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SUBJECT: CCS/GHPP RATE INCREASES FOR DENTAL SERVICES 

This is to inform CCS county programs that reimbursement rates for dental


procedures have been increased for services provided on or after

August l' 2000, as required by the 2000-2001 Budget Act. The rate increase

primarily targets children's and specialty dental procedures and applies to

services reimbursed by both CCS and Medi-Cal. The average percentage

increase of the revised reimbursement rates is 82.8 percent over the previous

rates.


Denti-Cal claims that are currently processed by Delta Dental will automatically

reflect this rate increase. Dental claims for CCS-only clients that are currently


processed by Electronic Data Systems (EDS) will automatically reflect the rate

increase for orthodontic service codes Z5438 through Z5470.


Claims for cases Z5438 through Z5470 with dates of service on or after

August 1J 2000, that were processed by Delta Dental or EDS before the increase

was implemented will be automatically adjusted. Providers will receive a

retroactive reimbursement check and Explanation of Benefits for those services.


CCS county programs whose CCS-only claims are not paid by EDS or who have

been transitioned to EDS claims processing after August l' 2000, are required to

adopt the new rate increases. The rate increase should be applied retroactively

for services provided on or after August l' 2000.


For counties paying their own claims, retroactive adjustments must be made.

Instruct the provider to supply a copy of the original paid claim and county

documents that verify payment for the services, (e.g., remittance advice). This
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documentation is all that is required for the CCS county program to reprocess 
claims based on the date of service and the appropriate percentage rate. 

As a reminder, code Z5418, which represents a summary total of all other dental 
services provided on a given date of service, must continue to be manually 
priced by county CCS or State Regional or GHPP office staff. The rates for 
services are referenced in the enclosure. 

A copy of the "Denti-Cal Schedule of Maximum Allowances" specifying the rate 
increase is enclosed as well as a listing of orthodontic service codes indicated 
the new rates. 

If you have any questions, please contact your Regional Office Administrative 
Consultant. 

~w~ ~~ ~ 

Maridee A. Gregory, M.D., Chief 
Chjldren's Medical Services Branch 

Enclosures 



DENTI-CAL SCHEDULE 

OF MAXIMUM ALLOWANCES 

Effective August 1, 2000 

1. Fees payable to providers by Denti-Cal for covered services shall be LESSER of:


a. the fee charged by the provider


b. 	 the charges for dental services shall be reimbursed in accordance with the

Department of Health Services maximum reimbursement rates as follows


c. the maximum allowance set forth in the schedule below


2. Procedures limited to children (under age 18) are indicated by an asterisk(*).


3. 	 Refer to your Denti-Cal Handbook for specific procedure instructions and pro-

gram limitations.


Procedure Maximum 

Number Procedure Allowance ($) 

Oral Surgery (200-299) 

200 Removal of erupted tooth, uncomplicated, 
first tooth 45.00 

201 Removal of erupted tooth, uncomplicated, 
each additional tooth 38.00 

85.00202 



Unlisted surgical service or procedure 

and Anesthesia 

By Report299 

Periodontics ( 450-499) 
451 Emergency treatment (periodontal abscess, 

Acute periodontitis, etc.) 55.00 
452 Subgingival curettage and root planing per 

treatment , 200.00 

Procedure Maximum 

Restorative Dentistry (600-679) 

611 
612 
613 
614 

60.00 

Crowns 

660 Crown, cast full 340.00 
';6flC~~.e,q1i'fr11;~jl\~"'C9C~ &""" I ~m[1'-t,"~"'c ! ,",1!I!!1!!"f!!i 
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,,""" .wcm'{""c~,"c~t'\,""Yc"""""""""C""C "~"',""""ci,"""w" 

670* Crown, stainless steel (primary) 75.00 

671 Crown, stainless steel (permanent) 90.00 

672 Cast metal dowel post 75.00 

Prosthetics (680-799) 

Pontics 

Recementation 
685 Recement inlay, facing, pontic 30.00 
686 Recement crown 30.00 
687 Recement bridge 50.00 

Repairs, Crown, and Bridge 
690 

Removal Prosthodontics 

~




MaximumProcedure 

703 Partial upper or lower denture with cast 
chrome cobalt skeleton, two cast clasps, 

400.00 

122 Reline-laboratory processed ,"',.,.. 140.00 

124 Denture duplication ("jump," "reconstruction") 
denture base including necessary tooth 
replacement, per denture .,"',...,.,',.".".,.,."., 150.00 

Repairs, Dentures, Acrylic 
150 Repair broken denture base only 

(complete or partial) .,.., ,"",.,., "..;..,.., 45,00 
151 Repair broken denture and replace one 

broken denture tooth ,...,", ,.,',.,..."..,., 65.00 
152 Each additional denture tooth replaced on 

751 repair (maximum two) ,...""'.,.,.,.,..""'..,.. 
153 Replace one broken denture tooth on 

151 repair (complete or partial)""",.",.",."..,.. 50,00 
154 Each additional denture tooth replaced on 

""".",...,." 15.00 

15.00 

Fractures and Dislocations (900-949) 

Unlisted Procedures 
999 Fees to be determined by Report 



DENTI-CAL SCHEDULE OF CLEFT PALATE 

ORTHODONTIC SERVICES .~ 

Effective August 1, 2000 

1. Reimbursement for orthodontic dental services in the treatment of handicapping 
malocclusion and cleft palate deformities shall be the usual charge to the general 
public, not to exceed the maximum reimbursement rate listed. 

2. Maximum allowances: 

Procedure Maximum 
Number Procedure Allowance ($) 
Permanent Dentition 
580 Banding and materials 800.00 
582 Per treatment visit -30 visits maximum. 

One visit per calendar month 100.00 

Procedure Maximum 
Number Procedure Allowance ($) 

Malocclusion Cases (551-558) 
551 Initial Orthodontic Examination/Handicapping 

Labial-Ungual Deviation Index 35.00 
552 Banding and materia' 650.00 
554 Per treatment visit -.24 visit maximum. 

One visit maximum per calendar month 70.00 
557 Diagnostic work-up and photographs 100.00 
5S8 Study models 75.00 

Facial Growth Management (590-598} 
590 Diagnostic work-up and photographs 100.00 
592 Quarterly observation,maximum 6 quarters 50.00 
594 Progress records prior to treatn1ent lOO.OO 
596 Banding and materials 800.00 
598 Per treatment visit -24 visits maximum. 

One visit per calendar month 100.00 
Cleft Palate Cases (560-582) 
Primary Dentition 
560 Diagnostic work-up, photographs, and 

study models 200.00 
562 Banding and materials 300.00 
564 Per treatment visit -10 visits maximum. 

One visit per calendar month 50.00 

Malocclusion, Cleft Palate and Facial 

Growth Management Cases -Retention 

(556-599) 
556 Quarterly observation -6 quarters maximum 50.00 
599 Rstalner, removable, for each upper and 

Lower 200.00Mixed Dentition 
570 Banding and materials 500.00 

" 
572 Pertreatmentv,5it­ 14 visitS maxImum. 

One visit per calendar year 5Q;00 



~ ~ 

DENTI-CAL SCHEDULE 

OF MAXILLOFACIAL DENTAL SERVICES 

Effective August 1, 2000 

1. Fees payable to providers by Denti-Cal for covered services shall be LESSER of: 

a. the fee charged by the provider 

b. the charges for dental services shall be reimbursed in accordance with 
the Department of Health Services maximum reimbursement rates as 
follows 

c. the maximum allowance set forth in the schedule below 

Procedure Maximum 

Number Procedure Allowance ($) 

977 Removable facial prosthesis By Report 

978 Splints and stents. By Report 

Procedure Maximum 
Number Procedure Allowance ($) 

Diagnostic Services (950-957) 
950 ClinicalexaminCItioffand consultation,includrng

st d ad ,;;; 10000u V m e~..~~..~ ~ ;.'...~ .. 
952 Prostheticevaluationandtreatmentplan,jric,udihg

study .madels100 "00, 
-c 

955 TMJseries;radi99rapl1s ;:;;;;...100.00 , .-956 Cephalometric head'film, si~gle -

first film, including tracing 50.00 
957 Cephalometric head film, each additional fil~. includ­

ingtracing :; 10.00 

Maxillofacial Prosthetic Services (960-982) 

::: 
;i with or withou[pharyngealextension ;;..1400.00 

964 S~ech appliance, ~rmanent, partially 
edentulous. cast framework, with or 
without pharyngeal extension ,...1500.00 

Palatal lift, interim ;"; 800.00 

979 Radiation therapy fluoride carrier 80.00 

980 Repair Maxillofacial prosthesis By Reoprt 

981 Rebase of laboratory processed, 
maxillofacial prosthesis By Report 

982 Balancing (opposing) maxillofacial 

prosthesis By Report 

Maxillofacial Surgical Procedures 

985 Maxillofacial surgical procedures By Report 

966 

968 

Temporomandibular Joint Dysfunction 

Management (990-998) 
990 Occlusal analysis, Including report and/or 

models 180.00 
Palatal lift permanent, cast 
framework 1400.00 

992 Occlusal adjustments, limited centric and 
excursive adjustments, including records 
and/or models 

970 Obturator, immediate surgical, routine 900.00 

90.00971 Obturator, immediate surgical, complex 1200.00 

994 Occlusal balancing altering centric relation 
including records and/or models 

972 Obturator, permanent, complex 1S00.00 
400.00 

973 
995

Resection prosthesis, permanent, ;; 
edentulous, complex ;..;;;;;; 1 500;00c c 

:i " 
Resettion prosthesis~ permanent, ":;,"c 

edentulous, routine , ;..;;..1400:00 
c 

Orthopedic stabilIzing applIance, 
disoccluslon splInt 300.00 

974 
996 Postoperative visits, symptomatic care 

And counselIng 75.00 

975 
998 Unlisted therapeutic services By Report 

976 

Res~onprosthesis, pe':I;!;J~nent, partially;, ,':' 
edentulous, complex~ " ;...:;:;..~,100.00 

:,'::;, " ;,:!,;;",;,','i 

Repqsitioner, mandibular; tWo piece...,.~ ::,~;:2300"00~"," 

~




CCS Orthodontic Service Codes 
Maximum Allowances 

(Effective August l' 2000) 

$488.38 I $650.00 I 

Revised 2-2-01 
















