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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State WASHINGTON

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL
CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

_______________________________________________________________________________ 

10. Dental services and dentures

The Medicaid Agency covers the services listed below for eligible clients as indicated. Some
of these services may require prior authorization. Limitations described do not apply for
children age 20 and under for EPSDT purposes and may be exceeded based on documented
medical necessity with prior authorization. Beneficiaries who have a developmental disability,
are clients of the Developmental Disabilities Administration (DDA), or qualify for services in
the DDA may exceed the service limitations listed in sections I and II.

I. For clients age 21 and over

A. Preventive care
1. Behavior management
2. Examinations

a. Periodic oral evaluations once every 6 months
b. Comprehensive evaluations once every 5 years

3. Fluoride, once in a 12-month period, per client, per provider/clinic
4. Prophylaxis

a. Once every 12 months
b. Not covered in conjunction with periodontal maintenance or root

planing/scaling
c. Must be at least 12 months after periodontal maintenance or root

planing/scaling
5. X-rays (radiographs)

a. Intraoral complete series once every 3 years
b. Maximum of 4-bitewing x-rays every 12 months
c. Panoramic x-rays in conjunction with 4-bitewings once every 3 years,

only if the agency has not paid for an intraoral complete series in the
same 3-year period

B. Treatment
1. Biopsy

a. Soft oral tissue
b. Brush

2. Endodontic treatment for permanent anterior teeth
3. Extractions

a. Prior authorization required for extractions of 4 or more teeth in a 6
month period resulting in edentulism

b. Prior authorization required for unusual and complicated surgical
extractions

4. Periodontic services
a. Scaling and root planning performed at least 12 months after periodontal

maintenance
b. Maintenance performed at least 12 months after scaling and root planing

5. Resin-based composite restorations 1 time in a 2-year period unless the
restoration has an additional adjoining carious surface.

Back to TOC
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State WASHINGTON

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED TO THE 
MEDICALLY NEEDY GROUPS:  ALL

______________________________________________________________________________

10. Dental services and dentures

The Medicaid Agency covers the services listed below for eligible clients as indicated. Some of these
services may require prior authorization. Limitations described do not apply for children age 20 and
under for EPSDT purposes and may be exceeded based on documented medical necessity with prior
authorization. Beneficiaries who have a developmental disability, are clients of the Developmental
Disabilities Administration (DDA), or qualify for services in the DDA may exceed the service
limitations listed in sections I and II.

I. For clients age 21 and over

A. Preventive care
1. Behavior management
2. Examinations

a. Periodic oral evaluations once every 6 months
b. Comprehensive evaluations once every 5 years

3. Fluoride, once in a 12-month period, per client, per provider/clinic
4. Prophylaxis

a. Once every 12 months
b. Not covered in conjunction with periodontal maintenance or root planing/scaling
c. Must be at least 12 months after periodontal maintenance or root planing/scaling

5. X-rays (radiographs)
a. Intraoral complete series once every 3 years
b. Maximum of 4-bitewing x-rays every 12 months
c. Panoramic x-rays in conjunction with 4-bitewings once every 3 years, only if the

agency has not paid for an intraoral complete series in the same 3-year period

B. Treatment
1. Biopsy

a. Soft oral tissue
a. Brush

2. Endodontic treatment for permanent anterior teeth
3. Extractions

a. Prior authorization required for extractions of 4 or more teeth in a 6 month period
resulting in edentulism

b. Prior authorization required for unusual and complicated surgical extractions
4. Periodontic services

a. Scaling and root planning performed at least 12 months after periodontal
maintenance

b. Maintenance performed at least 12 months after scaling and root planing
5. Resin-based composite restorations 1 time in a 2-year period unless the restoration

has an additional adjoining carious surface
Back to TOC
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State  WASHINGTON  
______________________________________________________________________________

POLICY AND METHODS USED IN ESTABLISHING PAYMENT RATES FOR EACH OF THE OTHER 
TYPES OF CARE OR SERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT IS INCLUDED IN 
THE PROGRAM UNDER THE PLAN (cont.)

VI. Dental Services and Dentures

A. The Medicaid agency pays directly to the specific provider the lesser of the usual and
customary charge or a fee based on an agency fee schedule, for dental services
provided within their specific scope of practice by dentists, dental hygienists, and
denturists throughout the state. There are no geographical or other variations in the fee
schedule.

B. The usual and customary charge is defined as that fee usually charged for a given
service by an individual dentist, dental hygienist, or denturist to private patients (e.g., that
provider’s usual fee) and which fee is within the range of usual fees charged by dentists,
dental hygienists, or denturists of similar training and experience.

C. Except as otherwise noted in the plan, fee schedule rates are the same for both
governmental and private providers of dental services and dental hygiene. The fee
schedule is published on the agency’s website at
http://www.hca.wa.gov/medicaid/rbrvs/Pages/index.aspx.  The agency’s fee schedule
rate was set as of July 1, 2015, and is effective for services provided on or after that date.

VI.(a) Dentures

A. The Medicaid agency pays directly to the specific provider the lesser of the usual and
customary charge or a fee based on an agency fee schedule for dentures. There are no
geographical or other variations in the fee schedule.

Except as otherwise noted in the plan, fee schedule rates are the same for both
governmental and private providers of dentures. The fee schedule is published on the
agency’s website at http://www.hca.wa.gov/medicaid/rbrvs/Pages/index.aspx.  The
agency’s fee schedule rate was set as of July 1, 2015, and is effective for services
provided on or after that date.
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