Idaho Medicaid Fee Schedule

Dental Codes

Procedure
Code
D0120
D0140
D0150
D0160
D0170
D0210
D0220
D0230
D0240
D0270
D0272
D0274
D0277
D0330
D0340
D0460
D0470
D1110
D1120
D1203
D1204
D1351
D1510
D1515
D1520
D1525
D1550
D2140
D2150
D2160
D2161
D2330
D2331
D2332
D2335
D2390
D2391
D2392
D2393
D2394
D2710
D2721
D2750
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Procedure Code Description

PERIODIC ORAL EXAMINATION
LIMITED ORAL EVALUATION - SPECIFIC
COMPREHENSIVE ORAL EVALUATION
DETAILED/EXTENSIVE ORAL EVAL
RE-EVALUATION; LIMITED PROBLEM
INTRAORAL-COMPLETE SERIES (I
INTRAORAL-PERIAPICAL- FIRST
INTRAORAL PERIAPICAL - EACH
INTRAORAL OCCLUSAL FILM
BITEWING SINGLE FILM

BITEWINGS - TWO FILMS
BITEWINGS - FOUR FILMS
VERTICAL BITEWINGS

PANORAMIC FILM

CEPHALOMETRIC FILM

PULP VITALITY TESTS

DIAGNOSTIC CASTS

PROPHYLAXIS - ADULT, DENTAL
DENTAL PROPHYLAXIS - CHILDRE
TOPICAL APPLICATION OF FLOUR
TOPICAL APP OF FLOURIDE (EXC
SEALANT, PER TOOTH

FIXED - UNILATERAL - SPACE M
SPACE MAINTAINER CROWN TYPE
REMOVABLE UNIL. TYPE
REMOVABLE BILATERAL TYPE
RECEMENTATION OF SPACE MAINT
AMALGAM - ONE SURFACE
AMALGAM - TWO SURFACES
AMALGAM - THREE SURFACES
AMALGAM - FOUR OR MORE SURFACES
COMPOSITE RESIN

COMPOSITE RESIN

COMPOSITE RESIN

COMPOSITE RESIN

RESIN-BASED COMPOSITE CROWN
RESIN-BASED COMPOSITE
RESIN-BASED COMPOSITE - TWO SURFACE
RESIN-BASED COMPOSITE
RESIN-BASED COMPOSITE

CROWN, RESIN-BASED COMPOSITE
CROWN PLASTIC - NONPREC. MET
CROWN - PORCELAIN FUSED

For Informational Purposes Only!

Price
Effective
Date

07/01/1999
07/01/1999
07/01/1999
07/01/1999
05/01/2001
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
01/01/2003
07/01/1999
07/01/1999
05/01/2001
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
01/01/2003
01/01/2003
01/01/2003
01/01/2003
07/01/1999
07/01/1999
07/01/1999
07/01/1999
01/01/2003
01/01/2003
01/01/2003
01/01/2003
01/01/2003
07/01/1999
07/01/1999
05/01/2001

Allowed

Amount
$17.00
$24.00
$25.00
$37.00
$24.00
$53.00
$9.00
$8.00
$10.00
$9.00
$16.00
$24.00
$56.00
$40.00
$43.00
$15.00
$38.00
$40.00
$28.00
$13.00
$16.00
$20.00
$104.00
$132.00
$77.00
$142.00
$20.00
$42.00
$55.00
$65.00
$77.00
$50.00
$65.00
$79.00
$92.00
$95.00
$53.00
$68.00
$87.00
$87.00
$235.00
$150.00
$318.00
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Idaho Medicaid Fee Schedule

Dental Codes

Procedure
Code
D2751
D2752
D2790
D2791
D2792
D2920
D2930
D2931
D2932
D2940
D2950
D2951
D2954
D2955
D2980
D3110
D3220
D3221
D3310
D3320
D3330
D3346
D3347
D3348
D3351
D3410
D3421
D3425
D3426
D3430
D4210
D4211
D4320
D4321
D4341
D4342
D4355
D4910
D5110
D5120
D5130
D5140
D5211
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Procedure Code Description

PORCELAIN FUSED TO NON PRECI
CROWN PORCELAIN FUSED TO NOBLE ME
CROWN FULL CAST HIGH NOBLE
CROWN NONPRECIOUS METAL FC
CROWN FULL CAST NOBLE METAL
RECEMENT CROWNS
PREFABRICATED STAINLESS STEE
STAINLESS STEEL CROWN - PERM
CROWN JACKET PLASTIC PREFAB
SEDATIVE FILLING

CORE BUILDUP, INCLUDING PINS
PIN RETENTION - PER TOOTH, |
PREFABRICATED POST AND CORE
POST REMOVAL

CROWN REPAIR, BY REPORT
PULP CAP - DIRECT

VITAL PULPOTOMY

PULPAL DEBRIDEMENT

ROOT CANAL - ANTERIOR

ROOT CANAL - BICUSPID

ROOT CANAL - MOLAR

RETREATMENT OF PREVIOUS ROOT CANAL

RETREATMENT OF PREV. ROOT CANAL
RETREATMENT OF PREV. ROOT CANAL
APEXIFICATION/RECALCIFICATION-INITI
APICOECTOMY - SEPARATE PROCE
APICOECTOMY/PERIRADICULAR SU
APICOECTOMY/PERIRADICULAR SU
APICOECTOMY/PERIRADICULAR SU
RETROGRADE FILLING - PER ROOT
GINGIVECTOMY OR GINGIVOPLASTY
GINGIVECTOMY OR GINGIVOPLAST
PROV SPLINTING INTRACORONAL
PROV SPLINTING EXTRACORONAL
PERIODONTAL SCALING/ROOT PLANING
PERIODONTAL SCALING & ROOT PLANING
FULL MOUTH DEBRIDEMENT

PERIODIC MAINTENANCE PROCEDURE
DENTURES COMP UPPER

DENTURES COMP LOWER

DENTURES IMM UPPER

DENTURES IMM LOWER

PART DENT - UPPER - NO CLASP

For Informational Purposes Only!

Price
Effective
Date

07/01/1999
05/01/2001
05/01/2001
07/01/1999
05/01/2001
07/01/1999
07/01/1999
07/01/1999
01/01/2000
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
05/01/2001
07/01/1999
07/01/1999
07/01/1999
05/01/2001
05/01/2001
05/01/2001
07/01/2003
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
01/01/2003
07/01/1999
07/01/1999
07/01/1999
01/01/2003
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999

Allowed
Amount

$318.00
$318.00
$300.00
$300.00
$300.00
$31.00
$85.00
$90.00
$95.00
$30.00
$71.00
$17.00
$80.00
$70.00
$60.00
$20.00
$50.00
$50.00
$210.00
$270.00
$315.00
$210.00
$270.00
$315.00
$150.00
$200.00
$200.00
$200.00
$70.00
$63.00
$160.00
$106.00
$103.00
$91.00
$68.00
$68.00
$60.00
$42.00
$470.00
$470.00
$490.00
$490.00
$295.00
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Idaho Medicaid Fee Schedule

Dental Codes

Procedure
Code
D5212
D5213
D5214
D5410
D5411
D5421
D5422
D5510
D5520
D5610
D5620
D5630
D5640
D5650
D5660
D5670
D5671
D5730
D5731
D5740
D5741
D5750
D5751
D5760
D5761
D5820
D5821
D5850
D5851
D5931
D5932
D5982
D5988
D6930
D6980
D7111
D7140
D7210
D7220
D7230
D7240
D7241
D7250
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Procedure Code Description

PART DENT - LOWER NO C LASPS
UPPER PART PRED BASE CAST BA
LOW PART - PRED BASE CASTBAS
DENTURE ADJ; UPPER

DENTURE ADJ LOWER

PART DENTURE ADJ - UPPER

PART DENTURE ADJ - LOWER
REPAIR BROKEN COMPLETE DENTU
REPLA MISS OR BROKEN TEETH (
REPAIR CARYLIC SADDLE OR BAS
REPAIR CAST FRAMEWORK

REPAIR OR REPLACE BROKEN CLA
REPLACE BROKEN TEETH - PER T
ADD TOOTH TO EXISTING PARTIA
ADD CLASP TO EXIST PART DENT
REPLACE ALL TEETH & ACRYLIC
REPLACE ALL TEETH & ACRYLIC
RELINE COMPLETE UPPER-CHAIR
RELINING LOWER DENTURE CHAIR
RELINE UPPER PARTIAL - CHAIR
RELINE LOWER PARTIAL DENTURE
RELINE COMPLETE UPPER DENTUR
RELINE LOWER COMPL DENTURE (
RELINE UPPER PARTIAL - LAB
RELINE LOW PART DENT (LAB) O
TEMPORARY PARTIAL - STAYPLATE DENTU
TEMPORARY PARTIAL -STAYPLATE DENTU
TISSUE CONDITIONING-PER DENTURE UNI
TISSUE CONDITIONING, LOWER-P
OBTURATOR PROSTHESIS, SURGIC
OBTURATOR PROSTHESIS, DEFINI
SURGICAL STENT

SURGICAL SPLINT

RECEMENT BRIDGE

BRIDGE REPAIR, BY REPORT
EXTRACTION CORONAL REMNANTS
EXTRACTION - ERUPTED TOOTH / ROOT
EXTRACTION OF TOOTH -ERUPTED
SURGICAL EXTRACTION -IMPACTI
SURGICAL EXTRACTION - IMPACT
SURGICAL EXTRACTION - IMPACT
SURGICAL EXTRACTION (DIFFICU
SURGICAL EXTRACTION - ROOT

For Informational Purposes Only!

Price
Effective
Date

07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
01/01/2003
01/01/2003
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
01/01/2004
01/01/2004
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
01/01/2003
01/01/2003
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999

Allowed
Amount

$295.00
$500.00
$500.00
$20.00
$25.00
$26.00
$24.00
$56.00
$43.00
$50.00
$82.00
$64.00
$42.00
$55.00
$70.00
$42.00
$42.00
$88.00
$91.00
$101.00
$101.00
$128.00
$128.00
$91.00
$105.00
$150.00
$150.00
$42.00
$34.00
$490.00
$510.00
$90.00
$110.00
$42.00
$95.00
$43.00
$43.00
$74.00
$96.00
$112.00
$145.00
$146.00
$80.00
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Idaho Medicaid Fee Schedule

Dental Codes

Procedure
Code
D7270
D7280
D7286
D7287
D7320
D7471
D7510
D7670
D7671
D7910
D7960
D7970
D7971
D8010
D8020
D8030
D8040
D8050
D8060
D8070
D8080
D8090
D8210
D8220
D8670
D8680
D8691
D9110
D9220
D9221
D9230
D9310
D9410
D9420
D9430
D9440
D9920
D9930
D9940
D9951
D9952
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Procedure Code Description

TOOTH REIMPLANATION

SURGICAL ACCESS OF UNERRUPTED TOO
BIOPSY OF ORAL TISSUE - SOFT
EXFOLIATIVE CYTOLOGICAL SAMPLE
ALVEOLOPLASTY - PER QUADRANT
REMOVAL OF LATERAL EXOSTOSIS MAXILL
INCISION AND DRAINAGE OF ABCESS
ALVEOLUS STABIL (OR)

ALVEOLUS OPEN REDUCTION
SUTURE OF SMALL WOUND TO 5 C
FRENULECTOMY - SEPARATE PROC
EXCISION OF HYPERPLASTIC TIS
OPERCULECTOMY

LIMITED ORTHO TX OF PRIMARY
LIMITED ORTHO TX OF TRANSITI
LIMITED ORTHODONTIC TX OF AD
LIMITED ORTHODONTIC TX OF AD
INTERCEPTIVE ORTHODONTIC TX
INTERCEPTIVE ORTHODONTIC TX
COMPREHENSIVE ORTHO TX OF TR
COMPREHENSIVE ORTHO TX OF AD
COMPREHENSIVE ORTHO TX OT AD
HARMFUL HABIT APPLIANCE

FIXED APPLIANCE THERAPY
ADJUSTMENTS MONTHLY
RETAINERS (BOTH)

REPAIR ORTHODONTIC APPLIANCE
PALLIATIVE TREATMENT OF DENT
DEEP SEDATION / GENERAL ANESTHESIA
DEEP SEDATION/GENERAL ANESTHESIA
ANALGESIA

CONSULTATION

HOUSE/FACILITY CALL

HOSPITAL CALLS

OFFICE VISIT - REGULAR HOURS
OFFICE VISIT AFTER HRS

DIFFICULT BEHAVIOR MANAGEMENT
COMPLICATION IN PROVIDING DE
OCCLUSAL GUARDS, BY REPORT
OCCLUSAL ADJUSTMENT-LIMITED
OCCLUSAL ADJUSTMENT-COMPLETE

For Informational Purposes Only!

Price
Effective
Date

07/01/1999
07/01/1999
01/01/2003
01/01/2003
07/01/1999
05/01/2001
07/01/1999
07/01/2003
07/01/2003
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
01/01/2004
01/01/2004
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
05/01/2001
07/01/1999
05/01/2001
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
05/01/2001
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999
07/01/1999

Allowed
Amount

$66.00
$150.00
$110.00
$80.00
$88.00
$158.00
$43.00
$78.00
$78.00
$22.00
$100.00
$77.00
$40.00
$210.00
$240.00
$280.00
$300.00
$360.00
$360.00
$850.00
$1,000.00
$1,250.00
$200.00
$300.00
$84.00
$150.00
$50.00
$35.00
$98.00
$38.00
$17.00
$30.00
$30.00
$93.00
$18.00
$35.00
$22.00
$20.00
$145.00
$20.00
$140.00
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