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Welcome to Dental Net®

This booklet is your Evidence of Coverage. It explains what your plan covers and does not cover.
You have a right to review this Evidence of Coverage prior to enrollment. You may obtain a copy
by requesting it from your group or by writing to Anthem Blue Cross 21555 Oxnard Street,
Woodland Hills, California 91367, or by calling 1 (800) 627-0004.

Within this booklet, members are referredto as “you” or “your”. Anthem Blue Cross is referred

to as “we”, “us” or “our”. All italicized words are defined in the DEFINITIONS section of this
booklet.

A statement describing our policies and procedures for preserving the confidentiality of medical
records is available and will be furnished to you upon request.
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How to Use Dental Net®

Dental Netis a dental program that you get through a group, such as an employer. It consists of
a network of dental offices and dental professionals who have contracted with us to provide
you with the wide range of dental services for which you are entitled to underthis plan. From
these many providers, you choose the dental office that will thereafter provide your dental
care. Even if you have belonged to a dental program before, take some time to learn about
Dental Net. This chapter tells you about your Dental Net plan and how to use it.

How to Contact Us

We are here to help you. Call us if:
e You have a question or problem.
e You need anew dentist.
e You need to replace your ID card.

1 (800) 627-0004
D<1 Anthem Blue Cross, 21555 Oxnard Street, Woodland Hills, California 91367
Y www.anthem.com/ca

When you visit our website, click on the “Health and Wellness” link for information on dental
care and more.

YourID Card

Your ID card shows your dentist what plan you are on. You will need your ID card each time you
seethe dentist. Keepyour ID card with you and present it when asked.

The Dental Net Service Area

The service area is the geographical area in which we have a panel of selected general dentists
and specialists who have agreed to provide care to Dental Net members. To enroll in the Dental
Net plan, you must reside, live, or work in the service area.



Dentists and Other Providers

Dental Net has a network that includes many general dentists and dental specialists. Your pri-
mary general dentist coordinates most of your care. Your primary general dentist may referyou
to a dental specialist for specialty dental care.

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM OR WHAT
GROUP OF PROVIDERS DENTAL CARE MAY BE OBTAINED.

Choice of Dentists

When you enroll in the Dental Net plan, you must choose a participating dental office from our
Dental Net network. You must get all your dental care from your selected participating dental
office, unless you get emergency care or we pre-approve on an exception basis, a visit to a
dentist who is not in our network.

Pediatric Referral for Children

If you have a dependent child or children under age seven 7, you may select a Pedodontist (a
dentist that specializes in treating children) for their dental care. Dependent children are eligi-
ble for a standing Pediatric referral to age seven (7). This means Dental Services can be per-
formed until the end of the month in which the Dependent child reaches age seven (7). Upon
attaining age seven (7), the Dependent child must receive their dental care from a selected par-
ticipating dental office unless referral to a Pedodontistis required for continued dental care.

How to Change Dentist Offices

You may transfer from one participating dental office to another. To do this, you must call us or
write to us. We must receive your request by the 15th of the month to make a change for the
following month.

1 (800) 627-0004
>4 Anthem Blue Cross, PO Box 659444, San Antonio, Texas 78265

We must approve your request for it to become effective.

Note: If you are in the process of getting a dental procedure that involves multiple visits, all of
the services must be completed by the same dental office.

Your dental office may also requestyou to be transferred. The request will be considered based
upon the nature of the request. See the section WHO IS COVERED AND WHEN: HOW COVERAGE
ENDS for more information.



Facilities and Provider Directories

A complete list of participating dental offices can be found on our website.

B www.anthem.com/ca

Once you’re on the website, click on Menu and then Find a Doctor. You can search as a Mem-
ber in this online participating dental office/ dental provider directory using your Anthem ID
card to make sure you find a Participating Dentist who accepts your plan. Besides listing the
dental providers located in the area you have requested along with their office telephone num-
ber, the website provides the driving distance and directions to the office location.

You can also call our Customer Department at the telephone number listed on your Identifica-
tion Card, which is (800) 627-0004 for assistance. Please note that we have several networks
and that a provider who participates for one plan may not participate for another. Be sure to
check your Identification Card or call our Customer Service Department to find out which net-
work this Plan uses.



How to Get Care When You Need It

Your primary care dentist is the first personyou should consult for dental care. He or she is re-
sponsible for providing you with dental care and determining whenyou needa referral for spe-
cialist care.

Making an Appointment
To see your primary care dentist you will need to call and make an appointment. When you call,
identify yourself as a Dental Net memberand have the following information from your ID card
available:

e Your name.

e The certificate number on your ID card.

e The group number from your ID card.

e The name of your dentist.

e A brief explanation of your symptomes, if any.

It is important to bring your ID card with you to your appointment, as the dental office will ask
to see your ID card. You must have this card to receive your Dental Net benefits.

Your first visit to your primary care dentist will usually consist of x-raysand an examination
only. By performing these procedures first, your primary care dentist can establish your treat-
ment plan according to your overall dental needs.

If you are not able to keep your appointment, call the dental office as soon as possible to let
them know. Your dental office may charge you if you do not cancel your appointment at least
twenty-four (24) hours before your appointment. These charges will not be paid by us. You will
be responsible to pay for any charges for missed appointments.

Timely Access to Care

Anthem has contracted with participating dentists to provide covered services in a manner ap-
propriate for your condition, consistent with good professional practice. Anthem ensuresthat
its network of participating dentists have the capacity and availability to offerappointments
within the following timeframes:

e Urgent care appointments: within 72 hours of the requestfor an appointment;

e Non-urgentappointments for primary care: within 36 business days of the request for
an appointment; and

e Preventive dental care appointments: within 40 business days of the requestfor an ap-
pointment.



If a participating dentist determinesthat the waiting time for an appointment can be extended
without a detrimental impact on your health, the participating dentist may schedule an ap-
pointment for a later time than noted above.

Participating dentists are required to have an answering service or a telephone answering ma-
chine during non-business hours, which will provide instructions on how you can obtain urgent
or emergency care including, when applicable, how to contact another dentist who has agreed
to be on-call to triage or screen by phone, or if needed, deliverurgent or emergency care.

If you need the services of an interpreter, the services will be coordinated with scheduled ap-
pointments and will not result in a delay of your appointment.

Second Opinions
There may be times when you want a second opinion on your dental condition or treatment.
Some reasonsto get a second opinion include but are not limited to:
e You have questions about your dental condition or the treatment your primary care
dentist prescribed;
e You have a concern about the quality of care given by your dentist; or
e Your dentist is unable to treat your condition, or current treatmentis not improving
your condition.

To get a second opinion, you must first contact us for approval. To requestapproval for a sec-
ond opinion, call or write to us at:

1 (800) 627-0004
<1 Anthem Blue Cross, 21555 Oxnard Street, Woodland Hills, California 91367

Upon request for a second opinion, we will provide an authorization or denial within 72 hours
after Anthem’s receipt of the request.

If approved, you can get a second opinion through another dentist within the Dental Net net-
work. Your second opinion will include a consultation only. No treatment will be given at that
time. You do not have to pay extracharges for a second opinion. You are only responsible to
pay any applicable copaymentsfor the consultation. Contact us if you need help selecting a
dentist for your second opinion.

We will authorize a consultation for a second opinion by a Non-Participating Dentist if a Partici-
pating Dentist is not available. You are only responsible to pay any applicable copaymentfor
the consultation and Anthem will pay the difference of the Non-Participating Dentist’s consulta-
tion fee. If your requestis denied, you can appeal the decision through our grievance proce-
dures. See the section GRIEVANCE PROCEDURES for more information.



Referral for Specialty Care
In the course of dental treatment, you may need the care of a dental specialist. If this happens,
your assigned primary care dentist is able to referyou directly to a dental specialist. Ifyou
would like an estimate of your out of pocket costs for the referral, your primary care dentist can
submit a requestto us for a referral for specialty care. If approved, we will send a notice to you
within five days of the request with the following information:

e The services that have been approved;

e The name and phone number of specialists that will provide the services;

e The time frame in which you have to receive the services; and

e Any copaymentamounts that you will need to pay for the services.

Remember, only dental services that qualify for direct referral by your primary care dentist or
approved by us will be covered.

Our payments for specialty care will be subjectto the exclusions, limitations, and benefit maxi-
mums of your plan.

Emergency Care

Emergency care is dental services provided for the treatment or alleviation of severe pain, un-
controllable bleeding, or swelling. All dentists in the Dental Net network are available for emer-
gency care twenty-fourhoursa day, seven days a week. If possible, you should get emergency
care from your primary care dentist. If it is not possible to get emergency care from your pri-
mary care dentist, you may go to any dentist, or go to the closest emergency room. Prior ap-
proval for emergency care is not required.

If you require emergency care more than 35 miles from your dentist, you may get care from any
dentist. You will be responsible to pay for the emergency care. You should contact us as soon
as you are able after receiving the emergency care, as we will tell you how to submit your re-
ceipt to us for reimbursement. We will reimburse you up to $100 towards the cost of an emer-
gency exam, palliative care and x-rays, less any applicable copayments. Our payments for
emergency care will be subjectto the exclusions, limitations, and benefit maximums of your
plan.

10



Your Financial Responsibility

Prepayment Fee

Your employeris responsible for paying the charges for your coverage. Your employer may re-
quire you to pay a portion of the charges. If this is the case, your employer will tell you the
amount and howi it is to be paid. The exact charge for coverage is included in the agreement
betweenyouremployer and us. You can obtain a copy of the agreement through your em-
ployer or by contacting us.

Copayments

A copaymentis the amount you will pay for a dental care service. Copayments will be due at
the time you receive a service. You are not required to submit a claim for dental care received
from your dentist. Your copayment amounts are listed under WHAT 1S COVERED: SCHEDULE OF CO-
PAYMENTS.

Office Visit Fee

Every time you visit your participating dental office, you are responsible to pay an office visit
fee, whetherdental services are or are not performed. The feeis $5 per visit and is payable di-
rectly to the participating dental office. This fee is in addition to your copaymentfor all other
dental services. Office visit fees do not apply to visits to a specialist.

Other Charges
If you change your dental office, you may have to pay reasonable costs for the copy and trans-
fer of your dental records and x-raysto the new office.

11



Continuity of Care

Termination of Dental Office

If your primary care dentist’s contract with us terminates, there are situations in which you may
still be able to receive dental care from themthat is covered under this plan. This provision,
however, will not apply if the primary care dentist’s contract is terminated for reasons of medi-
cal disciplinary reasons, fraud, or othercriminal activity.

In order to continue receiving covered dental care, the dentist must agree in writing to continue
providing care to you under the same terms and conditions of the contract with us before it
was terminated. If the dentist does not agree, we do not have to continue coverage beyond
their contract termination date.

Transition Assistance

In certain situations, new members to this plan may be able to complete their dental care with
a dentist outside of our Dental Net network. We will ask the dentist to accept the terms and
conditions of the current contract we have with our Dental Net dentists. If the dentist does not
agree to our termsand conditions, we are not requiredto cover the completion of your care
with them.

If you would like to request continuity of care or to obtain a copy of the written policy for conti-
nuity of care, please contact us at:

1 (800) 627-0004

12



What is Covered

The following is a brief overview of the types of dental care that is covered underthis plan. For
a more detailed listing, see the SCHEDULE OF COPAYMENTS later in this section.

Specialty Dental Care
Your plan includes specialty services given by endodontists, periodontists, oral surgeons and
pediatric dentists. Your plan does not cover services given by a prosthodontist.

Types of Services
Diagnostic Services. These are services that are usedto evaluate your dental condition and de-
termine the type of dental care you may need.

Preventive Services. These services are given to help prevent certain dental conditions.

Restorative Services. These services are performedto restore tooth structure lost as a result of
dental decay.

Endodontic Services. These services are given to treat the nerve or pulp of the tooth that has
beeninjured or infected.

Periodontic Services. These services are given to treat the supporting structures of the teeth,
such as gums or underlying bone.

Prosthodontics (Removable and Fixed). These services are given to restore and/or replace
missing teeth with artificial substitutes.

Implant Supported Services. These servicesare related to dental implants, which are artificial
teethanchored in the gums or jawbone to replace a missing tooth.

Oral Surgery Services. These are surgical services to remove teeth, reshape portions of the
bone in the mouth, or biopsy suspectareas of the mouth.

Orthodontics Services. These services are used to straighten the teeth through the use of
braces. Seethe section ORTHODONTIC SERVICES for more information on coverage for
orthodontic services.

Adjunctive General Services. These are various miscellaneous dental services.

Enhanced Dental Services. Additional preventive and periodontal services due to medical ne-
cessity.

13



Schedule of Copayments

This is a list of dental care services that are covered by this plan and includes your copayment
amount and limitations for those services. We will not cover dental care services that are not
listed in this section. See DENTAL TERMINOLOGY at the end of this section to help you understand
some of the common terms used in this schedule. All services are subjectto conditions, terms,
limits, and exclusions of the plan. You should read your entire Evidence of Coverage and Disclo-
sure Form to betterunderstand your benefits under this plan.

In order for services to be covered underthis plan, all services must be authorized by your pri-
mary care dentist or by us. Services received from a dentist outside of the Dental Net network
are NOT covered under this plan.

IMPORTANT: If you decide to get dental care services that are not covered under this plan,
your Dental Net primary care dentist may charge you their usual rate for those services. Be-
fore the primary care dentist performs services that are not covered, they should give you a
treatment plan that tells you what services are to be performed and the estimated cost of
each service. If you would like more information about your dental coverage options, call us
at 1 (800) 627-0004. To fully understand your coverage, you should carefully review this Evi-
dence of Coverage and Disclosure Form.

Your primary care dentist is responsible for coordinating your dental care. In the course of den-
tal treatment, you may needthe care of a dental specialist. If this happens, your primary care

dentist is able to referyou directly to a dental specialist. Seethe section REFERRAL FOR SPECIALTY
CARE earlier in this booklet for more information.

Diagnostic Services
Clinical Oral Evaluations

e Oral evaluation for a patient under three years of age and counseling with a primary care-
giveris covered two (2) times per twelve (12) month period.

e Periodic, Comprehensive, Oral, and Periodontal Evaluation(s) or Consultation. Limited to
two (2) times per twelve (12) month period.

e Limited, Detailed/Extensive, Problem Focused Evaluation(s). Limited to two (2) times per
twelve (12) month period.

Code Description Copayment

D0120 Periodic oral evaluation — established patient..........ccccuvvveiiiiieeiiiiiiie e, SO

14



D0140 Limited oral evaluation — problem focused............coeiiiiii i, SO

D0145 Oral evaluation for a patient underthree years of age .........ccccccoovviiiiiiiiiiiniiiciiiiiennnn, SO
D0150 Comprehensive oral evaluation — new or established patient ...........cccooeveiviiiiiiiiiennnnnn. SO
D0160 Detailed and extensive oral evaluation — problem focused, by report.......c....cccvvueeene. S0
D0170 Re-evaluation - limited, problem focused (established patient; not post-operative

VLT 1 PO SO
D0171 Re-evaluation - post-operative office Visit...............ccoevviiiiiiiiiiii SO
D0180 Comprehensive periodontal evaluation — new or established patient .......................... SO
D0190Screening of @ Pati@nt ..........coovuiiiiiiiiiiii e SO
D0191 Assessment Of @ Patient.............uiiiiiiiiiiiiiiii et SO

Radiographs/Diagnostic Imaging (Including Interpretation)

e Panoramic Radiograph or Full Mouth X-rays are limited to one (1) time per thirty-six (36)
month period unless medically necessary for a specific dental problem.

e Extraoral x-rays (posterior images) in combination with bitewing x-rays. Coveredtwo (2)
series per twelve (12) month period. The dental codes included in combination with ex-
traoral x-raysare D0270, D0272, D0273, D0274 and D0277.

e Bitewings (including vertical bitewings). Benefitis two (2) series of bitewings per twelve
(12) month period. Included in this explanation for frequency are the following dental
codes: D0251, D0270, D0272, D0273, D0274 and D0277.

Code Description Copayment
D0210 Intraoral — complete series (including biteWings) ....ccoevveeeeeiiiiiiiiiiin SO
D0220 Intraoral — periapical first film ...........ccccoiiiiiii SO
D0230 Intraoral — periapical each additional film ..............cccvvviiiiiiiiiie e S0
D0240 Intraoral = 0ClUSal FIlM ....cooooeeeeee et SO
D0250 Extraoral — first film inclusive with orthodontic records only ........c..cooovviiiiiiiiiiiiiinn.n. SO
D0251 Extraoral — posterior dental X-ray images ...........ccoevviriiiiiiinniieiiiiiine e SO
D0270Bitewing —single film ... SO
D0272 Bitewings —tWO filMS ... ———————- S0
D0273 BiteWwings — three films ..........cccvviiiiiiiiiiiie e SO
D0274 BiteWings — FOUr filMS ..........occivviiiiiiiiiiiic et SO
D0277 Vertical bitewings — 7t0 8 films ...........oooiiiiiiiiiiiiicie e SO
DO330 PANOFAMIC FIlM oooeniiiie e ettt e e et r et e e e e e e et s e eaaaas SO
D0391 Interpretation of diagnostic image by a practitioner not associated with capture of the
image, iINCIUdING rEPOIt.........oooiieeeee e e SO
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Tests and Examinations

e Pulp Vitality Tests are limited to being performed prior to root canal therapy and not on the
same day as treatmentroot canal therapy.

Code Description Copayment
D0415 Collection of microorganisms for culture and sensitivity ..................ccooeeiiiiiniiinnnnnn, SO
D0425 Caries susceptibility teSES .........cccuvviiiiiiiiiiii e SO
D0431 Adjunctive pre-diagnostic test that aids in detection of mucosal abnormalities .......... SO
DOAG0 PUIP VITAIILY TESES .....ovvvveiiiiiiiiiiie ettt e et e e e et e e e e e eearaeee e e e eennens SO
DO4A70 DIaBNOSEIC CASES ......cooiuvrrieiieiiiiiieeeeeeetiee e e e ettt e e e e eetre e e e e e e e etaeeeeeeeettraeeeeeeasareeeeeeeeeanees SO
D0472 Accession of tissue, gross examination, preparation and transmission of written

(4] oY) o ST SRRRRPRR S0
D0473 Accession of tissue, gross and microscopic examination, preparation and transmission

OFf WHEEEN FEPOIT ..o e et e e e e e eara e e e e e e e e o)

D0474 Accession of tissue, gross and microscopic examination, including assessment of
surgical margins for presence of disease, preparation and transmission of written

(4=Y oo 5 TSP SO
D0480 Accession of exfoliative cytologic smears, microscopic examination, preparation and

transmission of Written report ...........coooiiiiiiiii e o)
D0486 Accession of transepithelial cytologic sample, microscopic examination, preparation

and transmission of Written repPort ..o i SO
D0502 Other oral pathology procedures, by report ...........coevviiiiiiiiiiie e, SO
D0601 Caries risk assessment and documentation, with a finding of low risk ......................... SO
D0602 Caries risk assessment and documentation, with a finding of moderate risk ............... SO
D0603 Caries risk assessment and documentation, with finding of highrisk .......................... SO
D0999 Unspecified diagnostic procedure, by report - includes office visit, per visit (in addition

LRl AT Y=Y AV ol [P SO
Preventive Services

e Prophylaxis (teeth cleaning) for adult and child in combination with Periodontal Mainte-
nance - Any combination of these proceduresis limited to two (2) times per twelve (12)
month period. Additional teeth cleaning and/or periodontal maintenance beyond this ben-
efit frequency is covered at the additional copayment listed below.

e Sealants or Preventive Resin Restorations per tooth. Anycombination of these procedures
are limited to one (1) time per thirty-six (36) month period for permanent unrestored first
and second molars through age eighteen (18), unless determined to be medically necessa-
ryby your primary care dentist.
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e Topical Application of Fluoride and Topical Application Fluoride Varnish are limited to two
(2) times per thirty-six (36) month period through age eighteen (18), unless determined to
be medically necessary by your primary care dentist and then the same copayment would
apply. Otherwise an additional topical application of fluoride or topical application of fluo-
ride varnish beyond this benefitfrequencyis covered at the additional copayment listed be-
low.

e Space maintainers - Limited to one (1) time per lifetime, posterior teeth only, through age
eighteen (18), unlessdeterminedto be medically necessary by your primary care dentist.

Code Description Copayment
D1110 Prophylaxis (teeth cleaning) —adult .............cccccoiiiiiiiiiiii SO
Additional Prophylaxis (teeth cleaning) —adult...................coiiiiiiiiiiii e, $45
D1120 Prophylaxis (teeth cleaning) —child .................cccoii i, SO
Additional Prophylaxis (teeth cleaning) —child ...................cccccoeii i, S35
D1206 Topical Fluoride Varnish; therapeutic application for moderate to high caries risk
PALIENTES ... e e e e e e et e e aaaaaaaaaaans SO
Additional application of Topical Fluoride Varnish .............cccccccoooiiiiiiiiniiie, $15
D1208 Topical application of fluoride-excluding varnish..................cccccccoeiii i, SO
Additional Topical Application of Fluoride — excluding varnish.................................. $15
D1310 Nutritional counseling for control of dental disease .............c.ccccooeeiiiiiiiiii e, SO
D1320 Tobacco counseling for the control and prevention of oral disease ............................. SO
D13300ral hygiene iNSTrUCLIONS ...........coviiiiiiiiiiiii e e SO
D1351Sealant — PertoOth .........cooooiiiiiiiiii e ————————— SO
D1352 Preventive resin restoration — permanent tooth..........ccccoooviiiiiiiii i $10
D1353 Sealant repair Pertooth ... SO
D1354 Interim decay arresting medicament application, pertooth.......................c.ie. $15
D1510 Space maintainer —fixed —unilateral ..................ccooi i S35
D1515 Space maintainer —fixed — bilateral ..................oooii i S35
D1520 Space Maintainer- removable unilateral ................ccooooiiiiiiii i, S35
D1525 Space maintainer—removable —bilateral ...................ooiiiiiiiiiiin $35
D1550 Re-cementation or rebond space maintainer ...............ccooeeivvviiiiiiiniiiee e, SO
D1555 Removal of fixed space maintainer ................ccoooeee i S10
D1575 Distal shoe space maintainer, fixed unilateral .......................cccooiiii i, S35
D1999 Unspecified preventive procedure, by report ..............ccooiiiiiiiiiiiiiii e, S0

Restorative Services

Code Description Copayment
D2140 Amalgam — one surface, primary or permanent .............ccccooovvviiiiiieeeceiiiiieeeeee e S5
D2150 Amalgam — two surfaces, primary or permanent .............coocoovvviiiiinneeeeiiiiinneeeeeneennnnns S10
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D2160 Amalgam — three surfaces, primary or permanent ................cccevviiieeiiiiiiiinneeeeeeiiennnn. $15

D2161 Amalgam — four or more surfaces, primary or permanent ...............ccccvveieeeeeeennnnnnn. $20
D2330 Resin-based composite — one surface, anterior ...............ccccoeevevviiiiiiiiineeeiiinecieieeenens S20
D2331 Resin-based composite —two surfaces, anterior.................cceeeveiviiiiiiiiineieiiineeieieeenens S25
D2332 Resin-based composite — three surfaces, anterior ................ccccccoeeieiiiiiiiiin e, S25
D2335 Resin-based composite — four or more surfaces or involving incisal angle (anterior) . 540
D2390 Resin-based composite crown, anterior ...............ccccooviiiiiiiiiiii i S50
D2391 Resin-based composite — one surface, Posterior ..............cc.coovvviiiiiineiieiiiiine e, S65
D2392 Resin-based composite — two surfaces, POSterior ..............ccoeeeeviiiiiiiiiiie i, S75
D2393 Resin-based composite — three surfaces, POSterior ............ccooevvvviiiiiiiiiieiiiieneciieeeeens $85
D2394 Resin-based composite — four or more surfaces, posterior ................ccccceeeeeeerennnnnn... $95

Crowns — per unit/tooth

e There is an additional charge of $125 that applies for any procedure using noble, high no-
ble, titanium metals and porcelain on molar teeth. This is in addition to the listed copay-
ment.

e An additional charge not to exceed $125 applies per tooth/unit involving six (6) or more
crowns, veneers, implant bridge pontics/inlays/onlays and abutements if these procedures
are included in the same treatment plan.

e Crowns are limited to once per tooth per sixty (60) month period.

e Prefabricated and Stainless Steel Crowns. Coveredone (1) time pertooth per sixty (60)
month period.

e Core Buildup, including any pins when required is limited to one (1) time per tooth per
sixty (60) month period.

e Pinretention - per tooth, in addition to restoration is limited to one (1) time per sixty (60)
month period.

e Prefabricated post and core in addition to crown is limited to one (1) time per tooth per
sixty (60) month period.

e Labial veneers (laboratory and chairside) are limited to one (1) per tooth per sixty (60)
month period.

Code Description Copayment
D2410 GOl FOIl = ON@ SUIFACE ... e e S85
D2420 GOl FOIl = WO SUIFACES ... oot e e e $130



D2430 GOld fOil = three SUIFACeS .........oovvnieiieee et e e $320

D2510Inlay —metallic—0ne sUrface ...........ccooiiiiiiiiiiiiiii e $140
D2520 Inlay — metallic — tWO SUIFACES .........uevviiiiiiiiiiiiiiec e $150
D2530Inlay — metallic— three or more suUrfaces ..............coeeveiviiiiiiiiiieiiiiineceeeeee e $160
D2542 Onlay — metallic = two SUIrfaces .............ccoooiiiiiiiiiiii e $160
D2543 Onlay — metallic—three surfaces ...............c.oooiiiii e, $165
D2544 Onlay — metallic— four ormore surfaces .............ccoooviiiiiiiiiiii i, $175
D2610 Inlay — porcelain/ceramic—one surface ..............cccccooviiiiiiiiiiiiiee e, $170
D2620 Inlay — porcelain/ceramic — two SUrfaces ..............cccccvviieiiiieeeieeee e $180
D2630 Inlay — porcelain/ceramic — three or more surfaces ...............ccccoevvvvvvvvevivrevneennnnnnnn. $190
D2642 Onlay — porcelain/ceramic — two surfaces ..............cccccvvvvvieieeieieeeeeeeeecccccrrreeeeee. $175
D2643 Onlay — porcelain/ceramic —three surfaces ...............cccccveveieeeeeeieeiiieeeeicccireeeeee. $185
D2644 Onlay — porcelain/ceramic — four or more surfaces ..................ccccoeevvvvvvvirinninnnnnnnnn. $195
D2650 Inlay — resin-based composite —one surface ...............coeeiiiiiiiiiiiie i, $105
D2651 Inlay — resin-based composite — two surfaces ...........cccccceeeviiiiiiiiiii e, $120
D2652 Inlay — resin-based composite — three or more surfaces ...........ccccoeeevvviiiiirirnennnnnn.. $145
D2662 Onlay - resin-based composite —two surfaces .............ccccceeeiiiiiiiiiieiiiiiiciie e, $140
D2663 Onlay - resin-based composite — three surfaces ..................covviiiiiiiiiiiiiiin e, $150
D2664 Onlay - resin-based composite — four or more surfaces .............cccoeeevviiiiiriinineennnn... $160
D2710 Crown — resin-based composite (indirect) ................ooooviiieiiiiiiiiiiiiiceee e, S55
D2712 Crown — 3/4 resin-based composite (indirect) ................ccoeeeiiiiiiiiii e, S55
D2720 Crown —resin with high noblemetal ...................iii i, $170
D2721 Crown —resin with predominantlybasemetal .....................cciiiii $85
D2722 Crown—resin With noble metal ...........cooovniiiiiiiii s $135
D2740 Crown — porcelain/ceramic SUBSTrate ................ccocoeiiviiviiiiieiieee e $235
D2750 Crown — porcelain fused to highnoble metal ....................ooiii $225
D2751 Crown — porcelain fused to predominantly base metal ..............cccccoooiiiiiinnnnnnnn... $135
D2752 Crown — porcelain fusedtonoble metal .............ccooviiiiiiiiiiiii e, $190
D2780Crown—3/4 casthighnoblemetal ................ccooiiii e, $190
D2781 Crown — 3/4 cast predominantlybase metal ..............ccccccooiiiiiiiiii i, $110
D2782Crown—3/4 cast noble metal .............oovniiiiiiii i $140
D2783 Crown — 3/4 porcelaiN/CeramiC ..............uvuvuuuuiuuuuiiiiieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee s $215
D2790 Crown — full cast highnoble metal ...................coooioiiiiiiiie e $200
D2791 Crown — full cast predominantly base metal ...............ccoooiiiiiiiiiiiii e, $120
D2792 Crown — full cast NOBIE METAI ......ooviieniieii et eaas $150
D2794 CroOWRN — tIEANTUM ..ooeeee e et S240
D279 ProViSIONAl CrOWN ... ..ccvueieiitee ettt ettt e et e e et e e et e s et e s e ettt s e etaassesanaesesaaneesnns S60
D2910 Recement inlay, onlay, or partial coverage restoration ...................cooevviiiiiniieiinnnnnnn.. S10
D2915 Recement cast or prefabricated postand core ...........ccccooovviiiiiiiiiiiiiiine i S10
D2920 RECEMENT CFOWN .......uvviiiieeeiiiiieeeeeeetiteeeeeeeetaaeeeeeeeataeeeeeeeesabseeeeesessseeeeeseniareeeeeeenanes S10
D2921 Reattachment of tooth fragment, incisal edge...............cooviviiiiiiiiiiiiii e, $10
D2929 Prefabricated porcelain/ceramic CrOWN ...............ccociiiiiiiiiiiiiieeieee e S75
D2930 Prefabricated stainless steel crown — primarytooth .............ccccccciiiiiiiiiiiin e, S50
D2931 Prefabricated stainless steel crown — permanenttooth .........................coooi, S50
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D2932 Prefabricated reSiN CrOWN ...........oouiiniii it eaas S65

D2933 Prefabricated stainless steel crown with resinwindow ...............ccoooiiiiiiiiiiiininnnne. S60
D2934 Prefabricated esthetic coated stainless steel crown — primary tooth ........................ S60
D2940 Protective restoration (sedative filling) .................coooiiiii i, $10
D2941 Interim therapeutic restoration, primary tooth ....................c.oiii i $10
D2949 Restorative foundation for an indirect restoration .............cccocoeviiiiiiiiiiiiiniiee S15
D2950 Core buildup, including any Pins ............ccoooiiiiiiiiiiiiii e S50
D2951 Pin retention — per tooth, in addition to restoration .......................ciiiiii i S15
D2952 Post and core in addition to crown, indirectly fabricated ...................cccccooeei il S50
D2953 Each additional indirectly fabricated post — same tooth ..........ccccoooeiiiiiiien . S25
D2954 Prefabricated post and core in addition to crown .........ccccooeiiiiiiiiiiie e, S60
D2955 Post removal (not in conjunction with endodontic therapy) ......cccoeeeeiiiiiiiiieeeeieiinnnnn.. S20
D2957 Each additional prefabricated post — same tooth .............ccoiiiiiiiiiii S15
D2960 Labial veneer (resin laminate) — chairside ...........ccccoooiiiiiiiiiiiiiiiiii $125
D2961 Labial veneer (resin laminate) — laboratory .............ccccovvvvveiiiiiiiiiiiiieeeeeeee $340
D2962 Labial veneer (porcelain laminate) — laboratory ............ccccoooiiiiiiiiiii i, $390
D2971 Additional procedures to construct new crown under existing partial denture

FPAMBWOIK ..ot e e e e et e e e e e e e e e e aaees S50
D2980 CroWn repair, DY rEPOIT ..oiiiiiiiiiie e e e e e e e e e e e e e eaar e e e e eeeaeaaans $15
D298 1 INIAY FEPAIT........uvveeeeeiiiiiiee e e ettt e e e ettt e e e et e e e e e eeeabreeeeeeeetbaeeeeeeenntraeeeeeeensraeeeeeans $15
D2982 ONIAY FEPAIK .....uvvvieiiiieeeeeeeeeeeecccc et e e e e e e e e e e e e e b ebaaeeeeeeeaeeeeeeasanansssararaaraeeeeas $15
D2983 VENEEI FEPAIN .....veeeeeeiiteieeeeeeiieeeeeeeeeeitteeeeeeeetareeeesesbaeeseeeeesitbreeeeesetreeeeeeensrseeeeeeaanes $15
D2990 Resin infiltration of incipient smooth surface lesion...................cccoooiiiinnnn. S10
D2999 Unspecified restorative procedure ...............ooouiiiiiiiii i SO
Endodontic Services

The copayments listed for endodontic procedures do not include the cost of the final resto-
ration.

e Root canal treatments - limited to once per permanenttooth.

e Root canal retreatments are limited to once per tooth per lifetime.

e Pulp capping (direct or indirect) is limited to one (1) time per tooth per lifetime.

e Pulpal therapy is limited to once per primary tooth per lifetime.

e Pulpal debridement is limited to once per primary and permanent tooth per lifetime.

e Apicoectomies, first root and each additional root are limited to premolars and molars once
per lifetime for permanent teeth only.
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e Hemisection. Coveredonce per tooth per lifetime.

e Bone grafts in conjunction with periradicular surgery per tooth, and each additional contig-
uous tooth in the same surgical site are limited to once per site or tooth per thirty- six (36)
month period.

e Treatment of root canal obstruction, non-surgical, is limited to one time per tooth per life-
time.

¢ Incomplete endodontic therapy for an inoperable or unrestorable or fractured tooth is lim-
ited to once pertooth per lifetime.

e Internal root repair of perforation defects is limited to once per tooth per lifetime.
e Periradicular surgery without apicoectomy is covered once per tooth per lifetime.

e Partial pulpotomy for apexogenesis; permanenttooth with incomplete root development
is limited to once pertooth per lifetime.

e Surgical procedure for isolation of tooth with rubber dam is limited to once pertooth per
lifetime.

e Canal preparation and fitting of performed dowel or post is limited to once per tooth per
lifetime.

e Apexification/recalcification - initial visit, interim medication replacement and final visit are
each limited to once per tooth per lifetime.

e Pulpal regeneration - initial visit, interim medication replacement, and completion of treat-
ment are each limited to once per tooth per lifetime.

e Canal preparation and fitting of preformed dowel or post - Covered once per tooth per
lifetime.

The following endodontic services beginning at code D3110 to code D3357 direct pulp capping
to retreatmentof previous root canal (molar) are limited to once per tooth per lifetime.

Code Description Copayment
D3110 Pulp cap — direct (excluding final restoration) ........cccceeeeeeieeiiiiiiiiiiin SO
D3120 Pulp cap — indirect (excluding final restoration) .......c.c.ccveveiiiiieeiiiiiiiiiie e, SO
D3220 Therapeutic pulpotomy (excluding final restoration) — ......cccceeviviiiiiiiiiieiiiiiieieeeee, $25
D3221 Pulpal debridement, primary and permanentteeth .........ccoooiiiiiiiiiiiiin i $30
D3222 Partial pulpotomy for apeXogenesis — ............uuuiiiiiiiiiiiiiiie e $25



D3230 Pulpal therapy (resorbable filling) — anterior, primary tooth (excluding final

FESTONATION) eiieeeieieeie it e et e e e e e e e e e eeeeeeeeeeeeeesas s s s e s bbb eeeeeeeeeeeas S40
D3240 Pulpal therapy (resorbable filling) — posterior, primary tooth (excluding final

(=X (o) = 14 [o] 1) ISR S40
D3310 Endodontic therapy, anterior tooth (excluding final restoration) .........ccccccceeeeeinnnnn. $90
D3320 Endodontic therapy, bicuspid tooth (excluding final restoration) .............vvvvvuennnnnn. $140
D3330 Endodontic therapy, molar (excluding final restoration) .........cccceovvvvviiiiiiiiiiiiicinnn. $225
D3331 Treatment of root canal obstruction; non-surgical access ........cccooeevvviiiiiiiiiieiinnenn. S70
D3332 Incomplete endodontic therapy; inoperable, unrestorable or fractured tooth ........... S70
D3333 Internal root repair of perforation defects .............cccoevvviiiiiiiiiiiiiiiie e $70
D3346 Retreatment of previous root canal therapy — anterior ...............cc.cooovviiiiienernnnnnnn. $100
D3347 Retreatment of previous root canal therapy — bicuspid ....................ccccoiiiiieninnnnnnen. $150
D3348 Retreatment of previous root canal therapy —molar .............cccccoeeiiiiiiiiiiinniiieennne, $245
D3351 Apexification/recalcification —initial visit (apical closure/calcific repair of

perforations, root resorption, pulp space disinfection, etc.) ......cccveeeeiviiiiiiiiiiieiiinnn, S75

D3352 Apexification/recalcification —interim medication replacement (apical
closure/calcific repair of perforations, root resorption, pulp space disinfection, etc.).. $50
D3353 Apexification/recalcification —final visit (includes completed root canal therapy —

apical closure/calcific repair of perforations, root resorption, etc.) ..........ccceeeuvrrrnneen. S50
D3355 Pulpal regeneration- initial Visit .................coooiiiiiiiiii s $85
D3356 Pulpal regeneration - interim medication replacement ...................iiiinniiiiiinnnnnn. $45
D3357 Pulpal regeneration - completion of treatment .....................ciiiiiii i, $85
D3410 Apicoectomy/periradicular surgery — anterior .............cccceeeeeeeeeiieeiieeieiiiiirrereeeeeeeenn $90
D3421 Apicoectomy/periradicular surgery — bicuspid (first root) ................ceeeeccvrrrrernnnnnn. $100
D3425 Apicoectomy/periradicular surgery — molar (first root) ...............cccceeeviiivvvrrnnnnnnnn. $110
D3426 Apicoectomy/periradicular surgery (each additional root) ................ccccccvvvrvveennnnnn. $65
D3427 Periradicular surgery without apicoectomy .............c.ooovviiiiiiiiiiiiiii e, S75
D3428 Bone graft in conjunction with periradicular surgery - per tooth, single site............ $200
D3429 Bone graft in conjunction with periradicular surgery- each additional contiguous

tooth in SaME SUIGICAl STt ..ccvvueiiiiie e e e e e S115
D3430Retrograde filling — Perroot .............oo i S55
D3450 ROOt @amMPUEAtion — PEI FOOT ......uueiiiiiiiiiiiieeee e e e e e e e e e e e ra e reeeeeeeeas $85
D3910 Surgical procedure for isolation of tooth with rubberdam ..........................ooei. $15
D3920 Hemisection (including any root removal), not including root canal therapy ............. $110
D3950 Canal preparation and fitting of preformed dowel or post .................viiieiiiiinnnnnn... $15
D3999 Unspecified endodontic procedure- byreport.............ccooooiiiiiiiii i, S0

PeriodonticServices
e The following surgical periodontal procedures are limited to once per quadrant per thirty -
six (36) month period:

o Gingivectomy or Gingivoplasty;
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o Gingival Flap Procedures;
o Osseous Surgery; and
o Bone Replacement Grafts;

e The following surgical periodontal procedures are limited to once per tooth site per thirty -
six (36) month period:
o GuidedTissue Regeneration;
Apically Positioned Flap;
Pedicle Soft Tissue Graft;
Soft Tissue Allograft;
Autogenous Connective Tissue Grafts;
Mesial/Distal Wedge Procedure - natural teeth only;
Non-Autogenous Connective Tissue Graft;
Free Soft Tissue Grafts; and
Subepithelial Connective Tissue Graft.

O O 0O O O O 0O O

e Periodontal scaling and root planing is limited to one (1) time per quadrant site per twenty
four (24) month period.

e Periodontal maintenance procedure in combination with routine prophylaxis is limited to
two (2) times per twelve (12) month period. An additional periodontal maintenance proce-
dure beyondthe benefitfrequencyis covered at the additional copayment listed below.

e Full mouth debridementis limited to one (1) time per lifetime.

e Crown lengthening. Covered whenthere is no other restorative treatment being performed
on the same day.

e Provisional splinting - intracoronal and extracoronal are limited to once per tooth/area per
thirty-six (36) months.

e Scaling in presence of generalized moderate or severe gingival inflammation is limited to
two (2) times per twelve (12) month period.

e Localized delivery of antimicrobial agents via a controlled release vehicle is limited to once
per tooth per site per twelve (12) months to a maximum of six (6) teeth per twelve (12)
months with prior history of gingival flap procedures, root planning and scaling procedures

or previous localized delivery of antimicrobial agents.

e Gingival irrigation is limited to once per quadrant per thirty-six (36) months.
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Code Description Copayment

D4210 Gingivectomy or gingivoplasty — four or more contiguous teeth or tooth bounded

Ly oF: 1oL o Y=Y oo [V [o [ = o | SN $130
D4211 Gingivectomy or gingivoplasty — one to three contiguous teeth or tooth bounded

S oF Loty o Y=Y o [UF- o [ =11 | PSRN S75
D4212 Gingivectomy or gingivoplasty to allow acCess........ccevvvviiiiiiiiiiiiiiiin e $80
D4240 Gingival flap procedure, including root planing —four or more contiguous teeth or

tooth bounded spaces per quadrant ...........ooiiiiiiii i $130
D4241 Gingival flap procedure, including root planing —one to three contiguous teethor

tooth bounded spaces pPer qUAAIaNt ..........eveviiiiiiiieiiiiei e e e S75
D4245 Apically positioned flap ...........c.eeeiiiiiiiiiiii i $125
D4249 Clinical crown lengthening — hard tisSSUE ..........oeviiiiiiiiiiiiiei e, $120
D4260 Osseous surgery (including flap entry and closure) — four or more contiguous teeth

or tooth bounded spaces per quadrant ..........ccooeviiii i $275
D4261 Osseous surgery (including flap entry and closure) — one to three contiguous teeth

or tooth bounded spaces per quadrant .........cccoeeveeiiiiiiiie e $220
D4263 Bone replacement graft —first siteinquadrant .................cccooiiiiiin i, $210
D4264 Bone replacement graft — each additional siteinquadrant ................c.c.cooeeeeinnnnnl. $105
D4265 Biologic materials to aid in soft and osseous tissue regeneration .............c............. $135
D4266 Guided tissue regeneration — resorbable barrier, persite .........cccoeeeiiiiiiiiiiiiien e $175
D4267 Guided tissue regeneration — non-resorbable barrier, per site (includes

MEMDBIANE FEMOVAI) it e e e e e e e e e e eaaees $205
D4270 Pedicle soft tissue graft procedure ..............coooeeiiiiiiiiiiiiii e $205
D4273 Subepithelial connective tissue graft procedures, pertooth ..........cccooeeviiiiiiiiinnnnnnnn. S90
D4274 Distal or proximal wedge procedure (when not performed in conjunction with

surgical procedures in the same anatomical area) ........cccceeeeeeiiiiiiiiiee e, S50
D4275 Soft tissue allograft ..............oooooiiiiiiiiiicccereee e ————————— $415
D4277 Free soft tissue graft, first tooth, implant or tooth position................ccccccceeeeiinn. $245
D4278 Free soft tissue graft, each additional tooth, implant or tooth position.................... $245
D4283 Autogenous connective tissue graft..............cooveeiiiiiiiiiiiiiii e $345
D4285 Non-autogenous connective tissue graft ..................coooiiiii i, $345
D4320 Provisional splinting —intracoronal ...............ccccciiiiiiiiiiii s $105
D4321 Provisional splinting — exXtracoronal ..................uciiiiiiiiiiiiiniicic e $95
D4341 Periodontal scaling and root planing — four or more teeth per quadrant .................. $45
D4342 Periodontal scaling and root planing — one to three teeth per quadrant ................... $35
D4346 Scaling in presence of generalized moderate or severe gingival inflammation-full

mouth, after oral @Valuation................coooiuiiiiiiii e S10
D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis ........... $45
D4381 Localized delivery of antimicrobial agents via a controlled release vehicle into

diseased crevicular tissue, per tooth, by report .......cccccvviiiiiiiiiiiiiii s S55
D4910 Periodontal MaiNt@NANCE .........couviuiiniiiiiii ettt et e e et e et e e e ernas S30

Additional Periodontal Maintenance procedure ..............ccooeviiieiiiiieiiieeiineeiineei e, S55
D4920 Unscheduled dressing change (by someone other than treating dentist) ................... $10
D4921 Gingival irrigation —quadrant..................ccoooiiii i $10



D4999 Unspecified periodontal procedure, by report..............ccoi i, SO

Prosthodontic Services (Removable)

There is a charge of $125 when using noble or high noble (precious) metals. This is in addi-
tion to your copayment.

e Thereisa $125 charge in addition to your copaymentfor porcelain to metal crowns placed
on molars.

e Complete and Immediate Dentures are limited to one (1) time per sixty (60) month period.
Benefitis forimmediate or complete dentures but not both. The denture provided first is

the covered dental service.

e Removable partial dentures, including immediate partial dentures, are limited to one (1)
time per sixty month period.

e Adjustments for dentures (complete and partial) are covered when a six (6) month period
has passed following initial placement.

e Denture relines and rebases are each limited to one (1) time per twelve (12) month period.

e Precision attachment is limited to one (1) time per sixty (60) month period.

e Interim complete and partial dentures, Limited to one (1) time per sixty (60) month period.

e Overdentures for upper and lower complete and partial dentures are limited to one (1)
time per sixty (60) month period.

e Tissue conditioning (upper and lower) is limited to one (1) time per twenty four (24) month
period.

Code Description Copayment
D5110 Complete denture —maxillary ...........ccccceveeiiiiiiiiiiicceeeee e $215
D5120 Complete denture —mandibular ...............ccooeiiiiiiiiiii S215
D5130 Immediate denture — maxillary ...........coooiiiiiiiiiii e $235
D5140 Immediate denture — mandibular .................ooovniiiiiiiii $235
D5211 Makxillary partial denture — resin base (including any conventional clasps, rests

ANATEEEN) oot a e e e e e e e e e e e reereraraaaa $175
D5212 Mandibular partial denture —resin base (including any conventional clasps, rests

0o I =T 4 1) TR $175
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D5213 Makxillary partial denture — cast metal framework with resin denture bases

(including any conventional clasps, rests and teeth) ...........oovvviiiiiiiiiiiiiiiiieeeieeeeee, $235
D5214 Mandibular partial denture —cast metal framework with resin denture bases

(including any conventional clasps, rests and teeth) .........ccccoeeiiiiiiiiiiiniciiiieee e, $235
D5221 Immediate maxillary partial denture - resin base (including any conventional clasps,

=1 12 o I C=Y=11 o) T $175
D5222 Immediate mandibular partial denture - resin base (including any conventional

clasps, rests AN tEETN) ....uuuuuieiiiieiee e e e e e e e e e e $175
D5223 Immediate maxillary partial denture- cast metal framework with resin denture

bases (including any conventional clasps, rests and teeth) ........cccccceeieiiiiiiiiiiiin e, $235
D5224 Immediate mandibular partial denture-cast metal framework with resin denture

bases (including any conventional clasps, rest and teeth) ..........ccccccvvieeiiiiiiiiieen e, $235
D5225 Makxillary partial denture — flexible base (including any clasps, rests and teeth) ...... $210

D5226 Mandibular partial denture — flexible base (including any clasps, rests and teeth) ... $210
D5281 Removable unilateral partial denture - one piece cast metal (including clasps and

BTN ettt ———— $175
D5410 Adjust complete denture —maxillary .............ccoooirii i, $10
D5411 Adjust complete denture —mandibular .................coooii $10
D5421 Adjust partial denture —maxillary ... $10
D5422 Adjust partial denture —mandibular ..................cooooi i, $10
D5511 Repair broken complete denture base ..............ccoooiiiiiiiiiiiii i, S40
D5512 Repair broken complete denture base ...............cooviiiiiiiii i $40
D5520 Replace missing or broken teeth — complete denture (each tooth) ........................... $20
D5611 Repair repair resin partial denture base, mandibular ............................ S30
D5612 Repair resin partial denture base, maxillary ...............ccoooo i S30
D5621 Repair cast partial framework, mandibular .................cccccoooiiiiiii . S30
D5622 Repair cast partial framework, maxillary ..............cooeeeiiiiiiiiiiiii e, $30
D5630 Repair or replace broken Clasp ..........ccocovviiiiiiiiiiiiiii e $30
D5640 Replace broken teeth —pertooth .............ccoooiiii S20
D5650 Add tooth to existing partial denture ... S20
D5660 Add clasp to existing partial denture ... S30
D5670 Replace all teeth and acrylic on cast metal framework (maxillary) .......................... $135
D5671 Replace all teeth and acrylic on cast metal framework (mandibular) ...................... $135
D5710 Rebase complete maxillary denture ..............oooviiviiiiiiiiin e $65
D5711 Rebase complete mandibular denture ..................ccooiiiiii i S65
D5720 Rebase maxillary partial denture ... S65
D5721 Rebase mandibular partial denture ................ccoooiiii S65
D5730 Reline complete maxillary denture (chairside) ..............ccooeeiiiiiiiiiii e, S35
D5731 Reline complete mandibular denture (chairside) ........c....oooviiiiiiiiiiiiiii e, $35
D5740 Reline maxillary partial denture (chairside) .........ccccoovvviiiiiiiiiiic e, $35
D5741 Reline mandibular partial denture (chairside) ..........cccoooiiiiiiiiiiiii S35
D5750 Reline complete maxillary denture (laboratory) ..........ccccoooiiiiiiiiiii e, S75
D5751 Reline complete mandibular denture (laboratory) ..............c.oooriiiiiiiiiicciccciee, S75
D5760 Reline maxillary partial denture (laboratory) ..., S75
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D5761 Reline mandibular partial denture (laboratory) ..............cccoeiiiiiiiiiiiic e, S75

D5810 Interim complete denture (maxillary) ...........ccccoeiiiiiiiiiiiiiie e $245
D5811 Interim complete denture (mandibular) .............cooiiiiiiiiiiiiii $245
D5820 Interim partial denture (Maxillary) .........cccooooviiiiiiiiiiiii e $S90
D5821 Interim partial denture (mandibular) ...............ccooooi i $S90
D5850 Tissue conditioning, maxillary ..............cccooviiiiiiiiiiiin i $15
D5851 Tissue conditioning, mandibular .......................oooiiii S15
D5862 Precision attachment, by report ............coooiiiiiiiiiiii s $200
D5863 Overdenture-complete maxillary ............cccoooiiiiiiiiiiiiiiiiie e $275
D5864 Overdenture-partial maxillary ............ccooooiiiiiiii i $250
D5865 Overdenture-complete mandibular..................ccoooiiii i, S275
D5866 Overdenture-partial mandibular ...................coooii i, $250
D5899 Unspecified removable prosthodontic procedure, by report .............ccccceeveiiiiiiiinnnnn. o)

Implant Supported Services

e Thereisa charge of $125 when using noble or high noble (precious) metals. This is in addi-
tion to your copayment.

e Thereisa $125 charge in addition to your copaymentfor porcelain to metal crowns placed
on molars.

e Implant supported prosthetics are limited to one (1) time per sixty (60) month period.

e Implant maintenance procedures when prosthetics are removed and reinserted, including
cleaning, are limited to one (1) time per twelve (12) month period.

e Provisional implant crown is limited to once per tooth per lifetime.

e Replacement of replaceable part of semi-precision or precision attachment (male or fe-
male component) is limited to one (1) time per sixty (60) month period.

Code Description Copayment
D6051 INterim abUtEMENT...........oooiiiiiiiiii e e $225
D6052 Semi-precision attachment abutement ..., $325
D6055 Connecting bar — implant supported or abutment supported ...................cccco.oniil. $500
D6056 Prefabricated abutment — includes placement ...................cooiiiiiii i, $320
D6057 Custom abutment —includes placement ................cccooiriiii i, S400
D6058 Abutment supported porcelain/ceramiccrown ..............cccccceeeeeeeeeieieieccccciinreeee. $435
D6059 Abutment supported porcelain fused to metal crown (high noble metal) ............... $425
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D6060 Abutment supported porcelain fused to metal crown (predominantly base metal) . $335

D6061 Abutment supported porcelain fused to metal crown (noble metal) ...................... $390
D6062 Abutment supported cast metal crown (high noble metal) ..............covvviiiiieninnnnil. $400
D6063 Abutment supported cast metal crown (predominantly base metal) ...................... $320
D6064 Abutment supported cast metal crown (noble metal) ...............cccooeoiiiiiiniinnnn. $350
D6065 Implant supported porcelain/ceramic CroWn ...............ccceeveveeieeeeneeeeeiicciieeeee. $435
D6066 Implant supported porcelain fused to metal crown (titanium, titanium alloy,
highnoblemetal) ... $425
D6067 Implant supported metal crown (titanium, titanium alloy, high noble metal) ......... $440
D6068 Abutment supported retainer for porcelain/ceramic FPD....................oovvvvvvvvvvnnnnnnn. $435

D6069 Abutment supported retainer for porcelain fused to metal FPD (high noble metal) $425
D6070 Abutment supported retainer for porcelain fused to metal FPD (predominantly

DASE MELAI).......cco o ————————————————— $335
D6071 Abutment supported retainer for porcelain fused to metal FPD (noble metal) ....... $390
D6072 Abutment supported retainer for cast metal FPD (high noble metal) ...................... $400
D6073 Abutment supported retainer for cast metal FPD (predominantly base metal) ....... $320
D6074 Abutment supported retainer for cast metal FPD (noble metal) ............................. $350
D6075 Implant supported retainer for ceramicFPD ................cccoeieiiiiiiiiiiee e, $435
D6076 Implant supported retainer for porcelain fused to metal FPD (titanium,

titanium alloy, or highnoble metal) ...............cccccooiiiiiii e, $425
D6077 Implant supported retainer for cast metal FPD (titanium, titanium alloy, or high

NOBIE MERAL) .....eeeiiiiiiiiiie et e e e e e e e e e e e e ee bbb erbaaeeeees S440
D6080 Implant maintenance procedures, including removal of prosthesis, cleansing of

prosthesis and abutments and reinsertion of prosthesis ...............cccoiiiiiiinin, S60
D6085 Provisional ImMplant CroWN ..o e $160
D6090 Repair implant supported prosthesis, byreport ...........cccoooviiiiiiiiiii e, $150
D6091 Replacement of semi-precision or precision attachment (male or female

component) of implant/abutment supported prosthesis, per attachment................... S90
D6092 Recement implant/abutment supported Crown ............ccccceeeeeeeiiiiiiiiiiiiiiireeeeeeeeee. S40
D6093 Recement implant/abutment supported fixed partial denture ................ccccvvveeeeee... S60
D6094 Abutment supported crown — (titanium) ................cccooiiiiii i, $440
D6095 Repair implant abutment, by report ..o, $130
D6110 Implant/abutement supported removable denture for edentulous arch —

(11T (L L SR $415
D6111 Implant/abutement supported removable denture for edentulous arch -

MANAIBUIAE ... e et S415
D6112 Implant/abutement supported removable denture for partially edentulous

AFCh = MAXIIIANY ..o e e e e e e e e e e $435
D6113 Implant/abutement supported removable denture for partially edentulous arch-

MANAIBUIAE ... $435
D6114 Implant/abutment supported fixed denture for edentulous arch — maxillary .......... $415

D6115 Implant/abutment supported fixed denture for edentulous arch — mandibular ...... $415
D6116 Implant/abutment supported fixed denture for partially edentulous arch -
MAXIANY. ... et e et e e e e e e e e e e e e e aeaaeaaaaaaaas $435



D6117 Implant/abutment supported fixed denture for partially edentulous arch -

MANAIBUIAE ... ettt e et e et e e et e e e e $435
D6118 Implant/abutment supported interim fixed denture for edentulous arch —

MANAIDUIAE ..ot eeees $435
D6119 Implant/abutment supported interim fixed denture for edentulous arch —

MAXITAIY ..o et e e e e e e e e e e e e e e e e eeaaaaaaans $435
D6194 Abutment supported retainer crown for FPD — (titanium) .................ccovvviiiiiiinnnnnn. $440
D6199 Unspecified implant procedure, by report ... o)

Prosthodontic Services (Fixed)

There is a charge of $125 when using noble or high noble (precious) metals. This is in addi-
tion to your copayment.

e Thereisa $125 charge in addition to your copaymentfor porcelain to metal placed on mo-
lars of a fixed bridge.

e AFixed Partial Denture (bridge) is limited to one (1) time per sixty (60) month period.
e Stress breaker is limited to one (1) per sixty (60) months.
e Precision attachment is limited to one (1) per sixty (60) month period.

e |f atreatment plan involves six (6) or more crowns and/or fixed bridge units/teeth, an addi-
tional charge of $125 perunit/tooth will be charged.

Crowns/Fixed Bridges — per unit/tooth

Code Description Copayment
D6205 Pontic — indirect resin based composite ..............ccoeeiiiiii i, S55
D6210 Pontic — cast highnoblemetal .................ooii e, S200
D6211 Pontic — cast predominantly base metal ................ccooo i, $120
D6212 Pontic — €ast NOBIE METal .......ooommeiiiie e e $150
D6214 PONEIC — LIEANIUM ....oooiiiiiiiiiiiiee e e e e e e e e e e e e e eeeeeeeeees $240
D6240 Pontic — porcelain fused to high noble metal .............ccccccoooi i, $225
D6241 Pontic — porcelain fused to predominantly base metal ......................ccccooeeeei. $135
D6242 Pontic — porcelain fused to noble metal ................ccoooiiiii i, $190
D6245 Pontic — porcelain/Ceramic ..........cccuvvvvviiiiieeiiieee e $235
D6250 Pontic — resin with highnoblemetal ...................oiii i, $170
D6251 Pontic — resin with predominantlybase metal ...................ocooiiiiiiiiiii e $85
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D6252 Pontic —resin withnoble metal ...............ooiiiiiiiii i, $135

D6253 ProViSioNal PONTIC .....ccceeiiiiiiiiiiiieeeceeeeecce et ettt e et e e e e eeaas S60
D6545 Retainer — cast metal for resin bonded fixed prosthesis ...........cccccooevviiiiiiiiiniinnnn... $125
D6548 Retainer — porcelain/ceramic for resin bonded fixed prosthesis ...............ccccvvneeeee. $125
D6549 Resin retainer - for resin bonded fixed prosthesis .................ccccociiiiiiiiiiiin . $125
D6600 Inlay — porcelain/ceramic, two surfaces ..............ccccccviiiiiiiiiiiiiiee e, $180
D6601 Inlay — porcelain/ceramic, three or more surfaces ...................cccoovvvevviviiiciiicennnn. $190
D6602 Inlay — cast high noble metal, two surfaces .............ccccociiiiiiiiiiiiiiii e, $170
D6603 Inlay — cast high noble metal, three or more surfaces ...............cccceeeiiiiiiiiiiiiennnnnnnn.. $180
D6604 Inlay — cast predominantly base metal, two surfaces ................cccoeeeeiviiiiiiiieneiennnn.. $150
D6605 Inlay — cast predominantly base metal, three or more surfaces .............................. $160
D6606 Inlay — cast noble metal, two surfaces ...........c.cccceeeiiiiiiiiiin e, $160
D6607 Inlay — cast noble metal, three or more surfaces ..........c.c..oooiiiiiiiiiiiiiiiiiee e, $170
D6608 Onlay — porcelain/ceramic, two SUrfaces ...............cccccvvviiiiiieeeieeee e $175
D6609 Onlay — porcelain/ceramic, three or more surfaces ............ccccccceeeeeeviiiiiiiicnnnnnnneen. $185
D6610 Onlay - cast high noble metal, two surfaces .............cccccceeeeiiiiiiiiiii e, $180
D6611 Onlay — cast high noble metal, three or more surfaces .............ccccooeiviiiiiiiiiniennnn.n. $185
D6612 Onlay - cast predominantly base metal, two surfaces .............cccccoeeeiiiiiiiiiinnnnnnnn. $160
D6613 Onlay — cast predominantly base metal, three or more surfaces .............ccc............ $165
D6614 Onlay — cast noble metal, two surfaces ...........cccooovviiiiiiiiiiiiiiin e, $170
D6615 Onlay — cast noble metal, three or more surfaces .........c....cocoeeeiiviiiniiiiniiiieeeeeenn, $175
D6624 INIay — tIANTUM ....ooooiiiiiiiiiiiieiee e e e e e e e et e e e e e e earaeaaee s $170
D66340Nlay — HIEANIUM ... e e e e e e e et e e e e e e earaeee e s $175
D6710 Crown — indirect resin based composite .............ccccoeiiiiiiiiiiii i S55
D6720 Crown —resin with high noblemetal ...................oiii i, $170
D6721 Crown - resin with predominantlybase metal ....................ciiiiiiiic e, $85
D6722 Crown —resin withnoblemetal ..., $135
D6740 Crown — porcelain/CeramiC ..............oovvvviiiiiiiiiiiiiiiieieeeeeeeeeeee e $235
D6750 Crown — porcelain fused to highnoblemetal .....................oooi $225
D6751 Crown — porcelain fused to predominantly base metal .....................ccooooiin . $135
D6752 Crown — porcelain fusedtonoblemetal ................oooiiiiiii i, $190
D6780 Crown —3/4 cast highnoble metal ..., $190
D6781 Crown — 3/4 cast predominantlybase metal ................ccooooiiiiiii i, $110
D6782 Crown —3/4 cast noble metal .............cccceeoviiiiiiiii i $140
D6783 Crown — 3/4 porcelain/CeramiC .............eeveveeeeieeieiiiiieiiiiiiireeeeeeeeeeeeeeeeeeeearrrraeeeeens S215
D6790 Crown — full cast highnoblemetal ..., S200
D6791 Crown — full cast predominantly base metal ..............cccccooiviiiiiiiiii e, $120
D6792 Crown — full cast noble metal .............ooeniiiiiii e $150
D6793 Provisional retainer CrOWN ............cooiiiiiiiiie i e e e e e aaeaaaas S60
D6794 Crown — tItaNIUM ......ocoviiiiiiiiiiiiee et e e e e e e e e e e trae e e e e e earaeeee s $240
D6930 Recement fixed partial denture ...............cooviiiiiiiiiii i $15
DBOA0 SEIESS BrEaKeI ... et S25
D950 Precision attaChMEeNt ...........iiiiieiiiiiee ettt ettt e et e et e e eaaaass $220
D6980 Fixed partial denture repair, by report ............ooiiiiiiiiiiiii S30



D6999 Unspecified fixed prosthodontic procedure, by report .............cccoooviiiiiiiiiniiiiiiiien, SO

Oral Surgery Services

e Surgical extractions includes local anesthesia and routine post - operative care.

e Incision and drainage of abscess, either intraoral or extraoral, is not coveredin hospital or
surgical settings.

e Regional block anesthesia, trigeminal division block anesthesia or local anesthesia are in-
clusive with operative or surgical procedures.

The following oral surgery proceduresis limited to one (1) time per lifetime per tooth:
o Transeptal Fiberotomy
o Bone replacement graft for ridge preservation

Code Description Copayment
D7111 Extraction, coronal remnants — deciduous tooth .........ccooviiiiiiiiiiiiii e, S5
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal) ........... S5
D7210 Surgical removal of erupted tooth requiring removal of bone and/or sectioning

of tooth, and including elevation of mucoperiosteal flap if indicated ...............c......... $40
D7220 Removal of impacted tooth — softtissue .............ccccooiiiiiiiiiiiiii e, S50
D7230 Removal of impacted tooth — partiallybony .............cccooiiiiiiiiii $70
D7240 Removal of impacted tooth — completelybony ..........ccccooovviiiiiiiiiiiiiii e, $S90
D7241 Removal of impacted tooth — completely bony, with complications ....................... $110
D7250 Surgical removal of residual tooth roots (cutting procedure) .......cccccvvveeeiiiiiiiiennnnnnn. S40
D7251 Coronectomy — intentional partial tooth removal ........ccccoooeiiiiiiiiiiii i, $110
D7260 0roantral fiStUIA CIOSUTE ..........covniieiiniiiii et eans $275
D7261 Primary closure of a sinus perforation ............cccccooiiiiiiiiiiiiiiiiniiee e, $275
D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or

AiSPlaced tOON...........uvviiiiiiiiiieee e e e S95
D7280 Surgical access of an unerupted tooth ...................ccooiiiiiii e, S85
D7282 Mobilization of erupted or malpositioned tooth to aid eruption .............................. $85
D7283 Placement of device to facilitate eruption of impacted tooth .......................cccc . SO
D7285 Biopsy of oral tissue — hard (bone, tooth) .......ccoovvviiiiiiiiii S75
D7286 Biopsy Of Oral tissu@ — SOF ..........ooiiiiiiiiiiiiie e e S75
D7287 Exfoliative cytological sample collection .................cooooiiiiii i, S65
D7288 Brush biopsy — transepithelial sample collection ...................c.oiiiiiiiii S50
D7290 Surgical repositioning of teeth ...............cccooeiiiiiiiiii i $130
D7291 Transseptal fiberotomy/supra crestal fiberotomy, by report .............cccceeeeeeeeeeeenn.... S55
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D7310 Alveoloplasty in conjunction with extractions — four or more teeth or tooth

SPACES, PET QUAATANT 1ovviiiiiiiieiiiie et e e e e e e e et e e e e e eeaaaneeeeeeeaeaanns S50
D7311 Alveoloplasty in conjunction with extractions — one to three teeth or tooth

SPACES, PET QUAATANT oeeiiiiiiieiiiiee ettt e e e e et e e e e e et et e e e e eeeenaaaas $50
D7320 Alveoloplasty not in conjunction with extractions — four or more teeth or tooth

] oF: 1ol T o =Y ol [ V- [o [ =1 o) SR PN S65
D7321 Alveoloplasty not in conjunction with extractions — one to three teeth or tooth

SPACES, PET QUAATANT 1ovviiiiiiiiiiiiie et e e e e e e e e e b e e e e e eeaeaneeeeeeeaeaanns S65
D7340 Vestibuloplasty — ridge extension (secondary epithelialization) .............................. $350

D7350 Vestibuloplasty — ridge extension (including soft tissue grafts, muscle reattachment,
revision of soft tissue attachment and management of hypertrophied and hyperplastic

LRI U= [ S550
D7410 Excision of benign lesion up to 1.25Cm ........coouiiiiiiiiiiiiiiin S80
D7411 Excision of benign lesion greaterthan 1.25cm .........ccccccoeiviiiiiiiiiiin e, $110
D7412 Excision of benign lesion, complicated ...................oooiiiiiiiiiiiiii e, $160
D7413 Excision of malignant lesionupto 1.25cm ...........c.ooooiiiiiiiiii i, S90
D7414 Excision of malignant lesion greaterthan 1.25cm .................coooiiiiiieiiiicee e, $110
D7415 Excision of malignant lesion, complicated ..................cccccooii i, $220
D7450 Removal of benign odontogenis cyst or tumor, lesion diameter up to 1.25cm ........... $80
D7451 Removal of benign odontogenic cyst or tumor, lesion diameter greater than

L 2D CM e et e . ———— $140
D7460 Removal of benign nonodontogenic cyst or tumor- lesion diameter up to

L2 M e e e e e e ———————————— S80
D7461 Removal of benign nonodontogenic cyst or tumor- lesion diameter greater

BN L2 M . o $140
D7465 Destruction of lesions(s) by physical or chemical method, by report...........ccccccnnn.... S50
D7471 Removal of lateral exostosis (maxillaor mandible) .............c.c.oooiiiiiiin i $45
D7472 Removal of torus Palatinus .............couoiiiiiiiiiiiii e $45
D7473 Removal of torus MandibUlaris ............oovenieiiiiiiiei e S45
D7485 Surgical reduction of osseous tuberosity ............cccccoooiiii i S80
D7510 Incision and drainage of abscess — intraoral soft tissue ...................cccooooiii, S25
D7511 Incision and drainage of abscess — intraoral soft tissue — complicated

(includes drainage of multiple fascial SPACES) ..uuviiirrieiiiiiiieiiiiee e e, $40
D7520 Incision and drainage of abscess — extraoral soft tissue ............c.c.oceevveiiiiiiiniiinnnnnnn. $45
D7521 Incision and drainage of abscess — extraoral soft tissue — complicated

(includes drainage of multiple facial SPACES) ..ceevvviviiiieeeieieceee e $125
D7530 Removal of foreign body from mucosa, skin, or subcutaneous alveolar tissue .......... $80
D7540 Removal of reaction producing foreign bodies, muscuoskeketal system.................. $110
D7550 Partial ostectomy/sequestrectomy for removal of non-vital bone .......................... $115
D7560 Makxillary sinusotomy for removal of tooth fragment or foreign body .................... $495
D7910 Suture of recent small wWounds UP tO 5 CM ........oiiviiiiiiiiiiiiiiiiec e S75
D7911 Complicated suture- UPto 5CM ... S55
D7912 Complicated suture- greater than 5cm ...........ccooiiiiiiiiiiiin e $115
D7953 Bone replacement graft for ridge preservation — persite ................cooovvviiiiininninnnnn. $100
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D7960 Frenulectomy — also known as frenectomy or frenotomy — separate procedure

not incidental to another ProcedUre .........uiiiiiiii i S50
D7963 FrENUIOPIASTY .....oovveiiiieiiiiiieieectt ettt e e e e e et e e e e e e e e e eeeeeeseesessssbeeesaaareeeeeas S50
D7970 Excision of hyperplastic tissue —perarch .............ccooooovviiiiiiiiiiiiiine e, S65
D7971 Excision of pericoronal 8INGIVa .............ccooiiiiiiiiiiiii e $55
D7972 Surgical reduction of fibrous tuberosity ...............ccoooiiiiiiiiiii $120
D7999 Unspecified oral surgery procedure, by report ............cccooiiiiiiiiiiiiie e, SO

Orthodontic Services

These are services given to straighten the teeth through the use of braces. This is a description
of your orthodontic benefits under this plan. These benefits are subjectto the terms, condi-
tions, limitations and exclusions of your Evidence of Coverage.

Before you get orthodontic care, you must get a written referral from us. Once you get are-
ferral, you will select an orthodontist from within the Dental Net participating provider network
to receive all of your orthodontic care. Call us at the following number to get a referral or if you
need help selecting an orthodontist:

% 1 (800) 627-0004

Orthodontic Consultation. This is the initial consultation to determine what orthodontic care
will be needed.

Orthodontic Treatment in Progress

Continuing Orthodontic treatmentis available if You or Your Dependent qualify by enrolling
within 30 days of the Effective Date for an eligible Subscriber; You or Your Dependent had Or-
thodontic coverage underthe Subscribers prior plan and were in active Orthodontic treatment,
covered by that plan, as of the Effective Date of this group policy.

The orthodontia benefit balance may be pro-rated over the remaining length of treatment up
to $1,695 for a child and $1,895 for an adult as of this group policy’s Effective Date. The
continuing orthodontic provision is not available:

e thirty (30) days after this group policy’s Effective Date;

¢ to a personwho enrolls after the group policy’s Effective Date; or

e to a personwho is not in active orthodontic treatment as of the Effective Date of this group

policy.

Orthodontic x-rays.
D0340 Cephalometricfilm ...........oooooiiiiiiiiiieeeeeee e SO
D0350 Oral/facial photographiCimages ............ccooiiiiiiiiiiiiiiiiiieeeee e SO
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Orthodontic Treatment. Standard orthodontic treatment is fully banded cases with brackets
and arch wires attached by bands or adhesive to correct malocclusion. An alternative to metal
braces is Invisalign; clear orthodontic aligners that fit snugly over your teeth and are changed
everyone (1) to six (6) weeks to gradually move and straighten teeth. Each type of appliance,
metal banding and Invisalign, are covered under this plan.

Orthodontic treatment options covered under your plan may include the following procedures.
The feesfor these treatment options are included in the copayment for adult and child ortho-
dontic services listed below. All of these procedures are limited to once per lifetime.

D8010 Limited treatment of the primary dentition

D8020 Limited treatment of the transitional dentition

D8030 Limited treatment of the adolescent dentition

D8040 Limited treatment of the adult dentition

D8050 Interceptive treatment of the primary dentition

D8060 Interceptive treatment of the transitional dentition

D8070 Interceptive treatment of the transitional dentition

D8080 Comprehensive treatment of the transitional dentition

D8090 Comprehensive treatment of the adult dentition

D8660 Pre-orthodontic treatment examination to monitor growth and development
and treatment plan.

Your plan covers the following orthodontic services as needed:

D8670 Periodic orthodontic treatmMent ViSitS ..........coivviiiiiiiiiiiiiiiiiiree ettt sreanens SO
D8681 Removable orthodontic retainer adjustment .................c.oooiiiiii i, SO
D8999 Unspecified orthodontic procedure.................oouoeiiiiiiiiiiiiiiiii e, $100

We will cover up to 24 months of orthodontic treatment. Orthodontic treatment is limited to
once per lifetime. Your copayment for twenty-four(24) months of orthodontic services exclud-
ing records/retention fees are listed as follows:

O AU . e e ————— $1,895
L O o 11 [c [ =] o VOTT OO UUPPRRRPRTRRPIN $1,695

Orthodontic Retention Phase. Orthodontic retention is the phase of care that follows standard
orthodontic treatmentand includes the removal of orthodontic appliances (braces), as well as
the construction, placement, and adjustment of retainers. Up to twenty-four(24) months of
orthodontic retention is covered underthis plan.

You are responsible for the following copayment for orthodontic retention (retainer):

D8680 Orthodontic Retention (Retainers) - (includes removal of appliances, construction and
PlacemMent Of rELAINEIS) ...uuue e e e e e e e e e aaees $250



Minor Treatment to Control Harmful Habits is appliance therapyincluding appliances for
thumb sucking and thumb thrusting. Each of these appliances are covered once per lifetime
and you are responsible for the following copayments for minor treatment to control harmful
habits:

D8210 Removable appliance therapy ..........coouuuiiiiiiiiiiiiii e $350
D8220 Fixed appliance therapy .............ooviiiiiiiiiiiie e e e e e eaaaaa $350

Orthodontic Limitations and Exclusions
These limitations and exclusions are in addition to those listed under GENERAL EXCLUSIONS.

Your Coverage Ends. If your coverage under this plan ends while you are in the process of your
orthodontic care, you will be responsible for any additional charges incurred for the remainder
of your orthodontic care.

Changes in Treatment. Changes in treatmentrequired because of an accident or patient non-
compliance.

Myofunctional Therapy. Myofunctional therapy is the use of muscle exercisesin addition to
orthodontic treatmentto correct malocclusion. Myofunctional therapy and related services are
not covered underthis plan.

Orthodontic Retreatment.

Orthodontic Pre-Treatment. Any treatment or services that your dentist deems necessary or
advantageous in order to begin standard orthodontic treatment.

Orthodontic Appliance Replacement. Replacement of lost or stolen orthodontic appliance, or
the repair of broken appliances due to your negligence.

Special Orthodontic Appliances. Appliances which are considered cosmetic, such as sapphire,
ceramic, or lingual braces. Also includes, but is not limited to, headgear, and bite planes, or pal-

atal expanders.

TMJ or Hormonal Imbalance Orthodontic Care. Orthodontic treatment that is related to tem-
poromandibular joint disturbances (TMJ) or hormonal imbalance.
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Adjunctive General Services
These are various, miscellaneous dental services.

o General anesthesia, Intravenous Sedation and Non-Intravenous Sedation are covered
when given in conjunction with covered complex oral surgical and periodontal surgical pro-
cedures.

e Occlusal guard is limited to once per twenty four (24) month period for the treatment of
bruxism.

e Repair and/or reline of occlusal guard is limited to one (1) time per twelve (12) month
period. Six (6) months must have passed since original placement of the occlusal guard.

e External Bleaching, per arch and per tooth is limited to one (1) time per twelve (12) month
period.

e External bleaching per arch for home application is limited to once per twelve (12) month
period.

e Consultation - Limited to once per twelve (12) month period only with x-rays and not on the
same day as any other service.

Code Description Copayment
D9110 Palliative (emergency) treatment of dental pain — minor procedure ..............ccccou..... $10
D9120 Fixed partial denture Sectioning ............cccoooiiiiiiiiiiiiiiiiiiie e S35
D9210 Local anesthesia not in conjunction with operative or surgical procedures ................. S0
D9211 Regional block anesthesia ..............c.ooiiiiiii i SO
D9212 Trigeminal division block anesthesia ..................coiiii i, SO
D9215 Local anesthesia in conjunction with operative or surgical procedures ....................... S0
D9219 Evaluation for deep sedation or general anesthesia..............c.ccooeiiiiiiiiiiiin e, SO
D9222 Deep sedation/general anesthesia- first 15 minutes.....................ooovvvvviiviiiininnnnnnn. $130
D9223 Deep sedation/general anesthesia- each subsequent 15 minute increment .............. S75
D9230 Inhalation of nitrous oxide/anxiolysis, analgesia .............ccccccceeeeeeeiiiiiiiiiiinreereeeeenee. $15
D9239 Intravenous moderate (conscious) sedation/analgesia- first 15 minutes ................. $150
D9243 Intravenous moderate (conscious) sedation/analgesia-each subsequent 15

IMINUEE INCIEIMENT ... e e et e e e e e e e e e e e et e eereneseennaaees S75
D9248 Non-intravenous conscious Sedation ...............cccoeeiiiiiiiiiii i $15
D9310 Consultation — diagnostic service provided by dentist or physician other than

requesting dentist or physician ..o $10
D9430 Office visit for observation (during regularly scheduled hours) — no other services

(oY= g (o] 1 1 1=Ye [ USROS S20
D9440 Office visit — after regularly scheduled hours .............ccccccooiiiiiiiii e, $25
D9450 Case presentation, detailed and extensive treatment planning ......................cceeeeee. SO
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D9610 Therapeutic parenteral drug, single administration ............ccccevviiiiiieiiiiiiiiin e, $15
D9612 Therapeutic parenteral drugs, two or more administrations, different

=Y Lo LT ) 1 LU UUTT TSRO URRPPPPPR S25
D9630 Other drugs and/or medicaments, by report ..............cccceeeeviiieiiiiiiiiiiccceeeeeee, $15
D9910 Application of desensitizing medicament .................cccocoiiii i, $15
D9911 Application of desensitizing resin for cervical and/or root surface, pertooth ........... $15
D9930 Treatment of complications (post-surgical) — unusual circumstances, by report ......... SO
D9932 Cleaning and inspection of removable complete denture, maxillary...............cc........... S0
D9933 Cleaning and inspection of removable complete denture, mandibular ........................ SO
D9934 Cleaning and inspection of removable partial denture, maxillary ................................ SO
D9935 Cleaning and inspection of removable partial denture, mandibular............................. SO
D9940 Occlusal guard, BY report ............ooiiiiiiiiiii e e e $105
D9942 Repair and/or reline of occlusal guard ..................ooooiiiiiiiiiiii e, S40
D9943 Occlusal guard adjustmENt ...............ooviiiiiiiiiiiiiii i S20
D9951 Occlusal adjustment — limited ...............cooooiiiiiiiiii e $45
D9952 Occlusal adjustment —complete ..............ooiiiiiiiiiii e S55
D9972 External bleaching —perarch ... $125
D9973 External bleaching —pertooth ... $50
D9975 External bleaching per arch for home application..................oiiiiii i, $125
D9986 Missed appointment (less than 24 hour NOLICE) ......ccocvvvieeiieiiiiiie e $25
D9987 Canceled appointMeNt ..........coouuiiiiiiiiiiiie e $25
D9991 Dental Case Management-addressing appointment..................cccoeeiiiiii e, SO
D9992 Dental Case management-care coordination ...............c.cc.oooiiiiiiiiiiiiie e, SO
D9993 Dental Case management-motivational interviewing ..................cc.oiiii e, SO
D9994 Dental Case management-patient education to improve oral health literacy .............. SO
D9995 Teledentistry - synchronous, real time encounter ...............cccooooviiiiiiniiiiin e, SO
D9996 Teledentistry — asynchronous; information stored and forwarded to dentist for

SUDSEQUENT FEVIEW ... et e e e e e e e e e e e e e e enaaseaeeeeseees SO
D9999 Unspecified adjunctive procedure ...............coooiiiiiii i S10

Enhanced Dental Services

Enhanced dental benefits are available if your Dentist has diagnosed additional preventive or
periodontal services are medically necessary for your dental condition.

D1110 Prophylaxis — each additional cleaning foradult .................ccoooiiiiii i $45
D1120 Prophylaxis — each additional cleaning for child .............cccoooiiiiiiiiiii e, S35
D1206 Topical fluoride varnish; therapeutic application for moderate to high caries risk

(o T= YT 4] KSR $15
D1208 Topical application of fluoride-excluding varnish................ccccoooiiiiiiiiiiiinee $15
D4910 Periodontal MaiNtenaNCe .............coooiiiiiiiiiiiiiiiiiiieiiee e $55
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Dental Terminology
The following definitions give you a brief description of the dental terminology that is used
within the SCHEDULE OF COPAYMENTS.

Amalgam. Asilver filling.
Anterior. Teeththat are in the front of the mouth.

Bicuspid. Most people have eight bicuspid teeth. They are located immediately before the mo-
lar teeth. There are two bicuspid teethin each quadrant of the mouth.

Bridge. A replacement for one or more missing teeth that is permanently attached to the teeth
adjacent to the empty spaces.

Crown. A covering created to place overa tooth to strengthen and/or replace tooth structure.
A crown can be made of different materials, such as metal (base, noble, high noble), porcelain,
or a combination of metal and porcelain.

Endodontics. Procedures that treat the nerve or the pulp of the tooth that has beeninjured or
infected.

Oral Surgery. Surgery to remove teeth, reshape portions of the bone in the mouth, or biopsy
suspect areas of the mouth.

Orthodontics. Standard braces and other proceduresto straighten the teeth. Please see the
section ORTHODONTIC SERVICES for more information about orthodontic services.

Periodontics. Procedures related to treatment of the supporting structures of the teeth, such
as gums or underlying bone.

Posterior. Teeththat are in the back of your mouth, such as molars and bicuspids.
Primary Teeth. The first set of teeth, also known as “baby teeth”.

Prophylaxis. A dental cleaning that involves scaling and polishing the teeth to re move plaque
above the gum line.

Prosthodontics. The restoration of natural and/or the replacement of missing teeth with artifi-
cial substitutes, such as dentures or bridges.

Quadrant. One of the four equal sections into which your mouth can be divided. Some proce-
dures, such as periodontics, are done in quadrants.

Resin-based Composite. A tooth colored or white filling.
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General Exclusions

The following is a list of services that are not covered under this plan. The titles given to the ex-
clusions and limitations are for reference only. They are not an integral part of the exclusion or
limitation.

Services Not Listed. Dental care services that are not specifically listed in the SCHEDULE OF
COPAYMENTS are not covered under this plan. This includes hospital charges, prescription drug
charges and dental services or supplies that do not have an American Dental Association Dental
Procedure Code.

Not Acceptable Services. Services or supplies that we have determined are not an acceptable
service.

Not Medically Necessary. Services or supplies that are not considered medically necessary.

Services Received Before or After Your Term of Coverage. Dental care you receive either be-
fore your effective date or after your coverage ends.

Dental Care Outside of the Dental Net Network. Exceptas provided in the section HOW TO GET
CARE WHEN YOU NEED IT: EMERGENCY CARE, services given by a dentist or dental office that is not
a part of the Dental Net network will not be covered under this plan. Also, we will not cover
services that are needed as a result of dental care given by a dentist or dental office that is not
a part of the Dental Net network.

Not Generally Accepted. Services that are experimental or investigative or are not generally
accepted standards of dental practice.

Government Programs. Care or treatmentthat is given by or paid for by any Federal, State, or
other governmentagency, including any foreign government.

Workers’ Compensation. Any condition for which benefits of any nature are recoverable,
whether by adjudication or settlement, underany workers’ compensation law, evenif you did
not claim those benefits.

If there is a dispute or substantial uncertainty as to whetherbenefits may be recovered for
those conditions pursuant to workers’ compensation, benefits will be provided subject to our

right of recovery and reimbursement under California Labor Code Section 4903.

Armed Forces. Dental services required while serving in the Armed Forces of any country or in-
ternational authority.
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Lack of Cooperation. We will not pay for any dental services or supplies needed because of
your lack of cooperation with a dentist or failure to comply with your dentist’s treatment plan.

Member Health Limitations. Charges for dental care that cannot be performed by your dentist
because of your general health, mental or emotional behavior, or physical limitations.

Least Expensive Acceptable Treatment. If there is more than one treatment plan available for
your dental condition, we will cover the least expensive treatment.

Consultations for Services That are Not Covered. Consultations from a specialist for dental
care servicesthat are not listed in the section WHAT IS COVERED: SCHEDULE OF COPAYMENTS.

Cosmetic Dentistry. Unless shown as a covered service in the WHAT IS COVERED: SCHEDULE OF
COPAYMENTS, dental care that is only to improve your appearance whentooth structure and
function are satisfactory and no pathologic conditions (decay) exist.

Congenital (Hereditary) or Developmental Malformations. Treatment of congenital or devel-
opmental malformations. Including enamel hypoplasia, fluorosis, anodontia, supernumerary,
over retained primary teeth, orimpacted teeth (other than third molars).

Extensive Oral Rehabilitation. Dental treatment or procedures given for fixed prosthodontic
restorations when part of extensive oral rehabilitations or reconstruction (otherthan for re-
placement of structure lost due to dental decay).

Fractures or Dislocations of the Jaw. Services for fractures or dislocations of the jaw.
Certain X-Ray Services. Such as lateral skull surveys, sialography, x-raysrelated to temporo-
mandibular joint dysfunction, tomographic survey, cone beam, MRI, ultrasound and sialoen-

doscopy.

General Anesthesia, Intravenous and Non-Intravenous Sedation. Covered when given in con-
junction with covered complex oral surgical and periodontal surgical procedures.

Hospital Charges. Hospital and associated physician charges of any kind or charges for any den-
tal treatment that cannot be performedin a dental office.

Implants. Any services for placement or removal of implants unless you have an optional
Implant Benefit Rider.

Lost or Stolen. Replacement of crowns, dentures, bridgework, or other dental appliances that
have been lost, stolen or damaged due to misuse or neglect.
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Vertical Dimension and Attrition. Procedures requiring appliances or restorations (otherthan
those for replacement of structure loss from tooth decay) that are necessary to alter, restore or
maintain occlusion. Exclusion does not apply to alteration by removable prosthodontics.
Surgical Services. Orthognathic surgery procedures are not covered.

Temporomandibular Joint (TMJ): Diagnosis or treatment, by any method, of any condition re-
lated to the jaw joint (temporomandibular joint) or associated musculature, nervesand other
tissues.

Prescription Drugs. Any prescription drugs.

Poor Prognosis. Endodontic treatment, periodontal surgery, or crown/bridge work is not cov-
ered on teeth with questionable, guarded or poor prognosis. We will allow for observation or

extraction and prosthetic replacement.

Third Molars. The extraction of immature erupting third molars and non-pathologic asympto-
matic third molars is excluded.

Primary Restorations. Gold and porcelain fillings on primary teeth are excluded.

Denture Replacement. Full or partial dentures will be replaced only if they are at least five
years old and cannot be made serviceable.
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Who is Covered and When

Your group decides who and whenyou are eligible for coverage underthis plan. To be covered
under this plan you and your family members must meet your group’s eligibility requirements
listed below.

Eligibility

1. Subscribers. Permanent full-time employees are eligible to enroll as subscribers. For specific
information about your employer’s eligibility rules for coverage, please contact your Human
Reources or Benefits Department.

2. Family Members. The following are eligible to enroll as family members: (a) Either the sub-
scriber’s spouse or domestic partner; and (b) A child.

Definition of Family Member

1. Spouse is the subscriber’s spouse as recognized under state or federallaw. This includes same
sex spouses when legally married in a state that recognizes same-sex marriages. Spouse does
not include any personwho is: (a) covered as a subscriber; or (b) in active service in the armed
forces.

2. Domestic partner is the subscriber's domestic partner under a legally registered and valid
domestic partnership. Domestic partner does not include any person who is: (a) coveredas
a subscriber; or (b) in active service in the armed forces.

3. Child is the subscriber’s, spouse’s or domestic partner’s natural child, stepchild, or legally
adopted child, or a child for whom the subscriber, spouse, or domestic partner has been ap-
pointed legal guardian by a court of law, subjectto the following:

a. The child is under 26 years of age.

b. The child is 26 years of age or older and: (i) is chiefly dependentonthe subscriber, spouse
or domestic partner for support and maintenance, and (ii) is incapable of self-sustaining
employment due to a physical or mental condition. A physician must certify in writing
that the child is incapable of self-sustaining employmentdue to a physical or mental con-
dition. We must receive the certification, at no expense to us, within 60-days of the date
the subscriber receives our request. We may request proof of continuing dependency
and that a physical or mental condition still exists, but not more often than once each
year after the initial certification. This exception will last until the child is nolonger chiefly
dependent on the subscriber, spouse or domestic partner for support and maintenance
due to a continuing physical or mental condition. A child is considered chiefly dependent
for support and maintenance if he or she qualifies as a dependentforfederal income tax
purposes.
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c. Achild whois in the process of being adoptedis considered a legally adopted child if we
receive legal evidence of both: (i) the intent to adopt; and (ii) that the subscriber, spouse
or domestic partner have either: (a) the right to control the health care of the child; or
(b) assumed a legal obligation for full or partial financial responsibility for the child in an-
ticipation of the child’s adoption.

Legal evidence to control the health care of the child means a written document, includ-
ing, but not limited to, a health facility minor release report, a medical authorization form,
or relinquishment form, signed by the child’s birth parent, or other appropriate authority,
orin the absence of a written document, other evidence of the subscriber’s, the spouse’s
or domestic partner’s right to control the health care of the child.

d. A child for whom the subscriber, spouse or domestic partner is a legal guardian is consid-
ered eligible on the date of the court decree (the “eligibility date”). We mustreceive legal
evidence of the decree.

Eligibility Date

1. For Subscribers: You become eligible for coverage in accordance with rules established by
your employer. For specific information about your employer’s eligibility rules for coverage,
please contact your Human Resources or Benefits Department.

2. For family members, you become eligible for coverage on the later of: (a) the date the sub-
scriber becomes eligible for coverage; or, (b) the date you meet the family member definition.

Enrollment

To enroll as a subscriber, or to enroll family members, the subscriber must properly file an appli-
cation. An application is considered properly filed, only if it is personally signed, dated, and given
to the group within 31 days from your eligibility date. We must receive this application from the
group within 90 days. If any of these stepsare not followed, your coverage may be denied.

Effective Date
Your effective date of coverage is subject to the timely payment of subscription charges on your
behalf. The date you become covered is determined as follows:

1.

Timely Enrollment: If you enroll for coverage before, on, or within 31 days after your eligi-
bility date, then your coverage will begin as follows: (a) for subscribers, on your eligibility
date; and (b) for family members, on the later of (i) the date the subscriber’s coverage begins,
or (ii) the first day of the month after the family member becomes eligible. If you become
eligible before the agreement takes effect, coverage begins on the effective date of the
agreement, provided the enrollment application is on time and in order.

Late Enrollment. If you fail to enroll within 31 days after your eligibility date, you must wait
until the group’s next open enrollment period to enroll.
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3. Disenrollment: If you voluntarily choose to disenroll from coverage under this plan, you will
be eligible to reapply forcoverage as set forth in the “Enrollment” provision above, during the
group’s nextopen enroliment period (see Open Enroliment Period).

For late enrollees and disenrollees: You may enroll earlier than the group’s next open enrollment
period if you meetany of the conditions listed under special enrollment periods.

Important Note for Newborn and Newly-Adopted Children. If the subscriber (or spouse or do-
mestic partner, if the spouse or domestic partner is enrolled) is already covered: (1) any child
born to the subscriber, spouse or domestic partner will be enrolled from the moment of birth;
and (2) any child being adopted by the subscriber, spouse or domestic partner will be enrolled
from the date on which either: (a) the adoptive child’s birth parent, or other appropriate legal
authority, signs a written document granting the subscriber, spouse or domestic partner the right
to control the health care of the child (in the absence of a written document, other evidence of
the subscriber’s, spouse's or domestic partner’s right to control the health care of the child may
be used); or (b) the subscriber, spouse or domestic partner assumed a legal obligation for full or
partial financial responsibility for the child in anticipation of the child’s adoption. The written
document referred to above includes, but is not limited to, a health facility minor release report,
a medical authorization form, or relinquishment form.

In both cases, coverage will be in effect for 31 days. For the child’s enroliment to continue be-
yond this 31-day period, the subscriber must submit a membership change form to the group
within the 31-day period. We must then receive the form from the group within 90 days.

Special Enroliment Periods

You may enroll without waiting for the group’s next open enrollment period if you are otherwise

eligible under any one of the circumstances setforth below:

1. When we or your group cannot produce a form showing that you said you did not want to
enroll because you had otherhealth care coverage.

2. When you did not enrollin this plan before because:

a. You had CalCOBRA or COBRA coverage and it has now ended,;

b. You had Healthy Families or Medi-Cal with no share-of-cost, and now you no longer
qualify forit; or

c. You were covered by another group dental plan, and now that coverage has ended.

When a court orders that you cover a current spouse or minor child on your health plan.

4. You have new family member due to a marriage, a new domestic partnership, or through
birth or adoption.

w

Effective date of coverage. For enrollments during a special enrollment period as described

above, coverage will be effective on the first day of the month following the date you file the

enrollment application, exceptas specified below:

1. Ifacourt has orderedthat coverage be provided fora dependent child, coverage will become
effective for that child on the earlier of (a) the first day of the month following the date you
file the enrollment application or (b) within 30 days after we receive a copy of the court order
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or of a request from the district attorney, either parent or the person having custody of the
child, the employer, or the group administrator.

2. Forenrollments following the birth, adoption, or placement for adoption of a child, coverage
will be effective as of the date of birth, adoption, or placement for adoption.

Open Enrollment Period

The group has an open enrollment period once each year. During that time, an individual who
meets the eligibility requirements as a subscriber under this plan may enroll. A subscriber may
also enroll any eligible family members at that time. Personseligible to enroll as family members
may enroll only underthe subscriber’s plan.

For anyone so enrolling, coverage under this plan will begin on the first day of the month follow-

ing the end of the open enrollment period. Coverage underthe formerplan ends when coverage
under this plan begins.
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HOW COVERAGE ENDS

This section will tell you how your coverage ends. Unless otherwise stated, your coverage will
end on the next subscription charge due date after the event. Unless otherwise stated, we will
send a notice of cancellation 30 days before your coverage ends. Your coverage will end as pro-
vided below:

1. If the agreement terminates, your coverage ends at the same time.

2. Ifthegroup no longer provides coverage for the class of members to which you belong, your

coverage ends on the effective date of that change. If this agreement is amended to delete

coverage for family members, a family member’s coverage ends on the effective date of that
change.

Coverage for family members ends when the subscriber’s coverage ends.

4. Ifyour employerdoes not pay the required subscription charges foryour coverage within the
grace period. The grace period is 30 days. Your coverage will remain in force until the end of
the grace period.

5. If you tell us in writing that you want to cancel coverage.

6. Ifyounolonger meettherequirementssetforthin the WHO IS COVERED AND WHEN: ELIGIBILITY.

7. Ifyou oryour family members knowingly engage in any fraud or misuse of the benefits of this
plan. Your coverage will end on the date we send the written notice of cancellation.

8. If you or your employer made any fraudulent misstatements on your application. We will
send written notice of cancellation at least 15 days before your coverage ends.

9. If youinterfere with the normal operations of the dental office.

10. If you use threatening or aggressive behavior.

w

Exceptions to Item 6:

Leave of Absence. If you are a subscriber and the group pays subscription charges to us on
your behalf, your coverage may continue for up to six months during a temporary leave of
absence approved by the group. This time period may be extended if required by law.

Note: If a marriage or domestic partnership terminates, the subscriber must give or send to the
group written notice of the termination. Coverage for a former spouse or domestic partner, and
their dependent children, if any, ends according to the “Eligible Status” provisions. If Anthem
suffers a loss because of the subscriber failing to notify the group of the termination of their
marriage or domestic partnership, Anthem may seek recovery from the subscriber for any actual
loss resulting thereby. Failure to provide written notice to the group will not delay or prevent
termination of the marriage or domestic partnership. If the subscriber notifies the group in writ-
ing to cancel coverage for aformerspouse or domestic partner and the children of the spouse or
domestic partner, if any, immediately upon termination of the subscriber’s marriage or domestic
partnership, such notice will be considered compliance with the requirements of this provision.

You may be entitled to continued benefits under terms which are specified elsewhere under
INDIVIDUAL CONTINUATION OF BENEFITS.
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If you think we should NOT have ended (terminated) your coverage:
We cannot end your coverage because of your dental needs or de ntal condition. If you think that

we wrongly ended your coverage, you can file a complaint with us as described in the section
GRIEVANCE PROCEDURES. You may also file a complaint with the State of California Health Plan

Help Centerat 1-888-HMO-2219.
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Individual Continuation of Benefits

COBRA
COBRA is a U.S. law that applies to employers who have 20 or more employeesin their group
health plan.

COBRA may allow you and your family members to keep your coverage under this plan for up to
18 or 36 months, depending on the qualifying eventand other circumstances. With COBRA,
you have the same benefits as current employeesin the group. In order to have COBRA cover-
age, you will have to pay all of the monthly subscription charges.

Each qualified person may independently elect to get COBRA coverage. A parent or legal guard-
ian may elect COBRA for a minor child.

Important deadlines for electing COBRA coverage:
Itis important to meetthe following deadlines. If you do not, you lose your right to COBRA cov-
erage.

1. Notification of qualifying events:

a. Employers must notify the plan administrator within 30 days after the following
qualifying events:
i. The subscriber’s job ends;
ii. The subscriber’s hours of employmentare reduced;
iii. The subscriber becomes eligible to receive Medicare benefits; or
iv. The subscriber dies
b. You or your family member must notify the employerin writing within 60 days
after any of the following qualifying events:
i. The subscriber divorces or legal separates;
ii. A child or other family member is no longer eligible for coverage under
this plan.

2. Election notice — generally, you must be sent an election notice not later than 14 days
after the plan administrator receives notice that a qualifying even has occurred.

3. Election period —you have 60 days to notify the plan administrator in writing that you
want to elect COBRA coverage. The 60 days starts on the later of the following two
dates:

a. The date you receive the election notice; or
b. The date your coverage with this plan ended.

4. Subscription charges — you must pay the subscription charges for your COBRA coverage.
We must receive your first payment within 45 days after you elect COBRA coverage.
This first payment covers the time from the date your coverage ended because of the
qualifying event up to the day you signed up for COBRA. You must then pay a monthly
subscription charge as long as you stay on COBRA.
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You will lose COBRA if:

You do not pay your subscription charges on time;

You move outside the service area for this plan;

Your former employerno longer offers any health plan;

You become eligible for Medicare;

You sign up for another plan - If your new plan has a waiting period for pre-existing con-
ditions and you have not used up all of your COBRA coverage, you can keep COBRA until
the waiting period is over;

6. You commit fraud, which means that you intentionally deceive us or misrepresent your-
self or allow someone else to do so in order to get health care services.
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For more information on COBRA, you may call the Federal Employee Benefits Security Admin-
istration (EBSA) toll-free at (866) 444-3272.

Continuation of Coverage - Cal-Cobra

If the Group is an Employer with betweentwo (2) and nineteen (19) full-time, permanent, active
employees on a typical business day, you may be entitled, in accordance with these provisions,
to continue for a limited period of time coverage that would otherwise end. In order to continue
coverage, you must qualify as described below, and you and the Group must also satisfy the re-
quirements set out below.

Definitions

The meanings of key terms used in this section are shown below. Whe neverany of the key terms
shown below appears in these provisions, the first letter of each word will appear in capital let-
ters. When you see these capitalized words, you should referto this definitions provision.

Initial Enrollment Period is the period of time following the original Qualifying Event, as indicated
in the terms of cal-cobra continuation provisions below.

Qualified Beneficiary means: (a) a person enrolled for this Cal-COBRA continuation coverage
who, on the day before the Qualifying Event, was covered under this Certificate as either a Sub-
scriber or Dependent, (b) a Child who'is born to or placed foradoption with the Subscriber during
the Cal-COBRA continuation period, or (c) a Child for whom the Subscriber or Spouse has been
appointed permanentlegal guardian by final court decree or order during the Cal-COBRA contin-
uation period. Qualified Beneficiary does not include any person who was not enrolled during
the Initial Enrolliment Period, including any Dependents acquired during the Cal-COBRA continu-
ation period, with the exception of newborns, adoptees, and children of permanent legal guard-
ians as specified above.
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Qualifying Event means any one of the following circumstances which would otherwise result in
the termination of your coverage under the Certificate. The event will be referred to throughout
this section by letter/number.

A. For Subscribers and Dependents:

1. TheSubscriber's termination of employment, forany reason otherthan gross misconduct;
or
2. Areduction in the Subscriber’s work hours.

B. For Dependents:

The death of the Subscriber;

The Spouse's divorce or legal separation from the Subscriber;

The end of a Child's status as a Dependent Child, as defined by the Certificate;
The Subscriber's entitlementto Medicare; or

The loss of eligible status by an enrolled Dependent.
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Eligibility For Cal-Cobra Continuation

A Subscriber or Dependent may choose to continue coverage under the Certificate if his or her
coverage would otherwise end due to a Qualifying Event.

Exception: A Qualified Beneficiary is not entitled to continue coverage if, at any time of the
Qualifying Event: (1) the Qualified Beneficiary is entitled to Medicare; (2) the Qualified Bene-
ficiary is covered under any other group health plan, unless the other group health plan con-
tains an exclusion or limitation relating to a pre-existing condition of the Qualified Beneficiary;
(3) we fail to receive timely notice of the Qualifying Event or election, as set out below, of a
Cal-COBRA continuation, or (4) the Qualified Beneficiary fails to submit the required premium
as setout below. If one Qualified Beneficiary is unable to continue coverage forthese reasons,
other entitled qualified beneficiaries may still choose to continue their coverage.

Terms Of Cal-Cobra Continuation

1. For Qualifying EventA., above, the Group must notify the Subscriber and us within 31 days of
the Qualifying Event of the right to continue coverage. We in turn must, within 14 days, give
you official notice of the Cal-COBRA continuation right.

2. You must inform us within 60 days of the Qualifying Event B., above, if you wish to continue

coverage. We in turn must within 14 days give you official notice of the Cal-COBRA continua-
tion right.
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If you choose to continue coverage, you must notify us within 60 days of the date you receive
notice of your Cal-COBRA continuation right. The Cal-COBRA continuation coverage may be cho-
sen for all qualified beneficiaries within a covered family, or only for selected qualified benefi
ciaries.

If you fail to elect the Cal-COBRA continuation during the Initial Enrollment Period, you may not
elect the Cal-COBRA continuation at a later date.

The initial premium must be delivered to us within 45 days after you elect Cal-COBRA continua-
tion coverage.

An election of continuation coverage must be in writing and delivered to us by first class mail or
otherreliable means of delivery, including personal delivery, express mail or private courier com-
pany. The initial premium must be delivered to us at Anthem Blue Cross Life and Health Insurance
Company, P.O. Box 9062, Oxnard, CA. 93031-9062 by certified mail or other reliable means of
delivery, including personal delivery, express mail or private courier company, and must be in an
amount sufficient to pay all premiums due. A failure to properly give notice of an election of
continuation coverage or a failure to properly and timely pay premiums due will disqualify you
from continuing coverage.

Additional Dependents. A Child acquired during the Cal-COBRA continuation period is eligible to
be enrolled as an Qualified Beneficiary. The standard enrollment provisions of the Certificate ap-
ply to enrollees during the Cal-COBRA continuation period. A Dependent acquired and enrolled
after the effective date of continuation coverage resulting from the original Qualifying Event is
not eligible for a separate continuation if a subsequent Qualifying Event results in the person's
loss of coverage.

Cost of Coverage. The Group may require that you pay the entire cost of your Cal-COBRA contin-
uation coverage. This cost, called the "premium", must be remitted to us each month during the
Cal-COBRA continuation period and shall be up to 110% of the rate applicable to a Qualified Ben-
eficiary for whom a Qualifying Event has not occurred. We must receive proper and timely pay-
ment of the premium each month from you in order to maintain the coverage in force.

Besides applying to the Subscriber, the Subscriber's rate also applies to:

1. A Spouse whose Cal-COBRA continuation began due to divorce, separation or death of the
Subscriber;

2. AChild if neither the Subscriber nor the Spouse has enrolled for this Cal-COBRA continuation
coverage (if more than one Child is so enrolled, the premium will be based on the two-party
or three-party rate depending on the number of Children enrolled); and

3. A Child whose Cal-COBRA continuation began due to the person no longer meeting the De-
pendent Child definition.
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Subsequent Qualifying Events. Once covered under the Cal-COBRA continuation, it is possible
for a second Qualifying Event to occur. If that happens, a Qualified Beneficiary who is a Qualified
Beneficiary may be entitled to an extended Cal-COBRA continuation period. This period will in no
event continue beyond 36 months from the date of the first Qualifying Event.

For example, a Child may have been originally eligible for Cal-COBRA continuation due to termi-
nation of the Subscriber’s employment, and enrolled for this Cal-COBRA continuation as a Quali-
fied Beneficiary. If, during the Cal-COBRA continuation period, the Child reaches the upper age
limit of the plan, the Child is eligible to remain covered forthe balance of the continuation period
which would end no later than 36 months from the date of the original Qualifying Event (the
termination of employment).

When Cal-COBRA Continuation Begins. When Cal-COBRA continuation coverage is elected dur-
ing the Initial Enrollment Period and the premium is paid, coverage is reinstated back to the date

of the original Qualifying Event, so that no break in coverage occurs.

For Dependents properly enrolled during the Cal-COBRA continuation, coverage begins according
to the enroliment provisions of the Certificate.

When the Cal-COBRA Continuation Ends - For Qualified beneficiaries, this continuation will end
on of the earliest of:

1. The end of thirty-six (36) months from the Qualifying Event;*

2. The date the certificate terminates;

3. The end of the period for which premiums are last paid;

4. The date the Qualified Beneficiary becomes covered under any other group health plan, un-
less the other group health plan contains an exclusion or limitation relating to a pre-existing
condition of the Qualified Beneficiary, in which case this Cal-COBRA continuation will end at
the end of the period for which the pre-existing condition exclusion or limitation applied; or

5. The date the Qualified Beneficiary becomes eligible for Medicare.

*For an Qualified Beneficiary whose Cal-COBRA continuation coverage began undera prior plan,
this term will be dated from the time of the Qualifying Event underthat prior plan.

If your Cal-COBRA continuation coverage under this plan ends because the Group replaces our
coverage with coverage from another company, the Group must notify you at least thirty (30)
days in advance and let you know what you have to do to enroll for coverage underthe new plan
for the balance of your Cal-COBRA continuation period.
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POST CAL-COBRA CONTINUATION OF COVERAGE FOR QUALIFYING EVENTS OC-
CURRING FORAGES 60 AND OVER

Note: This section (“POST CAL-COBRA CONTINUATION OF COVERAGE FOR QUALIFYING EVENTS
OCCURRING FOR AGES 60 AND OVER”) applies ONLY to Qualified Beneficiaries turning sixty
(60) years of age prior to January 1, 2005.

Subject to payment of premiums stated in the Certificate, coverage under this Plan may be con-
tinued for the Subscriber, the Subscriber’s Spouse and the Subscriber’s former Spouse (if any)
under Section 10116.5 of the Insurance Code, in accordance with the following provisions. This
continuation may be elected following the CAL-COBRA CONTINUATION OF COVERAGE shown above.

For the purpose of this section, “former Spouse” means (a) an individual who is divorced from
the Subscriber; or (b) an individual who was married to the Subscriber at the time of the Sub-
scriber’s death.

Requirements: The Subscriber and Spouse may continue coverage under this Plan if:
1. The Subscriber, or the Subscriber on behalf of himself or herself and the Spouse, was en-
titled to, and had elected to continue coverage under Cal-COBRA as described in the pre-

ceding section;

2. The Subscriber or Spouse has not elected to continue coverage under any other available
continuation;

3. The Subscriber has worked for the employer for at least the prior five (5) years and
4. The Subscriber is at least 60 years old on the date employment with the Group ended.

The former Spouse may continue coverage under this plan in accordance with this section if he
or she was covered as a Qualified Beneficiary under Cal-COBRA.

TERMS OF CAL-COBRA EXTENSION OF CONTINUATION OF COVERAGE

Note: This section (“TERMS OF CAL-COBRA EXTENSION OF CONTINUATION OF COVERAGE")
applies ONLY to Qualified Beneficiaries turning sixty (60) years of age prior to January 1, 2005.

Notice and Election. We will notify you and your Spouse or former Spouse of the right to an
extensionin your continuation of coverage at least 90 days prior to the date continuation of cov-
erage under Cal-COBRA is scheduledto end.

If you choose to continue coverage, you must notify us in writing within 30 days prior to the end
of your Cal-COBRA continuation period.
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If you fail to elect the extended Cal-COBRA continuation during the Post Cal-COBRA election pe-
riod, you may not elect the Cal-COBRA continuation at a later date.

Cost of Coverage. The Group may require that you pay the entire cost of your Cal-COBRA ex-
tended coverage. This cost, called the “premium”, must be remitted to us each month during
the Cal-COBRA extended continuation period and shall be up to 110% of the rate applicable to a
Qualified Beneficiary for whom a Qualifying Event has not occurred. We must receive proper
and timely payment of the premium each month from you in order to maintain the coverage
in force.

Besides applying to the Subscriber, the Subscriber’s rate also applies to a Spouse or former
Spouse whose Cal-COBRA continuation began due to divorce, separation or death of the Sub-

scriber.

When Post Cal-COBRA Continuation Ends. This continuation will end on the earliest of:

1. The date the Certificate terminates;
2. The end of the period for which premiums are last paid;
3. The date the Qualified Beneficiary becomes covered under any other group health plan,

unless the other group health plan contains an exclusion or limitation relating to a pre-
existing condition of the Qualified Beneficiary, in which case this Cal-COBRA continuation
will end at the end of the period for which the pre-existing condition exclusion or limita-
tion applied; or

4, The date the Qualified Beneficiary becomes eligible for Medicare.

5. For a Spouse or Former Spouse of the Subscriber, five (5) years from the date on which
continuation coverage under Cal-COBRA was scheduled to end for the Subscriber.
The date on which the employeror formeremployer terminates its group Subscriber
Certificate with the health care service plan and no longer provides coverage for any ac-
tive employees through the plan.

54



General Provisions

Independent Contractors: Our relationship with the participating dental office is that of an in-
dependent contractor. Dentists and other dental professionals within the participating dental
office are not our agents or employees, nor are we, or any of our employees, an employee or
agent of any participating dental office. We are not responsible for any damages or injuries as
a result of receiving services from participating dental offices.

Public Policy Participation: We have established a public policy committee that we call our
Consumer Relations Committee. This committee includes providers, members, and a member
of our Board of Directors. If you would like to be considered for this committee, please write to
us at Anthem Blue Cross, 21555 Oxnard Street, Woodland Hills, California 91367. The Commit-
tee advises our Board of Directors (the Board) about how to assure the comfort, convenience,
and dignity of our members. The Committee may also review our financial information, as well
as information about the complaints we receive.

Renewal Provisions. Your employer’s agreement with us is subjectto renewal at certain inter-
vals. We may change the subscription charges or other terms of this plan from time to time.

Benefits Not Transferable: You and your dependents are the only persons able to receive ben-
efits underthis plan. You are not able to transferyour benefits to anyone else.

Provider Reimbursement: Dental Netdental offices are generally paid a set dollar amount per
membereach month. This is called a capitation fee. On certain procedures, the dental office
may also receive a supplemental payment. Specialty offices are paid on a fee-for-service basis.
They are paid for the services given based upon an agreedfee schedule. Please contact us if you
have any questions about provider reimbursement.

You are not liable to pay our providers for amounts that we owe, evenin the unlikely eventthat
we fail to pay them.

Plan Administrator for COBRA and ERISA: In no eventwill we be the plan administrator for
the purposes of compliance with Consolidated Omnibus Budget Reconciliation Act (COBRA) or
the Employee Retirement Income Security Act (ERSIA). The term “plan administrator” in this
booklet refersto either your employer or a person or entity appointed by the employer to per-
form or assist in the administrative tasks for the group’s health plan. The employer is responsi-
ble for the satisfaction of notice, disclosure and other obligations of administrators as defined
by ERISA. In providing notices and performing under the INDIVIDUAL CONTINUATION OF BENEFITS
section of this booklet, the employer is fulfilling statutory obligations imposed by federallaw
and, where applicable, acting as your agent.

Conformity with Laws. Any provision of the plan which, on its effective date, is in conflict with
the laws of the governing jurisdiction, is hereby amended to conform to the minimum require-
ments of such laws.
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Coordination of Benefits

All payments we make are subject to this Coordination of Benefits provision. Coordination of
Benefits (COB) is used when you have more than one dental care coverage. This plan follows
rules established by law to decide which plan pays first and how much the other plan must pay.
The objective is to make sure the combined payments of all plans are no more than your actual
bills.

When you or your family members are covered by another plan in addition to this one, this plan
will follow the Coordination of Benefit rules to determine which plan is primary and which is
secondary. You must submit all bills first to the primary plan. The primary plan must pay its full
benefits as if you had no other coverage. If the primary plan deniesthe claim or does not pay
the full bill, you may then submit the balance to the secondary plan.

This plan pays for dental care only when you follow its rules and procedures. If its rules conflict
with those of another plan, it may be impossible to receive benefitsfrom both plans and you
will be forced to choose which plan to use.

Which Plan Is Primary (Order of Benefit Determination Rules)

To decide which plan is primary, you need to consider the coordination of benefits provisions of
this plan, the other plan, and which member of your family is the patient. The primary plan will
be determined by the first of the following rule which applies:

1. Pediatric Dental Coordination of Benefits. If pediatric dental Essential Health Benefitsare
included as part of your medical plan, the medical plan will be the primary coverage for pe-
diatric dental and any dental only plan will be secondary.

2. Two Dental Plans. If you have two dental only plans, the plan that includes pediatric dental
Essential Health Benefits will be the primary coverage. If neither plan has pediatric dental
Essential Health Benefits, the order of benefit determination rules below will apply.

3. Non-coordinating Plan
If the othergroup plan does not coordinate benefits, then that plan will always be primary.

4. Subscriber
The plan that covers the patient as the subscriber is primary to the plan which covers the
patient as a dependent.

5. Dependent Children of Divorced or Separated Parents
a. If a court decree makes one parent responsible for dental care coverage, that

parent's plan is primary.

b. If a court decree gives joint custody and does not mention dental care, this plan
follows the birthday rule.

c. If neither of these rules apply, the order will be determined in following order:
i. The plan of the parent with custody

ii. The plan of the spouse of the parent with custody
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ii. The plan of the parent not having custody
iv. The plan of the spouse of the parent not having custody

6. Dependent Children
The “birthday rule” is used to determine which plan is primary. The plan of the parent with
the first birthday in a calendar year is always primary for the children. If the parents' birth-
days are the same, thenthe parent's plan that has beenin effectlongeris primary. How-
ever, if your spouse's plan has some other coordination rule thenthe rules of that plan will
be followed.

7. Active Group Plan vs. Layoff or Retirement
The plan which covers the person as an active employee (or that person's family member) is
primary to a plan which covers that person as a laid off employee or a retiree (or that per-
son's family member).

8. State or Federal Continuation Coverage
When a person's coverage is provided undera right of continuation under federallaw (i.e.
COBRA) or state law, any other plan covering that person will be primary; unless that plan
does not include the same rule.

9. Length of Time Covered by the Plan
The plan which has covered a personfor the longer period of time is primary to another
plan.

How This Plan Pays When Primary

We do not coordinate benefits for services provided by your participating dental office. When
we are primary, we will pay for specialty services as if you had no other coverage. You will be
responsible to pay for all applicable copayments.

How This Plan Pays When Secondary

When we are secondary, we do not coordinate for services provided by your participating den-
tal office. However, we will coordinate benefits for specialty services based on your out-of-
pocket costs after the primary plan has paid. Payment for specialty services will be the lesser of
your out-of pocket costs or what we would have paid if we had been primary. You will be re-
sponsible to pay for all applicable copayments.

We will pay only for services listed in this Evidence of Coverage. Our payment will be subjectto
the terms and conditions of this plan.
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Grievance Procedures

If you are dissatisfied about any aspect of the Anthem Blue Cross Dental services or claim pro-
cessing or the services or treatment received by a dentist participating in the Dental Net net-
work, you may file a grievance verbally by contacting the Customer Service Department toll free
telephone number identified on your memberID card or in writing to Anthem Blue Cross Dental
Grievances and Appeals, P.O. Box 659471, San Antonio, TX 78265. Also, you may access the
company web site at www.anthem.com/cawhich provides a method for a memberto file a
grievance online. All grievances relating to dental care and coverage are referredto the An-
them Dental Grievances and Appeals Department for investigation and response. You may file a
grievance for at least 180 days following any incident or action that is the subject of your dissat-
isfaction. If you need assistance filing a grievance please let your provider or customer service
representative know.

Grievance resolution may involve review of your records and x-rays, which, if needed will be re-
quested by the Grievance and Appeals analyst, Dental Director, or dental consultant, utilizing
mail, fax or secure email. Grievances will be resolved within thirty (30) calendar days from An-
them’s receipt of your expression of dissatisfaction

If you are dissatisfied with the resolution of your grievance, or if your grievance has not been
resolved for more than 30 calendar days, you may submit your grievance to the California De-
partment of Managed Health Care for review (see DEPARTMENT OF MANAGED HEALTH CARE). If
your case involves an imminent threat to your health, you are not required to complete our
grievance process, but may immediately submit your grievance to the Department of Managed
Health Care for review.

Department of Managed Health Care

The California Department of Managed Health Care is responsible for regulating health care ser-
vice plans. If you have a grievance against your health plan, you should first telephone your
health plan at 1-800-627-0004 or at the TDD/TTY line 711 for the hearing and speech impaired
and use your health plan's grievance process before contacting the department. Utilizing this
grievance procedure does not prohibit any potential legal rights or remedies that may be availa-
ble to you. If you need help with a grievance involving an emergency, a grievance that has not
been satisfactorily resolved by your health plan, or a grievance that has remained unresolved
for more than 30 days, you may call the departmentfor assistance. You may also be eligible for
an Independent Medical Review (IMR). If you are eligible for IMR, the IMR process will provide
an impartial review of medical decisions made by a health plan related to the medical necessity
of a proposed service or treatment, coverage decisions for treatments that are experimental or
investigational in nature and paymentdisputes for emergency or urgent medical services. The
departmentalso has atoll-free telephone number (1-888-466-2219) and a TDD line (1-877-688-
9891) for the hearing and speech impaired. The department's internet website
www.dmhc.ca.gov has complaint forms, IMR application forms, and instructions online.
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Binding Arbitration

ALL DISPUTES INCLUDING BUT NOT LIMITED TO DISPUTES RELATING TO THE DELIVERY OF SER-
VICE UNDER THE PLAN OR ANY OTHER ISSUES RELATED TO THE PLAN AND CLAIMS OF MEDICAL
MALPRACTICE MUST BE RESOLVED BY BINDING ARBITRATION, IF THE AMOUNT IN DISPUTE EX-
CEEDS THE JURISDICTIONALLIMIT OF SMALL CLAIMS COURT. ltis understood that any dispute
including disputesrelating to the delivery of services under the plan/policy or any otherissues
related to the plan/policy, including any dispute as to medical malpractice, that is as to whether
any medical services rendered under this contract were unnecessary or unauthorized or were
improperly, negligently orincompetently rendered, will be determined by submission to arbi-
tration as provided by California law, and not by a lawsuit or resort to court process except as
California law provides for judicial review of arbitration proceedings. Both parties to this con-
tract, by entering into it, are giving up their constitutional right to have any such dispute de-
cided in a court of law before a jury, and instead are accepting the use of arbitration. YOU AND
ANTHEM BLUE CROSS AGREE TO BE BOUND BY THIS ARBITRATION PROVISION AND
ACKNOWLEDGE THAT THE RIGHT TO A JURY TRIAL or to participate in a class action IS WAIVED
FOR BOTH DISPUTES RELATING TO THE DELIVERY OF SERVICE UNDER THE PLAN OR ANY OTHER
ISSUES RELATED TO THE PLAN AND MEDICAL MALPRACTICE CLAIMS.

The Federal Arbitration Act shall govern the interpretation and enforcement of all proceedings
under this Binding Arbitration provision. To the extentthat the Federal Arbitration Act is inap-
plicable, or is held not to require arbitration of a particular claim, state law governing agree-
ments to arbitrate shall apply.

The arbitration findings will be final and binding exceptto the extentthat state or federal law
provides for the judicial review of arbitration proceedings.

The arbitration is initiated by the Member making a written demand on Anthem Blue Cross.
The arbitration will be conducted by a single neutral arbitrator from Judicial Arbitration and
Mediation Services (“JAMS”), according to JAMS’ applicable Rules and Procedures. If for any
reason JAMS s unavailable to conduct the arbitration, the arbitration will be conducted by a
single neutral arbitrator from another neutral arbitration entity, by agreement of the Member
and Anthem Blue Cross, or by order of the court, if the Memberand Anthem Blue Cross or An-
them Blue Cross Life and Health Insurance Company cannot agree. If the parties cannot agree
on the individual neutral arbitrator, the arbitrator will be selected in accordance with JAMS
Rule 15 (or any successor rule).

The costs of the arbitration will be allocated per the JAMS Policy on Consumer Arbitrations. Un-
less you or Anthem Blue Cross agrees otherwise, the arbitrator may not consolidate more than
one person's claims, and may not otherwise preside over any form of a representative or class
proceeding.

Please send all Binding Arbitration demandsin writing to: Anthem Blue Cross, P.O. 659471, San
Antonio Texas 78265.
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Definitions

The meanings of key terms used in this booklet are shown below. When any of the terms be-
low are italicized in your booklet, you should refer to this section.

Acceptable Service — services and supplies that we determine to be:
e Acceptable and necessary for the diagnosis, prevention, and treatment of your dental
condition; and
e Within the community standards of good dental practice.

Agreement — is the Group Benefit Agreement between usand your employer.

Benefit Period —is a 12 month period starting on your group’s effective date at 12:01 a.m.
Pacific Standard Time.

Copayment —is the amount you will pay for a dental care service. Your copaymentamounts
are listed under WHAT IS COVERED: SCHEDULE OF COPAYMENTS.

Dentist —a licensed dentist that has enteredinto a contract with us for the Dental Net network.
Effective Date —is the date your coverage begins under this plan.

Experimental or Investigative — services that are not recognized and accepted by the American
Dental Association (ADA) as standard dental practice.

Family Member —is a person of the subscriber’s family who is eligible for coverage under the
plan as described in the WHO IS COVERED AND WHEN: ELIGIBILITY section of this booklet.

Group (employer) — is the person, company, corporation, partnership or other entity which has
enteredinto an agreement with us to provide the benefits of this plan.

Medically Necessary — procedures, supplies, equipment or services that we find to be:
e Appropriate for the symptoms, diagnosis or treatment of a dental condition;
e Provided for the diagnosis or direct care and treatment of the dental condition;
e Within the standards of good dental practice within the organized dental community;
e Not primarily for the convenience of the patient’s dentist or other provider;
e The most appropriate procedure, supply, equipment or service that:

o Has valid scientific evidence showing that the expected health benefits are clinically
significant and produce a greater likelihood of benefit, without disproportionately
greater risk of harm or complications for the patient, than other possible alterna-
tives; and

o When other generally accepted forms of treatment that are less invasive have been
tried and foundto be ineffective or are otherwise unsuitable.

Member — is any subscriber or family member covered underthis plan.
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Participating Dental Office — a dental office that has enteredinto a contract with us for the
Dental Net network.

Plan —is the entire set of benefits, conditions, exclusions and limitations that make up your cov-
erage. It consists of this booklet, your group’s agreement, and any attachments.

Specialist — a provider that gives dental care that cannot be performed by your dentist and has
enteredinto a contract with us for the Dental Net network.

Subscriber — is the person whose enrollment application has been accepted by us for coverage
under this plan.
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Get Help in Your Language Anthem. 63

Language Assistance Services BlueCross

Curious to know what all this says? We would be too. Here’s the English version:

IMPORTANT: Canyou read this letter? If not, we can have somebody help you read it. You may also
be able to get this letter written in your language. For free help, please callright away at 1-888-254-2721.
(TTY/TDD: 711)

Separate from our language assistance program, we make docu-
ments available in alternate formats for members with visual im-
pairments. If you need a copy of this document in an alternate for-
mat, please call the customer service telephone number on the
back of your ID card.

Spanish

IMPORTANTE: ¢ Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla.
También puede recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al
1-888-254-2721. (TTY/TDD: 711)

Arabic
Al 13 e J gandl Uy eliSe LS Lgtel § e @laelugl Lo s Dilain V) LiSad cadaio ol 13) $200s 1) 038 3¢) §eliSa 4 2age
) 1-888-254-27214 1015 # Juai¥) o i dailadl saeluall e J paall dliali U g€TTY/TDD:711.(

Armenian

NhTUANPESBARL. Yupnnuin 1l kp nuptngt] wyu twdwlp: Gptns, Uklp Jupnn Eup npudwnnpty
hiis-np UkYht, m] Joqth 2bq fupryu) wyh: Yupnn bup twb wju twdwljp 2kq gpudnp nupphpulng
npwdwnpby: Uuydwp ogunipinitt utnwituynt hwdwp fupnn bp wthwwwn qubiquibwpty 1-888-254-
2721 htpwpunuwhwdwpny: (TTY/TDD: 711)

Chinese
HEHIE - TEEEEEE GRS ? WREE N E - FRRESHR AR - 5 gen] DUEELUEES T
SHHIA(E - WFRERE) - 51 HHEF]1-888-254-2721 - (TTY/TDD: 711)

Farsi
Lad 4o |y oded padl g 50 cdadl g 5,05 JS81 Suuilgny 1y 40l Gol aadl g LT tpgo
Iy 4ol ool ..L_i,_}|}_")u_.o Oxan LS SeS y Lad 4ol ol HuSl gz 5y LS {;_J:_)J u_é_)_x_.o
Lo Yo e QLS SaS adloyy ol o cdudS adloyy gLSa g3 olo) 40 0aisSe Oy 4
oy Lad
).t 58 oo Las 1-888-254-2721TTY/TDD:711 (

Hindi

FECAYUT: FIAT 31T IE I UG Fehl 872 3TN g1, al §H IR 30 Tgat H HAag el & fow faelt &t
39S &I Hehd &1 1T TG IF e 19T 7 fawgae & o @7 & ¥hd 81 1:3eh A & fav,
T 1-888-254-2721 WX Xl ®lel | (TTY/TDD: 711)
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Hmon

TSEEI\% CEEB: Koj puas muaj peevxwm nyeem tau daim ntawvno? Yog hais tias koj nyeem tsistau, peb muaj
peev xwm cia Iwm tus pab nyeemraukojmloog. Tsistas li ntawd tej zaum koj kujtseem yuav tau txais daim ntawv
no sau ua kojhom lusthiab. Txograukev pab dawb, thovhu tam sim no rau tus xovtooj 1-888-254-2721.
(TTY/TDD: 711)

Japanese

BEE . COE[EHHEITH ? LLEAENBIMERICIE . AR ZIEFET IHDOXIEEZTHENTEET I, CO0E
BEeH LIPS ECEIVLLOZAFITIELTEEY . ROFS(COFICEE LT, BB IR EZ(TTELSLY, 1-
888-254-2721 (TTY/TDD: 711)

Khmer

uens: ms—mj—nm—nsmems 192 108SHoIS Imﬁm@@JEimﬂBﬁﬁmEﬂﬁ%ﬁﬁﬂ
Hﬁ“ﬁ:—ﬂ@g QEUEUE‘FTIS ENURI I I ATU U SR ETRIT 1809 SRS WS SSsSiy
FIEIUTI IRIANETISTIVE 1 s 254 2% (TTY/TDD: 711)

Korean
R0 MAUZ QoM = AOMLTI oM = QS ER =22 5 AHEO| JELICE Hokot
25t A ZE MO MAUS HOoM =2 USLICHL 5 22 2OA|HH FA| 1-888-254-2721 2

At
Mgl Al (TTY/TDD: 711)

Punjabl
HJ3YIa: off 3T feg U33 Ug AaR 97 7 &di, 31wl for § ugs fieg 303t Hee B¢t fan § g AaeT df

3T e U39 § it 3T g fasfimn Ao o8t Y3 99 Ao J1 He3 Hee Be, faqur 4da 295 1-
888-254-2721 3 & I3 |
(TTY/TDD: 711)

Russian

BAXXHO. MoxeTe nu Bbl Npo4MTaTh AaHHOE NMCBMO? ECnm HET, HaLW cneumanmnct NOMOXeT Bam B 3TOM.
Bbl Takke MoXxeTe Nony4nTb AaHHOE NMCbMO Ha BalleM s3bike. [nsa nonyyeHus 6ecnnaTtHON NOMo Ly
3BOHUTE NO HoMepy 1-888-254-2721. (TTY/TDD: 711)

Tagalog

MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa
pagbasa nito. Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika.
Para sa libreng tulong, mangyaring tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai
RUNELLNARIALY: mummsnmuamv\mﬂanuuusa”l,u vnnmu"l,ummsnmuamumuannu
mmmsaam‘mmmummmu’lumuﬂo"l,m vinugvanalviidmin e da vaauunalunisuagvinud neoe

mnsasnsaNuhawdalaalifienlaane TlsaTnsdiasa AR 1-sss2si2721 (TTY/TDD: 711)

Vietnamese ) )

QUAN TRONG: Quy vi c6 thé doc thw nay hay khdng? Néu khéng, ching tdi c6 thé bé tri ngudi gitip quy
vi doc thw nay. Quy vi cling c6 thé nhan thw nay bang ngén ngtr ciia quy vi. D& dwoc gitp d& mién phi,
vui long goi ngay s 1-888-254-2721. (TTY/TDD: 711)
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It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate,
exclude people, or treat them differently on the basis of race, color, national origin, sex, age or disability.
For people with disabilities, we offer free aids and services. For people whose primary language isn’t
English, we offer free language assistance services through interpreters and other written languages. In-
terested in these services? Call the Member Services number onyour ID card for help (TTY/TDD: 711). If
you think we failed to offer these services or discriminated based on race, color, national origin, age, disa-
bility, or sex, you can file a complaint, also known as a grievance. Youcan file a complaint with our Com-
pliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160,
Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and Human Ser-
vices, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington,
D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537

https://ocrportal. hhs.gov/ocr/portal/lobby. jsf
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Anthem (7&9

BlueCross

Dental Net®

Plan 3000D
Implant Rider

This Implant Rider changes coverage under your Anthem Blue Cross Certificate of Cov-

erage.

The following benefits are added to the section titled “What is Covered” under subsec-
tion titled “Implant Supported Services”.
Your primary care Dentist may decide that you need the care of a specialist for these

dental implant procedures.
directly to a specialist.

If this happens, your primary care dentist is able to refer you
You are responsible for paying the copayments listed below for

each dental service. For additional information about referrals to a specialist, please re-
fer to your Certificate of Coverage in the subsection titled “Referral for Specialty Care”.

Procedure
Code

RADIOGRAPHIC IMAGES to MONITOR IMPLANT
PLACEMENT

Copayment

D0364

Cone beam CT capture and interpretation with lim-
ited field of view - less than one whole jaw — covered
one (1) time per sixty (60) month period when submitted
with implant placement procedures D6010, D6011,
D6012, D6013, D6040 and D6050.

$155

D0365

Cone beam CT capture and interpretation with field
of view of one full dental arch — mandible — covered
one (1) time per sixty (60) month period when submitted
with implant placement procedures D6010, D6011,
D6012, D6013, D6040 and D6050.

$150

D0366

Cone beam CT capture and interpretation with field
of view of one full dental arch - maxilla, with or with-
out cranium — covered one (1) time per sixty (60) month
period when submitted with implant placement proce-
dures D6010, D6011, D6012, D6013, D6040 and

D6050.

$145

65

IMPLANTRYDR 0119

3000D



D0367

Cone beam CT capture and interpretation with field
of view of both jaws, with or without cranium — cov-
ered one (1) time per sixty (60) month period when sub-
mitted with implant placement procedures D6010,
D6011, D6012, D6013, D6040 and D6050.

$180

D0380

Cone beam CT image capture with limited field of
view - less than one whole jaw — covered one (1) time
per sixty (60) month period when submitted with implant
placement procedures D6010, D6011, D6012, D6013,
D6040 and D6050.

$130

D0381

Cone beam CT image capture with field of view of
one full dental arch — mandible — covered one (1) time
per sixty (60) month period when submitted with implant
placement procedures D6010, D6011, D6012, D6013,
D6040 and D6050.

$180

D0382

Cone beam CT image capture with field of view of
one full dental arch - maxilla, with or without cra-
nium — covered one (1) time per sixty (60) month period
when submitted with implant placement procedures
D6010, D6011, D6012, D6013, D6040 and D6050.

$175

D0383

Cone beam CT image capture with field of view of
both jaws, with or without cranium — covered one (1)
time per sixty (60) month period when submitted with im-
plant placement procedures D6010, D6011, D6012,
D6013, D6040 and D6050.

$180

IMPLANT SERVICES

D6010

Surgical Placement of Implant Body: Endosteal Im-
plant - covered once per tooth per sixty (60) month pe-
riod.

$850

D6011

Second Stage Implant Surgery - covered once per
tooth per sixty (60) month period is considered included
with surgical placement of implant body; endosteal im-
plant.

$135

D6013

Surgical Placement of Mini Implant - covered once
per tooth per sixty (60) month period.

$340

D6040

Surgical Placement: Eposteal Implant - covered once
per tooth per sixty (60) month period.

$850

D6050

Surgical Placement: Transosteal Implant - covered
once per tooth per sixty (60) month period.

$750

D6096

Remove Broken Implant Retaining Screw - covered
once per tooth per lifetime.

$150

D6100

Implant Removal, by report

$255

D6101

Debridement of Peri-Implant Defect or Defects sur-
rounding a single implant, and surface cleaning of

the exposed implant surfaces, including flap entry

and closure - covered once per tooth per thirty-six (36)
month period.

$240
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D6102 Debridement and Osseous Contouring of a Peri-Im- $340
plant Defect or defects surrounding a single implant
and includes surface cleaning of the exposed im-
plant surfaces, including flap entry and closure -
covered once per tooth per thirty-six (36) month period.
D6103 Bone Graft for Repair of Peri-Implant Defect-does $255
not include flap and closure - covered once per tooth
per thirty-six (36) month period.

D6104 Bone Graft at Time of Implant Placement - covered $270
once per tooth per thirty-six (36) month period.

D6190 Radiographic/Surgical Implant Index, by report - cov- $155
ered once per tooth per sixty (60) month period lifetime.

Limitations and Exclusions

e Cone Beam images are covered only with implant placement.

e Some adjunctive implant services may not be covered. It is recommended that a
Pretreatment Plan and Estimate be completed and reviewed by you and your
Dentist prior to treatment.

e Services or supplies that have the primary purpose of improving the appearance
of your teeth.

e Interim prosthodontic appliances supported by implants.

e Bone grafts are limited to the time of implant placement and not more than once
per tooth per thirty-six (36) months.

This Rider will not change, waive, or extend any part of the Evidence of Coverage,

other than as stated above.
, Z/ﬂg

Brian Ternan
President California Commercial

Anthem Blue Cross is the Trade name of Blue Cross of California. Independentlicensee of the
Blue Cross Association. Anthem is a registered trademark. The Blue Cross name and symbol
are registered marks of the Blue Cross Association.
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