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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

JEK Federal Building, Government Center

Room 2275

Boston, Massachusetts 02203

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Division of Medicaid and Children’s Health Operations / Boston Regional Office

March 13, 2015

Nicholas A. Toumpas, Commissioner
Department of Health and Human Services
State of New Hampshire

129 Pleasant Street

Concord, NH 03301

Re: New Hampshire SPA TN 14-0014

Dear Commissioner Toumpas,

We are pleased to enclose a copy of approved New Hampshire State Plan Amendment (SPA) No.

14-0014 with an effective date of December 1, 2014. This SPA transmitted a proposed amendment

to your approved Title XIX State plan to suspend prior authorization for dental extractions of third molars

If there are questions, please contact Joyce Butterworth at (617) 565-1220 or by e-mail at
Jovce.Butterworth(@cms.hhs.cov.

Sincerely,
/s/
Richard R. McGreal
Associate Regional Administrator
Enclosure/s

o Kathleen Dunn, State Medicaid Director
Diane Peterson, Medicaid Business and Policy
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OFFICIAL

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED

Title XIX - NH
Attachment 3.1-A
Page 4a

9. Clinic Services

Out-of-state clinic services require prior authorization from the Department. Such payment authorization
may be given only if substantiated by the attending physician's statement of medical necessity.

10. Dental Services

Treatment covered for recipients under 21 includes: (a) prophylaxis every 150 days, (b) restorative
treatment, (c) periodic examinations, no more frequently than every one hundred fifty days, unless they
are medically necessary to diagnose an illness or condition, (d) vital pulpotomy, (e) extractions of
symptomatic teeth associated with diagnosed pathology as documented in the provider's treatment record,
(f) extractions of asymptomatic teeth subject to prior authorization, with the exception of third molars for
which the prior authorization requirement is suspended through May 31, 2015, (g) extractions of third
molars associated with diagnosed pathology as documented in the provider's treatment record, and subject
to prior authorization, except that the prior authorization requirement is suspended through May 31, 2015,
(h) general anesthesia and nitrous oxide analgesia (i) orthodontic therapy subject to prior authorization, (j)
x-rays including complete or panographic every 5 years, bitewings every 12 months if medically
necessary, and all types regardless of limits if required to complete a differential diagnosis, (k) palliative
treatment, (I) removable prosthetic replacement of permanent teeth, subject to prior authorization, (m)
topical fluoride treatment two times/year, (n) endodontia, including root canal therapy, (0) crowns, (p)
periodontic treatment limited to prophylaxis, scaling, and root planing, (q) sealants for permanent and
deciduous molars every 5 years, (r) surgical periodontal treatment subject to prior authorization, and (s)
any other services that meet EPSDT medical necessity criteria as determined by the Department. Any
limits to services do not apply to EPSDT recipients as long as medical necessity criteria as determined by
the Department have been met.

Dental services covered for recipients 21 and over for the treatment for relief of acute pain or elimination
of acute infection are: (a) palliative treatment, (b) extraction of the causitive tooth or teeth, (c) treatment
of severe trauma, (d) surgical procedures performed in a hospital, and (e) x-rays for areas described above.

Prior authorization from the Department is also required for (a) orthodontic therapy considered under the
EPSDT medical necessity provisions, and (b) services not listed but identified in an EPSDT screening.
Prior authorization for all orthodontic therapy is granted based upon substantiation of the meeting of
conditions specified by the Department. Orthodontic therapy is covered only until the recipient reaches
the age of 21.

11. Physical Therapy and Related Services (Occupational and Speech Therapy)

When provided by a home health agency, visiting nurse association, outpatient hospital (to include
rehabilitation center), or independent therapist, these services are limited to eighty (80) 15-minute units
per recipient per state fiscal year. The eighty (80) units may be used for one type of therapy or in any
combination of therapies in an outpatient setting. The limits may be exceeded if prior authorization is
granted from the Department based on medical necessity.

TN No: 14-014
Supersedes Approval Date 03/13/2015 Effective Date: 12/01/14
TN No: 11-002




OFFICIAL

AMOUNT. DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED
Title XIX - NH
Attachment 3.1-B
Page da

8. Private Duty Nursing Services

Private duty nursing services which are covered are those provided by a registered or licensed practical
nurse under the order and general direction of the patient's physician to a patient only in his place of
residence, not a long term care facility. Prior authorization is required every sixty (60) days trom the
Departiment.

Out-of-state clinic services require prior authorization from the Department. Such payment
authorization may be given only if substantiated by the attending physician's statement of medical
necessity.

10. Dental Scrvices
Treatment covered for recipients under 21 includes: (a) prophylaxis every 150 days, (b) restorative
treatment, (c) periodic examinations, no more frequently than every one hundred fifty days, unless they
are medically necessary to diagnose an illness or condition, (d) vital pulpotomy, (e) extractions of
symptomatic teeth associated with diagnoscd pathology as documented in the provider's treatment
record, () extractions of asymptomatic teeth subject to prior authorization, with the exception of third
molars for which the prior authorization requircment is suspended through May 31, 2015, (g)
extractions of third molars associated with diagnosed pathology as documented in the provider's
treatment record, and subject to prior authorization, except that the prior authorization requirement is
suspended through May 31, 2015, (h) general anesthesia and nitrous oxide analgesia, (i) orthodontic
therapy subject to prior authorization, (j) x-rays including complete or panographic every S years,
bitewings every 12 months if medically necessary. and all types regardless of limits if required to
complete a ditferential diagnosis, (k) palliative treatment, (1) removable prosthetic replacement of
permanent teeth, subject to prior authorization (m) topical fluoride treatment two times/year, (n)
endodontia, including root canal therapy, (o) crowns. (p) periodontic treatment limited to prophylaxis,
scaling, and root planing, (q) sealants for pcrmanent and deciduous molars every 5 years, (r) surgical
periodontal treatment subject to prior authorization, and (s) any other services that meet EPSDT
medical necessity criteria as determined by the Department. Any limits to services do not apply to
EPSDT recipients as long as medical necessity criteria as determined by the Department have been
met.

Dental services covered for recipients 21 and over for the treatment for relief of acute pain or
elimination of acute infection are: (a) palliative treatment, (b) extraction of the causitive tooth or teeth,
(c) treatment of severe trauma, (d) surgical procedures performed in a hospital, and (e) x-rays for areas
described above.

Prior authorization from the Department is required for (a) orthodontic therapy considered under the
EPSDT medical necessity provisions, and (b) services not listed but identified in an EPSDT screening.
Prior authorization for orthodontic therapy is granted based upon substantiation of the mecting of
conditions specified by the Departinent. Orthodontic therapy is covered only until the recipient
reaches the age of 21.
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