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ARIZONA DEPARTMENT OF CHILD SAFETY
COMPREHENSIVE MEDICAL AND DENTAL PROGRAM
PCP STATEMENT OF MEDICAL NECESSITY – ORTHODONTIA

The Comprehensive Medical and Dental Program (CMDP) provides orthodontia services for members with severe handicapping malocclusions determined to be medically necessary.

Considerations for Orthodontia
Orthodontic services and orthognathic surgery are covered only when these services are necessary to treat a handicapping malocclusion. Services must be medically necessary (need to treat, correct or ameliorate a defect or condition) and determined to be the primary treatment of choice or an essential part of an overall treatment plan developed by both the primary care provider (PCP) and the dentist in consultation with each other. Orthodontic services are not covered when the primary purpose is cosmetic.
	MEMBER’S NAME

     
	DATE OF BIRTH

     
	CMDP/AHCCCS NO. 

     


Medical Criteria for Orthodontia
Please indicate the presence of the following condition(s) that may support medical necessity:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Congenital craniofacial or dentofacial malformations requiring reconstructive surgical correction in addition to orthodontic services that are part of a diagnosed medical syndrome
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Trauma requiring surgical treatment in addition to orthodontic services

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Craniofacial or dentofacial abnormalities that severely compromise the recipient’s physical health resulting in a failure to thrive
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Diagnosed difficulty/pain in eating and chewing due to the malocclusion

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Diagnosed breathing difficulties related to the malocclusion

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Diagnosed speech difficulties that are directly related to orofacial abnormalities

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Dental malocclusion compromises the ability to maintain proper diet and nutrition requiring liquid or semi-soft foods resulting in a failure to thrive
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Significant weight loss due to existing malocclusion (State weight loss findings and recorded dates or attach the member’s treatment record)

	PRIMARY CARE PHYSICIAN’S NAME (Please print)

     

	PCP ADDRESS (No. Street, Suite No., City, State, ZIP

     

	PCP SIGNATURE
	DATE

     


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or 
activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact 602-351-2245; TTY/TDD Services: 7-1-1. • Free language assistance for DCS services is available upon request.
