SCHEDULE A

Description of Benefits and Copayments *

The Benefits shown below are performed as deemed appropriate by the attending
Contract Dentist subject to the limitations and exclusions of the Program. Please
refer to Schedule B for further clarification of Benefits. Enrollees should discuss all
treatment options with their Contract Dentist prior to services being rendered.

Text that appears in italics below is specifically intended to clarify the delivery

of Benefits under the DeltaCare USA Program and is not to be interpreted as
Current Dental Terminology ("CDT"), CDT-2022, procedure codes, descriptors or
nomenclature that are under copyright by the American Dental Association ("ADA").
The ADA may periodically change CDT codes or definitions. Such updated codes,
descriptors and nomenclature may be used to describe these covered procedures in
compliance with federal legislation.

ENROLLEE
CODE DESCRIPTION PAYS
DO100-D0999 I. DIAGNOSTIC
DO0120 Periodic oral evaluation - established patient ........ccccooviiiiiiiiiiiiienen, No Cost
DO0140 Limited oral evaluation - problem focused .......cccooeeiviviiiiiiiiiiiiiieeeeeee, No Cost
DO0145 Oral evaluation for a patient under three years of age and
counseling With primary Car€@QiVEr ......cccoieeiviiiiieieeeeeiee et No Cost
DO150 Comprehensive oral evaluation - new or established patient .............. No Cost

DO160 Detailed and extensive oral evaluation - problem focused, by report No Cost
DO170 Re-evaluation - limited, problem focused (established patient; not

POSE-0PErAtIVE VISIT) oot No Cost
DO171 Re-evaluation - post-operative office Visit ....c.coevveiiiiiiiiiiiii e $5.00
D0180 Comprehensive periodontal evaluation - new or established patient No Cost
DO190 Screening of @ Patient ..o No Cost
DO19T Assessment of @ patient ... No Cost
DO0210 Intraoral - complete series of radiographic images - /imited to 1

SErIES EVErY 24 MONEAS ..ot No Cost
D0220 Intraoral - periapical first radiographic image .....ccocoovvveeiviviiieiiie e, No Cost
D0230 Intraoral - periapical each additional radiographic image ................... No Cost
D0240 Intraoral - occlusal radiographiC iMage ....ccocoeeviiiiiiiiciee e, No Cost
D0250 Extraoral - 2D projection radiographic image created using a

stationary radiation source, and detector .....ccooovvviiiiiiiiiiii No Cost
DO0251 Extraoral posterior dental radiographic image .......ccoceeeeeevvviviieeeeeeeennnnn, No Cost
D0270 Bitewing - single radiographiC iMage .......ccoeeeveviiiiiiieeeeeeeee e, No Cost
D0272 Bitewings - two radiographiC iMages ....cocoeueeiiiiiiiiiiiieeeeeee e, No Cost
D0273 Bitewings three radiographiC iMAagEes .....cceueeiiiiiiiiiiiieeeee e, No Cost
D0274 Bitewings - four radiographic images - /imited to 1 series every 6

ITIONTEAIS .ottt et e et e e et e e e et e e e et e e e et eeeran e No Cost
D0277 Vertical bitewings - 7 to 8 radiographic images ......ccccevvveeiviviiieeiieeeen, No Cost
D0330 Panoramic radiographiC iMage ......cceeiiiiieiiiiiie et No Cost
D0364 Cone beam CT capture and interpretation with limited field of view

- less than onNe WHhoIE JAW ... $110.00
D0365 Cone beam CT capture and interpretation with field of view of one

full dental arch - Mandible ... $110.00
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D0O366
D0367

D0415
D0O419
D0425
D0460
D0470
D0472

D0473
D0474

DO601
D0O602
D0O603

DO701
D0702
D0O703

D0O704
DO705

D0O706
D0O707
DO708
DO709

D0999

Cone beam CT capture and interpretation with field of view of one

full dental arch - maxilla, with or without cranium .........ccccccooeeiinnnnnn. $110.00
Cone beam CT capture and interpretation with field of view of both

jaws; with or without cranium ..., $150.00
Collection of microorganisms for culture and sensitivity .......cccoeeeeen. No Cost
Assessment of salivary flow by measurement - 7 every 12 months ..... No Cost
Caries susceptibility TeSES .. No Cost
PUlp ViItality teSES oo No Cost
DIagNOSEIC CASES it No Cost
Accession of tissue, gross examination, preparation and

transmission of Written report ... No Cost
Accession of tissue, gross and microscopic examination,

preparation and transmission of written report .......cccceeeeeiiiiiiieeieeneene, No Cost

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

and transmission of wWritten repPort ......ccooeiiiiiiie e, No Cost
Caries risk assessment and documentation, with a finding of low

FISK = T @VErYy 12 MONENS ..o No Cost
Caries risk assessment and documentation, with a finding of

moderate risk - 7 every 12 MONEAS ......cccoouueeeeiiiiieiieeeieee e No Cost
Caries risk assessment and documentation, with a finding of high

FISK = T @VErY 12 MONEAS ... No Cost
Panoramic radiographic image - image capture only ......ccoeevvvverernnnnen. No Cost
2-D cephalometric radiographic image - image capture only ............. No Cost
2-D oral/facial photographic image obtained intra-orally or extra-

orally - image Capture ONIY .. No Cost
3-D photographic image - image capture only ....cccoevvveeiiiiiieiiiieeeeen. No Cost
Extra-oral posterior dental radiographic image - image capture only
......................................................................................................................... No Cost
Intraoral - occlusal radiographic image - image capture only ............. No Cost
Intraoral - periapical radiographic image - image capture only .......... No Cost
Intraoral - bitewing radiographic image - image capture only ............ No Cost
Intraoral - complete series of radiographic images - image capture

(01 01 TR No Cost
Unspecified diagnostic procedure, by report - includes office visit,

per visit (in addition tO Other SEIVICES) ....ccouuveiiiiiiiiiiiiiieeeiiee e, No Cost

D1000-D1999 Il. PREVENTIVE

D110

D1NMOo
D1120

D120
D1206

D1208

D1310
D1330
D1351
D1352

D1353

Prophylaxis cleaning - adult - 71 DI110, D1120 or D4346 per 6 month
J 01 (o o No Cost

Additional prophylaxis cleaning - adult (within the 6 month period) . $45.00

Prophylaxis cleaning - child - 7 D1110, D1120 or D4346 per 6 month
J 01T (oo No Cost

Additional prophylaxis cleaning - child (within the 6 month period) . $35.00
Topical application of fluoride varnish - child to age 19; 1 D1206 or

DI1208 per 6 MONth PEIIOQ ....cccccoeeeieeeeeeeieee et No Cost
Topical application of fluoride - excluding varnish - child to age 19; 1

D1206 or DI1208 per 6 month Period ........ccocuuueeiiiiiiiiiiiiiieeeiieeeee e No Cost
Nutritional counseling for control of dental disease .......cccccevvvvveeeeeens No Cost
Oral hygiene INSTrUCTIONS ..ocvveiiiii e No Cost
Sealant - per tooth - imited to permanent molars through age 15 ..... $10.00
Preventive resin restoration in a moderate to high caries risk patient

- permanent tooth - /imited to permanent molars through age 15 ..... $10.00
Sealant repair - per tooth - /imited to permanent molars through

= To =2 1 ST $10.00
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D1354

D1510
D1516
D1517
D1520
D1526
D1527
D1551
D1552
D1553
D1556
D1557
D1558
D1575

Application of caries arresting medicament - per tooth - child to

age 19; 1 per 6 month PErioQ .........uuiieuiiiiiee e No Cost
Space maintainer - fixed - unilateral - per quadrant .........cccceeeeeeriinnnnnn. $60.00
Space maintainer - fixed - bilateral, maxillary .......ccccoeviiiiiiiiiiiiiiee, $60.00
Space maintainer - fixed - bilateral, mandibular .......c...cccoeeiiiiiiiiiinnn $60.00
Space maintainer - removable - unilateral - per quadrant ................... $70.00
Space maintainer - removable - bilateral, maxillary .....cccoooevvveiiiiineninns $70.00
Space maintainer - removable - bilateral, mandibular .............cocc.oo... $70.00
Re-cement or re-bond bilateral space maintainer - maxillary ............. $12.00
Re-cement or re-bond bilateral space maintainer - mandibular ......... $12.00
Re-cement or re-bond unilateral space maintainer - per quadrant .... $12.00
Removal of fixed unilateral space maintainer - per quadrant .............. $12.00
Removal of fixed bilateral space maintainer - maxillary ......cccccoeeeee. $12.00
Removal of fixed bilateral space maintainer - mandibular ................... $12.00
Distal shoe space maintainer - fixed, unilateral - per quadrant - child

oI =2 A $60.00

D2000-D2999 Ill. RESTORATIVE

- Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases,
liners and acid etch procedures.

- When there are more than six crowns in the same treatment plan, an Enrollee may
be charged an additional $100.00 per crown, beyond the 6th unit.

- Replacement of crowns, inlays and onlays requires the existing restoration to be 5+

years old.
D2140 Amalgam - one surface, primary or permanent .........ccooeevviviiieiiveeeennnn. No Cost
D2150 Amalgam - two surfaces, primary or permanent ........cccoeeeeviiiiieiinineens No Cost
D2160 Amalgam - three surfaces, primary or permanent ......cccoeeevveeiiiiiireennnn. No Cost
D2161 Amalgam - four or more surfaces, primary or permanent ................... No Cost
D2330 Resin-based composite - one surface, anterior ......c.ccceeevevviiieiiieeeeennnnn. $5.00
D2331 Resin-based composite - two surfaces, anterior ........cccoeevvvveeeeiieneeennn. $10.00
D2332 Resin-based composite - three surfaces, anterior ......ccooevevveveiiiiiiiinnnnns $15.00
D2335 Resin-based composite - four or more surfaces or involving incisal

Il | SR G101 =Y d (o1 TR $50.00
D2390 Resin-based composite Crown, anterior ......cccoevvvieviiiiiiiie e, $60.00
D2391 Resin-based composite - one surface, POSterior .....ccoovevvveeiiiieiieiieneens $55.00
D2392 Resin-based composite - two surfaces, Posterior ......ccoevvvvveeiiiivieeeennnn.. $65.00
D2393 Resin-based composite - three surfaces, PosSterior ......cccoevvvvvveeieiineeens $75.00
D2394 Resin-based composite - four or more surfaces, posterior .................. $85.00
D2510 Inlay - metalliC - 0NE SUITACE .....oovviiiiiiiiiee e $170.00
D2520 Inlay - metallic - tWO SUIfacCes .....ccovviiiiiii e $180.00
D2530 Inlay - metallic - three or more surfaces .......ccoevvvvviiiiiiiiiiciiiieeeeeee, $190.00
D2542 Onlay - metallic - tWO SUIACES ....covveeeii e $185.00
D2543 Onlay - metallic - three surfaces ......ccooviiiiiiiiiii e, $195.00
D2544 Onlay - metallic - four or more surfaces ......ccoovvviviiiiiiiiiiieeeeee e, $215.00
D2610 Inlay - porcelain/ceramic - 0Ne SUITACe .....cccceeeeieiiiie e $295.00
D2620 Inlay - porcelain/ceramic - tWO SUITACES ...oooeeeeeceeeeeeeeee e $330.00
D2630 Inlay - porcelain/ceramic - three or more surfaces .......cccceveveeveeereeennee. $350.00
D2642 Onlay - porcelain/ceramic - tWO SUITaCEeS .....vvveeeeeeeiiieeeeeeeeeeeeeeeeeeeeee, $325.00
D2643 Onlay - porcelain/ceramic - three surfaces ......oooveeeeeeeeeeeeeeeeeeeeeeeeen $360.00
D2644 Onlay - porcelain/ceramic - four or more surfaces .......cccoeeeeeeeccnrnnnne. $380.00
D2650 Inlay - resin-based composite - one surface ......cooooovveeeiiivieiiiiiiiieiiieees $195.00
D2651 Inlay - resin-based composite - two surfaces ......ccoeevvvvieeiiiiiiceiiieeeeennnnn. $220.00
D2652 Inlay - resin-based composite - three or more surfaces ........cccccvuenn..... $255.00
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D2662
D2663
D2664
D2710
D2712
D2720
D2721
D2722
D2740
D2750
D2751
D2752
D2753
D2780
D2781
D2782
D2783
D2790
D2791
D2792
D2794
D2910

D2915

D2920
D2921

D2928
D2929
D2930
D2931

D2932
D2933

D2940
D2941
D2949
D2950
D2951
D2952

D2953
D2954
D2957
D2971

D2980
D2981
D2982

Onlay - resin-based composite - two surfaces ......ccooeevvveeiiiiieieiieeeeennn, $250.00
Onlay - resin-based composite - three surfaces .......cccoeevvvviiiiiiiiiieinnnnnn. $275.00
Onlay - resin-based composite - four or more surfaces .........cccceevvnee.. $320.00
Crown - resin-based composite (iNdireCt) .....cooovvveviiiiiiiiiie e $160.00
Crown - 3/4 resin-based composite (iNdireCt) .....cccveeeeeeeeeieiiiieiee, $160.00
Crown - resin with high noble metal .........ooeeiiiiii e, $320.00
Crown - resin with predominantly base metal .........cooeeiiiiiiiiiiiieiennnnn. $220.00
Crown - resin with noble metal ... $260.00
Crown - POrCelain/CeramiC ..ottt $380.00
Crown - porcelain fused to high noble metal .........cooeviiiiiiiiiiiiiiii $380.00
Crown - porcelain fused to predominantly base metal .......cc...ccooune.. $280.00
Crown - porcelain fused to noble metal ..., $320.00
Crown - porcelain fused to titanium and titanium alloys .......cccceeeeee.... $380.00
Crown - 3/4 cast high noble metal ......cccceuviiiieieeeieeeeeeeeeeeee e $380.00
Crown - 3/4 cast predominantly base metal .....cccoooveveeeeeeeeeiiiiiiiieeeee, $280.00
Crown - 3/4 cast Noble Metal ..o $320.00
Crown - 3/4 porcelain/CeramiC ... $380.00
Crown - full cast high noble metal .....ccccoooiiiiiii e, $380.00
Crown - full cast predominantly base metal ......ccccooeeeiiiiiiiiieiieiiiie, $280.00
Crown - full cast noble metal ..., $320.00
Crown - titanium and titanium alloys ......coiiieiiiiiiii e $380.00
Re-cement or re-bond inlay, onlay, veneer or partial coverage

FESEOIATION ettt e e e $15.00
Re-cement or re-bond indirectly fabricated or prefabricated post

Y 1@ N olo ] =3 $15.00
Re-cement or re-lboNd CrOWN .......oiiiiiiiiiieceeeeeiee e $15.00
Reattachment of tooth fragment, incisal edge or cusp (anterior) ...... $50.00
Prefabricated porcelain/ceramic crown - permanent tooth ................ $65.00
Prefabricated porcelain/ceramic crown - primary tooth - anterior ..... $75.00
Prefabricated stainless steel crown - primary tooth .....cccooevvviiiiiin, $65.00
Prefabricated stainless steel crown - permanent tooth ........................ $65.00
Prefabricated resin crown - anterior primary toOOth .........cccceeevuevevennn... $85.00
Prefabricated stainless steel crown with resin window - anterior

PHIMAIY EOOTRN ovviiiiiiii ittt e e e e e e e e e e e e e eeesaaaaaas $75.00
Protective restoration ... $15.00
Interim therapeutic restoration - primary dentition .........cccoeeviivnenn. $15.00
Restorative foundation for an indirect restoration ..........cccccviieieiiiennnnnn. $65.00
Core buildup, including any pins when required .......ccccccoeviieeviiineernnnn... $65.00
Pin retention - per tooth, in addition to restoration .......ccccceevvviriinnnn... $10.00
Post and core in addition to crown, indirectly fabricated - includes

tor=1al= 1 o 4=) o= 1= 11 o) o NP $95.00
Each additional indirectly fabricated post - same tooth - includes

(or=Tal= 1 o 4=] o L= 1= 14 o) o N UT PR $70.00
Prefabricated post and core in addition to crown - base metal post;

includes canal PreParation ... $80.00
Each additional prefabricated post - same tooth - base metal post;

includes canal Preparation ... $60.00
Additional procedures to customize a crown to fit under an existing

partial denture frameworK. ... $55.00
Crown repair necessitated by restorative material failure .................... $25.00
Inlay repair necessitated by restorative material failure ... $25.00
Onlay repair necessitated by restorative material failure ..................... $25.00
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D2983 Veneer repair necessitated by restorative material failure ...................

D2990 Resin infiltration of incipient smooth surface lesions - /limited to
permanent molars through age 15 .........eveeeieiiiiiiie i

D3000-D3999 |IV. ENDODONTICS

D3110 Pulp cap - direct (excluding final restoration) ......ccoooeveeeiiiiiiiiiiieeeiinn.
D3120 Pulp cap - indirect (excluding final restoration) ......ccooovvviiiiiiiiiiiienennns

D3220 Therapeutic pulpotomy (excluding final restoration) - removal of
pulp coronal to the dentinocemental junction and application of
[ aY=To ITot=]0 o 1=1 | R RSTRR

D3221 Pulpal debridement, primary and permanent teeth ..........coeeeiivnnn.

D3222 Partial pulpotomy for apexogenesis - permanent tooth with
incomplete root developmeENnt ...

D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth
(excluding final restoration) ...

D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth
(excluding final restoration) ...

D3310 Root canal - endodontic therapy, anterior tooth (excluding final
=T oY =] HT o] a1 T

D3320 Root canal - endodontic therapy, premolar tooth (excluding final
=Y oY =] ML) a1

D3330 Root canal - endodontic therapy, molar tooth (excluding final
FESTONATION) et

D3331 Treatment of root canal obstruction; non-surgical access ...................

D3332 Incomplete endodontic therapy; inoperable, unrestorable or
fractured TOOTN ..

D3333 Internal root repair of perforation defects ......oooviiveiiiiiiiiiiiiiee,
D3346 Retreatment of previous root canal therapy - anterior .........ccceeeeveen...
D3347 Retreatment of previous root canal therapy - premolar .......ccccc..........
D3348 Retreatment of previous root canal therapy - molar ......cccooevvvveriinnnnen.

D3351 Apexification/recalcification - initial visit (apical closure/calcific
repair of perforations, root resorption, etC.) ..cccooeviiiiiiiiiiiiiiee,

D3352 Apexification/recalcification - interim medication replacement
(apical closure/calcific repair of perforations, root resorption, pulp
space disinfection, €TC.) .

D3353 Apexification/recalcification - final visit (includes completed root
canal therapy - apical closure/calcific repair of perforations, root
FESOIPEION, BEC.) i e eaaas

D3410 ApPICOECLOMY = QNEEIIOL it eaaas
D3421 Apicoectomy - premolar (first root) ..o,
D3425 Apicoectomy - molar (first root) ..o,
D3426 Apicoectomy (each additional root) ..o,
D3430 Retrograde filling - Per FOOL ...cooiiiiiiii e
D3450 Root amputation - Per roOl ...
D3471 Surgical repair of root resorption - anterior ......ccoooeeeviiiieeiiiiieiiiie e
D3472 Surgical repair of root resorption - premolar ......cccoeevviveiiiiiiiciieeeeen,
D3473 Surgical repair of root resorption - molar ......cccooeevvieiiiiiiiiiiiiieeeeeeeeen,

D3501 Surgical exposure of root surface without apicoectomy or repair of
FOOLt reSOrPLiON = ANEEIIOr i e

D3502 Surgical exposure of root surface without apicoectomy or repair of
FOOT resorption - PremMOIAr ..o

D3503 Surgical exposure of root surface without apicoectomy or repair of
FOOT reSOrPLION = MOIAE e e

D3920 Hhemisection (including any root removal), not including root canal
L == [ 0
D3921 Decoronation or submergence of an erupted tooth ......ccccoeeiiiiiinni.

Page: 5

No Cost

$110.00
$200.00

$350.00
$75.00

$75.00

$50.00
$130.00
$140.00
$150.00
$90.00
$70.00
$80.00
$130.00
$130.00
$130.00

$130.00
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D4000-D4999 V. PERIODONTICS
- Includes preoperative and postoperative evaluations and treatment under a local

anesthetic.
D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or

tooth bounded spaces per quadrant .......ccccoeeeiviiiiiiiiiiiiee e $145.00
D4211  Gingivectomy or gingivoplasty - one to three contiguous teeth or

tooth bounded spaces per quadrant .......ccceeeeviviiiiieiiiiiii e $85.00
D4212 Gingivectomy or gingivoplasty to allow access for restorative

(oY goTet=Ye [N =T o Y=Y ik o Yo X f o TFT $85.00
D4240 Gingival flap procedure, including root planing - four or more

contiguous teeth or tooth bounded spaces per quadrant ................... $150.00
D4241 Gingival flap procedure, including root planing - one to three

contiguous teeth or tooth bounded spaces per quadrant ................... $90.00
D4245 Apically positioned flap ...ccoooeeiiiiiiiii e $175.00
D4249 Clinical crown lengthening - hard tisSUe .......ccceeiiiiiiiiiiiiieee e, $140.00
D4260 Osseous surgery (including elevation of a full thickness flap and

closure) - four or more contiguous teeth or tooth bounded spaces

[oY=T g o [UF=T [ 2= o | $345.00
D4261 Osseous surgery (including elevation of a full thickness flap and

closure) - one to three contiguous teeth or tooth bounded spaces

[oY=T gl e [U =T [ =] o] PR $275.00
D4263 Bone replacement graft - retained natural tooth - first site in

(o LUF=T@ =10 1 AR $225.00
D4264 Bone replacement graft - retained natural tooth - each additional

L= B @ [ T=Te [ 2= | ST $75.00
D4266 Guided tissue regeneration - resorbable barrier, per site ........cceeeeenee. $305.00
D4267 Guided tissue regeneration - nonresorbable barrier, per site

(includes membrane reMoVal) ... $283.00
D4270 Pedicle soft tissue graft procedure .......cccccoeveiiiiiiiiiiiiiie e $225.00
D4273 Autogenous connective tissue graft procedure (including donor and

recipient surgical sites) first tooth, implant, or edentulous tooth

POSITION TN Graft .. e e eeeeaes $650.00
D4274 Mesial/distal wedge procedure, single tooth (when not performed

in conjunction with surgical procedures in the same anatomical

1LY TR $80.00
D4275 Non-autogenous connective tissue graft (including recipient site

and donor material) first tooth, implant, or edentulous tooth

[oYe Xy A Lo T a o T =) i cH $310.00
D4277 Free soft tissue graft procedure (including recipient and donor

surgical sites) first tooth, implant, or edentulous tooth position in

e = S $225.00
D4278 Free soft tissue graft procedure (including recipient and donor

surgical sites) each additional contiguous tooth, implant, or

edentulous tooth position in same graft Site ....cccoeeveiiiiiiiiiiiieiiieeeeee, $225.00
D4283 Autogenous connective tissue graft procedure (including donor and

recipient surgical sites) - each additional contiguous tooth, implant

or edentulous tooth position in same graft site ......coeviiiiiiiiiiiiieiin, $410.00
D4285 Non-autogenous connective tissue graft procedure (including

recipient surgical site and donor material) - each additional

contiguous tooth, implant or edentulous tooth position in same

AT IO i e $155.00
D4341 Periodontal scaling and root planing - four or more teeth per

quadrant - /imited to 4 quadrants during any 12 consecutive months $55.00
D4342 Periodontal scaling and root planing - one to three teeth per

quadrant - /imited to 4 quadrants during any 12 consecutive months $45.00
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D4346 Scaling in presence of generalized moderate or severe gingival
inflammation - full mouth, after oral evaluation - 7 D1710, D1120 or
DA4346 per 6 month PErioQd ........cciiee it No Cost

D4355 Full mouth debridement to enable a comprehensive oral evaluation
and diagnosis on a subsequent visit - imited to 1 treatment in any

12 CONSECULIVE MONTRAS ..o e e $55.00
D4910 Periodontal maintenance - /imited to T treatment each 6 month

J 0 1=T 4 [T R $40.00
D4910 Additional periodontal maintenance (within the 6 month period) ..... $55.00
D4921 Gingival irrigation - per quadrant ..o, No Cost

D5000-D5899 VI. PROSTHODONTICS (removable)

- For all listed dentures and partial dentures, Copayment includes after delivery
adjustments and tissue conditioning, if needed, for the first six months after
placement. The Enrollee must continue to be eligible, and the service must be
provided at the Contract Dentist's facility where the denture was originally delivered.
- Rebases, relines and tissue conditioning are limited to 1 per denture during any 12
consecutive months.

- Replacement of a denture or a partial denture requires the existing denture to be 5+

years old.
D5110 Complete denture - Maxillary ..o $335.00
D5120 Complete denture - mandibular ..o, $335.00
D5130 Immediate denture - MaXillary ..., $355.00
D5140 Immediate denture - mandibular .......cccoooeiiiiiiiii, $355.00
D5211  Maxillary partial denture - resin base (including retentive/clasping

materials, rests, and teeth) ... $295.00
D5212 Mandibular partial denture - resin base (including retentive/clasping

materials, rests, and teeth) ..., $295.00
D5213 Maxillary partial denture - cast metal framework with resin denture

bases (including retentive/clasping materials, rests and teeth) .......... $365.00

D5214 Mandibular partial denture - cast metal framework with resin
denture bases (including retentive/clasping materials, rests and

16=Y=14 o)) JPTTTT TR $365.00
D5221 Immediate maxillary partial denture - resin base (including

retentive/clasping materials, rests, and teeth) .....cccoovevvvveeeeeeeiieeeeeeeeenn. $295.00
D5222 Immediate mandibular partial denture - resin base (including

retentive/clasping materials, rests, and teeth) .....ccccocvvvveeeeeeiieeeieieeeeen. $295.00

D5223 Immediate maxillary partial denture - cast metal framework with
resin denture bases (including retentive/clasping materials, rests
ANA TEETIN) e $365.00

D5224 |Immediate mandibular partial denture - cast metal framework with
resin denture bases (including retentive/clasping materials, rests

T Te B A=Y=Yd o ) N $365.00
D5225 Makxillary partial denture - flexible base (including retentive/clasping

materials, rests, and teeth) ... $415.00
D5226 Mandibular partial denture - flexible base (including retentive/

clasping materials, rests, and teeth) ......ccoeveiiiiiiiiiii e, $415.00
D5227 Immediate maxillary partial denture - flexible base (including any

clasps, rests and teeth) ... $295.00
D5228 Immediate mandibular partial denture - flexible base (including any

clasps, rests and teeth) ... $295.00
D5410 Adjust complete denture - maxillary ..., $12.00
D5411 Adjust complete denture - mandibular ........ccooeviiiiiiiiiiii, $12.00
D5421 Adjust partial denture - maXillary ... $12.00
D5422 Adjust partial denture - mandibular .......cccooeiiiiiiiii, $12.00
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D55T1
D5512
D5520
D5611
D5612
D5621
D5622
D5630
D5640
D5650
D5660
D5670
D5671
D5710
D571
D5720
D5721
D5725
D5730
D5731
D5740
D5741
D5750
D5751
D5760
D5761
D5765
D5820

D5821

D5850
D5851

Repair broken complete denture base, mandibular .........ccccoeviviiiinnnnen. $45.00

Repair broken complete denture base, maxillary .....ccccoooveeiiiiiieeinnnn.e. $45.00
Replace missing or broken teeth - complete denture (each tooth) .... $25.00
Repair resin partial denture base, mandibular ........ccoooveiiiiiiiiiiineins $50.00
Repair resin partial denture base, maxillary ....ccccooeiiiiiiiiiiiiiiieei, $50.00
Repair cast partial framework, mandibular ......ccc.coveiiiiiiiiiiiiieeeeeen, $50.00
Repair cast partial framework, maxillary .....ccooeeiiiiiiiiiiiieeeeee, $50.00
Repair or replace broken retentive/clasping materials - per tooth ..... $50.00
Replace broken teeth - per tooth ..o, $40.00
Add tooth to existing partial denture ........ccccoceeeiiiiiiiiii e, $40.00
Add clasp to existing partial denture - per tooth .....cccoeevveiiiiiiiiiiiins $50.00
Replace all teeth and acrylic on cast metal framework (maxillary) .... $180.00
Replace all teeth and acrylic on cast metal framework (mandibular) $180.00
Rebase complete maxillary denture ........oooviiiiiiiiiiiie e, $100.00
Rebase complete mandibular denture ......cccooovveiiiiiiiiiiiee e, $100.00
Rebase maxillary partial denture ..o, $100.00
Rebase mandibular partial denture ..., $100.00
Rebase hybrid prosthesis ... $100.00
Reline complete maxillary denture (chairside) ......ccooovvviiiiiiiiiieiiiineeennn, $55.00
Reline complete mandibular denture (chairside) .....ccccevvviiiiiveiinnnnnn. $55.00
Reline maxillary partial denture (chairside) ......cccooevviiiiiiiiiiiiiiiiiceeein, $55.00
Reline mandibular partial denture (chairside) ......cccovviiiiiiiiiiiiiiiiiieiis $55.00
Reline complete maxillary denture (laboratory) ....ccooovveiiiiiiiiiiiineeinnnnn. $90.00
Reline complete mandibular denture (laboratory) .....ccceeevviviiiiiinninnnnn. $90.00
Reline maxillary partial denture (Iaboratory) ....cccoevviiiiiiiiiiiiiiiieen, $90.00
Reline mandibular partial denture (laboratory) ...ccocoevveiiiiiiiiiiiiiieiiennnn. $90.00
Soft liner for complete or partial removable denture - indirect .......... $90.00
Interim partial denture (including retentive/clasping materials, rests,

and teeth), maxillary - limited to 1in any 12 consecutive months ....... $110.00
Interim partial denture (including retentive/clasping materials, rests,

and teeth), mandibular - limited to 1 in any 12 consecutive months ... $110.00
Tissue conditioning, Maxillary ..., $25.00
Tissue conditioning, Mandibular ........ccccoveeeiiiiiiii e, $25.00

D5900-D5999  VII. MAXILLOFACIAL PROSTHETICS - Not Covered

D6000-D6199 VIII. IMPLANT SERVICES

- The following are limited to no more than two (2) each per calendar year: Implants,
Implant supported prosthetics and Implant abutments.

- Replacement of crowns, bridges and implant supported dentures requires the
existing restoration to be 5+ years old.

* Name brand, laboratory processed or in-office processed crowns/pontics produced
through specialized technique or materials are material upgrades. The Contract
Dentist may charge an additional fee not to exceed $150.00 in addition to the listed
Copayment. Refer to Limitations and Exclusions of Benefits for additional information.

D6010
D60
D6012

D6013
D6040
D6050

Surgical placement of implant body: endosteal implant .......cccc.coo....... $1,005.00
Surgical access to an implant body (second stage implant surgery).  $145.00
Surgical placement of interim implant body for transitional

prosthesis: endosteal IMPIlant ... $390.00
Surgical placement of Mini IMPIaNt ..., $340.00
Surgical placement: eposteal implant ......ccoooeeiiiiiiiii $940.00
Surgical placement: transosteal implant .....oovviiiiiiii e, $920.00
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D6055
D6056
D6057
D6058
D6059

D6060

D6061

D6062
D6063
D6064
D6065
D6066
D6067
D6068
D6069

D6070
D6071

D6072
D6073

D6074
D6075
D6076

De077
D6080
D6081

D6082

D6083
D6084

D6086
D6087
D6088
D6090

D6091
D6092
D6093

D6094
D6095

connecting bar - implant supported or abutment supported ............. $345.00

Prefabricated abutment - includes modification and placement ........ $330.00
Custom fabricated abutment - includes placement ..........cccevvvieeeeeenns $425.00
Abutment supported porcelain/ceramiC CrOWN ......cooeeeieeeeeeeeeeeeeeeeeenn, $740.00
Abutment supported porcelain fused to metal crown (high noble

(a1 =1 $750.00
Abutment supported porcelain fused to metal crown

(predominantly base metal) ..o $610.00
Abutment supported porcelain fused to metal crown (noble metal). $710.00
Abutment supported cast metal crown (high noble metal) ................ $720.00
Abutment supported cast metal crown (predominantly base metal)  $545.00
Abutment supported cast metal crown (noble metal) .......oeeviinnnnnnn $690.00
Implant supported porcelain/ceramic CrOWN ....ccceevveeveeciieieeeee e $780.00
Implant supported crown - porcelain fused to high noble alloys ........ $750.00
Implant supported crown - high noble alloys .......coeviiiiiiiiiiiiiii, $730.00
Abutment supported retainer for porcelain/ceramic FPD .................. $725.00
Abutment supported retainer for porcelain fused to metal FPD

(high NOBIE MELAL) e e $750.00
Abutment supported retainer for porcelain fused to metal FPD
(predominantly base metal) ..o $485.00
Abutment supported retainer for porcelain fused to metal FPD

(NOBIE MELAL) e e e e e e e $660.00
Abutment supported retainer for cast metal FPD (high noble metal)
......................................................................................................................... $750.00
Abutment supported retainer for cast metal FPD (predominantly

DASE MEEAIL) e $415.00
Abutment supported retainer for cast metal FPD (noble metal) ........ $425.00
Implant supported retainer for ceramic FPD .....ccoooeviiiiviiiiiiiiiiiiieeeeeee $780.00
Implant supported retainer for FPD - porcelain fused to high noble

Al OV S e $750.00
Implant supported retainer for metal FPD - high noble alloys ............ $750.00

Implant maintenance procedures when prostheses are removed
and reinserted, including cleansing of prostheses and abutments -
limited to 1 per CAleNAAr YE Al ......ccccouuiieiiiiiiii e $65.00

Scaling and debridement in the presence of inflammation or
mucositis of a single implant, including cleaning of the implant

surfaces, without flap entry and closure - /imited to 1 per 24 months $65.00
Implant supported crown - porcelain fused to predominantly base

Al O S e $610.00
Implant supported crown - porcelain fused to noble alloys ................ $710.00
Implant supported crown - porcelain fused to titanium and titanium

Al OV S e e ar $655.00
Implant supported crown - predominantly base alloys .........ccoeveennne.. $545.00
Implant supported crown - noble alloys ..o $690.00
Implant supported crown - titanium and titanium alloys .......c.ccceuune... $655.00
Repair implant supported prosthesis, by report - /imited to 1 per

o= 1=l a e L= T V=T | GO SURPPPRR $130.00

Replacement of replaceable part of semi-precision or precision
attachment of implant/abutment supported prosthesis, per

attachment - /imited to 1 per calendar Yyear .......ccccccvveeiiiiiiiiiiiiieennnnnn, $60.00
Re-cement or re-bond implant/abutment supported crown ............... $72.00
Re-cement or re-bond implant/abutment supported fixed partial

(o 1Y 0} (U TR $95.00
Abutment supported crown - titanium and titanium alloys ................. $655.00

Repair implant abutment, by report - limited to 1 per calendar year.. $130.00
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D6096
D6097
D6098
D6099

D6100
D6101

D6102

D6103
D6104
D610
Dol
D612
D613
Do6114
D6115
D6116
Den7
D6120
D6121

D6122
D6123

D6190
D6194
D6195
D6198

Remove broken implant retaining screw - /imited to 1 per calendar

=T TR $50.00
Abutment supported crown - porcelain fused to titanium and

EIEANIUM GQlIOYS e $655.00
Implant supported retainer - porcelain fused to predominantly base

o1 £ $485.00
Implant supported retainer for FPD - porcelain fused to noble alloys
......................................................................................................................... $660.00
Surgical removal of implant body - /imited to 1 per calendar year ..... $245.00

Debridement of a peri-implant defect or defects surrounding

a single implant, and surface cleaning of the exposed implant

surfaces, including flap entry and closure - /imited to 1 per calendar

=T | $125.00
Debridement and osseous contouring of a peri-implant defect or

defects surrounding a single implant and includes surface cleaning

of the exposed implant surfaces, including flap entry and closure -

limited to T per Calendar YEAr ........ccciueeeiiiiie it $240.00
Bone graft for repair of peri-implant defect - does not include flap

entry and closure - limited to 1 per calendar year ...........cccoeeeeveverennnnn. $290.00
Bone graft at time of implant placement - /imited to 1 per calendar

=T 1 AR $290.00
Implant/abutment supported removable denture for edentulous

Tl AN 0 0= D (11 1= 1 Y SRR $925.00
Implant/abutment supported removable denture for edentulous

Arch - MaNibUIGE ... $925.00
Implant/abutment supported removable denture for partially

edentulous arch - Maxillary ..., $1,015.00
Implant/abutment supported removable denture for partially

edentulous arch - mandibular ..., $1,015.00
Implant/abutment supported fixed denture for edentulous arch -

(0TS0 AL 1E= T 2T $925.00
Implant/abutment supported fixed denture for edentulous arch -

(00 T=TaTe [1 oYU =T $925.00
Implant/abutment supported fixed denture for partially edentulous

Tl N 0 T= D 11 =1 Y $1,015.00
Implant/abutment supported fixed denture for partially edentulous

Arch - MaAaNAIDUIAE ..o $1,015.00
Implant supported retainer - porcelain fused to titanium and

EIEANTUM QlIOYS e e eaaa $415.00
Implant supported retainer for metal FPD - predominantly base

Fo [0 2 $415.00
Implant supported retainer for metal FPD - noble alloys .......ccccoouu..... $425.00
Implant supported retainer for metal FPD - titanium and titanium

Al OV S e $620.00
Radiographic/surgical implant index, by report - /imited to 1 per

(o= 1 =)o Lo = 1A == | Ao T T TR $165.00
Abutment supported retainer crown for FPD - titanium and titanium

Al OV S e a $620.00
Abutment supported retainer - porcelain fused to titanium and

L= L0 T A T=11 10 )Y 2 $750.00
Remove interim implant component .......ccooovviiiiiieciiie e $0.00

Page: 10 141 PRO - V22



D6200-D6999 IX. PROSTHODONTICS, fixed (each retainer and each pontic
constitutes a unit in a fixed partial denture [bridge])

- When a crown and/or pontic exceeds six units in the same treatment plan, an
Enrollee may be charged an additional $100.00 per unit, beyond the 6th unit.

- Replacement of a crown, pontic, inlay, onlay or stress breaker requires the existing
bridge to be 5+ years old.

D6210 Pontic - cast high noble metal ... $380.00
D6211  Pontic - cast predominantly base metal ......ccooeiiiiiiiiiii $280.00
D6212 Pontic - cast Noble mMetal ... $320.00
D6240 Pontic - porcelain fused to high noble metal ......cccooovviiiiiiiiiiienn, $380.00
D6241 Pontic - porcelain fused to predominantly base metal .........cccoeeeee $280.00
D6242 Pontic - porcelain fused to noble metal ......covveviiiiiiiii . $320.00
D6243 Pontic - porcelain fused to titanium and titanium alloys ..., $320.00
DB245 PoNtiC - POIrCeIAIN/CEIAMIC oot $380.00
D6250 Pontic - resin with high noble metal .....coooiiiiiii $320.00
D6251 Pontic - resin with predominantly base metal ........ccoooooviiiiiiiinn, $220.00
D6252 Pontic - resin with noble metal ..., $260.00
D6600 Retainer inlay - porcelain/ceramic, tWo SUIfaces .....ccccoveeeeeieieiiiiiiniinnn, $330.00
D6601 Retainer inlay - porcelain/ceramic, three or more surfaces ................. $350.00
D6602 Retainer inlay - cast high noble metal, two surfaces .......cccoeeeevvvvvnnnne.n. $280.00
D6603 Retainer inlay - cast high noble metal, three or more surfaces ........... $290.00
D6604 Retainer inlay - cast predominantly base metal, two surfaces ............ $180.00
D6605 Retainer inlay - cast predominantly base metal, three or more

SUITACES ittt e e e e e e e e e e e e e et e e et aeaeeaeeeeeeeeraaraaa $190.00
D6606 Retainer inlay - cast noble metal, two surfaces .......ccccoevvviviiiiiiiieeinnnnn. $210.00
D6607 Retainer inlay - cast noble metal, three or more surfaces ................... $220.00
D6608 Retainer onlay - porcelain/ceramic, two sSurfaces ......ccccceceeeveeiiiiiiiinen. $325.00
D6609 Retainer onlay - porcelain/ceramic, three or more surfaces ................ $360.00
D6610 Retainer onlay - cast high noble metal, two surfaces ......cccceeevinnnn.n. $285.00
D6611  Retainer onlay - cast high noble metal, three or more surfaces .......... $295.00
D6612 Retainer onlay - cast predominantly base metal, two surfaces ........... $185.00
D6613 Retainer onlay - cast predominantly base metal, three or more

YU [ t= o= 1R $195.00
D6614 Retainer onlay - cast noble metal, two surfaces ......ccoooovveviviiiiieiiinnnnen. $205.00
D6615 Retainer onlay - cast noble metal, three or more surfaces .................. $225.00
D6720 Retainer crown - resin with high noble metal .........ccooviiiiiiiiiiiein, $320.00
D6721 Retainer crown - resin with predominantly base metal ........c........... $220.00
D6722 Retainer crown - resin with noble metal ... $260.00
D6740 Retainer crown - porcelain/CeramiC ... e, $380.00
D6750 Retainer crown - porcelain fused to high noble metal .............c....... $380.00
D6751 Retainer crown - porcelain fused to predominantly base metal ......... $280.00
D6752 Retainer crown - porcelain fused to noble metal .....ccoovvviiiiiiiiiiinennnn. $320.00
D6753 Retainer crown - porcelain fused to titanium and titanium alloys ...... $380.00
D6780 Retainer crown - 3/4 cast high noble metal .......ccooveiviiieiiiieeieeee $380.00
D6781 Retainer crown - 3/4 cast predominantly base metal ..........ccccoeeeen. $280.00
D6782 Retainer crown - 3/4 cast noble metal ...ccooceveiiiicciiiieee e $320.00
D6783 Retainer crown - 3/4 porcelain/CeramicC ....ccccooveiiieeeeeeeeeeeeeeeeeeees $380.00
D6784 Retainer crown - titanium and titanium alloys .....ccccoeveviviiieiieeeiiinnnnnn. $380.00
D6790 Retainer crown - full cast high noble metal ..., $380.00
D6791 Retainer crown - full cast predominantly base metal .......ccccccoeeeieennnnnn. $280.00
D6792 Retainer crown - full cast noble metal ... $320.00
D6930 Re-cement or re-bond fixed partial denture ......cccooovveiiiiiiiiiiiiiciiins $20.00
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DBO40 StreSS DIEAKEI ..ot $45.00
D6980 Fixed partial denture repair necessitated by restorative material

BRI U e e e $60.00

D7000-D7999 X. ORAL AND MAXILLOFACIAL SURGERY
- Includes preoperative and postoperative evaluations and treatment under a local

anesthetic.
D71 Extraction, coronal remnants - primary tooth ......ccccceeeiriiiiiiiiiieiiiiiinnnn. $5.00
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps

(€210 10)Z=1 ) IR $8.00
D7210 Extraction, erupted tooth requiring removal of bone and/or

sectioning of tooth, and including elevation of mucoperiosteal flap

i T g Ve [Tot=) =Y IR $50.00
D7220 Removal of impacted tooth - soft tissue .....cooevvviiiiiiiiiii e, $60.00
D7230 Removal of impacted tooth - partially bony ......cccoovviiiiiiiiiiiiiin. $80.00
D7240 Removal of impacted tooth - completely bony ......coooviiiiiiiiiiiieeenennn, $110.00
D7241 Removal of impacted tooth - completely bony, with unusual surgical

(o] 0] o1 ITt=1 o [e] o - $130.00
D7250 Removal of residual tooth roots (cutting procedure) .........ccooeevvvvnnnnnnns $45.00
D7251 Coronectomy - intentional partial tooth removal .........ccccoooiiiienn. $130.00
D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or

AISPIACed LOOTN ovveic e $120.00
D7280 Exposure of an unerupted tOOth ......coviiiiiiiiiie e, $90.00
D7282 Mobilization of erupted or malpositioned tooth to aid eruption ........ $90.00
D7283 Placement of device to facilitate eruption of impacted tooth ............. No Cost
D7286 Incisional biopsy of oral tissue - soft - does not include pathology

[8DOratory PrOCEAUIES ...cccovieeeieeeee e e $30.00
D7310 Alveoloplasty in conjunction with extractions - four or more teeth

or tooth spaces, per QUAArant ..o $85.00
D7311  Alveoloplasty in conjunction with extractions - one to three teeth or

tooth spaces, per QUAAIANT ... $85.00
D7320 Alveoloplasty not in conjunction with extractions - four or more

teeth or tooth spaces, per quadrant ......cccooooveeiiiiiiiie $100.00
D7321 Alveoloplasty not in conjunction with extractions - one to three

teeth or tooth spaces, per quadrant ......cccoooiviiiiiii e $100.00
D7450 Removal of benign odontogenic cyst or tumor - lesion diameter up

O 12D O e No Cost
D7451 Removal of benign odontogenic cyst or tumor - lesion diameter

greater than .25 CMl e No Cost
D7471 Removal of lateral exostosis (maxilla or mandible) ........ccccvviiiiiiiiinnnnn. $85.00
D7472 Removal of torus palatinus ... $85.00
D7473 Removal of torus mandibularis .........cccoveeeiiiiiiiiii e $85.00
D7510 Incision and drainage of abscess - intraoral soft tissue ........ccccceeeee. No Cost
D7922 Placement of intra-socket biological dressing to aid in hemostasis

or clot stabilization, Per SIte ..o No Cost
D7951 Sinus augmentation with bone or bone substitutes via a lateral

open approach - limited to 1 per calendar year; only covered in

conjunction with the surgical placement of implant ..............coc..oeeeu.... $850.00
D7952 Sinus augmentation via a vertical approach - limited to 1 per

calendar year; only covered in conjunction with the surgical

PlAaCemMENt OF IMPIANT .......coooeeeeeeeeeee et e e e $640.00
D7953 Bone replacement graft for ridge preservation - per site - limited

to 1 per lifetime, only covered in conjunction with the surgical

placement Of IMPIANT ......cccooooeeei e $100.00
D7961 Buccal/labial frenectomy (frenulectomy) ...cccoveeeeeeiiiciiiieee e $15.00
D7962 Lingual frenectomy (frenuleCtomy) ..o $15.00

Page: 12 141 PRO - V22



D7970
D7971

Excision of hyperplastic tissue - per arcCh .....cccoooveeiiiiiiiiiiiieeeeeeeeee, $75.00
Excision of pericoronal giNngiva ... $75.00

D8000-D8999 XI. ORTHODONTICS

- The listed Copayment for each phase of orthodontic treatment (limited, interceptive
or comprehensive) covers up to 24 months of active treatment. Beyond 24 months,
an additional monthly fee, not to exceed $125.00, may apply.

- The Retention Copayment includes adjustments and/or office visits up to 24 months.

D0210

D0322
D0330
D0340

D0O350

D0351
D0470

D0210
D0470

D8010
D8020

D8030
D8040
D8070
D8080
D8090

D8660
D8680

D8681
D8999

Pre and post orthodontic records include:

The benefit for pre-treatment records and diagnostic services

J a0 (¥ o =X $200.00
Intraoral - complete series of radiographic images

Tomographic survey

Panoramic radiographic image

2D cephalometric radiographic image - acquisition, measurement
and analysis

2D oral/facial photographic images obtained intraorally or
extraorally

3D photographic image
Diagnostic casts

The benefit for post-treatment records iNClUdes: .......cccccveeveveeeenennn.. $70.00
Intraoral - complete series of radiographic images
Diagnostic casts

Limited orthodontic treatment of the primary dentition .......c............. $1,150.00
Limited orthodontic treatment of the transitional dentition - child or

e lo o) S o= gl AR e I = 1o (< 1 $1,150.00
Limited orthodontic treatment of the adolescent dentition -

AAOIESCENE EO GGE T e $1,150.00
Limited orthodontic treatment of the adult dentition - adults,

including dependent adult children covered from age 19 to 25 .......... $1,350.00
Comprehensive orthodontic treatment of the transitional dentition -

child or adolescent t0 A T9 .......oueeiii e $1,900.00
Comprehensive orthodontic treatment of the adolescent dentition -
AAOIESCENTE EO GGE T et $1,900.00

Comprehensive orthodontic treatment of the adult dentition -
adults, including dependent adult children covered from age 19 to

D22 TP $2,100.00
Pre-orthodontic treatment examination to monitor growth and

(o 1SNV Z=1 oY o] o 1= o | AT $25.00
Orthodontic retention (removal of appliances, construction and

placement of removable retainNers) .....coovviiiiiiiii e, $275.00
Removable orthodontic retainer adjustment .........coveiiiiiiiiiien No Cost
Unspecified orthodontic procedure, by report - includes treatment

PIANNING SESSION ..ottt e et ee e e e e e e e e e e e et e e eeaeens $100.00

D9000-D9999 XIl. ADJUNCTIVE GENERAL SERVICES

DoT10
Da2Mn
D9212

Palliative (emergency) treatment of dental pain - minor procedure .. $15.00
Regional block anesthesia ..o No Cost
Trigeminal division block anesthesia .....cccooovviiiiiiiiiie No Cost
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D9215
D9219

D9222
D9223

D9239
09243
D9310

D93
D9430

D9440
D9450
D9912

D9932
D9933

D9934
D9935
D9943
D9944

D9945
D9946

D9951

D9952
D9975
D9986
D9987

D9990
D9991

D9992
D9995
D9996

D9997

Local anesthesia in conjunction with operative or surgical
(oY o Yol=To LU T ¢

Evaluation for moderate sedation, deep sedation or general
T TS o o (ST 1=

Deep sedation/general anesthesia - first 15 minutes .......cccccccvvvvvieenn.

Deep sedation/general anesthesia - each subsequent 15 minute
Tt =1 =Y 1 1

Intravenous moderate (conscious) sedation/analgesia - first 15
MINUEES e

Intravenous moderate (conscious) sedation/analgesia - each
subsequent 15 Minute INCreMENt ..o

Consultation - diagnostic service provided by dentist or physician
other than requesting dentist or physiCian .....ccoovvveiiiiiiiiiiiieeeee,

Consultation with a medical health care professional .........ccoeeevvvnnennnn.

Office visit for observation (during regularly scheduled hours) - no
other services PerformMEd ...

Office visit - after regularly scheduled hours ........cccooooviiiiiiiiieiiienceeen,
Case presentation, detailed and extensive treatment planning ..........
Pre-visit patient SCreenNiNg ...
Cleaning and inspection of removable complete denture, maxillary ..

Cleaning and inspection of removable complete denture,
(aaT=TaTe [1 oYU 1 =] QR PTRPPP

Cleaning and inspection of removable partial denture, maxillary .......
Cleaning and inspection of removable partial denture, mandibular ...
Occlusal guard adjustmeNnt ...

Occlusal guard - hard appliance, full arch - limited to 1 D9944,
DOO45 OF DOOAE IN 3 YEAIS oottt

Occlusal guard - soft appliance, full arch - limited to 1 D9944,
DOO45 OF DOOAE IN 3 YEAIS .ceeeeeeeeeiee et

Occlusal guard - hard appliance, partial arch - /imited to 1 D9944,
DO945 OF DOOAE IN 3 YEAIS ..ceeeeeeeeeeieeeeie et

Occlusal adjustment, lIMited .......couiiiiii e,
Occlusal adjustment, complete ...

External bleaching for home application, per arch; includes )
materials and fabrication of custom trays - /imited to one bleaching
tray and gel for two weeks of self-treatment .........ccccoevveeeiiiiiiiiniinnnnn.

Missed appointment - without 24 hour notice - per 15 minutes of
APPOINEMENT EIME T e

Canceled appointment - without 24 hour notice - per 15 minutes of
APPOINEMENT TIME ™% ot

Certified translation or sign-language services - per Visit .......cceeeee.

Dental case management - addressing appointment compliance
(o F= ] G =T SRR

Dental case management - care coordination .......ccccoovveeiiiiiieiiiieeeennnn.
Teledentistry - synchronous; real-time encounter ........ccoooovviiiiiiiinnnnnnn.

Teledentistry - asynchronous; information stored and forwarded to
dentist for sUbSEqQUENT rEVIEW .......coviiiiiiiiie e

Dental case management - Patients with special Health Care Needs

$25.00
No Cost

$5.00
$35.00
No Cost
$0.00
No Cost

No Cost
No Cost
No Cost

$10.00

$100.00
$100.00

$100.00
$50.00
$100.00

$125.00

$10.00

$10.00
No Cost

No Cost
No Cost
No Cost

No Cost
No Cost

If services for a listed procedure are performed by the assigned Contract Dentist, the
Enrollee pays the specified Copayment. Listed procedures which require a Dentist
to provide specialized services, and are referred by the assigned Contract Dentist,
must be authorized by the Plan. The Enrollee pays the Copayment specified for such
services. ***
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* Benefits may vary slightly based on state requirements and/or regulations.
** Not applicable in Texas or Washington

*** Provisions regarding copayments and in and out-of-network treatment vary in
Alaska, Connecticut, Idaho, Louisiana, Maine, Mississippi, Montana, New Hampshire,
North Carolina, North Dakota, Oklahoma, South Dakota and Vermont. See below.

Alaska and North Dakota Only:

In accordance with state regulatory requirements, procedures listed above may also
be performed by an out-of-network Dentist. The benefit amount paid by the plan for
out-of-network treatment is 50 percent of the Maximum Fee Allowance for a covered
service, less the copayment. The calendar year maximum is $500.00. Enrollees are
responsible for the copayments as well as the other 50 percent plus the difference
between the out-of-network Dentist's fee and the Maximum Fee Allowance, if any.
An Enrollee should confirm a Dentist’s participation in the DeltaCare USA network

by accessing deltadentalins.com prior to seeking treatment. Or the Enrollee may
contact the Customer Service department at 800-422-4234. An in-network Dentist is
a Dentist who participates in the Delta Dental PPO network.

Connecticut Only:

In accordance with state regulatory requirements, procedures listed above may
also be performed by an out-of-network Dentist. Copayments apply for in-network
treatment only. The benefit amount paid by the plan for out-of-network treatment is
50 percent of the Contract Fee for a covered service with a calendar year maximum
of $500.00. Enrollees are responsible for the other 50 percent plus the difference
between the out-of-network Dentist's fee and the Contract Fee, if any. An Enrollee
should confirm a Dentist's participation in the DeltaCare USA network by accessing
deltadentalins.com prior to seeking treatment. Or the Enrollee may contact the
Customer Service department at 800-422-4234. An in-network Dentist is a Dentist
who participates in the Delta Dental PPO network.

I[daho Only:
In accordance with state regulatory requirements, procedures listed above may also

be performed by an out-of-network Dentist. The benefit amount paid by the plan for
out-of-network treatment is 50 percent of the Maximum Fee Allowance for a covered
service, less the copayment. The calendar year maximum is $500.00. Enrollees are
responsible for the copayments as well as the other 50 percent plus the difference
between the out-of-network Dentist's fee and the Maximum Fee Allowance, if any.

An Enrollee should confirm a Dentist’s participation in the DeltaCare USA network

by accessing deltadentalins.com prior to seeking treatment. Or the Enrollee may
contact the Customer Service department at 800-422-4234. An in-network Dentist is
a Dentist who participates in the DeltaCare USA network.

Louisiana, Mississippi and North Carolina Only:

In accordance with state regulatory requirements, procedures listed above may
also be performed by an out-of-network Dentist. The benefit amount paid by the
Plan is the fee actually charged by the out-of-network Dentist or the Maximum Fee
Allowance, whichever is lower, less the Copayment. If the out-of-network Dentist’s
fee is greater than the Maximum Fee Allowance, the enrollee is responsible for
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the difference as well as the copayment. An Enrollee should confirm a Dentist’s
participation in the DeltaCare USA network by accessing deltadentalins.com prior to
seeking treatment. Or the Enrollee may contact the Customer Service department at
800-422-4234. An in-network Dentist is a Dentist who participates in the Delta Dental
PPO network.

Maine, New Hampshire and Vermont Only:

In accordance with state regulatory requirements, procedures listed above may also
be performed by an out-of-network Dentist. The benefit paid by the Plan for out-of-
network treatment is 80 percent of the fee charged by the Dentist or 80 percent of
the Maximum Fee Allowance, whichever is lower, less the copayment. Enrollees are
responsible for the copayments as well as the other 20 percent plus the difference
between the out-of-network Dentist’s fee and the Maximum Fee Allowance, if any.
An Enrollee should confirm a Dentist's participation in the DeltaCare USA network
by accessing deltadentalins.com prior to seeking treatment. Or the Enrollee may
contact the Customer Service department at 800-422-4234. An in-network Dentist is
a Dentist who participates in the Delta Dental PPO network.

Montana Only:

In accordance with state regulatory requirements, procedures listed above may also
be performed by an out-of-network Dentist. The benefit amount paid by the Plan for
out-of-network treatment is 75 percent of the Maximum Fee Allowance for a covered
service. Enrollees are responsible for the copayments as well as the other 25 percent
plus the difference between the out-of-network Dentist’s fee and the Maximum Fee
Allowance, if any. An Enrollee should confirm a Dentist’s participation in the DeltaCare
USA network by accessing deltadentalins.com prior to seeking treatment. Or the
Enrollee may contact the Customer Service department at 800-422-4234. An in-
network Dentist is a Dentist who participates in the Delta Dental PPO network.

Oklahoma Only:

In accordance with state regulatory requirements, procedures listed above may also
be performed by an out-of-network Dentist. The benefit amount paid by the Plan for
out-of-network treatment is 70 percent of the Maximum Fee Allowance for a covered
service. Enrollees are responsible for Copayments as well as the other 30 percent

plus the difference between the out-of-network Dentist’'s fee and the Maximum Fee
Allowance, if any. An Enrollee should confirm a Dentist’s participation in the DeltaCare
USA network by accessing deltadentalins.com prior to seeking treatment. Or the
Enrollee may contact the Customer Service department at 800-422-4234. An in-
network Dentist is a Dentist who participates in the Delta Dental PPO network.

South Dakota Only:

In accordance with state regulatory requirements, procedures listed above may also
be performed by an out-of-network Dentist. The benefit amount paid by the Plan for
out-of-network treatment is 50 percent of the Maximum Fee Allowance for a covered
service, less the copayment. The calendar year maximum is $500.00. Enrollees are
responsible for the copayments, as well as the other 50 percent plus the difference
between the out-of-network Dentist’s fee and the Maximum Fee Allowance, if any.
An Enrollee should confirm a Dentist’s participation in the DeltaCare USA network

by accessing deltadentalins.com prior to seeking treatment. Or the Enrollee may
contact the Customer Service department at 800-422-4234. An in-network Dentist is
a Dentist who participates in the Delta Dental Premier network.
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SCHEDULE B

Limitations of Benefits

The frequency of certain Benefits is limited. All frequency limitations are listed in
the Description of Benefits and Copayments.

(Frequency limitations on diagnostic and preventive procedures do not apply
in Texas when services are needed more frequently due to medical necessity as
determined by the Contract Dentist. In Maryland, the frequency for procedures
DT7710, D1120, D1206, D1208, D1354 and D4346 is 2 per calendar year.)

If the Enrollee accepts a treatment plan from the general Dentist that includes
any combination of more than six crowns, bridge pontics and/or bridge retainers,
the Enrollee may be charged an additional $100.00 above the listed Copayment
for each of these services after the sixth unit has been provided.

General anesthesia and/or intravenous sedation/analgesia is limited to treatment
by a contracted oral surgeon and in conjunction with an approved referral for
the removal of one or more partial or full bony impactions, (Procedures D7230,
D7240, and D7241).

New Hampshire Only:

General anesthesia and/or intravenous sedation/analgesia is limited to:

a) treatment by an oral surgeon and in conjunction with an approved referral
for the removal of one or more partial or full bony impactions, (Procedures
D7230, D7240 and D7241); or

b) anesthesia administered by a licensed Dentist for dental procedures
performed in a Dentist's office on a covered person who is:

i) a child under the age of 6 who is determined by a licensed Dentist, in
conjunction with a licensed physician, to have a dental condition of
significant complexity which requires the child to receive general anesthesia
for the treatment of such condition; or

ii) a person who has exceptional medical circumstances or a developmental
disability as determined by a licensed physician, which places the person at
serious risk.

Washington Only:

This limitation does not apply if general anesthesia services are medically
necessary because the Enrollee is under age seven or is physically or
developmentally disabled.
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When recommending covered crown(s), bridge pontic(s) and/or bridge retainers,
which are supported either by a natural tooth or dental implant, Contract
Dentists may offer services that utilize brand or trade names at an additional
fee. The Enrollee must be offered the plan benefits of a high quality laboratory
processed crown/pontic that may include: porcelain/ceramic; porcelain with
base, noble or high-noble metal. If the Enrollee chooses the alternative of a
material upgrade (name brand, laboratory processed or in-office processed
crowns/pontics produced through specialized technigue or materials, including
but not limited to: Captek, Procera, Lava, Empress and Cerec), the Contract
Dentist may charge an additional fee not to exceed $150.00 in addition to the
listed Copayment. Contact the Customer Service Center at 800-422-4234 if you
have questions regarding the additional fee or name brand services.

Benefits provided by a pediatric Dentist are limited to children through age seven
following an attempt by the assigned Contract Dentist to treat the child and
upon prior authorization by the Plan, less applicable Copayments. Exceptions

for medical conditions, regardless of age limitation, will be considered on an
individual basis.

The cost to an Enrollee receiving orthodontic treatment whose coverage

is cancelled or terminated for any reason will be based on the Contract
Orthodontist’'s usual fee for the treatment plan. The Contract Orthodontist will
prorate the amount for the number of months remaining to complete treatment.
The Enrollee makes payment directly to the Contract Orthodontist as arranged.

Maryland Only:

Should an Enrollee's coverage be cancelled or terminated for any reason, and
at the time of cancellation or termination the Enrollee is receiving orthodontic
treatment, the Enrollee will be solely responsible for payment for treatment
provided after cancellation or termination, except:

If an Enrollee is receiving ongoing orthodontic treatment at the time of
termination, Alpha will continue to provide orthodontic Benefits for:

- 60 days if the Enrollee is making monthly payments to the Contract
Orthodontist, or

- until the later of 60 days or the end of the quarter in progress, if the Enrollee
is making quarterly payments to the Contract Orthodontist.

At the end of 60 days (or at the end of the quarter), the Enrollee’s obligation
will be based on the Contract Orthodontist’'s usual fee for the treatment plan.
The Contract Orthodontist will prorate the amount over the number of months
remaining in the initial 24 months of treatment. The Enrollee will make payments
based on an arrangement with the Contract Orthodontist.
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Orthodontic treatment in progress is limited to new DeltaCare USA Enrollees
who, at the time of their original effective date, are in active treatment started
under their previous employer sponsored dental plan, as long as they continue
to be eligible under the DeltaCare USA program. Active treatment means
tooth movement has begun. Enrollees are responsible for all Copayments and
fees subject to the provisions of their prior dental plan. The Plan is financially
responsible only for amounts unpaid by the prior dental plan for qualifying
orthodontic cases.

Pennsylvania Only:

A Preexisting Condition is a disease or physical condition caused by illness or
injury for which medical advice or treatment has been received within 90 days
immediately prior to becoming eligible with the DeltaCare USA program. Such
condition shall be covered after the individual has been covered for more than
12 months under the group contract. Example: Teeth prepared for crowns, root
canals in progress or orthodontic treatment.

If an individual begins comprehensive orthodontic treatment within 90 days
immediately prior to becoming eligible under the DeltaCare USA program, a
waiting period of 12 months of continuous coverage under the DeltaCare USA
program applies before coverage is available.

Texas Only:

Benefits for dental expenses incurred in connection with any dental or
orthodontic procedure started before the Enrollee’s eligibility with this program
are limited as follows:

Upon request of a newly covered Enrollee, the Plan will provide Benefits for
the completion of covered services begun prior to the time his or her coverage
became effective. The Plan will not provide coverage for incomplete services
that are not otherwise Benefits under the terms and conditions of the Contract.
Enrollees may request completion of treatment in progress by calling the
Customer Service department at 800-422-4234 during normal business hours,
or by sending a written request to the Plan.

Whenever possible, an Enrollee should complete treatment in progress with the
Dentist who initiated the service. If such Dentist is an out-of-network Dentist,
that Dentist must agree to the same terms and conditions that apply to an in-
network Dentist in order for the Plan to provide Benefits. Copayments and other
cost sharing components will apply. Benefits may be adjusted so that the total
paid by the Enrollee and/or coverage provided by all plans is not more that 100%
of total Allowable Expenses (as defined in the Coordination of Benefits section
of the Contract).

Should the Enrollee be unable to complete treatment with the Dentist
who initiated the service, the Plan will make reasonable and appropriate
arrangements for completion of such treatment by a Contract Dentist.
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10.

1.

12.

13.

Fabrication of athletic mouthguard is limited to once every 24 months for
patients 18 and younger.

If any existing fixed bridge or removable denture that already replaces the tooth
or teeth, which would be replaced by a new implant-supported prosthesis,

that existing appliance must be eligible for replacement under the terms of the
Contract.

Replacement of implants and implant-supported prosthesis requires the existing
implants and implant-supported prosthesis to be 5+ years old.

Implants and implant supported crowns and prosthesis are covered to replace
one or more natural permanent teeth lost due to accidental trauma or removal.

Implant removal is limited to one (1) for each implant during the Enrollee’s
lifetime.
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Exclusions of Benefits

Any procedure that is not specifically listed under the Description of Benefits and
Copayments. (Exclusion does not apply in South Dakota.)

Any procedure that in the professional opinion of the Contract Dentist:

a. has poor prognosis for a successful result and reasonable longevity based on
the condition of the tooth or teeth and/or surrounding structures, or

b. is inconsistent with generally accepted standards for dentistry.

Services solely for cosmetic purposes, with the exception of procedure D9975
(External bleaching for home application, per arch), or for conditions that are

a result of hereditary or developmental defects, such as cleft palate, upper and
lower jaw malformations, congenitally missing teeth and teeth that are discolored
or lacking enamel, except for the treatment of newborn children with congenital
defects or birth abnormalities.

Minnesota only:

This exclusion does not apply to 1) the treatment of covered dependent children
with congenital defects or birth abnormalities which result in a functional
defect as determined by their attending physician; 2) dental treatment for the
management of cleft lip or cleft palate when such treatment is scheduled or
initiated prior to the dependent child turning age 19; or 3) dental reconstructive
surgery when such service is incidental to or follows surgery resulting from
injury, sickness or other diseases of the involved part.

South Carolina Only:

This exclusion does not apply to, teeth capping, prosthodontics, and
orthodontics necessary for the treatment of congenital cleft lip or cleft palate.

Porcelain crowns, porcelain fused to metal, cast metal or resin with metal type
crowns and fixed partial dentures (bridges) for children under 16 years of age.

The replacement of lost or stolen appliances including, but not limited to, full
or partial dentures, space maintainers, crowns and implant abutments, and
fixed partial dentures (bridges) whether supported by a natural tooth or dental
implant.

Procedures, appliances or restoration if the purpose is to change
vertical dimension, or to diagnose or treat abnormal conditions of the
temporomandibular joint (TMJ).

Minnesota only:

This exclusion does not include covered services provided by a provider, when
necessary and customary according to the standards of generally accepted
dental practice, for treatment of acute dental symptoms associated with
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10.

1.

12.

13.

Craniomandibular Disorder and myofacial pain dysfunction or malfunction of the
temporomandibular (jaw) joint (TMJ).

Washington Only:

This exclusion does not apply to dental services specifically covered under a TMJ
Rider **

Procedures that may include:

precious metal for removable appliances;

metallic or permanent soft bases for complete dentures;

porcelain denture teeth;

o 6 o o

precision attachments for removable partials or fixed partial dentures
including but not limited to overlays and related specialized appliances; and/
or

e. personalization and characterization of complete and partial dentures.

Procedures that may include:

a. pre-implant diagnostic and therapeutic services, which are solely done to
facilitate the placement of a dental implant including cone beam CT capture
and interpretation, bone grafts and/or sinus augmentation;

b. post-implant maintenance, osseous surgeries and/or bone grafts; and/or

c. removal of a dental implant and all other services associated with a dental
implant, unless listed as a covered benefit.

Implant and implant-supported crowns and appliances are not covered benefits
for Enrollees under 19 years of age.

Diagnostic and treatment facilitating aids for implants are considered a part of,
and included in, the fees for the definitive treatment.

An implant-supported prosthesis with one abutment supported by a natural
tooth and the second supported by an implant are not covered.

Precious metal for removable appliances, metallic or permanent soft bases for
complete dentures, porcelain denture teeth, precision abutments for removable
partials or fixed partial dentures (overlays, implants, and appliances associated
therewith) and personalization and characterization of complete and partial
dentures.

Consultations for non-covered benefits.
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14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Dental services received from any dental facility other than the assigned
Contract Dentist, an authorized dental specialist, or a Contract Orthodontist
except for Emergency Services as described in the Contract and/or Evidence
of Coverage. (Exclusion does not apply in Alaska, Connecticut, Idaho, Louisiana,
Maine, Mississippi, Montana, New Hampshire, North Carolina, North Dakota,
Oklahoma, South Dakota or Vermont.)

All related fees for admission, use, or stays in a hospital, out-patient surgery
center, extended care facility, or other similar care facility.

Prescription drugs.

Dental expenses incurred in connection with any dental or orthodontic procedure
started before the Enrollee’s eligibility with the DeltaCare USA plan. Examples
include: teeth prepared for crowns, root canals in progress, full or partial
dentures for which an impression has been taken and orthodontics unless
qualified for the orthodontic treatment in progress provision. (Exclusion does not
apply in Pennsylvania or Texas.)

Lost, stolen or broken orthodontic appliances.

Changes in orthodontic treatment necessitated by accident of any kind.
(Exclusion does not apply in New York.)

Myofunctional and parafunctional appliances and/or therapies, with the
exception of procedure D9944, D9945, D9946 (occlusal guards). (Exclusion does
not apply in New York.)

Composite or ceramic brackets, lingual adaptation of orthodontic bands.

Treatment or appliances that are provided by a Dentist whose practice
specializes in prosthodontic services. (Exclusion does not apply in Maryland.)

Maryland Only:

Specialist or orthodontic treatment resulting from a prohibited referral. A
prohibited referral is when the Contract Dentist directs an Enrollee to seek
specialist or orthodontic care from another dental facility where a) the Contract
Dentist owns a beneficial interest in the practice; b) the Contract Dentist's
immediate family owns a beneficial interest of 3 percent or greater in the
practice; or ¢) the Contract Dentist, the Contract Dentist's immediate family or
a combination of the Contract Dentist and his or her immediate family has a
compensation arrangement with the practice.

** Washington statutes require that carriers offer a TMJ Rider which covers certain
TMJ procedures. This rider is available to groups with employees located in
Washington and is available for Washington enrollees only. For additional information
on the TMJ Rider, contact your broker and/or sales representative.

Alaska, Connecticut, Idaho, Louisiana, Maine, Mississippi, Montana, New Hampshire,

North Carolina, North Dakota, Oklahoma, South Dakota and Vermont Only:
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In accordance with state regulatory requirements, DeltaCare USA is offered as an
open access plan in Alaska, Connecticut, Idaho, Louisiana, Maine, Mississippi, Montana,
New Hampshire, North Carolina, North Dakota, Oklahoma, South Dakota and Vermont.
Enrollees can obtain treatment from any licensed dentist or orthodontist. Unless it is
specifically noted, all Limitations and Exclusions would apply to both "Contract” and
"Non-Contracted” dentists and orthodontists.

24. Orthodontic treatment must be provided by a licensed Dentist. Self-administered
orthodontics are not covered.
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