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410-120-0030,410-120-1210,410-120-1230,410-123-1060,410-123-1200,410-123-1260,410-123-15
40,410-125-0020,410-125-0080,410-125-0085,410-130-0240,410-131-0120,410-138-0000,410-138
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Stat. Auth. : ORS 413.042, 414.065

Other Auth.:

Stats. Implemented: ORS 414.025, 414.065,
688.135

414.329, 414.706,

414.708, 414.710 &amp;

RULE SUMMARY

The Affordable Care Act (ACA) set forth a series of changes for Medicaid and CHIP
eligibility including the expansion to the new adult category. This adult group
includes the adults that were known as the OHP standard population. Effective
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January 1, 2014, the current OHP Standard benefit package will be eliminated, and
those clients receiving this benefit package will receive the OHP Plus benefit.
Additionally, the ACA added new exemptions to copayments; all changes are pending
approval by the Centers for Medicare and Medicaid services (CMS). The Authority
needs to amend and repeal these rules to be in compliance with the ACA. Other
non-substantive changes include moving the CAWEM Plus benefit description from
OAR 410-120-0030 to 410-120-1210, correcting or clarifying grammatical or wording
revisions, acronyms and OAR references.

STATEMENT OF NEED AND JUSTIFICATION
The temporary amendment of OAR 410-120-0030, 410-120-1210, 410-120-1230,
410-123-1060, 410-123-1200, 410-123-1260, 410-123-1540, 410-125-0020,
410-125-0080, 410-125-0085, 410-130-0240, 410-131-0120, 410-138-0000,

410-138-0007, 410-138-0009, 410-141-0860, 410-142-0040

The repeal of OAR 410-122-0055, 410-123-1670, 410-125-0047, 410-127-0050,

410-129-0195, 410-130-0163, 410-132-0055, 410-146-0022, 410-146-0380,
410-147-0125, and 410-148-0090.
In the Matter of

Federal register, Vol. 77, No.57 published March 23, 2012 and Federal register,
vol. 78, No.135 published July 15, 2013
http://www.gpo.gov/fdsys/pkg/FR-2012-03-23/pdf/2012-6560.pdf and
http://www.gpo.gov/fdsys/pkg/FR-2013-07-15/pdf/2013-16271.pdf

Documents Relied Upon, and where they are available

The Affordable Care Act (ACA) set forth a series of changes for Medicaid and CHIP
eligibility including the expansion to the new adult category. This adult group
includes the adults that were known as the OHP standard population. Effective
January 1, 2014, the current OHP Standard benefit package will be eliminated, and
those clients receiving this benefit package will receive the OHP Plus benefit.
Additionally, the ACA added new exemptions to copayments; all changes are pending
approval by the Centers for Medicare and Medicaid services (CMS). The Authority
needs to amend and repeal these rules to be in compliance with the ACA. Other
non-gsubstantive changes include moving the CAWEM Plus benefit description from
OAR 410-120-0030 to 410-120-1210, correcting or clarifying grammatical or wording
revisions, acronyms and OAR references.

Need for the Temporary Rule(s)

The Authority needs to amend and repeal these rules to be in compliance with the
ACA. Other non-substantive changes include wmoving the CAWEM Plus benefit
description from OAR 410-120-0030 'to 410-120-1210, correcting or clarifying
grammatical or wording revisions, acronyms and OAR references. The Authority
finds that failure to act promptly will result in serious prejudice to the public
interest, providers, the Authority, and recipients of OHP standard benefits.
These rules need to be adopted promptly so that providers, OHP recipients and
clients applying for medical assistance understand that the OHP standard benefit
plan is eliminated effective January 1, 2014.
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Justification of Temporary Rules
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Authorization Page replaces the ink signature on paper filings. Have
your authorized signer sign and date, then scan and attach it to your
filing. You must complete this step before submitting your Permanent
and Temporary filings.
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410-120-0030 - Children’s Health Insurance Program

(1) The Children’s Health Insurance Program (CHIP) is a federal non-entitilement
program. The Oregon Health Authority (Authority), Division of Medical Assistance
Program (Division) administers two programs funded under CHIP in accordance with
the Oregon Health Plan (OHP) waiver and the CHIP state plan.

(a) CHIP: Provides health coverage for uninsured, low-income children who are
ineligible for Medicaid;

(b) CHIP Pre-natal care expansion program.
(2) The General Rules Program (OAR 410-120-0000 et. seq.) and_the-Oregon-Health

Plar OHP Program rules (OAR 410-141-0000 et. seq.) applicable to the Medicaid
program are also applicable to the Authority’s CHIP program.

(3) Children under 19 years of age, who meet the income limits, citizenship
requirements and eligibility criteria for medical assistance established in OAR chapter
41064 through the program acronym OHP-CHP, receive the OHP Plus benefit package
(for benefits refer to OAR 410-120-1210).

Stat. Auth.: ORS 413.042



Stats. Implemented: ORS 414.025, 414.065



410-120-1210 - Medical Assistance Benefit Packages and Delivery System

(1) The services clients are eligible to receive are based upon their benefit package.-for

which-they-are-eligible= Not all packages receive the same benefits.

(2) The Division of Medical Assistance Programs (Division) benefit package description,
codes, eligibility criteria, coverage, limitations and exclusions are identified in these
rules.

(3) The limitations and exclusions listed here are in addition to those described in OAR
410-120-1200 and in any each-ofthe Division chapter 410 OARs.

(4) Benefit package descriptions:

(a) Oregon Health Plan (OHP) Plus:

(A) Benefit package identifier: BMH

(B) Eligibility criteria: As defined in federal regulations and in the 1115 OHP waiver
demonstration, a client is categorically eligible for medical assistance if he or she is
eligible under a federally defined mandatory, selected, optional Medicaid program or the
Children's Health Insurance Program (CHIP) and also meets Oregon Health Authority
(Authority) adopted income and other eligibility criteria.

(C) Coverage includes:

(i) Services above the funding line on the Health Evidence Review Commission

(HERC)Healh-Services-Commission’s{HSG) Prioritized List of Health Services
(Prioritized List), (OAR 410-141-0480 through 410-141-0520);

(i) Ancillary services, (OAR 410-141-0480);

(i) Substance use disorder treatment and recovery services provided through local
substance use disorder treatment and recovery providers;

(iv) Mental health services based on the HSGPrioritized List-ef-Health-Services to be
provided through Community Mental Health Programs or their subcontractors;

(v) Hospice;

(vi) Post-hospital extended care benefit, up to a 20-day stay in a nursing facility for non-
Medicare Division clients who meet Medicare criteria for a post-hospital skilled nursing
placement. This benefit requires prior authorization by pre-admission screening (OAR
411-070-0043), or by the Fully Capitated Health Plan (FCHP) for clients enrolled in an
FCHP;



(vii) Cost sharing (e.g., copayments) may apply to some covered services;

| (DB) Limitations: The following services have limited coverage for rer-non-pregnant
adults age 21 and older. (Refer to the cited OAR chapters and divisions for details):

(i) Selected dental (OAR chapter 410; division 123);

(i) Vision services such as frames, lenses, contacts corrective devices and eye exams
for the purpose of prescribing glasses or contacts (OAR chapter 410, division 140);




(be) OHP with Limited Drug:

(A) Benefit Package identifier: BMM, BMD,;
(B) Eligibility criteria: Eligible clients —are eligible for Medicare and Medicaid benefits;

(C) Coverage includes:



(1) Services covered by Medicare and OHP Plus as described in this rulesection-{4}-of
these-rules;

(D) Limitations:

() The same as OHP Plus, as described in this rulesection{4)yofthese-rules;

(i) Drugs excluded from Medicare Part D coverage that are also covered under the
medical assistance programs, subject to applicable limitations for covered prescription
drugs (Refer to OAR chapter 410, division 121 for specific limitations). These drugs
include but are not limited to:

(1) Over-the-counter (OTC) drugs;

(I) Barbiturates_(except for dual eligible individuals when used in the treatment of
epilepsy, cancer or a chronic mental health disorder as Part D will cover those
indications).

(E) Exclusions:_Drugs or classes of drugs covered by Medicare Part D Prescription
Drug.

(F) Payment for services is limited to the Medicaid-Medicaid-allowed payment less the
Medicare payment up to the amount of co-insurance and deductible;

(G) Cost sharing may apply to some covered services; however; cost sharing related to
Medicare Part D is not covered since drugs covered by Part D are excluded from the
benefit package;

(cd) Qualified Medicare Beneficiary (QMB)-Only:
(A) Benefit Package identifier code -MED:

(B) Eligibility criteria: Eligible_clients -are Medicare Part A and B beneficiaries who have
limited income but do not meet the income standard for full medical assistance
coverage.

(C) Coverage:- its limited to the co-insurance or deductible for the Medicare service.
Payment is based on the Medieaid-Medicaid-allowed payment less the Medicare
payment up to the amount of co-insurance and deductible, but no more than the
Medicare allowable;

(D) Providers may not bill QMB-only clients for the deductible and coinsurance amounts
due for services that are covered by Medicare.

(de) Citizen/Alien-Waived Emergency Medical (CAWEM):



(A) Benefit Package identifier CWM:

(B) Eligibility criteria: Eligible clients_are -non-qualified aliens that are not eligible for
other Medicaid programs pursuant to Oregen-Administrative-Rules{OAR) 461-135-
1070;

(C) Coverage is limited to:

(i) Emergency medical services as defined by 42 CFR 440.255. Sudden onset of a
medical condition manifesting itself by acute symptoms of sufficient severity - {including
severe pain}, such that the absence of immediate medical attention could reasonably be
expected to result in: placing the patient's health in serious jeopardy, serious impairment
to bodily functions, or serious dysfunction of any bodily organ or part (the “prudent
layperson standard” does not apply to the CAWEM emergency definition);

(ii) Labor and Delivery.

(D) Exclusions:The following services are not covered, even if they are sought as
emergency services:

(i) Prenatal or postpartum care;

(i) Sterilization;

(iii) Family Planning;

(iv) Preventive care;

(v) Organ transplants and transplant-related services;
(vi) Chemotherapy;

(vii) Hospice;

(viii) Home health;

(ix) Private duty nursing;

(x) Dialysis;

(xi) Dental services provided outside of an emergency department hospital setting;
(xii) Outpatient drugs or over-the-counter products;

(xiii) Non-emergency medical transportation;



(xiv) Therapy services;
(xv) Durable medical equipment and medical supplies;

(xvi) Rehabilitation services.

(ef) CAWEM Plus;-GHIP-Prenatal-coveragefor CAWEM-(benefitcode-CWWX)—referto
OAR-410-120-0030Forcoverage:

(A) Benefit Package identifier code -CWX:

(B) Eligibility criteria: As defined in federal requlations and in the Children's Health
Insurance Program (CHIP) state plan eligible clients are CAWEM pregnant women not
eligible for Medicaid at or below 185 percent of the Federal Poverty Level (FPL).

(C) Coverage includes:

(i) Services covered by OHP Plus as described aboveikgty;

(D) Exclusions: The following services are not covered for CAWEM Plusthis-prearam:

(i) Postpartum care Lexcept when provided and billed as part of a global obstetric
package code that includes the delivery procedurel;

(ii) Sterilization:

(i) Abortion;

(iv) Death with dignity services:

(v) Hospice.

(E) The day after pregnancy ends, el|q1b|I|tv for medical services shall be based on
eligibility categories established in OAR chapter 461ikg2i;

(45) Division clients are enrolled for covered health services to be delivered through one
of the following means:

(a) Coordinated Care Organization (CCO):

(A) These clients are enrolled in a CCO that provides integrated and coordinated health
care;

(B) CCO services are obtained from the CCO or by referral from the CCO that is
responsible for the provision and reimbursement for physical health, -substance use
disorder treatment and recovery, mental health services or dental care.



(b) Prepaid Health Plan (PHP):

(A) These clients are enrolled in a PHP for their medical, dental or mental health care;
(B) Most non-emergency services are obtained from the PHP or require a referral from
the PHP that is responsible for the provision and reimbursement for the medical, dental
or mental health service;

(c) Physician Care Organization (PCO):

(A) These clients are enrolled in a PCO for their medical care;

(B) Inpatient hospital services are not the responsibility of the PCO and are governed by
the Fee-fer-Service Division’s Hospital Services Program rule (OAR chapter 410,
Division 125).

(de) Fee-for-service (FFS):
(A) These clients are not enrolled in a CCO, PHP, or PCO erassignredto-a-PCM;

(B) Subject to limitations and restrictions in the Division’s individual program rules, the
client may ean receive health care from any Division-enrolled provider that accepts FFS
clients. The provider shallwil bill the Division directly for any covered service and
shallwill receive a fee for the service provided.

Stat. Auth.: ORS 413.042

Stats. Implemented: ORS 414.025, 414.065, 414.329, 414.706, 414.707, 414.708,
414.710



410-120-1230 -
Client Co-payment

£(1) Oregon Health Plan (OHP) Plus clients shall be responsible for paying a co-
payment for some services. This co-payment shall be paid directly to the provider. A co-
payment applies regardless of location of services rendered, i.e., provider’s office or
client’s residence.

(2) The following services are exempt from co-payment:

(a) Emergency medical services, as defined in OAR 410-120-0000;

(b) Family planning services and supplies; and

(c) Prescription drug products for nicotine replacement therapy (NRT);

(d) Prescription drugs ordered through the Division's -ef Medical Assistance Droaramsg
{Divisisn'sy Mail Order {aka—Hame Deliversy Pharmacy program;

(e) Services to treat “health care-acquired conditions” (HCAC) and “other provider
preventable conditions” (OPPC) services as defined in OAR 410-125-0450.

(3) The following clients are exempt from co-payments:
(a) Pregnant women;
(b) Children under age 19;

(¢) Young adults in Substitute Care and in the Former Foster Care Youth Medical
Program;

(de) Clients receiving services under the home and community based waiver and
developmental disability waiver, ‘

(ed) Inpatients in a hospital, nursing facility, or Intermediate Care Facility for the
Mentally Retarded (ICF/MR); and

(fe) American Indian/Alaska Native (AlI/AN) clients who are members of a federally
recognized Indian tribe or receive services through Indian Health Services (IHS), tribal
organization or services provided at an Urban Tribal Health Clinic as provided under
Public Law 93-638:-

(q) Individuals receiving hospice care:

(h) Individuals eligible for the Breast and Cervical Cancer Program.




(4) Co-payment for services is due and payable at the time the service is provided
unless exempted in sections (2) and (3) above. Services to a client may not earrefkg1]
be denied solely because of an inability to pay an applicable co-payment. This does not
relieve the client of the responsibility to pay the applicable co-payment, nor does it
prevent the provider from attempting to collect any applicable co-payments from the
client; the co-payment is a legal debt, and is due and payable to the provider of service.

(5%) Except for prescription drugs, one co-payment is assessed per provider, { per visit./
per day unless otherwise specified in other Divisions* program administrative rules.

(68) Fee-fFor-sService co-payment requirements:

(a) The provider musi may not deduct the co-payment amount from the usual and
customary billed amountfee submitted on the claim. Except as provided in subsection
(2) and (3) of this rule, the Division shall deduct the co-payment from the amount the
Division pays to the provider (whether or not provider collects the co-payment from the
client);

(b) If the Division’s payment is less than the required co-payment, then the co-payment
amount is to-equal to the Division’s lesser required payment, unless the client or
services are is exempt according to exclusions listed in sections (2)_and; (3) above. The
client’'s co-payment shall constitute payment-in-full;

(c) Unless specified otherwise in individual program rules, and to the extent permitted
under 42 CFR 1001.951 — 1001.952, the Division does not require providers to bill or
collect a co-payment from the Medicaid client. The provider may choose not to bill or
collect a co-payment from a Medicaid client;; however, the Division shallwil still deduct
the co-payment amount from the Medicaid reimbursement made to the provider ;

(78) CCO, PHP_or PCO co-payment requirements:

(a) Unless specified otherwise in individual program rules, and to the extent permitted
under 42 CFR 447.58 and 447.60, the Division does not require CCOs, PHP or PCOs to



bill or collect a co-payment from the Medicaid client. The CCO, PHP or PCO_may
choose not to bill or collect a co-payment from a Medicaid client;; however, the Division
shallwill still deduct the co-payment amount from the Medicaid reimbursement made to
the CCO, PHP or PCO;

(b) When ar CCO, PHP or PCO_is operating within the scope of the safe harbor
regulation outlined in 42 CFR 1001.952(l), an CCO,_PHP, or PCO may elect to assess a
co-payment on some of the services outlined in table 120-1230-1 but not all. The CCO,
PHP, or PCO must assure they are working within the provisions of 42 CFR
1003.102(b)_(13).

(848) Services that require co-payments are listed in Table 120-1230-1:

(9144) Table 120-1230-1

Stat. Auth.: ORS 413.042

Stat. Implemented: ORS 414.025 &; 414.065 3



Table 120-1230-1

(Benefit Identifier

e Medication Management by psychiatrist or psychiatric

Acupuncture services $0
Ambulance services (emergency) $0 $0
Ambulatory Surgical Center $3 $0
Audiology services $3 $0
e Hearing Aids $0 NG
Chemical Dependency services
¢ Outpatient services $3 $0
¢ Medication dosing/dispensing, case management $0 $0
« Inpatient hospital detoxification $0 $6
Chiropractic services $3 NG
Dental services
¢ Diagnostic —(D0100-D0999) oral examinations used to $0 $0
determine changes in the patient’s health or dental
status, including x-rays, laboratory services and tests
associated with making a diagnosis and/or treatment.
e Preventive services (D1000-D1999) routine cleanings $0 $0
fluoride, sealants
o Restorative treatment or other dental services (D2000- $3 $0
D9999)
DME and supplies $0 $0
Home visits for
e Home health $3 NG
e Private duty nursing $3 NG
o Enteral/Parenteral $3 $6
Hospital
e Inpatient care $0 $0
e Outpatient surgery $3 $0
¢ Emergency room services $0 36
e OQutpatient, other $3 $0
e Non-emergent visit performed in the ER $3 $0
Laboratory test $0 $0
Mental Health services
e Inpatient hospitalization_- includes ancillary, facility and $3 $0
professional fees (DRG 424-432),
 Initial assessment/evaluation by psychiatrist or $3 $0
psychiatric mental health nurse practitioners (90801);
e Qutpatient hospital- Electroconvulsive (ECT) treatment
(Revenue code 901) including facility, professional fees $3 $6
(90870-90871) and anesthesiology fees (00104), 50 $o




f;{"OHP Beneflt _Pack Cllent Co-payme Requirements

mentalhealth nurse practmoner (90'862)

¢ Consultation between psychiatrist/psychiatric mental $0 $0
health nurse practitioner and primary care physician
(90887)
Naturopathic services $3 $0
Podiatry services $3 $0
Prescription drugs
e Non-preferred PDL or generics in non-PDL classes $1 $0
costing >$10
e Preferred PDL generic or generics in non-PDL classes $0 $0
costing <$10
e Preferred PDL brand $0 30
All other brands $3 $0
Refer to OAR 410-121-0030 for PDL list
PDL list is not applicable to those enrolled in MCO, contact the
MCO for detalls.
Professional visits for
e Primary care, including urgent care by a Physician, $3 $0
Physician Assistant, Certified Nurse Practitioner
e Specialty care $3 $0
e Office medical procedures $0 $0
e Surgical procedures $0 $0
« PT/OT/Speech $3 NG
Radiology
» Diagnostic procedures $0 $0
e Treatments $0 $0
Vision services
e Exams- for medical purposes or solely for glasses $3 NG
$0 NG

e Frames, contracts, corrective devices




410-123-1060
Definition of Terms

(1) Anesthesia — The following depicts the Division of Medical Assistance Programs’
(Division) usage of certain anesthesia terms; however, for further details refer also to
the Oregon Board of Dentistry administrative rules (OAR chapter 818, division 026):

(a) Conscious Sedation:

(A) Deep Sedation — A drug-induced depression of consciousness during which
patients cannot be easily aroused but respond purposefully following repeated or painful
stimulation. The ability to independently maintain ventilatory function may be impaired.
Patients may require assistance maintaining a patient airway, and spontaneous
ventilation may be inadequate. Cardiovascular function is usually maintained;

(B) Minimal sedation — A minimally depressed level of consciousness, produced by
non-intravenous pharmacological methods, that retains the patient’s ability to
independently and continuously maintain an airway and respond normally to tactile
stimulation and verbal command. When the intent is minimal sedation for adults, the
appropriate initial dosing of a single non-intravenous pharmacological method is no
more than the maximum recommended dose (MRD) of a drug that can be prescribed for
unmonitored home use. Nitrous oxide/oxygen may be used in combination with a single
non-intravenous pharmacological method in minimal sedation;

(C) Moderate sedation — A drug-induced depression of consciousness during which the
patient responds purposefully to verbal commands, either alone or accompanied by light
tactile stimulation. No interventions are required to maintain a patient airway, and
spontaneous ventilation is adequate. Cardiovascular function is usually maintained;

(b) General Anesthesia — A drug-induced loss of consciousness during which the
patient is not arousable, even by painful stimulation. The ability to independently
maintain ventilatory function is often impaired. Patients often require assistance in
maintaining a patient airway, and positive pressure ventilation may be required because
of depressed spontaneous ventilation or drug-induced depression of neuromuscular
function. Cardiovascular function may be impaired;

(c) Local anesthesia — The elimination of sensation, especially pain, in one part of the
body by the topical application or regional injection of a drug;

(d) Nitrous Oxide Sedation — An induced controlled state of minimal sedation,
produced solely by the inhalation of a combination of nitrous oxide and oxygen, in which
the patient retains the ability to independently and continuously maintain an airway and
to respond purposefully to physical stimulation and to verbal command;



(2) Citizen/Alien-Waived Emergency Medical (CAWEM) — Refer to OAR 410-120-0000
for definition of clients who are eligible for limited emergency services under the
CAWEM benefit package. The definition of emergency services does not apply to
CAWEM clients. OAR 410-120-1210 provides a complete description of limited
emergency coverage pertaining to the CAWEM benefit package.

(3) Covered Services — Services on the Health Evidence Review Commission's
(HERC) Prioritized List of Health Services (Prioritized List) that have been funded by the
Legislature and identified in specific program rules. Services are limited as directed by
General Rules — Excluded Services and Limitations (OAR 410-120-1200), the
Division’s Dental Services Program rules (chapter 410, division 123) and the Prioritized
List. Services that are not considered emergency dental services as defined by OAR
410-123-1060(12) are considered routine services.

(4) Dental Hygienist — A person licensed to practice dental hygiene pursuant to State
law.

(5) Dental Hygienist with Expanded Practice Dental Hygiene Permit (EPDH) — A
person licensed to practice dental hygiene with an EPDH permit issued by the Board of
Dentistry and within the scope of an EPDH permit pursuant to State law.

(6) Dental Practitioner — A person licensed pursuant to State law to engage in the
provision of dental services within the scope of the practitioner's license and/or
certification.

(7) Dental Services — Services provided within the scope of practice as defined under
State law by or under the supervision of a dentist or dental hygienist, or denture
services provided within the scope of practice as defined under State law by a denturist.

(8) Dental Services Documentation — Must meet the requirements of the Oregon
Dental Practice Act statutes; administrative rules for client records and requirements of
OAR 410-120-1360, "Requirements for Financial, Clinical and Other Records;" and any
other documentation requirements as outlined in the Dental rules.

(9) Dentally Appropriate — In accordance with OAR 410-141-0000, services that are
required for prevention, diagnosis or treatment of a dental condition and that are:

(a) Consistent with the symptoms of a dental condition or treatment of a dental
condition;

(b) Appropriate with regard to standards of good dental practice and generally
recognized by the relevant scientific community, evidence-based medicine and
professional standards of care as effective;

(c) Not solely for the convenience of a OHP member or a provider of the service; and



(d) The most cost effective of the alternative levels of dental services that can be safely
provided to a Division member.

(10) Dentist — A person licensed to practice dentistry pursuant to State law.

(11) Denturist — A person licensed to practice denture technology pursuant to State
law.

(12) Direct Pulp Cap — The procedure in which the exposed pulp is covered with a
dressing or cement that protects the pulp and promotes healing and repair.

(13) Emergency Services:

(a) Refer to OAR 410-120-0000 for the complete definition of emergency services. (This
definition of emergency services does not apply to CAWEM clients. OAR 410-120-1210
provides a complete description of limited emergency coverage pertaining to the
CAWEM benefit package);

(b) Covered services for an emergency dental condition manifesting itself by acute
symptoms of sufficient severity requiring immediate treatment. This includes services to
treat the following conditions:

(A) Acute infection;

(B) Acute abscesses;

(C) Severe tooth pain;

(D) Unusual swelling of the face or gums; or

(E) A tooth that has been avulsed (knocked out);

(c) The treatment of an emergency dental condition is limited only to covered services.
The Division recognizes that some non-covered services may meet the criteria of
treatment for the emergency condition; however, this rule does not extend to those non-
covered services. Routine dental treatment or treatment of incipient decay does not
constitute emergency care;

(14) Hospital Dentistry — Dental services normally done in a dental office setting, but
due to specific client need (as detailed in OAR 410-123-1490) are provided in an
ambulatory surgical center, inpatient, or outpatient hospital setting under general
anesthesia (or IV conscious sedation, if appropriate).



(15) Medical PractitiAoner — A person licensed pursuant to State law to engage in the
provision of medical services within the scope of the practitioner's license and/or
certification.

(16) Procedure Codes — The procedure codes in the Dental Services rulebook (OAR
chapter 410, division 123) refer to Current Dental Terminology (CDT), unless otherwise
noted. Codes listed in this rulebook and other documents incorporated in rule by
reference are subject to change by the American Dental Association (ADA) without
notification.

(17) Standard of Care — What reasonable and prudent practitioners would do in the
same or similar circumstances.

Stat. Auth.: ORS 413.042, 414.065 & 414.707
Stats. Implemented: ORS 414.065 & 414.707



410-123-1200

Services Not To Be Billed Separately

(1) Services that are not to be billed separately may be included in the Current Dental
Terminology (CDT) codebook and may not be listed as combined with another
procedure, however they are considered to be either minimal, included in the
examination, part of another service, or included in routine post-op or follow-up care.
(2) The following services do not warrant an additional fee:

(a) Alveolectomy/Alveoloplasty in conjunction with extractions;

(b) Cardiac and other monitoring;

(c) Curettage and root planing — per tooth;

(d) Diagnostic casts;

(e) Dietary counseling;

(f) Direct pulp cap: ier-ai i :
f - the Standard | it olan d . ;

(g) Discing;

(h) Dressing change;

(i) Electrosurgery;

(j) Equilibration;

(k) Gingival curettage — per tooth;

) Gingivectomy or gingivoplasty to allow for access for restorative procedure, per tooth;
(m) Indirect pulp cap;

(n) Local anesthesia;

(0) Medicated pulp chambers;

(p) Occlusal adjustments;

(9) Occlusal analysis;



(r) Odontoplasty;

(s) Oral hygiene instruction;

(t) Periodontal charting, probing;
(u) Post removal,

(v) Polishing fillings;

(w) Post extraction treatment for alveolaritis (dry socket treatment) if done by the
provider of the extraction;

(x) Pulp vitality tests;

(y) Smooth broken tooth;

(z) Special infection control procedures;

(aa) Surgical procedure for isolation of tooth with rubber dam;
(bb) Surgical splint;

(cc) Surgical stent; and

(dd) Suture removal.

Stat. Auth.: ORS 413.042, 414.065 & 414.707
Stats. Implemented: ORS 414.065 & 414.707



410-123-1260

OHP Plus Dental Benefits

(1) GENERAL:

(a) Early and Periodic Screening, Diagnosis and Treatment (EPSDT):

(A) Refer to Code of Federal Regulations (42 CFR 441, Subpart B) and OAR chapter
410, division 120 for definitions of the EPSDT program, eligible clients, and related
services. EPSDT dental services includes, but are not limited to:

(i) Dental screening services for eligible EPSDT individuals; and

(if) Dental diagnosis and treatment which is indicated by screening, at as early an age
as necessary, needed for relief of pain and infections, restoration of teeth and

maintenance of dental health;

(B) Providers must provide EPSDT services for eligible Division clients according to the
following documents:

(i) The Dental Services Program administrative rules (OAR chapter 410, division 123),
for dentally appropriate services funded on the Oregon Health Evidence Review
Commission Prioritized List of Health Services (Prioritized List); and

(ii) The “Oregon Health Plan (OHP) — Recommended Dental Periodicity Schedule,”
dated January 1, 2010, incorporated by reference and posted on the Division Web site
in the Dental Services Provider Guide document at ,
www.oha.state.or.us/policy/healthplan/guides/dental/main Jhtmiig;

(b) Restorative, periodontal and prosthetic treatments:

(A) Treatments must be consistent with the prevailing standard of care, documentation
must be included in the client’s charts to support the treatment, and may be limited as
follows:

(i) When prognosis is unfavorable;

(i) When treatment is impractical,

(iii) A lesser-cost procedure would achieve the same ultimate result; or

(iv) The treatment has specific limitations outlined in this rule;

(B) Prosthetic treatment, including porcelain fused to metal crowns, are limited until
rampant progression of caries is arrested and a period of adequate oral hygiene and



periodontal stability is demonstrated; periodontal health needs to be stable and
supportive of a prosthetic.

(2) DIAGNOSTIC SERVICES:
(a) Exams:
(A) For children {under 19 years of age}:

(i) The Division shall reimburse exams (billed as D0120, D0145, D0150, or D0180) a
maximum of twice every 12 months with the following limitations:

() D0150: once every 12 months when performed by the same practitioner;
(i D0150: twice every 12 months only when performed by different practitioners;
(1) DO180: once every 12 months;

(i) The Division shall reimburse D0160 only once every 12 months when performed by
the same practitioner;

(B) For adults {19 years of age and older}—tFhe Division shall reimburse exams (billed
as D0120, D0150, D0160, or DO180) once every 12 months;

(C) For problem focused exams (urgent or emergent problems), the Division shall
reimburse D0140 for the initial exam. The Division shall reimburse D0170 for related
problem focused follow-up exams. Providers should not bill D0140 and D0170 for
routine dental visits;

(D) The Division only covers oral exams by medical practitioners when the medical
practitioner is an oral surgeon;

(E) As the American Dental Association’s Current Dental Terminology (CDT) codebook
specifies the evaluation, diagnosis and treatment planning components of the exam are
the responsibility of the dentist, the Division may not reimburse dental exams when
furnished by a dental hygienist (with or without an expanded practice permit);

(b) Assessments of a patient (D0191):

(A) When performed by a dental practitioner, the Division shall reimburse:

(i) If performed by a dentist outside of a dental office;

(ii) If performed by a dental hygienist with an expanded practice dental hygiene permit;



(ii) Only if an exam (D0120-D0180) is not performed on the same date of service. An
oral assessment is included in the exam;

(i) For children {under 19 years of age}, a maximum of twice every 12 months; and
(iv) For adults {age 19 and older}, a maximum of once every 12 months;

(B) When performed by a medical practitioner, the Division shall cover:

(i) Only for children under 7 years of age; and

(iiy A maximum of once a year,

(C) Medical practitioners performing D0191 shall bill the client’'s medical coverage for

reimbursement (Coordinated Care Organization (CCO) or Prepaid Health Plan (PHP) if
the member is enrolled member, or the Division for i fee-for-service_clients);

(D) The maximum limits for this procedure for dental practitioners do not affect the
maximum limits for medical providers, and vice versa; and

(E) An assessment does not take the place of the need for oral evaluations/exams;
(c) Radiographs:
(A) The Division shall reimburse for routine radiographs once every 12 months;

(B) The Division shall reimburse bitewing radiographs for routine screening once every
12 months;

(C) The Division shall reimburse a maximum of six radiographs for any one emergency;

(D) For clients under age six, radiographs may be billed separately every 12 months as
follows:

(i) D0220 — once;
(ii) D0230 — a maximum of five times;
(iii) D0270 — a maximum of twice, or D0272 once;

(E) The Division shall reimburse for panoramic (D0330) or intra-oral complete series
(D0210) once every five years, but both cannot be done within the five-year period,

(F) Clients must be a minimum of six years old for billing intra-oral complete series
(D0210). The minimum standards for reimbursement of intra-oral complete series are:



(i) For clients age six through 11- a minimum of 10 periapicals and two bitewings for a
total of 12 films;

(i) For clients ages 12 and older - a minimum of 10 periapicals and four bitewings for a
total of 14 films;

(G) If fees for multiple single radiographs exceed the allowable reimbursement for a full
mouth complete series (D0210), the Division shall reimburse for the complete series;

(H) Additional films may be covered if dentally or medically appropriate, e.g., fractures
(Refer to OAR 410-123-1060 and 410-120-0000);

() If the Division determines the number of radiographs to be excessive, payment for
some or all radiographs of the same tooth or area may be denied;

(J) The exception to these limitations is if the client is new to the office or clinic and the
office or clinic was unsuccessful in obtaining radiographs from the previous dental office
or clinic. Supporting documentation outlining the provider's attempts to receive previous
records must be included in the client's records;

(K) Digital radiographs, if printed, should be on photo paper to assure sufficient quality
of images.

(3) PREVENTIVE SERVICES:

(a) Prophylaxis:

(A) For children {under 19 years of age} — Limited to twice per 12 months;

(B) For adults £¢19 years of age and older} — Limited to once per 12 months;

(C) Additional prophylaxis benefit provisions may be available for persons with high risk
oral conditions due to disease process, pregnancy, medications or other medical
treatments or conditions, severe periodontal disease, rampant caries and/or for persons
with disabilities who cannot perform adequate daily oral health care;

(D) Are coded using the appropriate Current Dental Terminology (CDT) coding:

(i) D1110 (Prophylaxis — Adult) — Use for clients 14 years of age and older; and

(i) D1120 (Prophylaxis — Child) — Use for clients under 14 years of age;

(b) Topical fluoride treatment:

(A) For adults {19 years of age and older; — Limited to once every 12 months;



(B) For children tunder 19 years of age} — Limited to twice every 12 months;

(C) For children under 7 years of age, topical fluoride varnish may be applied by a
medical practitioner during a medical visit:

(i) Bill the Division directly regardless of whether the client is fee-for-serviece{FFS) or
enrolled in a CCO or a PHP;

(i) Bill using a professional claim format with the appropriate CDT code (D1206 —
Topical Fluoride Varnish);

(D) Additional topical fluoride treatments may be available, up to a total of four 4
treatments per client within a 12-month period, when high-risk conditions or oral health
factors are clearly documented in chart notes for the following clients who:

(i) Have high-risk oral conditions due to disease process, medications, other medical
treatments or conditions, or rampant caries;

(i) Are pregnant;
(iiiy Have physical disabilities and cannot perform adequate, daily oral health care;

(iv) Have a developmental disability or other severe cognitive impairment that cannot
perform adequate, daily oral health care; or

(v) Are under seven year old with high-risk oral health factors, such as poor oral
hygiene, deep pits and fissures (grooves) in teeth, severely crowded teeth, poor diet,
etc;

(E) Flouride limits include any combination of fluoride varnish (D1206) or other topical
fluoride (D1208);

(c) Sealants (D1351):

(A) Are covered only for children under 16 years of age;
(B) The Division limits coverage to:

(i) Permanent molars; and

(i) Only one sealant treatment per molar every five years, except for visible evidence of
clinical failure;

(d) Tobacco cessation:



(A) For services provided during a dental visit, bill as a dental service using CDT code
D1320 when the following brief counseling is provided:

(i) Ask patients about their tobacco-use status at each visit and record information in the
chart;

(i) Advise patients on their oral health conditions related to tobacco use and give direct
advice to quit using tobacco and a strong personalized message to seek help; and

(iii) Refer patients who are ready to quit, utilizing internal and external resources to
complete the remaining three A’s (assess, assist, arrange) of the standard intervention
protocol for tobacco;

(B) The Division allows a maximum of 10 services within a three-month period,

(C) For tobacco cessation services provided during a medical visit follow criteria
outlined in OAR 410-130-0190;

(e) Space management:

(A) The Division shall cover fixed and removable space maintainers (D1510, D1515,
D1520, and D1525) only for clients under 19 years of age;

(B) The Division may not reimburse for replacement of lost or damaged removable
space maintainers.

(4) RESTORATIVE SERVICES:
(a) Restorations — amalgam and composite:

(A) The Division shall cover resin-based composite restorations only for anterior teeth
(D2330-D2390) and one surface posterior teeth (D2391);

(B) Resin-based composite crowns on anterior teeth (D2390) are only covered for
clients under 21 years of age or who are pregnant,

(C) The Division reimburses posterior composite restorations at the same rate as
amalgam restorations;

(D) The Division limits payment for replacement of posterior composite restorations to
once every five years;

(D) The Division limits payment of covered restorations to the maximum restoration fee
of four surfaces per tooth. Refer to the American Dental Association (ADA) CDT
codebook for definitions of restorative procedures;



(E) Providers must combine and bill multiple surface restorations as one line per tooth
using the appropriate code. Providers may not bill multiple surface restorations
performed on a single tooth on the same day on separate lines. For example, if tooth
#30 has a buccal amalgam and a mesial-occlusal-distal (MOD) amalgam, then bill
MOD, B, using code D2161 (four or more surfaces);

(F) The Division may not reimburse for an amalgam or composite restoration and a
crown on the same tooth;

(G) The Division reimburses for a surface once in each treatment episode regardless of
the number or combination of restorations;

(H) The restoration fee includes payment for occlusal adjustment and polishing of the
restoration;

(b) Crowns and related services:

(A) General payment policies:

(i) The fee for the crown includes payment for preparation of the gingival tissue;
(ii) The Division shall cover crowns only when:

(I) There is significant loss of clinical crown and no other restoration will restore function;
and

(II) The crown-to-root ratio is 50:50 or better and the tooth is restorable without other
surgical procedures;

(ii