
OrthoCAD Submission Form 
 

  Date:   

 

   Patient Information 

  Name (First & Last) Date of Birth: SS or ID# 

  Address: City, State, Zip Area code & Phone number: 

  Group Name: Plan Type:  

  Provider Information 
  Dentist Name:   Provider NPI #   Location ID # 

  Address:  City, State, Zip   Area code & Phone number: 

  Treatment Requested 

 
  Code:   Description of request: 
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	(all dental work must be completed, and oral hygiene must be good BEFORE orthodontic treatment is approved)
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	• Indicate by checkmark next to A, B and/or C which criteria you are submitting for review
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	• Record all measurements in the order given and round off to the nearest millimeter (mm);
	• Record all measurements in the order given and round off to the nearest millimeter (mm);
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	Required for submission:
	Required for submission:
	 Completed ADA form for preauthorization of CDT Code D8999.
	 Completed ADA form for preauthorization of CDT Code D8999.
	 Copy of original Medicaid Prior Authorization for Comprehensive Orthodontic Treatment (Prior Authorization from Medicaid program/vendor for Comprehensive Orthodontic Treatment approved prior to initiation of orthodontic treatment).
	 Copy of original Medicaid Prior Authorization for Comprehensive Orthodontic Treatment (Prior Authorization from Medicaid program/vendor for Comprehensive Orthodontic Treatment approved prior to initiation of orthodontic treatment).
	*If required information above is cannot be provided, the case will be reviewed as outlined below.
	*If required information above is cannot be provided, the case will be reviewed as outlined below.
	Required for submission:
	Required for submission:
	(   Completed ADA form for preauthorization of CDT Code D8999.
	(   Completed ADA form for preauthorization of CDT Code D8999.
	( Diagnostic records (a copy of the original study models/OrthoCad
	( Diagnostic records (a copy of the original study models/OrthoCad
	equivalent and/or a complete set of diagnostic photographs and/or a panorex film). Progress records will be accepted if original records are not available. Documentation should demonstrate qualifying criteria for severe handicapping malocclusion.
	equivalent and/or a complete set of diagnostic photographs and/or a panorex film). Progress records will be accepted if original records are not available. Documentation should demonstrate qualifying criteria for severe handicapping malocclusion.


