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Denial Reason 
Code

Denial Reason Code 
Descriptions

Additional Details on This Denial Reason Potential Next Steps

0001 Service Provided to under 
age 21 only

This service is only a covered benefit for 
members under age 21 based on Medicaid 
guidelines.

Verify member age and confirm coverage rules.  If you 
believe the member qualifies under a different benefit 
program, submit documentation supporting the 
exception.

0002 Denied, Approved to 
Another Vendor

The requested service has already been 
approved to be provided by another 
vendor.

If service has not been billed by another vendor, a change 
of vendor letter would be required to move forward with 
the request.

0003 This Service Is Not a 
Covered Benefit

The requested procedure is excluded from 
approved services.

Review alternate covered services.  If documentation 
supporting medical necessity exists for an exception 
review, submit through the PA process.

0004 Request does not meet 
policy

The request does not meet clinical coverage 
criteria outlined in the applicable policy. 

*This denial reason will no longer be used 
for future PAs (per internal guidance).

Review the related policy for required criteria.  Submit 
additional clinical documentation if you believe the criteria 
are met.

0005 Duplicate of Service 
Previously Approved

A prior authorization for the same service 
has already been approved for the same 
provider for this member and date(s) of 
service.

Use the existing authorization.  If there is a change in 
clinical need, submit an updated request with 
documentation.

0006 Member Not Eligible for 
Service Request

The member was not eligible for coverage 
on the date of service or request.

Verify eligibility via the provider portal.  If eligibility is 
retroactively corrected, resubmit with proof of updated 
eligibility.

0007 Service Denied, Past Timely 
Filing

The request was submitted outside the 
allowable timeframe for prior authorization.

Review timely filing requirements.  If you have proof of 
timely submission or extenuating circumstances, please 
contact your provider representative for resubmission

0008 Limit Exhausted for Svc 
Requested

The member has reached the maximum 
number of allowed units/visits for this 
service during the benefit period.

If an exception is warranted, submit medical necessity 
documentation supporting additional services beyond the 
limit.

0009 Denied, Service Available In-
State

Requested services must be obtained within 
state unless medically justified otherwise.

Refer the member to an in state provider.  If out of state 
care is medically necessary, submit documentation 
explaining why in

‑

state options are not appropriate.

0010 Does Not Meet HLD Score Orthodontic services did not meet the 
minimum Handicapping Labio-Lingual 
Deviation (HLD) score.

Review scoring criteria and submit additional clinical 
evidence or updated diagnostic materials if appropriate.

0011 Service Only Approved 
Every 2 Years

The requested benefit is limited to once 
every two years and the member is within 
the restricted timeframe.

Confirm last date of service.  If early replacement is 
justified, provide documentation supporting the 
exception.

0012 Can be done as part of 
routine prophy

The requested service is considered 
inclusive of routine prophylaxis and is not 
reimbursed separately.

Bill the service as part of the prophy visit.  If additional 
treatment is clinically required, submit supporting 
documentation.

0013 Calculus not observed on 
root surfaces

Clinical records do not show subgingival 
calculus indicating the need for scaling and 
root planing.

Submit updated periodontal charting, radiographs, or 
photos illustrating calculus or disease progression.

0014 Dental prognosis: Unlikely 
to improve

The requested treatment is unlikely to 
improve the member’s dental prognosis per 
clinical review.

Provide additional clinical documentation demonstrating 
how the requested services will improve outcomes.



0015 2nd chair recreation 
purpose/noncovered

The service was requested for convenience, 
comfort, or recreation—not considered 
medically necessary.

If the service is medically necessary, submit 
documentation explaining the clinical need rather than 
convenience.

0016 Clinical records do not 
support need

The submitted clinical documentation does 
not demonstrate medical necessity for the 
requested treatment.

Submit detailed clinical notes or diagnostic results to 
support the request.

0017 Enrolled in program that 
covers service

The member is enrolled in another program 
or benefit that covers this service.

Submit the request through the appropriate program.  
Contact provider help desk if unsure which program 
applies.

0018 Covered by other insurance The claim or request is the responsibility of 
the member’s primary insurance carrier.

Bill the primary insurer first.  Submit the explanation of 
benefits (EOB) if seeking secondary coverage 
consideration.

0019 Clinicals indicate weight 
gain

Clinical documentation reflects weight gain 
that does not meet requirements for the 
requested service.

Review program criteria.  If weight-related measures have 
changed or additional documentation applies, submit 
updated clinical information.

0020 Clinical notes do not 
support request

Clinical notes do not support request Contact prescriber

0021 Alternative drug on 
Preferred Drug List 

Alternative drug on Preferred Drug List Contact prescriber

0022 Vendor documentation 
missing/incomplete

PA Return-To-Provider (RTP) because 
informational documentation needed to 
complete review of pending PA request

Provide non-clinical documentation required for PA review
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