Texags Medicaid Plan: Level 1

Texas Medicaid Services Orthodontic Program
Criferia for Disabling Maloeclusion

Name (Firat, middle, Last) DOB Subsciiber
Address: Cily, State zip code:

Telephone # Group Name Plan Type

Level I: Dedicated te resolution of early signs of handicapping malocehision in the eatly mixed
dentition which may significantly impact the health of the developing dentition, aiveolar hone,
atid symmetrical growth of the skeletal fismework. (Presence of the maxillary and mandibular
permanent molars, and the maxillary end mandibular incisors fully erupted, and deciduous feeth
shall constitute the esrty mixed dentition. )

o] Antcrior crosshite that is associated with elinically apparent severe
gingival inflammation and/or gingival recassion, or severe enamel wesr,

o Posterior erossbite with an associated midline deviation and asymmetric
closure pattern.

o Dental cross bites, other than the sbove described shall ot be eligible for
treatment in Level I

Comments




Texas Medicaid Plan: Level 2

Texns Medleaid Services Orthodeniic Program
Criteria for Disabling Malocelusion

Name (Fist, middle, Last) ___DOB_ Subsorber

Address: Cily, State zip code;
Telephonc # Croup Namie Plan Type

Leovel TI: Dedivated {2 resobrion of hndicapping malceclusion In the rausitions dentition; the final plase of
Ui wmnsition from primiry to adolescent deatiion whicrein the succadateons permatent teetl ate emerging ot

ehout to emerge,

Qualificstion for treateent nt Levet IE requives submission of deeumentation lo suppoct tie clessificntio of
handicapping melocelusion. FOUR of the followieg conditions shall be elemly apparent i fhe supperting

docsimesiation:
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Comments
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Full cosp Cass II malocclusion with the distal buccal cusp of the
mexillary fist molar occleding in the mesial boecal groove of the
mandibular first molar,

Full cusp Cless T malocelugion with the maxitiary fire molar occluding
in the embrasure distal to the mandibular fitst molar or on the distal
inelise of mandibular molav distal buceal cusp.

Overlite messurement shall be in excess of S mm.

Overjet measnremen: shall be in excess of 8 mm.

Morc than four congenitally absent teeth, one or more of which sl
inchude an ankrior tcoth/ orteeth.

Anterior crowding stall be in excess of 6 mm. in tho mandibular arch.
Anterior cross bite of more than two of the four maxillacy Ineisars.
Generalized spacing in both arches of preater than 6 mm. in erch arch.
Recognition of eqarly impacted mavillary canine or canines. Radiographs
shall support the dingrosis demonsirating a severe mesinl angulstion of the
eruptitg canine and the crown of the canine superinposed and crossing
the image of the maxitlary letecal fnelsor.,
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Texas Medicaid Services Orthodontic Program
Criteria for Disabling Maloeclusion

Name (Fiest, middle, Last) DOR Subscriber

e ———

City; State zip code:

Teleplione #

Group Name Plan Type

Level TH: Dedizated to resolution of hendicasping malocclugion in the addeseent dentition; complote
sruption of the permenet destitlon with fhe possible sxceptlon of Tull evuption of the second molars.

Qnalification for weatmont at Level Ll requires submission of doeumentation to support the dassification
af handieapping maloeclugion. FOUR of the fut@mﬁag conditions shall e clearly spparent in the

supporting documentation,

o Full cusp Class H molar maloceluslon as dosedbed fn Lovel 1.

& Full ¢vsp Clags II moar talocciusion as deseribed ir Lovel 1L

o Anterior tooth impaction; wnerupted with mdiographic evidence to wppm‘t a
diagnesis of impnction (lack of ersptive space, mgularly malposed, tolally
imbodded in t1e bosc) a8 compared to cnmp;mlh- crlipted anforior teeth which:

~may b inalposed but has empted lnte the ol cavity and is not 2 qualifving
element,

o Anterior crowding shall be in sxcess of éinm n the mandibular arch.

@ Anterior open bte shall demenstrate that all maxillery and mendibalae incisors
have no oeelusal contect and are sepatated by a measuvoment in exeeas of 6 mm,

o Posterior open bite shatl demonstmie a vertical soparation by a8 messuvemnent in
excess of S mm. of several posterior weth and ot be confiused with the delaved
natural erupticn of a fiw teeth,

o Posterior ceoss bile with an ssociated midkive deviation and mandibular slift, &
Brodie bite with a mandibular orch totally enoumberad by an overlapping
buccally gccluding mexillary nreh, or a posterior maxilary sech torally lingeally
malpositioned to the mandthular arch shall qualify.

o Anterdor cross bite hall indude wore than two inelsors im ercgs blte and
demonsiraie gngival nflammation, gingival icceasion, or severy enamel wwear.

o Over Uite shall be Iy escess of § mm.

& Owverjet shodl Le in excess of §mm,

Commapts




Texas Medicaid Plan: Levei 4

Texas Medicaid Services Orthadontie Program
Criteria for Disabling Malocclusion

Name (First, middle, Last) DOB Subseriber

Address: City, State zip code:
Telephone ¥ _ Group Name Plan Type

Level IV: Dedicated to resolution of handicapping malocclusion in the adult dentition; complets
eruption of the pevmanent dentition, '

Qualification for tieatment at level IV requirés submission of documentation to support
the clssification o handicapping malacclusien. Dooumentation shall be submitted by an
Oral Surgeon justifying the medical necessily of a suegical approach to treatment,

o Nomfunctional Clazs Il malocciusion,
o Non-functional Class 111 malocelusion

Comments




