossible to
replace a denture(s) following such extraction(s). There-
tore, careful consideration should be given to the condition
of teeth,

1.) Prior to a request for dentures initially, and,

2.) Prior to any extraction which would jeopardize an
existing denture.

When any extraction is to be performed in conjunction with
or during orthodontic treatment, the dentist must determine:

1.) That such orthodontic treatment has been authorized
through the Office of the Dental Director, Division of
Medical Assistance & Health Services. (The Regional
Dental Consultant or the Office of the Dental Director
may be contacted for this information.)
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c. When the dentist performing the dental service (attenc ag
dentist) also administers the general anesthesia, then
procedure code 9220 (see Section 401.10) only is used and
reimbursement will be limited to one (1) general anesthesia
charge per visit.

d. When general anesthesia is administered by a dentist whose
sole function is to administer general anesthesia, such
service is reimbursable provided: %
1.) Anesthetic management is necessary to perform restorative
dentistry alone or restorative dentistry in conjunction
with other dental services.

2.) Special general anesthesia codes are utilized (see
Section 401.10), »

3.) An anesthesia record is maintained and submitted along with
both the Dental Forms (MC-10) for anesthesia and treatment.

NOTE: 1. The anesthesia record submitted must show elapsed
anesthesia time, pinpoint the time and amounts of
drugs administered, pulse rate and character,
blood pressure, respiration, etc.

2. Elapsed anesthesia time means the time from
induction of the general anesthesia to the com-
pletion of the operation, or in other words, table
(chair) time only.

e. Authorization of general anesthesia is not required in con-
junction with an emergency procedure.

Intravenous Sedation: The administration of intravenous sedation
may be authorized for reimbursement subject to the following
conditions:

a. Such sedation is administered continuously during the opera-
tive - su:. .cal procedure.

NOTE: No reimbursement will be made for injections given as
pre-operative medication.

b. Necessity for same is demonstrated.

c. Person administering the intravenous sedation is a dentist
satisfying all rules and regulations as established and
has such written certification (permit) as may be required
by the State of New Jersey or the State in which the pro-
cedure is being performed.

d. There can be only one charge for intravenous sedation per
visit.
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All practitioners licensed or authorized to prescribe by the

State of New Jersey, and who comply with all rules and regulations
of the New Jersey Health Services (Medicaid) Program are eligible
to prescribe for eligible Medicaid recipients. Out-of-State .
practitioners may prescribe under this Program, as herein out-
lined, if they meet the same requirements in their state.

The New Jersey Medicaid Program has an approved Generic Form-
ulary. The prescriber should give preference to non-proprietary
or generic named drugs of equal therapeutic effectiveness if
available at a lower cost than proprietary or brandnamed drugs.

When prescribing a brandnamed drug, the prescriber must indicate
either "Formulary Alternate Permitted” or "Dispense as Written"
(may be abbreviated "FAP" or "DAW'") on each written or telephoned
prescription.

2. The practitioner's Individual Medicaid Practitioner Number (IMP
Number) must appear on all prescriptions, and must be given to the
pharmacist with all telephone orders. The appearance of this
number in addition to the practitioner's name serves to expedite
the mechanical aspects of processing the prescription claim. This
requirement is a necessary and efficient step in computing each
claim.

3. Patient's full name, address, and age must appear on prescription.
4. Dosage and directions.

The practitioner must include specific directions on all drug
prescriptions or the prescription will not be eligible for payment.
Examples of non-acceptable directions are '"prn', "as directed",

"ad 1ib", etc. '

Exception:

a. Topical application
b. Aerosol inhalers

¢. Nitroglycerin, or

d. Pharmacy items for which specific directions for use are
seldom possible.

5. The choice of prescription drugs remains at the discretion of the
prescribing practitioner. However, the practitioner should be
aware that pharmacies will not receive payment for certain prescrip-
tion drugs. (See paragraph 8. of this section)

When prescribing a trade name multi-source drug product f~- =—hi-~h
a Maximum Allowable Cost (MAC) limitation has been establisneu vy
the Pharmaceutical Reimbursement Board, Department of Health,
Education and Welfare, "limitation shall not apply in any case
where a physician certifies in his own handwriting that in his
judgment a specific brand is medically necessary for a particular
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Prescribed anon-legend drugs unless specifically listed in
Appendix B {Ajtlowzble Non-Legend Drugs). (Appendix B is
furnished separately as a loose-leaf section of the New Jersey
Blue Cross Drug Code Register) The Register is available

from Blue Cross.

Food supplements, milk modifiers, infant formula, and
therapeutic diets.

EXCEPTION:

Protein replacements, See Section G. (Services Requiring
Prior Authorization)

Methadone when used for drug detoxification or addiction.
Drugs for which final orders have been published by the

Food and Drug Administration, withdrawing the approval of
their New Drug Application (NDA).

9. Telephoned Original Prescriptions

a.

Prescriptions may be telephoned to the pharmacist when in
accordance with all applicable Federal and State laws and
regulations, and must include prescriber's Individual
Medicaid Practitioner Number (IMP Number) (See Section 203.9
D.2.)

When a physician chooses to certify "Brand Necessary" or
"Dispense as Written" or a MAC listed drug product, he must
submit a written prescription order to the pharmacist, con-
taining the certification within seven (7) days of the date
of the telephone order. The prescription must be retained
by the pharmacist as the original prescription. Failure to
comply will result in the claim for that prescription to be
reduced to the MAC reimbursement level.

NOTE:

For drugs listed in the New Jersey Medicaid Formulary, the
prescriber must indicate either "Formulary Alternate Permitted"
(FAP) or '"Dispense as Written'" (DAW) for each prescription
transmitted. Thken, the pharmacist shall transpose this
information onto the written prescription.

10. Prescription Refi;l

a.

Refill instructions must be indicated by the practitioner on
his origiral prescription.

Te. ‘hone orders for refills are not permitted.

Prescriptions are limited to a maximum of two refills within
a six month period. If additional quantities of the same
medications are required, a new prescription must be written
by the practitioner.
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11.

EXCEPTION:

Vitamins and vitamin/mineral combinations originally pre-
scribed for a one hundred (100) days supply may be refilled
two (2) times within one year.

c. Refill instructions indicating "'refill PRN" or indicating
more than two refills will be honored for payment only up
to the limits imposed in paragraph b. above.

Medical/Dental Supplies

Medical/Dental supplies and equipment and other devices that are
essential for the patient's medical/dental condition are allow-
able unless otherwise available at no charge from community
resources (i.e., The American Cancer Society, service organizations,
etc.). A personally signed legible and dated order by the
practitioner is required.

Following receipt of a prescription from the dentist, prior
authorization from the Local Medical Assistance Unit must be
obtained by the provider (pharmacist or medical supply dealer)
for certain medical/dental supplies. Therefore, the practitioner
must be prepared to certify and document medical/dental necessity
to the Dental Consultant.

Normally, claims for items under $30.00 require no prior authori-
zation (unless specifically required in the Provider Manual and/or

HSP Newsletters).

EXCEPTION:

Oral Hygiene Devices require prior authorization regardless of
cost.

NOTE:
a. Consideration for authorization shall be based on the least
costly appl: 1ce fulfilling the requirements of the specific

situation.

b. Standard tooth brushes, dental floss, etc. are personal
hygiene items and therefore not reimbursable.
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Item 3

Item 4

Item 5

Item 6

Item 7

Item 8

Item 9

Item 10

Health Services Program Case No.: Enter patient's H th
Services Case Number exactly as it appears on the
Validation Form or Medicaid Eligibility Identificatior “ard.

Patient Person No.: Enter number as it appears cn the

Validation Form or Medicaid Eligibility Identif‘~~tion

Card. Patient Person numbers 1 through 9 must ve shown
as 01, 02, 03, etc.

Age: Enter patient's age in full years as attained at
last birthday.

Sex: Indicate the patient's sex by placing an X in the
appropriate box.

Other Dental Insurance: Indicate other dental health
insurance coverage by entering an X in the appropriate box.

No Fault Auto Coverage: Indicate by placing an X in the
appropriate box if the treatment was necessary as a result
of an auto accident.

If answer is yes to either question, attach a copy of the
explanation of payment or the decline notice from the
appropriate insurance carrier. If no payment has been
received, a complete report of the current status of the
claim should be attached.

NOTE: C(Claims collectible under the New Jersey 'No Fault"
Law are not reimbursable under the New Jersey
Medicaid Program, however, supplemental payments
can be made if the provider has received less than
he would obtain from the Medicaid Program.

Illness or injury - employment related or injury due to
automobile accident: Indicate if patient's illness or
injury is employment related or result of auto accident by
entering an X in the appropriate box. If yes is indicated
‘ y it related questions, enter t] nar and |Id

ot the employer.

Place of Service: Indicate the place of service by
placing an X in the appropriate box.

EPSDT Program Referral

This question must be answered for recipients under
twenty-one (21) years of age.

Early Periodic Screening, Diagnosis and Treatment (EPSDT),
is an aspect of the Medicaid Program which ensures that
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Fee Requested: The provider MUST indicate his usual and
customary charge for each procedure. Each charge should
contain six numerals.

EXAMPLES: $1.00 written as 0001.00
§20.00 written as 0020.00
$300.00 written as 0300.00

Amount B, Code and Jam: DO NOT USE. These spaces for
contractor use only.

Tooth Code: Identify tooth treated by utilizing tooth
numbers from Dental Chart (Item 15 G)

Surface: Indicate each surface treated for each procedure.
Use abbreviations as shown in Item 19.

Description of Service: Briefly describe service rendered.
Include materials used and all pertinent information using
the abbreviations shown in Item 19 as appropriate.

Authorization for Services Only: DO NOT USE.

The Dental Consultant will indicate by initials, date and
possibly by a line connecting initials those services which
are authorized and, therefore, reimbursable under the

New Jersey Medicaid Program. Refer to Exhibit A. at end

of Chapter III.

Service Denied: The Dental Consultant will indicate by an
X in this column those services which are denied. The
service itself will not be lined out by the Dental Con-
sultant. Refer to Exhibit A. at end of Chapter III.

Complete Dental Chart accurately and in detail: Indicate
missing teeth, extractions, restorations to be placed
indicating all areas where treatment is proposed or has
been completed as noted above.

Item 16 - Diagnosis(es): Enter a diagnosis for those procedure
codes prefixed with a "d" in Chapter IV. Where possible,
select the diagnosis from the International (Classification
of Diseases (Adapted for use in the United States), as
published by the United States Department of Health,
Education and Welfare. (Do not confuse the diagnosis
with the patient's complaint or symptoms - pain, swelling,
etc. is not acceptable as a diagposis).

Item 17 - Referral: Indicate in the appropriate box whether this
patient was a referral from another practitioner. If yes,
the name and Individual Medicaid Practitioner Number (IMP
Number) of the referring practitioner must be provided.

Item 18 - Remarks: This space is for provider use, should a remark
be necessary. Place ap X in this box if additional informa-
tion is attached.
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Hov ‘er, the group will = required to 1iter the IMP Number
of the practitioner who personally performed the services
represented on the claim. If a claim covers services per-
formed by more than one practitioner, the IMP Number of any
one of the performing practitioners will be accepted.

F. The Dental Form (MC-10) is available from the Medicaid Claims Division,
Prudential Insurance Company, P. 0. Box 1900, Millville, New Jersey
08332.

300.3 Billing Imnstructions

A. Routine Dental Services

1. After the routine dental services are completed, have the
patient (or his authorized representative) sign the Dental
Form (MC-10), Item 22. The provider must also personally sign
and date the Dental Form (MC-10), Item 23.

2. The top copy (Contractor's) of the Dental Form (MC-10) should
be forwarded to:

Prudential Insurance Company of America
Medicaid Claims Division

P. 0. Box 1900

Millville, New Jersey 08332

The second copy (Provider's) should be retained by the
provider.

3. REQUEST FOR PAYMENT MUST BE RECEIVED WITHIN NINETY (90) DAYS
OF THE LAST TREATMENT DATE.

B. Authorized Treatment Plans

1. After previously authorized treatment plans are completed, the
patient (or his authorized representative) must sign the
Dental Form (MC-10), Item 22. The provider must also
personally sign and date the Dental Form (MC-10), Item 23.

2. The top copy (Contractor's) of the Dental Form (MC-10) should
be forwarded to:

Prudential Insurance Company of America
Medicaid Claims Division

P. 0. Box 1900

Millville, New Jersey 08332

The second copy (Provider's) should be retained by the provider.

3. REQUEST FOR PAYMENT MUST BE RECEIVED WITHIN NINETY (90) DAYS
OF THE LAST TREATMENT DATE

NOTE: When the provider submits a Dental Form (MC-10) for
payment before completion of the prior authorized
treatment plan because the recipient has not returned
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Claims may be submitted monthly or quarterly until the authorized
treatment is completed.

5. REQUEST FOR PAYMENT MUST BE RECE™™™ WITHIN NINETY (90) DAYS OF T. _
LAST TREATMENT DATE ON EACH CLAIm.
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MAXL.IUM ALLOWANCE

S s NS
0252 Two views ' 15. 15.
0253 Three or more views 20. 20.
0310 Sialography only 15. 15.
0311 Sialography - inclu ng injection of contrast 30. 30.
material (filling and/or emptying phases)
*0330 Panoramic radiograph = maxillary and mandibular - 10. 10.
single film
#0340 Cephalometvic radiograph 10. 1G.
#0341 Cephalometric radiograph, including tracing 15. 15.
MISCELLANEOUS DIAGNOSTIC PROCEDURES
Biopsy = See Codes number 7285 and 7286
%0470 Diagnostic casls, per cast. Casts must have 8. 7.
bases and be trimmed to permit atticulation
#0471 Diagnostic photographs or slides, per view 1. L.
401.2 "PREVENTIVE"
DENTAL PROPIVLAXIS
Dental prophylaxis is the removal of calculus
and stains from the exposed and unexposed sur-
Taces of the teeth by scaling and polishing and
is limited to once every six (b} calendar
months unless prior authorized.
1110 Patients over ftifteen (15) years of age, maxil- 11. 10.
lary and mandibular arches.
1111 Patients over fifteen (15) years of age, maxil- 5.50 5.

lary or mandibular arch (ccde to be used 1f
patient is edentulous in opposing arch)

1120 Patients up to and including fifteen (15) years 8. 7.
ot age, maxillary and mandibular arches

ADDITIONAL SCALING

Scaling over and above that necessary under
prophylaxis above. The calculus must be abnor-

mal and visible to the Dental Consultant on '
X-ray(s). Such scaling must require an

additional visit and MUST be prior authorized.

%1150 Patients over fifteen (15) years of age, maxil- 11. 10.
lary and mandibular arches
*1151 Patients over fifteen (15) years of age, maxil- 5.50 5.

lary or mandibular arch {code to be used if
patient is edentulous in opposing arch).
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MAXTMUM ALLOWANCE

5 S NS
AMALGAM RESTORATTONS
1. Reimbursable only when silver amalgam is
utilized for restoration of posterior teeth.
Exception: Prior authorization by a Dental
Consultant.
2. Procedure code must be selected on the basis
ot the number of surfaces restored per
individual tooth (not on the basis of
individual fillings), therefore, the fee for
any surface will include one or more restor-
ations on that surface.
3. Only one code is reimburable per tooth.
4. Reimbursement for an occlusal restoration in-
cludes any extensions onto the occlusal one-
third of the buccal or lingual surface(s) of
the tooth.
2110 One surface - deciduous 7. 6.
2120 Two surfaces - deciduous 13. 12,
2130 Three surfaces - deciduous 18. 17.
2131 Four (or more) surfaces - deciduous 21. 20.
2140 One surface - permanent 7. . 6.
2150 Two surfaces - permanent 13. 12.
2160 Three surfaces - permanant 18. 17.
2161 Four (or more) surfaces - permanent 21. . 20.

SILICATE, ACRYLIC, PLASTIC OR COMPOSITE RESTORATIONS

Reimbursement will ouly be made when silicate

cement, composite, plastic, or acrylic filling
material is utilized for the six (6) anterior

teeth in each arch. (Teeth numbers 6 through

11 and 22 through 27 and/or C through H and

M through R).

EXCEPTIONS:

1. Composite restorations may be provided on
the mesial, occlusal and buccal surfaces of
the first bicuspids; however, the distal
surface may also be provided but only in
conjunction with the mesial and occlusal
surfaces, or

2. When so autliorized by the Dental Consnltant.
When access to au inter-proximal cavity is gained

by involvement of a second surface, rveimbursement
will be permitted for only one restoration.
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«2710

*2711

w2720

*2722
*2750
w2752
*2790
%2792
%2810
%2830

#2840

%2891
#2892
%2893
%2894

2895
%2896

OTHER

Authorization «ill be granted only when sub-
stantial loss of tooth structure cxists and
condition of rewnining teeth and supporting
tissues justity this treatment.

Acrylic or porceiain veneer or metal will be
authorized only when esthetically necersary.

Plastic (acvylic or vinyl) (Laboratory
processed)

Polycarbonate - pretabricated - generally
authorized only ftor deciduous and permanent
anterior teetl, up to and including 15 vears
of age.

Plastic processcd to gold (acrylic or vinyl
veneer)

Plastic processed to semi-precious metal
Porcelaia fused to gold

Porcelain fused Lo semi-precious wetal

Gold (full cast)

Semi-precious metal (full cast)

Gold (3/4 cast)

Stainless steel -~ generally authorized only
for deciduous teeth and permanent posterior
teeth up to and including 17 years of age.
Temporary acrylic (quick cure) for fractured
tooth - not ip conjunction with anv other
restorative procedire on same tooth

Cast post and core - independent of crown -
in addition tu crown

Preformed dowel or post and built up core of
composite or amalgam - in addition to crown
Prefabricated post and core - in addition 1o
crown

Preformed dowel or post

Preformed dowel or post including cementation
Built up core of composite or amalgam in con-

junction with cudes 2951, 2952, or 2953.

RESTORATIVE SERVICES

2910
2920
2951
2952
2953
2954

2960

Recement inlay

Recement crown

Reinforcement pins, one pin
Reinforcement pins, two pins
Reinforcement pins, three or more pins

Reinforcement band, including cementation, not
reimbursable as an adjunct to any reimbursable

filling procedure on that tooth
Acid etch for restoration (Reimbursable in

conjunction with codes 2323 through 2326 and

2353 only.)
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86. 75.
35. 30.

144, 125.

132. 115.

161. 140.

150. 130.

127. 110.

115, 100.
81. 70.
35. 30.
23. 20.
52. 45,
34. 30.
34. 30.
14. 14,
21. 20.
12. 10.

7. 6.
7. 6.
4, 3.
7. 6.
10. a,
18. 16.
11. 10.
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PER1APICAL SERVICES

or complete details, see Section 203.4 E.

picoectomy will be considered for authori-
zation and reimbursement only if one or
ore of the following conditions exist:

1. Overfilled canal (previously treated tooth),

2. Canal cannot be filled properly because of
excessive root curvature or calcification,

3. Fractured root tip that cannot be reached
endodontically,

4. Broken instrument in canal,
5. Perforation of apical third of canal,

6. Broken root canal filling lying free in
periapical tissues and acting as an
irritant,

7. Periapical pathology not resolved by
previous endodontic therapy,

8. Periapical pathology which will not be
resolved by endodontic therapy alone,

9. A post, post and core, or post-crown
which cannot be removed.

NOTE 1: Apicoectomy should not be performed
for convenience. If endodontic treatment is
necessary, but none of the above conditions
exist, authorization for the apicoectomy will
not be granted,

NOTE 2: When more than one apical curettage
and/or apicoectomy is performed through the
same operative incision, the maximum amount
reimbursable by the New Jersey Medicaid Program
shall be amount specified in this schedule with
the greater allowance, plus one-half (1/2) of
the amounts specified for each ¢f the other
procedures.

NOTE 3: Retrograde filling(s) will be inserted
when necessary in conjunction. with appropriate
endodontic treatment, but not in lieu of a pro-
perly filled canal.
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%5216
%5218

%5232
* 33

%5252
%5253

%5282
%5283

axillary or mandibular, with two cast chrome
cobalt clasps with rests, resin base

Maxillary
Mandibular

Maxillary or mandibular with cast chrome cobalt
alloy bar (palatal/horsehoe or lingual) and two
cast clasps and rests, resin base

Maxillary
Mandibular

Maxillary or mandibular with cast chrome cobalt
alloy bar (palatal/horseshoe or lingual) and
two cast clasps and rests, cast base

Maxillary '
Mandibular

Unilateral partial denture, cast chrome cobalt
alloy with two cast clasps and rests, cast base

Maxillary
Mandibular

ADDITIONAL UNITS FOR PARTIAL DENTURES

%5310

%5312
%5313
*5315

Each additional cast chrome cobalt alloy
clasp and rest

Each additional wrought gold clasp and rest
Each additional buccal or facial arm clasp
Immediate replacement of anterior teeth in
conjunction with partial dentures (codes 5211
through 5283 only) in addition to denture,’
maximum six (6) teeth, per tooth.

ADJUSTMENTS TO DENTURE Other than dentist providing

5411
5412

5421
5422

denture or after the required
period of post delivery care

(e.g., new dentures, relines,
rebases - six (6) months; re-

pairs - three (3) months, etc.

Complete Dentures

Maxillary
Mandibular

Adjustments to Partial Denture

Maxillary
Mandibular
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161.
161.

213.
201.

230.
219.

86.
86.

s NS

140.
140.

185.
175.

200.
190.

75.
75.

15.
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S $ NS

REPATRS TO DENTURES

Repairs include adjustments for three (3) months.

Prior authorization is not normally necessary

when Medicaid reimbursement for a repair to a

denture does not exceed thirty-four dollars ($34) -

non-specialist fee, or thirty-nine dollars ($39) -

specialist fee.

Repairing broken complete denture with no teeth

damaged
5611 Maxillary 18. 16.
5612 Mandibular 18. 16.

Repairing broken partial denture with no teeth

damaged
5616 Maxillary 18. 16.
5617 Mandibular . 18. 16.

Repairing broken complete denture, and in

additional, replacing one tooth
5621 Maxillary 24. 21.
5622 Mandibular 24. 21.
5630 Replacing additional teeth, each tooth 5. 5.

Repairing broken partial denture, and in addition,

replacing one tooth
5623 Maxillary 24. 21.
5624 Mandibular 24. 21.
5630 Replacing additional teeth, each tooth 5. 5.

Replacing broken tooth on complete denture (no

other repairs) first tooth

41 1 dllary 18. .

5642 Mandibular 18. 16.
5630 Replacing additional teeth, each tooth 5. 5.

Replacing broken tooth on partial denture (no

other repairs) first tooth
5643 Maxillary 18. 16.
5644 Mandibular 18. 16.
5630 Replacing additional teeth, each tooth 5. 5.

3/78

Adding tooth to partial denture (resin or cast)
to replace extracted tooth not involving clasp
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5651
5652
5630

%5654
%5655
*5630

%5661
%5662
*5630

5671
5672

5681
5682

5683
5684

*5685
%5686
%5687

%5695

3/78

or abutment tooth - attachment with resin
only, first tooth

Maxillary
Mandibular
Replacing additional teeth, each tooth

Adding tooth to cast partial denture - addi-
tional casting welded to original case - resin
attachment of teeth, first tooth

Maxillary
Mandibular
Replacing additional teeth, each tooth

Adding tooth and new cast chrome cobalt alloy
clasp and rest to partial denture following
extraction of abutment tooth

Maxillary
Mandibular
Adding additional teeth, each tooth

Reatcaching undamaged clasp on denture

Maxillary
Mandibular

Replacing damaged clasp with new cast clasp
on denture

Maxillary
Mandibular

Repairii  broken clasp by adding buccal/fac |
or lingual clasp arm only

Maxillary
Mandibular

Adding Steele's facing and backing to cast
partial denture - additional casting welded to
original case,; first tooth

Maxillary

Mandibular

Each additional tooth (in conjunction with
codes 5685 and 5686 only)

Welding in addition to repair procedure
(Exception - codes 5654, 5655, 5685, and 5686
which include welding) limit two (2) per
denture.
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29. 25.
29. 25.

5.

46. 40.
46. 40.

5.

40. 35.
40. 35.
5.
21. 18.
21. 18.
32. 28.
32. 28.
26. 23.
26. 23.
53. 46.
53. 46.
22. 19.
8.






401.7 "PROSTHODONTICS - FIXED"

ABUTMENTS

See Codes 2710 through 2810.

PONTICS
%6210 Cast gold
%6212 Cast semi-precious

%6225 Cast gold pontic for Steele's facing, Tru-
pontic pin facing, etc.
%6226 Cast semi-precious pontic, etc. (See code 6225)
*6240 Porcelain fused to gold
%6242 Porcelain fused to semi-precious metal
%6250 Plastic processed to gold
%6252 Plastic processed to semi-precious metal
REPAIRS
%6610 Replacing broken pin facing with slotted or
other facing
*6620 Replacing broken facing where post is intact
%6630 Replacing broken facing where post backing is
broken
%6640 Replacing broken facing with acrylic resin
(office procedure - quick cure - filling
material, etc.)
*6645 Replacing broken facing with acrylic resin
(laboratory procedure)
OTHER PROSTHODONTIC SERVICES - FIXED
6930 Recement bridge - one abutment
6931 Recement bridge - two or more abutments
6970 Recement facing
%6999 Any other uncoded Prosthodontic - fixed service
401.8 "EXODONTIA AND ORAL SURGERY"
In the event that the oral surgery service to be
performed is of an emergency nature and pr »r
authorization is normally required but not feas-
ible, then the Dental Form (MC-10) with al
necessary information should be forwarded to the
Dental Consultant for authorization prior to
submission for reimbursement.
EXODONTIA

3/78

Reimbursement for dental extraction(s) will in-
clude local anesthesia, indicated alveoplasty,
and routine post-operative care.
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76. 66.
64. 56.
90. 78.
78. 68.

115. 100.
104. 90.
90. 80.
81. 70.
23. 20.
20. 17.
31. 27.
17. 15.
35. 30.

8. 7.
14. 12.

8. 7.
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%7280 irgical exposure of impacted or unerupted 54. 47.
tooth for orthodontic reasons, including wire
attachment.
%7281 Surgical exposure of impacted or unerupted 30. 26.
tooth to aid eruption, etc.
d7285 Biopsy, oral tissue-hard; independent proce- 30. 26.
dure (laboratory must bill separately.)
d7286 Biopsy, oral tissue - soft; independent proce- 18. 16.
dure (laboratory must bill separately.)
ALVEOPLASTY AND/OR ALVEOLECTOMY (SURGICAL PREPARATION
OF RIDGE FOR DENTURES)
%7320 In edentulous areas only, per sextant 29. 25.
STOMATOPLASTY - Including revision of soft tissues
on ridges, muscle reattachment,
tongue, palate, and other oral soft
tissues (complete description in-
cluding size and position must be
submitted).
%7340 Stomatoplasty - uncomplicated, including 30. 26.
management of hypertrophied and hyperplastic
tissue, per sextant
%7345 Stomatoplasty - including ridge extension and 61. 53.
management of hypertrophied and hyperplastic
tissue, per sextant
%7350 Stomatoplasty - complicated - including ridge 79. 68.
extension and management of hypertrophied
and hyperplastic tissue and including soft
tissue grafts, per sextant
SURGICAL EXCISIC
EXCISION OF CICATRICIAL, FIBROUS, INFLAMMATORY
OR CONGENITAL CYSTIC LESION (to include lesions
of skin, subcutaneous membrane or mucous mem-
brane, including pyogenic granulomata and
operculi).
d*7410 Excision - lesion diameter up to and including 30. 26.
1.25 cm.
d*7420 Excision - lesion diameter over 1.25 cm. up to 42, 37.
¢ 1 including 3 cm.
d*7421 Excision - lesion diameter over 3 cm. 100. 86.
EXCISION OF BENIGN TUMORS
d*%7430 Lesion diameter up to and including 1.25 cm. 30. 26.
d*7431 Lesion diameter over 1.25 cm. up to and 42. 37.
including 3 cm.
d*7432 Lesion diameter over 3 cm. 100. 86.
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TREATMENT N¥ FRACTU IS

%7605
#7606

#7607

*%7611
%7612
*%7615

*%7705
*%7706

*%7707

*%7708

*%7709
*%7711
*e77
k7S
*%7777
*%7778
**7779

*%7780

*%7785

*%7786

Open reduction involves the dissection of tissues

and/or the visual inspection of the fracture site.

Maxilla, simple or compound, no reduction
Maxilla, closed reduction; teeth, if present,
immobilized

Maxilla, open reduction; teeth, if present,
immobilized

Maxilla, (complicated), open reduction;
multiple surgical approaches (three (3) or|
more), fixation, traction, head-frame,
mulitple internal and/or external fixation,
head cap, etc.

Maxilla, reduction and/or stabilization with
circumferential wiring in one arch.

Maxilla, reduction and/or stabilization with
circumferential wiring in two arches.
Maxilla, alveolar fracture; reduction with

wiring, application of arch bar or splint, etc.

Mandible, simple or compound, no reduction
Mandible, closed reduction; teeth, if present,
immobilized

Mandible, open reduction; teeth, if present,
immobilized

Mandible, (complicated) open reduction;
multiple surgical approaches (three (3) or
more), including internal fixation, inter-
dental fixation, skeletal pinning with extra-
oral fixation, etc.

Mandible, reduction by skeletal pinning with
external fixation

Mandible, reduction and/or stabilization with
circumferential wiring in one arch

Manc »le, reduction 1d, - stabil tion with
circumferential wiring in two arches
Mandible, alveolar fracture; reduction with

wiring, application of arch bar or splint, etc.

Malar and/or zygomatic arch, simple or com-
pount, no reduction

Malar and/or zygomatic arch, closed reduction
(including towel clip technique)

Malar and/or zygomatic arch, depressed, open
reduction

Malar and/or zygomatic arch, complicated, de-
pressed, open reduction with internal skele¢ al
fixation and multiple surgical approaches
Debridement of fractured alveolar process
(per arch)

Surgical Stent
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30. 26.
121. 105.
182. 158.
242, 210.
121. 105.
182. 158.
92. 80.
30. 26.
121. 105.
242. < 0.
303. 263.
145. 126.
121. 105.
182. 158.
92. 80.
30. 26.
42, 37.
12]. 105.
236. 205.
29. 25.
50. 43.
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d**7999 Any other uncoded oral surgery service 1C IcC
(describe completely)
401.9 "ORTHODONTICS"
APPLIANCES FOR TOOTH GUIDANCE
#8110 Removable 69. 60.
#8120 Fixed or cemented 69. 60.
%8130 Adjustment - (maximum ten (10) visits), 6. 5.
per visit
APPLIANCES TO CONTROL HARMFUL HABITS
%8210 Removable 69. 60.
#8220 Fixed or cemented 69. 60.
%8230 Adjustment - (maximum ten (10) visits), 6. 5.
per visit
RETENTION APPLIANCES - ORTHODONTIC RETAINING APPLIANCES
(Following comprehensive treatment by a pre-
vious dentist)
*8310 Removable 69. -
%8320 Fixed or cemented 69. -
%8330 Adjustment - (maximum twelve (12) visits) 6. -
per visit
COMPREHENSIVE ORTHODONTIC TREATMENT
Case type -~ fixed or removable appliances -
(Itemize fee for diagnostic procedures and
formal treatment separately; also indicate
anticipated time under treatment) - (Maximum
treatment plus retention - three years)
%8410 Appliances 126. -
*8420 1st through 12th month of treatment (to 28. -
start on day insertion of appliance(s) is
completed), per month
%8430 13th through 24th month of treatment, per 28. -
month
*8440 25th through 30th month of treatment, per 21. -
month
*8450 31st through 36th month (maximum of treatment) 11. -
per month
%8999 Any other uncoded orthodontic service, by IC IC

report
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and treatment must accompany this record
to permit authorization »>r reimbursement.
#9235 Intravenous Sedation (See Section 203.9 A.4.) 10. 9.
PROFESSTONAL CONSULTATION
(Diagnostic service provided by a dentist other
than practitioner providing treatment) Complete
report must be available (See Section 201.7)
d9310 Consultation, per case 21. 18.
PROFESSIONAL VISITS
9410 House visits, 1in addition to fee for service 5. 5.
provided
9411 Long term care facility visits, in addition to 5. 5.
fee for service provided. This fee is reimbursed
only once per trip per facility regardless of
number of patients examined or treated.
9412 Hospital visits, in addition to fee for service 5. 5.
provided.
INJECTIONS
d9610 Therapeutic drug injectioﬁ (see Section 203.9 B.) 2.50 2.50
d**9611 Injection of one or more muscles of mastication  13. 11.
in conjunction with treatment of T.M.J. dys-
function
#%9612 Infiltration and/or nerve block for diagnostic 13. 11.
purposes or purposes other than anesthesia in
conjunction with operative or surgical procedure.
MISCELLANEOUS SERVICES
9910 Application of desensitizing medicaments 6. 5.
*%9915 Stabilization of teeth (trauma), per tooth 11. i0.
d%%9999 Other uncoded services (where no code number I1C Ic

exists or existing code is not precisely
applicable). Complete description of con-
dition and proposed treatment must be submitted.
By report.
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