Mail To:

Acentra Health

200 W. Capitol Ave, Ste. 610
Little Rock, Arkansas 72201
	PATIENT’S LAST NAME (1)
	FIRST (2)
	MI (3)
	SEX (4)

           M              F
	PATIENT’S MEDICAID ID NO. (5)



	CASEHEAD’S NAME (6)
	COUNTY OF (7)
	DATE OF BIRTH (8)
	CHILD SCREENING REFERRAL (9)
	PRIOR AUTHORIZATION CONTROL NO. (10)

	
	RESIDENCE
	MO
	      YR
	           YES
NO
	

	IF THIS PATIENT IS A REFERRAL      (11) PROVIDER IDENTIFICATION NUMBER/TAXONOMY CODE
ENTER NAME OF REFERRING PRACTITIONER
	ATTENDING PROVIDER (12)
	(A)

TELEPHONE NO.

PAY TO PROVIDER NAME AND ADDRESS (13)

	OTHER HEALTH INSURANCE COVERAGE


YES
NO
ENTER NAME OF PLAN AND POLICY NUMBER (14)
	WAS CONDITION RELATED TO: (15)

A  PATIENT’S EMPLOYMENT


YES
NO
B   ACCIDENT


AUTO
OTHER
	(B)

PROVIDER IDENTIFICATION NUMBER/TAXONOMY CODE

	DIAGNOSTIC MODELS ASSESSMENT
PROCEDURE:

a.
Occlude patient or models in centric position.

b.
Record all measurements in the order given and round off to the nearest millimeter.

c.
Start by measuring OVERJET of the most protruding incisor.

d.
Measure OVERBITE from the labio-incisal edge of overlapped front tooth or teeth to point of maximum coverage.

e.
Score all other conditions listed.

f.
ECTOPIC ERUPTION and ANTERIOR CROWDING.  DO NOT DOUBLE SCORE.


Record the most serious condition and follow your first impression.

	CONDITIONS OBSERVED:
HLD SCORE

a.
Overjet in mm
X2

b.
Overbite in mm


c.
Mandibular protrusion in mm (refers to Classic Class III Case Only)
X5

d.
Anterior Open bite in mm
X4

e.
Ectopic eruption, anteriors only each tooth, impactions, anterior teeth only
X3

f.
Anterior Crowding; Maxilla . . . Mandible . . . Score 5 points per arch regardless of the


degree of crowding. Maximum score this item is 10 points


g.
Labio-Lingula Spread, in mm



(Refers to any spaces between anterior teeth measured in mm from mesial of left cuspid to


mesial of right cuspid, each arch.
TOTAL SCORE

TREATMENT PLAN:

a.
The type appliance(s)

b.
Teeth to be banded (bracketed)

c.
Extractions or other oral surgery

d.
Amount of daily wear required (removable appliances such as functional, head gear, etc.)

e.
Prognosis

f.
Anticipated treatment time

g.
Total fee (including appliances, records, monthly maintenance, retainer)

h.
      Additional information attached.

Note: submit full mouth X-ray, cephalometric film and study models.


  Medical Use Only  


Reviewed By____________________________________D.D.S.
Date____________________________________  □Denied  □Approved
Appliance Code(s)________________________________
Monthly Maintenance ______ X ______


Treatment to be completed by_______________________________________


Completion of Request for Orthodontic Treatment (DMS-32-0)

Form DMS-32-0, titled Request for Orthodontic Treatment, is used when requesting prior authorization for conventional orthodontic treatment or any functional or orthopedic appliance.  Requests for the form should be made to Arkansas Division of Medical Services Dental Care Unit.  View or print the Division of Medical Services Dental Unit contact information.
The top portion of the ADA claim form identifies the patient and the provider.  The information regarding the patient may be obtained from the patient’s current Medicaid I.D. card.  All information should be recorded accurately.  The name, address and provider number of the orthodontist requesting the authorization must be indicated.

Part II, Diagnostic Models Assessment, is to be used to describe discrepancies within each arch and the relationship of one arch to the other.

Part III, The Treatment Plan, should include:

A. The type of appliance

B. Teeth to be banded (bracketed)

C. Extractions or other oral surgery

D. Amount of daily wear required (removable appliances such as functionals, head gear, etc.)

E. Prognosis

F. Anticipated treatment time

G. Total fee (including appliance(s), monthly maintenance records and retainer)

H. Additional information attached - check when applicable.

The bottom line will be used by the dental consultant who reviews the case.  The consultant will initial, date, and check the disposition either approved or denied.

Submit the completed form, along with full-mouth X-ray, cephalometric film (that has been traced), and study models to the Arkansas Division of Medical Services Dental Care Unit.
ARKANSAS DEPARTMENT OF HUMAN SERVICES


DIVISION OF MEDICAL SERVICES


REQUEST FOR ORTHODONTIC TREATMENT
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