DEVELOPMENTALLY DISABLED DENTAL TREATMENT FUND (DDTF) APPLICATION
MDHHS ORAL HEALTH PROGRAM

	CLIENT INFORMATION

	1. Last Name

     
	2. First Name

     
	3. Social Security #

           
	4. Date of Birth (mm/dd/yyyy)
          

	5. Meets CMH criteria for Developmental Disabilities and is a client of the Agency listed below

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No
	6. Client has no other dental insurance or means to pay

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No


	8. Client insured under Medicaid?

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

9. Access to a Medicaid dentist

 FORMCHECKBOX 
Yes        FORMCHECKBOX 
 No        FORMCHECKBOX 
 N/A

10. If insured under Medicaid, client requires services beyond Medicaid dental benefits

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No        FORMCHECKBOX 
 N/A

	7. Client has the necessary resources to get to the stated dental office on the dental claim form 

 FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No


	
	

	CASE MANAGER/ SUPPORT COORDINATOR INFORMATION

	11. Last Name

     
	12. First Name

     
	16. Name of Agency 

     

	13. Phone # 

            
	17. Agency Address 1

     

	14. Fax #

            
	18. Agency Address 2

     

	15. E-mail

     
	19. City

     
	20. Zip

     

	21. I verify that the above information is correct

X:_______________________________________________________________________


Fax completed application and a copy of the dentists ADA Dental Claim Form or Pre-Estimate Insurance Form to Oral Health Program 517-335-8697 or mail to: Oral Health Program/DDTF, 109 W. Michigan Ave, 8th Floor, Lansing MI, 48913
MDHHS USE ONLY

· Client is not approved for dental services
· Services requested do not meet DDTF Guidelines
· Services requested are over the $1,800 annual cap 
· Requests for bridges, partials, and dentures require 
     evidence that client will receive daily oral hygiene care 
     and can tolerate (wear) the appliance daily.

· Has dental insurance or other payment source
· Approval not received prior to services being performed
· No funds available, reapply October 1
· Other: 
· Client is approved for dental services in the amount of $ __________________
· Treatment must be completed and billed to Delta Dental by: ____/____/____
· The DDTF is not a standard Delta Dental Insurance policy. Clients will not appear on the Delta Dental website and claims must 
be submitted within the time allowed. Claims not billed by the date specified or any denials not reconciled within 30 days after claim submission may not be paid, regardless of the reason for non-pay. 
· All treatment plan changes must be pre-approved; changes without approval will result in claim denial.
· Delta Dental will reimburse on the amount approved based on the PPO fee schedule. Providers should check eligibility for procedures from Delta Dental as many have frequency limitations. DDTF approval does NOT override the frequency limits. 
· To reconcile denied claim, request extensions, or for other questions please contact the dental coordinator @ 517-241-5920 or e-mail oralhealth@michigan.gov (place DDTF in the subject line). All identifying client information sent 
via e-mail must be encrypted.
· Complete forms should be mailed to: Delta Dental, PO Box 9085, Farmington Hills, MI. 48333-9085

	MDCH Oral Health Program Authorizing Signature

X: __________________________________________________          Date: _____________________


Group Name: MDHHS DD Treatment Fund
Group # 111
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