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MEDICAID SERVICES 
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471-000-406 Nebraska Medicaid Handicapping Labiolingual Deviation (HLD) Index - (NE-Mod) 
Orthodontic Diagnostic Score Sheet: 

Handicapping Labiolingual Deviation (HLD) Index - NE (Mod): 

The submitting dentist shall complete and submit the Handicapping Labiolingual Deviation (HLD) 
Index score sheet when submitting an orthodontic pre-treatment request. The attached score 
sheet may be photo copied by the dental office for completion and submission. 

If the diagnosed condition does not qualify in 1 through 6 listed on the Handicapping Labiolingual 
Deviation (HLD) Index the dental provider must complete items 7 through 14. The total score on 
7 through 14 of the Handicapping Labiolingual Deviation (HLD)Index must be 28 or greater to 
qualify for Medicaid coverage of orthodontic treatment. 
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  NEBRASKA MEDICAID HANDICAPPING LABIO-LINGUAL DEVIATIONS FORM (HLD INDEX)

 
THIS FORM IS A QUANTITATIVE, OBJECTIVE METHOD FOR MEASURING MALOCCLUSION.  THE HLD PROVIDES A SINGLE SCORE, BASED ON A SERIES OF 

MEASUREMENTS THAT REPRESENT THE DEGREE TO WHICH A CASE DEVIATES FROM NORMAL ALIGNMENT AND OCCLUSION.

PATIENT INFO 
CLIENT NAME: _________________________________________CLIENT MEDICAID NUMBER____________________________ 
CLIENT ADDRESS:________________________________________________________CLIENT DATE OF BIRTH ___/____/______   
PROVIDER INFO                  (must be 20 years old or under) 
PROVIDER NAME:______________________________________________PROVIDER ID NUMBER:________________________ 

CONDITIONS OBSERVED 
PROCEDURE:  SCORING STEPS 1 THROUGH 6.  IF ONE OF THESE CONDITIONS EXIST, INDICATE WITH AN “X“ AND SCORE NO FURTHER. 
 

 

 

 

 

 

 

1.  DEEP IMPINGING OVERBITE.        SCORE “X”_________ 

2. CROSSBITE OF THREE OR MORE PERMANENT AND/OR DECIDUOUS POSTERIOR   SCORE “X”____________                             
TEETH OR ANTERIOR CROSSBITE OF ONE TO TWO TEETH. 

3. CONGENITAL BIRTH DEFECT THAT AFFECTS SKELETAL RELATIONSHIP AND/OR DENTITION. SCORE “X”____________ 

4. IMPACTED CUSPIDS WITH MOST OF THE PERMANENT DENTITION PRESENT.   SCORE “X”____________ 

5. OVERJET GREATER THAN 9 MM OR ANTERIOR CROSSBITE.     SCORE “X”____________ 

6. MALOCCLUSION WITH OPEN BITE FROM CANINE TO CANINE.    SCORE “X”____________ 
IF YOU HAVE MARKED AN “X” IN ANY OF THE ABOVE; STOP; AND PROCEED TO PRIOR AUTHORIZATION STEP 16. 

 
PROCEDURE:  COMPLETE 7 through 14 IF CASE DOES NOT QUALIFY IN 1 through 6 ABOVE.  THE TOTAL SCORE 
WILL DETERMINE IF THE CASE QUALIFIES FOR ORTHODONTIC TREATMENT. COMPLETE INSTRUCTIONS ARE ON 
THE SECOND PAGE;  “SCORING INSTRUCTIONS FOR HANIDAPPING MALOCCLUSION.“  

• POSITION THE PATIENT’S TEETH IN CENTRIC OCCLUSION. RECORD MEASUREMENTS N THE ORDER GIVEN AND ROUND TO THE NEAREST 
MILLIMETER (MM). 

• ENTER SCORE “0” IF CONDITION IS ABSENT. 
• NOTE: WHEN COMPLETEING 11 AND 12, IF BOTH ANTERIOR CROWDING AND ECTOPIC ERUPTION ARE PRESENT IN THE ANTERIOR 

PORTION OF THE MOUTH, SCORE ONLY THE MOST SEVER CONDITION. DO NOT SCORE BOTH CONDITIONS. 

7. OVERJET IN MM.          ( 1 - 8 MM )   _____________ 
8. OVERBITE IN MM. ( ANTERIOR CROSSBITE )               _____________ 
9. MANDIBULAR IN PROTRUSION, IN MM.            X5_____________  
10. OPEN BITE, IN MM.              X4 _____________ 
11. ECTOPIC ERUPTION: COUNT EACH TOOTH EXCLUDING 3RD MOLARS.                   

LIST TEETH____________________________________________________       # OF TEETH X3_____________ 
12. ANTERIOR CROWDING OR SPACING:  SCORE ONE POINT FOR MAXILLA, AND/OR ONE POINT FOR MANDIBLE; TWO POINT MAXIMUM. 

SCORE THE ONE OR TWO X5.           # X5 ______________ 
13. LABIOLINGUAL SPREAD IN MM.                   ______________ 
14. POSTERIOR UNILATERAL CROSSBITE. ( MUST INVOLVE TWO OR MORE ADJACENT TEETH, ONE OF WHICH MUST BE A MOLAR )   

                                 IF PRESENT SCORE 4 ______________ 
A TOTAL SCORE OF 28 OR GREATER CONSTITUTES A HANDICAPPING MALOCCLUSION:  TOTAL OF 7 through 14  ___________ 
IF 7 – 14 ABOVE SCORED 28 OR GREATER, PROCEED TO PRIOR AUTHORIZATION STEP 16. 

15. IF TOTAL SCORE IS 27 OR UNDER, STOP, DO NOT PROCEED TO PRIOR AUTHORIZTION STEP 16.  A SCORE OF 27 OR UNDER WILL NOT BE 
REVIEWED, CONSIDER THIS SCORE SHEET AS PROOF OF DENIAL FOR CONSIDERATION. DO NOT PROCEED TO COMPLETE AND BILL FOR 
CEPH FILM AND DIAGNOSTIC CASTS, THEY MAY NOT BE PAID WITHOUT AN ORTHODONTIC TREATMENT APPROVAL. 

16. IF THE ABOVE CONDITIONS QUALIFY FOR A REVIEW (YOU MUST HAVE AN “X” AND/OR A SCORE OF 28 OR ABOVE ) YOU MAY PROCEED 
TO SUBMIT FOR PRIOR AUTHORIZATION WITH REQUIRED DOCUMENTATION CHECKED OFF BELOW.  IN ORDER FOR MEDICAID PATIENTS 
TO RECEIVE TIMELY TREATMENT, PLEASE CONSIDER YOUR REQUEST FOR APPROVAL AS YOUR ACCEPTANCE OF THE MEDICAID FEE AND A 
COMMITMENT TO COMPLETE CARE.  ADA FORM ____  CEPH FILM ____ X-RAYS _____ PHOTOS ______ NARRATIVE _____
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Nebraska Medicaid Interceptive Orthodontic Pre-Treatment Request Form 
 
Patient Name:  Enter the full name (first, middle initial, and last name) of the client.  
 
Patient’s Medicaid #:  Enter the client's eleven-digit Medicaid identification number.  
 
Birthdate:  Enter the client's month, day and year of birth.  
 
Date of Request:  Enter the submission date for the request.  
 
Provider Name:  Enter the dentist name. 
 
Provider Medicaid #:  Enter the eleven-digit Medicaid provider number.  
 
Provider Address:  Enter the dentist office address (Street, City, State, and Zip).  
 
Provider Phone Number:  Enter the dentist office phone number.  
 
Treatment Request: 
 
 Appliances: Under the Maxillary Arch and Mandibular Arch column check the type of  
      appliances being requested. 
 Adjustments of pedodontic and interceptive appliances: Enter the number of adjustments for   
       the Maxillary arch and Mandibular Arch in the appropriate column. 
 Chrome steel wire clasps - enter the number of clasps requested. 
 Attachment springs for appliance - enter the number of springs requested. 
 Enter the dentist usual and customary fee for each treatment being requested. 
 
Diagnostic Narrative: Provide information regarding the diagnosis and treatment requested. 
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Nebraska Medicaid Comprehensive Orthodontic Pre-Treatment Request Form 
 
Client Name:  Enter the full name (first, middle initial, and last name) of the client. 
 
Client’s Medicaid:  Enter the client’s eleven-digit Medicaid identification number. 
 
Birthdate:  Enter the client’s month, day and year of birth. 
 
Date of Request:  Enter the date the submission date for the request. 
 
Provider Name:  Enter the dentist name. 
 
Provider Medicaid #:  Enter the eleven-digit Medicaid provider number. 
 
Provider Address:  Enter the dentist office address (Street, City, State, and Zip). 
 
Provider Phone Number:  Enter the dentist office phone number.  
 
Treatment Request: 
 
 In the Maxillary Arch and Mandibular Arch column check the column for the treatment or type 

of appliance being requested for each arch.  
 Number of months of arch adjustments – Enter the number of months of monthly adjustments 

being requested for each arch.   
 Number of months of retention appliance treatment – Enter the number of months of retention 

visits. 
 Fee Column:  Enter the dentist usual and customary fee for the treatment requested. 
 
Diagnostic Narrative:  Provide information regarding the diagnosis and treatment requested.    
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