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For Domain 2, Providers are only eligible for incentive payments if beneficiary is age 6
and under.

CRA bundle procedures must be performed on the same service date, and claimed on
the same Treatment Authorization Request form.

Manual of Criteria (MOC) frequencies are reimbursed through the Prospective Payment

System (PPS) and the Medi-Cal FI
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For SNCs, high risk beneficiaries are eligible for two (2) reimbursements by the
Denti-Cal Fl. Only Domain 2 incentives, above the MOC are reimbursed. This example
assumes that treatment procedures were claimed under PPS with a 1/1/17 date of
service

CRA procedure bundles will need to be performed routinely, based on risk level, in
order to maintain eligibility forincreased frequency procedures.
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Only Domain 2 incentives, above the MOC are reimbursed. This example assumes
that treatment procedures were claimed under PPS on 1/1/17 & 7/1/17, and a
CRA procedure bundle was claimed with Denti-Cal on 7/1/17.

Beneficiaries who are categorized as high risk are eligible for interim caries
arresting medicament (D1354), once every six (6) months.
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