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GROUP DENTAL CERTIFICATE OF COVERAGE

Policyholder Name: Bremerton Metal Trades Council
Effective Date: November 1, 2023
Group Mumber: WaZz7

Provider Network: \Willamatte Dental Group, P.C.

This Certificate of Coverage, including any amendments, appendices, endorsements, notices, and riders,
summarizes the essential features of the Contract. This Certificate of Coverage replaces and suparsades
all prior certificates of coverage. Possession of this Certificate of Coverage does not necassarly maan the
Enrofiee is coverad.

For complete details on Covered Services and other provisions of the Contract, please refer to the Contract
on file with the Policyhelder. I any information in this Certificate of Coverage is inconsistant with the
provisions of the Contract, this Cartificate of Coverage will control,

Underwritten by Willamette Dental of Washington, Inc
5950 NE Campus Way
Hillsborg, OR §7124-5611
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Section 1 Definitions
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1.2

1.3
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1.6

1.7

1.8
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1.11

“Child™ means a child of the Member (or Member's spouse or Member's domestic parner),
including & natural child; stepchild. adopled child; child for whom the Member {or Member's EpOUSE
of Member's domestic partner) has assumed a legal cbligation for total or partial support of the
child in anticipation of adoption of the child; or child for whom the Member (or Member's spouse or
Member's dornestic pariner) has courl-appointed legal guardianship. Child also includes a child
for wham the Member (or Member's spouse or Member's domestic partner) is required to provide
dental coverage by a legal qualified medical child support ordar (QMCS0)

“Company™ means Wilamette Dental of Washington, Inc.

“Contract” means the agreement between the Company and the Policyholder, The Coniract,
including the Application for Large Group Dental Coverage, appendices, exhibits, riders,
amendments, and endorsements, if any, constitutes the anfire contract betwean the parties and
supersedes all prior agreements between the parties.

“Copayment” means the fixed dollar amount that is the Enralles’s responsibility to pay under the
Contract for each office visit or Coverad Service. All Copayments are due at the time of visit ar
sarvice,

“Covered Service™ means a dental service listed as covered in this Certificate of Cowerage for
which benefits are provided to Enrolless

"Dental Emergency” means a dental condition manifesting itself by acute symptoms of sufficient
seventy, including severe pain o infection guch thal a prudent layperson, who possesses an
average knowledge of health and dentisiry, could reasonably expect the absence of immediate
dental attention to result in: (i) Placing the health of the individual, or wilh respect to 8 pregnant
woman the health of the woman or her unbom child, in serious jeopardy: (i) Serous impairment o
bedily functions; or (lii} Serious dysfunction of any bodily organ or part

“Dentist” means a person licensad to practice dentistry in the state whare treatment s prowided

“Denturist” means a person licensed to practice denturism in the state whers treaiment is
provided. Benefits for Covered Services provided by a Denturist will be provided if (i) the service
is within the lawful scope of the licanse, and (i) the Contract would have provided benefits if the
Covered Service had been performed by a Dentist.

“‘Dependent” means a Member's spouse, domestic partner, or Child, who s eligible and enrclled
for coverage. For the purposes of the Contract, all terms and benefits available to a spouse shall
apply equally to domestic partners.

“Enrollee”™ means a Member or a Dependent.

“Experimental or Investigational® means a service that is delerminad to be expenmeantal or
investigational. In determining whether sarvices are Experimental or Investigational, the Company
will consider the following:

@ Whether the services are in general use in the dental community in the State of Washington;
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1.13

1.14

1.15

147

1.19

1.20

1.21

b. Whether the services are under continued scientific testing and research;

& Whather the services show a demonstrable banefit for a particular iliness, disease, or condition;
and

d. Whether the services are proven safe and effective.

=General Office Visit Copayment” means the Copayment the Enrcllee must pay for each visit for
gmergency, ganeral, or orthodonbic treatrment.

upember” means an employea of the Policyholder or a member in good standing with the
Policyholder, who is efigible and enrolled for coverage

“Mon-Participating Provider” means a Dentist or Denturist, who is not empioyed by or under
contract with the Company or Participating Provider to provide dental services,

“Participating Provider” means Willameatte Dental Group, P.G., and the Dentists and Denturists
who are employees of Willamette Dental Group, P.C. The Parlicipating Provider contracis with tha
Company to provide Covered Services to Enrollees. The Participating Provider agrees to charge
Enrollees only the Copayments specified in the appendices for Covered Services.

“Pollcyholder” means Bremeron Metal Trades Council, the legal entfity, including approved
affiliates and subsidiaries thal the Contract is issuad 10,

“Pramium” means the monthly payment the Policyhalder must submit 1o the Company, including
any Enrcllee contributions, for coverage of each Enrcliee

“Reasonable Cash Value” means the Participating Provider's usual and customary fee-for-
service price of senvices.

“Service Copayment” means the Copayment the Enrollee must pay for each dental service.
Service Copayments are in addition to the General Office Visit Copayment or the Specialis Offica
Visit Copayment.

*Specialist” means a Dentist professionally qualified as an endodontist, aral pathologist, oral
surgeon, orthodontist, pedsatric dentist, pericdontist, or prosthodontist.

“Specialist Office Visit Copayment™ means the Copayment the Enrofiee must pay for aach visit
for specialty treatment, including: endodontic services. oral surgery, periodontic services, or
prosthodontic services
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Section 2 Eligibility and Enrollment

21

2.2

23

2.4

2.5

Eliglble Employess. Emplovess must a. work the minimum number of hours reguired by the
Policyholder i be eligible for coverage; or b, be a union member in good standing with the
Policyholder to ba eligible for coverage. Employees become eligible for coverage on the first day
of the month upon compietion of the waiting period required by the Policyholder.

Eligible Family Members. The aligible employee must enroll to include coverage for eligible family
mamiars. The Policyholder or Company may require prool of eligibility penodically.

221 The spouse of the Member or the domaestic partner of ihe Member is aligible for coverage
as a Dependent.

2.2.2 A Child is aligible for coverage as a Dependent to age 26,

2.23 A Child is eligible as a Dependent beyond the limiting age H all of the following conditions

ana met:

@ The Ghildis and continues to be incapabile of self-sustaining employment by reason of
a developmental disability or physical disability.

b. The Child is and continues o be chiefly dependent wpon the Member (or Member's
Spouse of Member's comestic partner) for suppert and maintenanca,

€. The Policyholder provides proof of such incapacity and dependency fo the Company
no later than 31 days after the Child's attainment of the limiting age. Proof may be

raquested annwally,

initial Enrollment Period. The eligible employea must submit an enrollment application ta the
Policyholder for himsaifiherself and any eligible family members 1o be covered no later than 31
days after attaining initial eligibility. Coverage begins on the date the eligible employes attains
instial eligibdity. Eligible employees and their eligible family members who do not enroli during the
inidial enrgliment peniod may enrcll only during an open enrcliment period or a special enrcliment
period.

Open Enroliment Period. Eligible employees and their efigible family members may enroll during
the open enrcliment pariod by submitting an enroliment application to the Policyhclder. Coverage
will begin on the anniversary date of the Contract

Special Enroliment Perlod. A special enrolimant pariod is granted for employees and thes eligible
family mambers after the triggering evenis described below,

251 Birth or Adoption. Eligible employees and their eligible family members may enroll
following the birth or adoplion of an eligible Child by submitting an enroliment application
to the Policyholder, If additional Premium is required, the additional Premium must be paid
no later than B0 days after the eligible Child’s date of birth for a newbarn Child or 60 days
after the date of placement for adoption. Coverage will begin on the newbom Child's date
of birth or on the adopded Child's date of placement far adoption, Coverage for an enralled
newbom Child includes, but i3 not limited to banefits for Covered Services provided for
treatmend of congenital anomalies from the date of birth
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252 Newly Acquired Family Members. Eligible employees and iheir newly acquired family
members may enroll following marriage or registration of a domestic partnershap; couwn
appointed legal guardianship of a Child; or issuance of a OMCS0 by submitting an
enrclimant application and the applicable Premium to the Policyholder no later than 80
days after the event, Eligible employeeas or aligible family members may enroll if he’she
becomes newly aligible for premium assisiance under Children's Health Insurance
Program (CHIP) or Medicaid by submitting an enroliment application and the applicable
Premium to the Palicyholder no Later than 60 days after the determination for eligibility of
premium assistance. Coverage will bagin on the first day of the month after receipt of ihe
enroliment application.

263 Loss of Coverage. Eligible employees or their efigible family members may enroll
following the loss of coverage under another dental plan. Reasons for the loss of coverage
may include exhaustion of COBRA continuation coverage, loss of ligibility (including as a
result of legal separation, divorce, dissolution of domestic partnership, death, termination
of employment, or reduction in the number of hours of employmant), lermination of
prarmium assistance under CHIP or Medicaid, or reduction in employer contribution towards
coverage. An enroliment application must be submitied no later than 31 days after the loss
of coverage or no later than 60 days if the loss of coverage was CHIP or Medicaid.
Coverage will begin on the first day of the month after receipt of the enrcliment application.

002L-WAZT(5/23)Rev0723 4



Section 3 Premium Provisions

3.1 Payment of Promium. The Premium for each Enrolles is due on the Premium due date, which is
the first day of each month, The payment of the Premium for all Enrollees must be submitted to
the Company in a single lump sum. A 30-day grace pericd is granted for payment of the Pramium
If the Premium ks unpaid at the end of the grace period, the Company will be released from all
further cbdigations under the Coniract. Cnly Enrollees for wihom the Company has received the
Premium payment are entidled o Coverad Services,

3.2 Payment of Premium when Coverage s Conlinued, If the Enrolles is ebgible for continuation
rights and elects to continue coverage, the Enrollee must submit timely payment of the Pramium

through the Policyholder

3.3 Return of Advance Payment of Premium. If the Policyholder submits early payment of the
Premium prior to the fermination of the Contract, the Company will rétum the wnearmed Pramium
to the Policyholder. Prior writlen notice of the intent 1o terminate in accordance with the Contract
must be provided. The Policyhelder must promptly notify all Enrcliees of the termination of the
Confract. If an Envolles receives Coverad Senices after termination or during any paricd for which
the Premium is unpaid, the Participating Provider is entitled to recover the Reasonable Cash Value
of the senvices provided.

DO2L-WA2T (523 Revl72d 5



Section 4 Dental Coverage

4.1

4.2

4.3

4.4

4.5

Agreement to Provide Covered Services. The Company shall provide benefits for prescriced
Coverad Services listed as covered in the appendices. Covered Servicas musl be provided by tha
Participating Provider, except as specified otherwise. All Covered Services are expressly subject
to the Copayments, exclusions, limitations, and all other provisions of the Contract. Enrclleas may
freely contract at any time to obtain health care services outside of the Contract or for services not
covered under the Gontract on any terms or condilions acceptable to the health care provider and
Enroliee,

Referrals. The Parlicipating Provider may refer Enroflees fo a Specialist or Non-Participating

Provider for Coverad Services. The Company agrees to provide benefs for Covered Services

provided by a Specialist or Non-Participating Provider anly if:

a. Tha Participating Provider refers the Enrolies;

b, The Coversd Sarvices are specifically suthorized by the Participating Provider's refarral, and

g, The Covered Services are ksted as covered in the appendices and are not othanwvise Bmiled o
excluded.

Dental Emergency.

4341 Paricipating Providars will provide treatment for Dental Emergencies duning office hours,
The Compamy will provide benefils for Covered Services provided by Participating
Providers for treatment of a Dental Emergency. If the Participating Providers’ offices are
closed, the Enrolles may sccess afler-hours telephonic clinical assistance by calling the
Appoiniment Center at 1.855 4DENTAL (1-855-433-6825). There is nd cost for aeoessing
after-hours telephanic clinical assistance

4,32 The Enmlles may seek treatmen! for a Demtal Emergency from a Mon-Participating
Prowiger If the Enrolles is more than 50 miles from any Participating Provider office. The
Compamy will reimburse the Enrollee up to the out of area emergency reimpursement
amount less any Copayments specified in Appandix A for the cost of the Covered Services.
The Ensollee must submit & written request for reimbursement to the Company no later
than B months after the date of serdee, The written request should include the Enrcllea’s
signature, the attending Mon-Paricipating Provider's signature, and the attanding Non-
Participating Provider's itemized stalement. Addslional information, including X-rays and
other data, may be requested by the Company o process the request. The benefit for out
of area Dental Emergency treatment will not be provided if the requested information is not
recahied.

Dual Coverage. A Member may nof be covered more than once as a Member under the Contract.

Coordination of Benafits. This coordinaton of benefits (COB) provision applies whan a pargon
has dental coverage under more than one Plan. Pian Is defined balow,
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4.61 The Order of Benaft Determination Rules govern the order in which sach Plan will pay a
claim for benefits. The Pian thal pays first s called the Primary Plan. The Primary Plan
must pay benefits according to its policy terms withowt regard (o the possibility that anothar
Plan may cover some expenses. The Plan that pays after the Primary Plan is the
Secondary Plan. The Secondary Plan may reducs the banefits it pays so that payments
fram all Plans do not excead 100% of the total Allowable Expense

4.6.2 Definitions

a A Plan is any of the following that provides benefits or services for medical or dental
care of Ireatment. If saparate confracts are used to provide coordinated coverage for
members of a group, the separate contracts are considered parts of the same Plan
and thera is no CGOB among those separate confracts, However, if COB rules do nof
apply to all contracts, or 1o all benefits in the same contract, the contract or benefit to
which COB does not apply is treated as a separate Plan.

1. Plan incluges: group, individual or blanket disability insurance contracls, and group
or individual contracts issued by health care service confractors or health
maintenance organizations (HMO), Closed Panel Plans or other forms of group or
individual coverage; medical care components of long-term care contracts, such
as skilled nursing care; and Medicare or any other federal governmental plan, as
permitted by law.

2. Flan does not incluge: Hospital indemnity or fved payment coverage or other oad
indamnity or ficed payment coverage; accident anly coverage; specified disease
or specified accident coverage, limited benafit health coverage, as defined by state
law, school accident type coverage; benefits for nonmedical components of long-
term care policies; automobile insurance policies required by statule o provide
medical benefits; Medicare supplement policies, Medicaid coverage; or coverage
under other federal governmental plans, unless permitted by law

3. Each contract for coverage under 1 or 2 is a separate Plan. If a Plan has two parts
and COB rulas apply only to one of the two, each of the parts is treated as a
soparate Plan.

b. This Plan means, in a COB provision, the part of the contract providing the health care
banefits to which the COB provision applies and which may be reduced because of the
benefits of other Plans. Any ofher part of the contract praviding health cane benefits is
separate from This Plan, A contract may apply one COB provision io certain banafis,
such as dental benefits, coondinating only with similar benefits, and may apphy anothaer
COB prowvision to coordinate other benefis,
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¢ The Order of Banefit Detlermination Rules determine whether This Flan |s a Pnmary
Plan or Secondary Plan when the person has health care covarage under mone than
one Plan. Whan This Plan is pimary, it determines payment for its benefits first before
ihose of any cther Plan without considering any other Plan’s banefits. When This Plan
is secondary, il determines its benefits after those of another Plan and must make
payment In an amount so that, when combined with the amaunt paid by the Primary
Plan, the total benefits paid or provided by all Plans for the claim equal 100% of the
total Allowable Expensa for that claim. This means that whan This Plan is secondary,
it must pay the amoun which, when combined with what the Primary Plan paid, totals
100% of the highest Allowable Expense. In addition, if This Plan is secondary, it must
calculate its savings (its amount paid subtracted from the amount it would have paid
had it been the Primary Plan) and record these savings as a benefit reserve for the
covered parson, This reserve must be used to pay any expenses during that calendar
year, whether or not they are an Allowable Expense under This Plan. H This Plan is
secondary, it will not be required to pay an amount in sxcess of its madmum banefit
plus any accrued savings.

d. Allowable Expense is a health care expense, including deduclibles, coinsurance and
copayments, that is covered at least in part by any Plan covering the person. When a
Plan provides benafits in the form of services, the Reasonable Cash Value of each
sarvice will be considered an Allowable Expense and a benefit paid. An expense that
ls not covered by any Plan covering the person is not an Allowable Expense. The
Allowabla Expense for the Secondary Pian is the amount it allows for the service in the
abgence of other coverags thal is prmary,

g. The following are examples of axpenses that are not Allowable Expanses:

1. The differance between the cost of a semi-privale hospital room and a private
hospital room is nol an Allowable Expense, unless one of the Plans provides
coverage for private hospital room expenses.

2. |f a person is covered by two or mare Plans that compute their benefit payments
on the basis of usual and cusiomary fees or relative value schedule reimbursement
method or other similar reimbursement method, any amount in excess of the
highest reimbursament amount for a specific banefit s not an Alowable Expensa.

3. i a person is covered by two or more Plans that provide benefits or services on
the basis of negotiatad fees, an amount in excess of the highest of the negotiated
fees is not an Allowable Expense.

f Closed Panel Plan is a Plan that provides health care benafits 1o covered persons in
the form of services through a panel of providers who are primarily emplayed by the
Plan, and that excludes coverage for services provided by other providers, except in
cases of emargency or refermal by a panel member.

g. Custodial Parent is the parent awarded custody by & court decrea or. in the absence
of @ court decres, is the parent with whom the Child resides more than one half of the
calendar year excluding any temporary visitation.

463 Order of Benefit Determination Rules. When a person is coverad Dy two or more Plans,
the rules for defermining the order of benefit payments are as follows:
a. The Primary Plan pays or provides its benefits according to its terms of coverage and
without regard to the benefits under any other Plan,
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b. Except as provided in subsection ¢, a Plan that does not conlain & coordination of
benefits provision that is consistent with state regulation reganding coordination of
banefits is always primary unless the provisions of both Plans state that the complying
Ptan is primary.

c. Coverage thal is obtained by wvinuwe of membership in @ group and designed o
supplament a part of a basic package of benefits may provide that this supplementary
coverage s excess to any other parts of the Plan provided by the contract holder,
Examples include major medical coverages that are supenmposed over hospial and
surgical benefits, and insurance type coverages that are written in connection with a
Closed Panel Plan to provide out-of-netwark benefits,

d A Plan may consider the benefits paid or provided by another Plan In calculating
payment of its benefits only when it Is secondary to that other Plan.

e Each Plan determines its order of benefits using the first of the following rules that
apply:

1. MNondependent or dependent. The Plan that covers the person other than as a
dependent, for example as an employes, membar, policyholder, subscriber or
refires is the Primary Plan and the Plan that covers the person as a dependent is
the Secondary Plan. However, if the person is a Medicare beneficiary and, 83 8
result of federal law, Medicare is sacondary to the Plan covenng the person as a
dependent, and primary ko the Plan covering the person as other than a dependent
(e.g., a retirad employee), then the order of benafils between the two Plans is
reversed so that the Plan covering the person as an employes, member,
policyholder, subscriber or refiree is the Secondary Plan and the other Plan is the
Primary Plan,

2. Dependant Child covered under more than one Plan. Undess there is a court
decree stating otherwise, when a dependent Child is covered by more than one
Plan the order of benefits is determined as follows:

{a) For a dependent Child whose parents are married or are living together,
whatner or nod they have ever been marmed: the Plan of the parent whose
birthday falis earfier in the calendar year is the Primary Plan, or if both parents
hanve the same bithday, the Plan that has covered the parent the longest is
the Primary Flan.

(0} For a dspendant Child whose parents are divorced or separated or not lnving
together, whether or nol they have ever been marmied:

(i} W a court decree states that cne of the parents is responsible for the
dependent Child’s health care expenses or health care coverage and the
Plan of thal parent has actual knowledge of those terms, that Plan is
primary. This rule applies to claim determination periods commencing
after the Plan is given notice of the court decres;

{iy W& courl decree states one parent is to assume primary financial
responsibility for the dependent Child but does mol mention responsibility
for health care expenses, the Plan of the parent assuming financial
responsibility is primary;

(i} If & court decres states that both parents are responsible for the dependent
Child's health care expenses or health care coverage, the provisions of
subparagraph (a) above determine the order of benefits;
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() If & court decree states that the parents have joint custody without
spaecifying that one parent has responsibility for the health care expenses
or health care coverage of the dependent Child, the provisions of
subsection (a) above determine the order of benefits; or

(v} If there is no court decree allocating responsibility for the dependant
Child's health care expenses or health care coverage, the order of benefits
for the Child are as follows:

»  The Plan covering the Custodial Parent, first;
» The Plan covering the spouse or domestic partner of the Custodial
Pargnd, Second,
The Plan covering the noncustodial parent, third; and then
»  The Plan covering the spouse or domestic parines of the noncustodial
parand, st
{c) For a dependent Child covered under more than ona Plan of individuals who
are nod the parents of the Child, the provisions of subsection {a) or {b) above
determine the order of benefits as if those individuals were the parents of the

Chidd,

3. Active employes or relined or laid-0ff employee. The Plan that covers a person as
an active employee, that is, an employes who is neither laid off nor retired, is the
Primary Plan. Tha Plan covering thal same person as a retired or laid-off employee
is the Secondary Plan. The same would hold true if a person (s a dependent of an
aciive employee and that same person is a dependent of a retired or laid-off
employee. If the other Pian does not have this rule, and as a result, the Plans do
not agree on the order of benefits, this rule is ignored. This rule does not apply if
thie rule under section &, 1. can determine the order of benefits.

4, COBRA or state continuation coverage. If a person whose coverage is provided
under COBRA or under a right of continuation provided by state or other federal
law is coverad under ancther Plan, the Plan covering the person as an employee,
member, subscriber or retiree or covering the person as a dependent of an
employes, member, subscriber or retiree is the Primary Plan and the COBRA or
state or olher faderal conbnuation coverage is the Secondary Flan, If the other
Plan does not have this nule, and as a result, the Plang do not agres an the ardar
of benefits, this rule is ignored.  This rule does not apply if the rule under secton
&.1. can determing the order of benefits.

5. Longer or shorter length of coverage. The Plan that covered the parson as an
amployee, member, policyholder, subscriber or retiree longer is the Primary Plan
and the Plan that covered the person the shorer period of time is the Secondary
Plan.

6. If the preceding rules do nol determine the order of benefits, the Allowable
Expanges mus! be shared equally between the Plans meeling the definiion of
Pian, In addition, This Plan will not pay more than it would have paid had it been
the Primary Plan.
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454 Effect on the Benefits of This Plan. When This Plan is secondary, it may reduce its
banefits so that tha total benefits paid or provided by all Plans during a claim detarmination
peried are not more than the fotal Allpwable Expenses. In determining the amount to be
paid for any claim, the Secondary Plan must make payment in an amount so that, when
combingd with the amouwnt paid by tha Primary Plan, the total banefits paid or provided by
gll Fians for the claim egual one hundred percent of the tofal Allowabde Expense for that
claim. Total Allowable Expense s the highest Allowable Expensa of the Primary Plan or
the Secondary Plan. In addition, the Secondary Plan must credit to its Plan deductibla any
amounts i would have credited to i#s deductible in the absance of other haallh cara
Coverage.

4.5.5 Right to Receive and Release Meeded Information. Certan facis about dental care
coverage and senices are neaded o apply these COB rules and o delermine benefis
payable under This Plan and other Plans. The Parlicipating Provider may get the facts it
neads rom or give them 1o other crganizations or persons far the purposs of applying thasa
rules and determining benefits payable wnder This Plan and other Plang covering the
person claiming banefits. The Participating Provider need not tell, or get the consent of,
any person fo do this. Each person claiming benefs under This Plan must give the
Participating Provider any facts it neads to apply those rules and determine benefits
payabla,

4.56 Facllity of Payment. Iif payments that should have been made under This Plan are made
by another Plan, the issuer has tha right, at its discretion, to remit to the other Plan the
amount it determines appropriate to satisfy the intent of this provigion. The amounts pald
o the ofher Plan are considened benefils pasd under This Plan, To the exdent of such
payments, the msuer is fully discharged from liability under This Plam,

4.6.7 Right of Recovery. The issuer has the right i recover axoess payment whenever it has
paid Allowabds Expenses in excess of the maximum amount of payment necessary to
satisfy the imtent of this provision. The issuer may recover excess payment from any
piargon o whom or for whom payment was made or from any other issuwers or Flans,

4,568 If an Enroiles is covered by more than ona Flan, and ihe Enrpliee does nod know which s
the Primary Plan, the Enrcllee may contact any one of the Plans to wverify which Plan is
primary. The Plan the Enrcllee contacts is responsible for working with the other Plan to
determine which is primary and will lat the Encolles know within 30 days. Plans may have
timaly claim filing requirements. If the Enrallea or provider feils to submit a claim to &
secondary Plan within that Plan's claim fing time limit, the Plan can deny the claim. If the
Enrollee experiances delays in the processing of a ciaim by the Primary Plan, the Enrollee
or provider will need to submi a claim 1o the Secondary Plan within its claim filing time limit
to prevent a denial of the claim. To avoid delays in claims processing, If an Enrolles s
coverad by more than one Pian, the Enrofles should promplly repor o providers and Plans
any changes in coverage.
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Section 5 Exclusions and Limitations

5.1 Exclusions. The Company does nol provide benefits for any of the following conditions,
treatments. sarvices, or for any direct complications or consequences thersofl. The Company does
nol provide benefits for excluded services even if approved, prescribed, or recommanded by a
Participating Provider.

514

5.1.2

5.1.3

514

51.7

5.1.8

5.1.9

51.10

51.11

5112

6113

Bridges, crowns, dentures, or prosthetic devices requiring multiple treatment dates or
fittings, if the prosthetic item is installed or delivered mare than 60 days after termination
of coverags,

The completion or delivery of treatments or services performed or initiated peor to the

effective date of coverage under the Contract, including the following:

a. Endodontic senvices and prosthodontic services,

b. An appliance or modification of one, if an impression for it was made prior to the
effective date of coverage under the Contract; or

c. A crown, bridge, or cast or processed restoration, if the tooth was prepared prior to the
efective date of coverage under the Contract.

Such services are the Eability of the Enrolles, prior dental plan, and provider.

Endodontic therapy completed more than 60 days afler termination of coverage.

Exams or consultations needed solaly in connection with a senvice that is not covered.
Expenimental or Irvestigational services and related exams or consuliations.

Full mouth reconstruction, including the extensive resioraton of the mouth with crowns,
bridges, or implants; and occlusal rehabiitation, including crowns, bridges, of Implants
used for the purpose of splinting, altering vertical dimension, restorng occlusions, or
comrecting aftrition, abrasion, or arosion,

Hospitalization care outside of a dental office Tor dental procedures, physician services, or
facility fees, except as covered under Section 5.2.5.

Maxiliofacial prosthetic services.
Nightguards,
Personalized restorations.

Plastic, reconsiructive, o cosmelic surgeny and other services, which ane primanty
intendad to imprave, alter, or enhance appearance.

Prescription and over-the-counter drugs and pre-medicabions.,

Provider charges for a missed appointment or cancelled appointment without 24 hours
prior motice,
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5.1.14

B.1.1E

5116

5147

6.1.18

5.1.1%

5120

51

6.1.22

6.1.23

5.1.24

5.1.26

Replacement of lost, missing, or stolen dental appliances.
Replacement of dental appliances that are damaged due to abuse, misuse, or neglect
Replacement of sound restorations.

Services and related exams or consullations that ara not within the prescribed treatment
plan andlor are not recommended and approved by the Paricipating Provider,

Services and related exams or congultations to the exiend they are not necessary for the
diagnosis, cara, or treatmeant of the coanditicn invalved.

Sarvices by any person other than a Dentist, Danturist, hygienist, or dental assistant within
e scope of hisiher licenge,

Servicas for the treaimant of an injury or dissase thal s covered under workers'
compensation or that are an employer’s responsibility,

Sarvicas for the treatment of injunies sustained while practicing for or competing in a
professional athletic contest of any kind

Services for the treatment of intentionally self-inflicted injuries.

Services for which coverage is available under any federal, state, or ather governmental
program, unless required by law

Searvices that are not listed as covered in the appendices.

Services where there is no evidence of pathology, dysfunction, or disease other than
coviried praventive servicas.

6.2 Limitations,

5.2.1

522

Altermate Services. I altemathve services can be used to freat a8 condition, the service
recommended by the Participating Provider is coverad, In the event the Enrollee elacts a
service that is more costly than the service the Participating Provider has approved, the
Enrolies is responsible for the Copayment for the recommended covered senvice plus the
cost differential between the Reasonable Cash Value of the recommeanded servica and the
Reasonable Cash Value of the more costly requested service,

Congenital Malformations. Services listed In Appendix A wisch are provided 1o cormect
congenital or developmental malformations which impair functions of the teeth and
supporting structuras will be coverad for Dependent Children if dental necessity has been
established, Dental necessity means that treatment is primarily for the purpose of
coniraling or eliminating infection, controlling or eliminating pain, or restonng function
Orhognathic surgery is covered as specified in Appendix A, if the Participating Provider
determines orthognathic surgary is dentally necessary and authorizes the orthognatheg
surgery for freatment of an Enrollee who is under the age of 19 with congenital or
devalcpmental malfermations.
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523

524

5.2.5

5.286

82T

Endodontic Retreatment.

a. When the initial rool canal therapy was performed by the Participating Provider, the
retreatrnent of the root canal therapy will be coverad as part of tha initial treatment for
the first 24 months. After 24 months, the applicable Copayments will apply.

b, Whan the initial rogd canal therapy was performed by a Mon-Participating Provider, the
refreatment of such root canal therapy by the Paricipating Provider will be subject to
the applicable Copayments.

General Anesthesia. General anesthesia is covered with the Copayments specified in

Appendix A cnly if the following criteria are met:

g I is performed in a dental office;

b It is provided in conjunction with a Coverad Service, and

c. The Paricipaling Provider delermines that it is necessary because the Enrolles is
under age 7, developmentally disabled, or physically disabled

Hospital Setting. The services provided by a Dentist in a hospital setting are covered if

the fallowing criteria ara mat:

a. A hospital or similar setting ks medically necessary,

b. The services are authorized in writing by the Paricipating Provider,

c. The services provided are the same services that would be provided in a dental office;
and

d. The applicable Copayments are paid

Replacements. The replacement of an existing denture, crown, inlay, onlay, or other

prosthetic appliance is covered if the appliance is more than 5 years old and replacement

is dentally necessary dus to one of the following conditions:

a.  Atooth within an exisling denture or bridge is exiracted;

b. The existing denture, crown, inlay, onlay, of othér prosthetic appliance or restoration
cannot ba made serviceable; or

€. The existing denture was an immediate denture to replace one or more natural teeth
extracted whila coverad under the Contract, and replacement by a permanant deniure

i NECESSAry.

Restorations. Crowns, casts, or other indirect fabricated restorations are covered only if
dentally necessary and if recommended by the Participating Provider. Crowns, casts, or
other indirect fabricated restorations are dentally necessary if provided for treatrment for
decay, traumatic injury, or substantial loss of tooth structure undermining one or more
cusps and the tooth cannot be restored with a direct restorative material or the tooth is an
abutmeant io a covered partial denture or foced bridge.
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Section & Termination Provisions

B

6.3

6.4

Termination of Coverage. Coverage for Enrollees will terminale on the earliest of the following:
6141 Onthe date the Contract is terminaied.

6.1.2 On the last day of the month for which the Premium is paid, if the Pramium is nol received
alt the end of the grace period as specified in Saction 3.

6.1.3 Onthe last day of the manth during which eligibdity ends or continuation rights expire.

6.1.4 Onthe last day of the month with 30 days’ prior writtan notice to the Enrodles of good cause
for termination. Good cause includes, bt is nof limied to, a documenied inability to
eelablish or mainiain an appropriate provider-patient relationship with the Paricipating
Provider, threals or abuse lowards the Participating Provider, office staff, or other patients,
or nonpayment of Copayments.

6.1.5 If coverage terminates for the Member, it will terminate for the Dependents coverad undar
the Memiber,

Faise Statements. False statements or withholding information, with intent to affect eligibility or
enrollment, affect the risks assumed by the Company, or mislead the Company into providing
Covered Services it would not have otherwise provided, is a material breach of the Contracl. Any
ineligitle person mistakenly enrolied will not be entitled to Coverad Services. The Company is
entitled to repayment for the Reasonable Cash Value of the Covered Services provided during the
period of ineligibility from the ine¢ligible person and any person responsible for making false
slatements

Cessation of Benefits. No person is entitled (o Covered Serices afler iesmination of the Cantract
Termination of the Contract ends all obligations of the Company to provide Covered Services, even
if the Enrollee was receiving treatment while the Contract was in force or needs treatment for any
existing condition, except as specified otherwise.

Continuation Rights. The Policyholder agrees to administer continuation of coverage n
accondance with state and federal lews and notify all Enrolless of their right to continuation of
coverage. For more information regarding continuation rights, Enrollees should contact the
Policyholder,

6.4.1 Federal or State Mandated Continuation Coverage. Coverage for Enrollees may
conlinue during a leave of absence taken in accordance with any federally-mandated or
state-mandated leave act or law

6.4.2 COBRA. Under the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA),
as amended, cerain circumsiances, called qualifying events, give Members and some
Dependents the right to continue coverage beyond the time it would ordinarily end. Federal
law governs COBRA continuation rights and obligalions. The Palicyholder is responsible
for administering COBRA continuation coverage.
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6.5

6.8

6.4.3

B.4.4

Labor Disputes. If a Member's compensation is suspended or terminated as e result of

a sfrike, lockout, or other labor dispute, coverage may continue for up o & months if the

Member pays the Premium to the Policyholder as il becomes due, including the employer's

portion, if any. The Palicyholder ghall notify the Member in writing of the right to continue

coverage, The Premium rates during a wark stoppage are equal to the Premium rates in

place before the work stoppage. The Company may change the Pramium rates abiiading

to the prowvisions of the Contract. Coverage will terminate on the earfiest of the following

avants:

a. The lasi day of the maonth for which the Premium is paid, if the Premium is unpaid at
the and of the grace peniod;

b The last day of the 8 month following the date the work stoppage began;

£. The last day of the month afier the Member begins full-time amploymesnt with andtier
employer; or

d  The date of terminalion of the Contract.

If coverage is no longer available to the Mermber under the Conlract, then the Member may

purchase an individual dental plan from the Company at a premium rale consistent with

premium rates filed with the Washington State Office of the Insurance Commissioner.

Leave of Absence. Coverage may be continued during a temporary, employer approved
leave of absence for up 1o 3 months

if coverage ends because continuation rights expire, coverage may reinstate pursuant to
applicable federal or state law, if the Enrollee satisfies the applicable ebgibiity and
enrciiment requireamanis.

Reinstatement. The probationary pericd is waived for employees who are rehired no later than
&0 days after employment terminates. The probationary period is waheed for Members who become
imeligible for coverage due o a reduction of work hours, if the employes becomes eligible again no
later than 80 days after the date coverage was terminated. Coverage will begin on the first day of
the month following the date of re-hire or re-eligibility for coverage.

Extension of Benefits. Benafits for the following senices that require multiple appointments. may
extend after coverage ends. Enrollees who are terminated for good cause or faillure 1o pay the
Premium are not eligible for an exdension of banefis.

B.E1

6.6.2

6.6.3

Crowns or Bridges. Adjustments for crowns o bridges will be coverad for up to & months
after placement, if the final impressions are faken prior to termination and the crown or
bridge Is placed no later than 0 days after termination.

Removable Prosthetic Devices. Adjustments for removable prosthetic devices will be
coverad for up 1o & monihg afier placement, if final impressions are lakem prior to
termination and the prosthesis |s delivered no later than 60 days after termination
Laboratory relines are not covered after termination.

Immediate Dentures. The delivery of Immediate dentures will be covered, o final
imprassions are taken prior to termination and the immediate dentures are defivered no
later than 60 days after termination. If coverage terminates prior to the extraction of teeth,
the extractions will not be covered,
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6.6.4 RootCanal Therapy. The complation of root canal therapy will be covared if ihe root canal
is staried prior to termination and treatment is completed no leter than B0 days after
termination. Pulpal debndement is nol a rood canal start.  If the rool canal requires
retreatment after 60 days from termination of coverage, retreatment will nol be covensd,
Restorative work following root canal therapy is a separate procedure and not coversd
afler termnination.

6.6.6 Extractions. Post-operalive checks are coverad for 80 days from the dale of the extraction
for axtractions performead prior to termination. If teeth are exiracted in preparation far a
prosthetic device and coverage berminates prior to the final impressions, coverage for the
prosthetic device will not be extended. Extraclions are a separale procedure from
prosthetic procadures.
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Section 7 General Provisions

71

7.2

Subrogation. Covered Services for the diagnosis or treatment of an Injury or disease, which i
possibly caused by a third party, are provided solely to assist the Enrollee. By providing Covered
Services, the Company and the Participating Provider are not acting as wolunteers and are not
walving any right to reimbursement or subrogation.

TAA

T.1.2

T.1.3

T4

If the Company and Participating Provider provide Covered Services for the treatment of

an injury or disease, which is possibly caused by a third party, It willi

a Be subrogated to the rights of the Enroliee to recover the Reasonable Cash Value of
the Covered Services provided, and

b, Have securily interests in any damage recovaries to the extent of all payments made
of the Reasonable Cash Value of the Covered Services provided, subject to the
Emitations specified below.

As a condition of receiving Covered Services, the Enrolles shall:

a. Provide the Company and Participating Provides with the name and address of the
parties lable, all facts known concemning the injury, and olfer imformation as
reasonably requested;

b. Hold in truest any damage recovenies unbl the final determination or settiement is made
and to execute a trus! agreement guarantesing the Company's and Participating
Provider's subrogation rights; and

¢. Take all necessary action 10 seek and obtain recovery to reimbursa the Company and
Participating Provider for the Reasonable Cash Value of the Covered Services.

The Enrollea is entitled 1o be fully compensated for the loss. After the Enrollee has been
fully compensated for the loss, the Company and Participating Previder are entitled to the
remaining proceeds of any setement or judgment that results in a recovery from the third
party or third party’s insurer{s) up to the Reasonable Cash Value of the Covered Senvices

provided

Services payable under any motor vehicle medical, mator venicle no-fault, undennsured or
uninsured motorist, personal injury profection, homecwner's, commercial premises
coverage, workers' compensation, or ather similar contract or insurance are nof coverad.

Complaints, Grievances, and Appeals.

T7.21

Complaints.

a.  Enrolleas are ancouraged to discuss matters regarding service, care, or treatment with
the Participating Provider and Participating Provider's staff. Mes! matters can be
regohved with the Participating Provider and Paricipating Provider's staff.

b. [f the Enroliee requests a specific service, the Pariicipating Provider will use his/her
judgment to determine if the service is dentally necessary. The Paricipating Previder
will recommend the most appropriate course of treatmedt

¢. Enroliees may also comtact the Member Services Depariment wilh questions or
complaints at:
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Willamette Dental of Washington, Inc.

Attm: Member Services

6950 NE Campus Way

Hillsborp, DR 97124-5611

1.855 4DENTAL (1-855-413-8825)

d. If the Enrollee is unsalished after discussion with the Participating Prowvider,

Participating Provider's staff, or Member Services Department, grievance and appeal
procedures ang available,

T.22 Grievances.

a, A grievance Iz a writien complaint expressing dissatisfaction with a service provided
by the Company or other matters related to the Contract. The Enrollea should cutling
hisfher concerns and specific request in writing. The Enrollee may submit comments,
documents, and other relevant information. Grievances must ba submitied to tha
Member Services Department no later than 180 days after the event occurmed

b. The Compamy will review the grievance and all information submitted. The Company
will provide a writhen reply no later than 30 days after receipt. If additional time is
nesded, the Company will provide wrtten notification of the reason for the delay and
the extension of time allowed, per applicable state and federal laws. If the grievance
invalves;

1. A preauthorization, the Company will provide a written reply no later than 15 days
after the recaipt of a writlen grievance.

2. BGemvices deemed Experimental or Investigational, the Company will provide a
written reply no later than 20 working days after the receipt of a written grievance

3. Services not yet provided for an alleged Dental Emergency, the Company will
provide a reply no later than 72 hours of the receipt of a written grievance.

o If the grievance is denied, the written reply will include informatiocn about the basis for
e dECesicn, how 1o appeal, and other disclosuras as required undar state and fedesal
kEnws.

7.23 Appeals.

a. An appeal ks a request for review of a denial, reduction, or termination of, or & failure
1o provide of make payment, @ whole of i part, fof 8 Coverad Service. An appeal
must be submitted in writing to the Member Services Depariment no later than 180
days alfter the date of ihe denial, reduction, or termination of, or a failure fo provide or
make payment, in whobea or in part, for a Covered Service. The Enrollee showld indicabe
the reazon for the appeal and may nclude written comments, docurmants, records, ar
any refevant information.

b.  The Company will review the appeal and all information submitted. The Company will
provide & written reply no tater than 60 days after the receipt of & writhen request for an
appeal. If the appeal invahves;

1. A preauthorization, the Company will provide a writhen reply no later than 30 days
after tha recaipt of a written request for an appeal.

2. Services deemed Experimental or Investigational, the Company will provide a
writben reply no later than 20 working days afier the recelpt of a writlen request for
an appeal,

3. Bervices not yet provided for an alleged Dental Emergency, the Company will
provide a reply no later than 72 howrs of the receipt of a written request for an
appaal.
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T.3

T4

7.6

T.E

T.T

7.8

7.9

7.10

e Ifthe appeal is demied, the written reply will include the basis for the decision and other
disclosures as required under state and federal laws.

7.24 Authorized Representative. Enrollees may authonze another person to represent the
Enrgllee and to whom the Company can communicate regarding a specifiic grievance or
appeal. The authorization must be in writing and signed by the Enroliee. The appeal
process for an appeal submitted by a represeniative of the Enrolles will not commeance
until this authorization is recaived. If the written authorization i not recened by the
Company, the grievance or appeal will ba closed,

Rights Mot Transferable. The benefits of the Contract are not transferable.

Modification of Contract. Modification of the Contract becomes binding when it is in writing and
gigned by an officer of the Company.

Force Majeure. If the provision of benefits available under the Contract is delayed or rendered
impractical due to crcumstances not within the Company's reasonable contral, including but not
limited tor, major disaster, labor dispute, complete or partial destruction of facilities, disability of a
material number of the Participating Providers, or similar causas, the Company and its affiates
ghall not have any kabildy or obdigation en account of such delay or fafure to provide benefits,
except to refund the amount of the uneamed advanced Pramium held by the Company on the date
such event cccurs. The Company s required 1o make a good-faith effort fo provide benefits, taking
infe account the impact of the event.

State Law and Forum. The Contract is entered info and delivered in the State of Washington
Washington law will govern the nterpretation of provisions of the Contract unbess federal law

supersedes.

Waiver and Severability. If the Company does not enforce a provision of the Contract, it will not
constitute 8 waiver of that or any other provision ai amy tirme n the future. f any provision of the
Conftract is dectared unenforceable by a court having jurisdiction, the provision is ineffective onby
io the extent declared unenforceable. The remainder of the provision and all other provisions of
the Contract shall continue in full force and effect

Notices. Motices required by the Contract must be in writing and sent by first-class United States
Mail, overnight delvery service, personal delivery, or electronic mail. Motices are deamed given
when deposited in the United Siafes mail, delivered in parscn, or sent via email. Notices will be
addressad io the Policyholder at his/her last address appearing in the records of the Company, or
atdressed o the Company at- B850 NE Campus Way, Hillsbora, OR 97124-5611

Clerical Error. Clerical errors will nol invalidate coverage or extend coverage, Upon discovery of
an error, the Pramium, Copayments, or fees will be adjusted. The Company may revise any
contracheal document issued in amor.

Statements. In the absence of fraud, staterments made by the Policyholder or an insured person
are representations which the Company may rely upon. Statements made for the purpose of
|oquiring coverage will not void the coverage or reduce benefits, undess contained in a writlen
instrurnant signed by the Policyholder or the insured person.
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Appendix A - Schedule of Covered Services and Copayments

Adult Plan (Age 19 and Over)

Office Visit Copayments
Goneral OMco VISK CODBYTTIBL ... i i i dimianinsis st riam i aat s Arem s et st nnsass S0
SPECIBHEL OCE WK KO DB TTIBIM. ... mrimraiarinssis s bt st d s e emts s ans s mems feemtnssmrarreeearrrre ryaransrmeees el

Code Procedure Enrallee Pays

1. Diagnostic and Preventive Services

D020 Periodic oral evaluation - established pathent a0
DO0140 Limited aral evaluation - problem focused S0
D0145 Oral avaluation for patent under 3 years of age and counseling with primary caregiver 30
DO150 Comprehensive oral evaluation - new or established patient 50
D060 Deladed & extensve oral evaluation - problam focused, by report i
D070 Re-evaluation - limited, problem focused (established patient; not post-operative visi) §0
DO180 Comprehensive percdontal evaluation - new or established patient 0
00210 Intracral - complete sanes of radiographic images £0
D0220  Intraoral - perigpical-first radiographic image &0
D0230  Intraoral - periapical each adddtional radiographic image &0
00240 Intracral - occclusal radiographic image 0

DO250 Extra-oral - 20 projection radiographic image

DOZT0  Bitewing - single radipgraphic image

D0272 Bitewings - two radicgraphic images

DO2v3  Bitewings - three radiographsc images

DOEva  Bitewings - four radiographic images

DO2TT  Vertical bitewings - ¥ to 8 radicgraphic images
DO330 Pangramic radiographic image

DO240 20D cephalometric radivgraphic image

DO350 2D eralffacial photographic image obtained intraorally or extracrally
D0425 Caries susceptibifity tesis

DO460  Pulp vitality tests

00470  Diagnostic casts

D1110 Prophylaxis - adult

D1120 Propihwlaxs - child

01208 Topecal application of fluoride varmigh

D1206 Topical application of fluoride - excluding vamish
D1310  Mutritional counseling for control of dental disease
01320 Tobacco counseling for the control and prevention of oral disease
01330 Oral hyglene instructiong

01351 Sealant - per tooth

01354 Application of canes arresting medicament - par tooth
01355 Caries preventive medicament application - per tooth
D1510 Space maintainer - fixed - unilateral - per quadrant
D1518 Space maintainer - fixed - bilateral, maxillary

D517 Space maintainer - fixed - bilateral, mandibukar

CEELEE e EB 8888 BBBELEae

D1520 Space maintainar - removable - unilateral - per quadrant 50
D1526 Space maintainer - rermovable - bilateral, maxillary 50
D1527 Space maintalner - removable - bilateral, mandibular 50
01551 Re-cement or re-bond bilateral space maintainer - maxillary 50
D1552 Re-cement or re-bond bilateral space maintainer - mandibular 50
D1553 Re-cement or re-bond unilateral space maintainer - par quadrant 50
01656 Removal of fixed unilateral space maintainer - per quadrant &0

Current Dental Terminglogy (COT) & 2022 American Demtal Association
All rights reserved
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D1557 Removal of fixed bilateral space maintainer - maxillary 0

01558 Removal of fixed blateral space maintamer - mandibukar &0
2. Restorative Services

D2140 Amalgam - 1 surfaca, primary or permanent 520
02150 Amalgam - 2 surfaces, primary or penmanent 820
D180 Amalgam - 3 surfaces, primary or penmanent 520
02181 Amalgam - 4 or more surfaces, primary or permanent 520
02330 Resin - based composie - 1 surface, antericr 520
02331 Resin - basad composite - 2 surfaces, anterior 520
02337 Fasin - based composite - 3 surfaces, anterior 520
D2335 Rasin - based composite - 4 or more surfaces involving incisal anghe (antarior) 520
02380 Resin - based composite crown, antesior g20
02381 Resn - based composite - 1 surfaca, posterior 520
D2392 Resin - based composite - 2 surfaces, posterior 320
023283 Resin - based composite - 3 surfaces, posterior 520
D2304 Resin - based composile - 4 or mone surfaces, posterior 520
D2510 Inday - medallic - 1 surface 3150
D2520 Inlay - metallic - 2 surfaces §1&0
D2530 Inlay - metaliic - 3 or more surfaces 3150
D2542 Onlay - melallic - 2 surfaces &150
D2542 Onlay - metallic - 3 surfaces 5150
D2544 Onlay - metallic - 4 or more surfaces 5150
D2610 Inlay - porcelainicaramic - 1 surface 5150
02620 Inlay - porcalainicaramic - 2 surfaces £150
02630 Inlay - porcelainiceramic - 3 or more surfaces £150
D2642 Onlay - porcalain/ceramic - 2 surfaces £180
D2843 Onlay - porcelain/casamic - 3 surfaces %150
D2644 Onlay - porcelainiceramic - 4 or more surfaces 5150
3. Crowns

D2710 Crown - resin based composite (Indirect) 5150
D2740 Crown - porcelain/ceramic 5150
D2750 Crown - porcedain fused 1o high nobée metal 3150
D2T80 Crown - % cast hagh nobée metal 31580
D270 Crown - full cast gh noble metal 5150

02810 Re-cement or re-bord inlay, onlay, or partial coverage restoraton
02820 Re-cament of ré-bond crown

D2628 Prefabricated porcelain / caramic crown = parmanent tooth
02829 Prefabricated porcelain ! ceramic crown = primary tooth
02830 Prefabricated stainless steel crown - primary tooth

02931 Prefabricated stainless steel crown - permanent tooth
02932 Prefabrcated resin crown

02533 Prefabricated stainbess steel crown with resin window
02940 Protective restoration

D2850 Cora buikdup, including any pins wien reguired

D2851 Pin retention - per tooth, in addition to restoration

D2854 Prefabricated post and cone in addition to crown

02955 Post removal

02857 Each addibonal prefabricated post - same 1ooth

D2e75 Coping

C2E80 Crown répalr necessitated by restorative material failure

LELLEEBEEEEBEBES

4. Endodontics
03110 Pulp cap - direct (excluding final restoration)
03120 Pulp cap - indirect (excluding final restoration)

8
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D3zzo

Dazz21
Da3230
D2240
D330
Da3z0
Da330
D3331
D333z
D3333
D3346
03347
D3348
D3351

Das52
D3353

D3410
D3a21
D3425
D3428
D430
D450
D247
D3472
D3473
03811
D3820
3821
D3850

Therapeutic pulpciomy (excluding final restoration) - removal of pulp coronal to the
dentinocemantal junction and application of madicament

Pulpal debridement, primary and parmanent teath

Pulpal therapy (resorbabde filling) - antarior, primary tooth (excluding final restoration)
Pulpal tharapy (rescrbabbe filling) - postenor, prmary footh (excluding final restoration)
Endodontic therapy, anterior tooth (excluding final restoration)

Endcodontic therapy, premaolar tooth (excluding final resioration)

Endodontic therapy, malar (excluding final restaration)

Treatment of root canal obstruction; non-surgical access

Incomplete endodontic therapy, inoperable, unrestorable or fractured tooth

internal repair of perforation dgefects

Retreatment of previous roof canal therapy - anterior

Retreatment of previous root canal therapy - premolar

Fetreatment of previous root canal therapy - molar

Apexification/recalcification - initial visit (apical closura/calcific repair of parforations, root
resorption, efc.)

Apexification/recalcification - interdm medication replacement
Apexification/recalcification - final visit (inchides completed root canal therapy - apical
clogure/calcific repair of perforations, roof resorplion, atc.)

Apicosciomy - anterior

Apicoectomy - premolar (first roof)

Apicoectomy - molar {first roct)

Apicoeciomy - (each additional root)

Retrograde filling - per root

Rool amputation - per root

Surgical repair of root resorpbon - anbanios

Surgical repair of root resorption - pramolar

Surgical repair of rood resorplion - molar

Infragrifice barrier

Hemisection (ncluding any root remowval), not including root canal therapy
Decoronaticn or submergence of an erupted looth

Canal preparation and fitting of a preformed dowel or post

5. Periodontics

D420
Da211
D240
Da241

Dazag
Da280

D4261
D4263
Dt 264
D270
D4273
Da274

D277

Gingivectomy ar gingivoplasty - 4 or more contiguous testh or iooth bounded spaces per
uadrant

glnuﬁmﬂumy ar ginglvaplasty - 1 to 3 contiguous teeth or tooth bounded spaces par

auadrant

Gingival flap procedures, including roed planing - 4 or more contiguous teeth or toath

bounded spaces per quadrant

Gingival flap procedure, including root planing - 1 to 3 contiguous teeth or tooth bounded

spaces per quadrant

Clinical crown lengthaning - hard tissua

Osse0us surgery (including elevation of a full thickness flap and closure) - 4 or more

contiguous teeth of loolh bounded spaces per quadrant

Osseous surgery (including elevation of a full thickness flap and dlosure) - 1 to 3

contiguous teeth or looth bounded spaces per quadrant

Bone replacement graft - retained natural tooth - first site in guadeant

Bone replacement graft - retained nafural tooth - each additional site in quadrant

Pedicla soft lissue graft procedure

Autegencus connactive tissua graft procedure (including donor and recipient surgical

sites) first tooth or edantulows tooth position in graft

Mesialidistal wedge procedure, single toath (when not performesd in conjunction with

surgical procedures in the same anatomical area)

Free soft tissue graft procedure (including recipient and donor surgical sites), first tooth or

adentulows tooth position in grafl
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D4278 Fres soft tissue graft procedure (including recipeant and denor surgical sites), each

additional contiguous tooth or edentulous tooth position in same graft site 5100
D4283 Autogenous connective tissue graft procedure (incleding donor and reciplent surgical

sites) — each additional contiguous tooth or edeniulous looth position in the same graft sie 3700

D4341 Periodontic scaling and root planing - 4 of mone teeth per quadrant 350
04347 Periodontic scaling and root planing - 1 to 3 testh per quadrant $50
D4346 Scaling in presence of generalized moderate or severe gingival inflammation = full mouth,

after oral evaluations 50
D4355  Full meuth debndement to enable a comprehensive oral evaluation and diagnasis on a

subsequent visit 50
D4381 Localzed delivery of antimicrobial agents via a controlied rélease vehicle into diseasad

crevicular issue, per tooth 50
D4910 Periodontic maintenance £0
B. Prosthodontics - Removable
D5110 Complete denture - maxillary $200
05120 Complete denture - mandibular 200
05130 Immediate denture - masdllary $200
05140 Immediate denture - mandibular F200
05211  Maxillary partial denture - resan base (including any retentivelclasping materials, rests and

teath) £200
D5212 Mandibular partial derture - resin base (including any retentive/ciasping materials, rests

and teeth) £200
D5213 Maxillary partial denture - cast maetal framewark with resin denture bases (including any

retentivelclasping materials, rests and teelh) S200
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including any

ratentivelclasping materials, rests and teeth) £200
D5282 Removable unilateral partial denture — one piece cast metal (including retentiva/daspng

materials, rests, and teath), maxilkary 5200

D5283 Removable unilateral partial denfure = one péece cast metal (including retertive/ciasping

materials, rests, and teath), mandibular 2200
05284 Removable unilateral partial denture — one péece flexible base (including retentive/clasping

materials, resis, and teeth) — per quadrant 5200
D5286 Removable unilateral partial denture — one piace resin (including retentive/clasping

materials, resls, and teeth) — per quadrant 2200
05410 Adjust complete denture - maxillary 50
D5411  Adjust complete denture - mandibular 50

D5421 Adjus! panial denture - maxiltary

D5422 Adjust parial denfure - mandibular

D5511 Repair broken complete denfure base, mandibular

05512 Repair broken compiete denture basa, maxilkary

D520 Replace missing or broken teeth - complete denture (each tooth)
D511 Repair resin partial denture basa, mandibular

D5612 Repair resin partial denfure base, maxilary

05621 Repair cast partial framework, mandibukar

05622 Repair cast partial framework, maxiliary

D5630 Repair or replace broken retentiveiclasping materials - per tooth
D5840 Replace broken teeth - par tooth

D5650 Add tooth to esdsting partial denfure

D5880 Add clasp to existing partial dentwre — per tocth

D5670 Replace all teath and acryiic on cast melal framewark (maxillany)
D5671 Replace all teeth and acrylic on cast metal framework (mandibular)
05710 Rebase complete maxillary denture

05711 Rebase complete mandibular denture

DE720 Rebase maxillary partial denture

05721 Rebase mandibular partial denture

BELBEEBEBEEEBEBEBEES
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D5730
D5
L5740
D574
O&750
DE751
DETEO
DETET
DETES
D5B10
DeE11
DSE20
DsB21
DEBSD
D5E51
D5EG3
D5E64
D5865
D5866
D3596G

Reling complete maxilary denture [direc)

Reline complate mandibular denture (drect)

Reline maxillary partial denture (dinect)

Reline mandibular partial denfure (direct)

Reling complete meaedilary denfure (indirect)

Raline complete mandibular denture (indirect)

Reline maxillary partial denture {indirect)

Reline mandibular partial denture (indirect)

Soft iner for complete or partial removable denture — Indirect
Interirn complate denture {maxillary)

Interirn complate denture (mandibular)

Interirn partial deénture (including retentivaldasping matedals, rests, and teeth), maxillary

Interirn partial dendure {including refentive/clasping materials, resis, and teeth), mandibular

Tigsue conditioning, maxillary
Tisswe conditioning, mandibular
Overdanture - complete maxillary
Owardanture - partial maxillary
Cwverderture - complate mandibular
Owerderture - partial mandibular
Fluoride gel carrier

7. Prosthodontics - Fixed

DE210 Pontic - cast high noble metal

DE240 Pontic - porcelain fused to high moble metal

DE241 Pontic - porcelain fused to predominanily base metal

DB545 Refainer - cast metal for resin bonded fixed prosthesis

DE720 Retainer crown - resin with high noble metal

DEYS0 Retainer crown - porcelain fused to high noble metal

DETED Retainer crown - 4 cast high noble metal

DE7S0 Retainer crown - full cast high noble metal

D&E930 Re-cement or re-bond fixed partial dantura

DE880 Fixed partial denture repair necessitated by restoratve matarial failure

B, Oral Surgery

D7111 Esxtraction, coronal remnants - primary tooth

D7140 Extraction, erupted tooth or exposed root (elevation andfor forceps removal)

D7210 Extraction, erupted tooth requiring removal of bone andfor sectioning of tooth, and
including elevation of mucoperiosteal flap if indicated

DYZ20 Removal of impacied tooth - soft issue

D7230 Removal of impacted tooth - pantially bony

07240 Removal of impacted tooth - completely bony

D7241 Removal of impacted tooth - completely bony, with unusual surgical complications

D7250 Removal of residual tooth roots (cutting procedure)

D7280 Oroantral fistula closure

D7261 Primary closure of a sinus perforation

D7270 Tooth reimplantation andlor stabilization of accidentally evulsed or displaced tooth

DT280 Exposure of an unerupted tooth

D7283 Placement of device bo facilitale ensption of impacted tooth

07281 Transseplal fiberotomy/supra crestal fiberctomy, by report

O7310 Alecloplasty in conjunction with extractions - 4 or more teeth or tooth spaces, per
quadrant

D7311  Alveclopiasty in conjuncton with extractions - 1 to 3 leeth or tooth spaces, per quadrant

Ov3z20 .ﬁ.lumpluly nat in conjunction with extractions - 4 or mone teeth or iooth spaces, per
quadran

D7321 Alvecloplasty not in conjunction with extractions - 1 to 3 teeth or tooth spaces. per

gquadrani
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07340
07350

CT471
L7510
D7520

D7540
D550
DTe7T0
D7810
D7e11
O7853
D761
D7e70
D7eT

Vestibuloplasty - ridge axtension (secondary epithelialization) 75
Vestibuloplasty - ndge extension (including soft tissue grafis, muscle reattachrment,
revision of soft tissue attachment and management of hypertrophied and hyperplastic

Eissuee) S75
Removal of laleral exoatosis {mawlla or mandible) 575
Incizion & drainage of abscess - intracral soft tissue 0
Incigion & drainage of abscess - axiraoral soff issue 0
Removal of foreign body from mucosa, skin or subcutaneous alveolar tissue £0
Removal of reaction producing foreign bodies, musculoskeletal system 20
Partial ostectomy/sequestrectomy for removal of non-vital bone 50
Alveolus - closed reduction, may include stabilizaton of testh 50
Suture of racant small wounds up to 5 em &0
Complicated suture - upto 5cm ¥ &0
Bone replacement graft for ridge preservation - par site T
Buccal f labial frenectomy (frenulectormy) 575
Excision of hyperplastic tissua - par arch 575
Excision of pericoronal gingiva £75
Orthognathic surgery for freatment of congenital anomalies for enrolled T5% of charges

Children under age 15 - Subject 1o a lifetime benefit maximum of 33,000

9, Adjunctive General Services

E110 Palliative (emergency) treatment of dental pain - minor procedure &0
08120 Fixed partial denture sectioning 30
DE222 & DS223 Deep sedation'general anesihesia First 30 Minutes: 5250
Each Additional 15 Minutes: 30

08230 Inhalation of nitrous coddelanalgesia, anxichysis 310
DB310 Consultation - diagnostic service provided by dentist or physician other than requesting

dentist or physiclan
Do420 Hospial or ambulatory surgical canter call 5125
09430 Office visit for obsarvation (during regularly scheduled hours) - no other services

performed 30
D340 Office wisit - after regularly scheduled hours 220
Da810 Application of desensitizing medicament 50
D9811 Application of desensitizing resin for cervical and/or root surface, par tooth 50
D651 Occlusal adjustmeant - limited &0
DS970 Enamel microabrashon 50

Out of Area Emengency Reimbursement All charges in excess of 5150

{The Enrollee s reimbursed up to 5150 per visit.)
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Child Plan (Age 18 and Under)

Office Visit Copayments
Ganaral Ofice Vislt Copaymint............... ... misssioi s fossisrmreses s srersssasseesenss, §20
Specialist Office Vish COPayment...........oo s ST TR VT PSRN, . . | |

Code  Procedure Enrolles Pays

1. Diagnostic and Preventive Services

D0120 Periodic oral evaluation - established paftient S0
D0140 Limited oral evaluation - problem focused £0
D0145 Oral evaluation for patient under 3 years of age and counseling with primary caregiver 50
00150 Comprehansive oral evaluation - new or established patient 0
00160 Detailed & exdensive oral evaluation - problem focused, by report &0
00170 Re-evaluation - limited, problem focused (established patient, not post-operative visit) 50
00180 Comprehensive periodontal evaluation - new or established patiant 0
DOZ10  Intraoral - complete series of radicgraphic images 50
DO220 Inracral - periapical-first radiographic image 80
DO230 Intracral - periapical each additional radiographic image 80
DO240  Intracral - occlusal radiographic image S0
DO250 Exdra-oral - 2D projection radiographic image S0
DO2T0 Bitewsng - single radiographic image 50
DO272 Bitewings - two radiographic images $0
DO273 Bitewings - three radicgraphic images &0
D274  Bilewings - four radiographic images &0
D277 \ertical bitewings - 7 to B radiographic images 50
DO330 Panoramic radiographic image 50
DO340 2D cephalometric radiographic image 50
DO250 2D eralfacial photographic image obtained intracrally or extracrally g0
DO425 Carles susceptibility tests 30
DO450  Pulp vitality tests 80
DO470 Diagnostc casts s0
D110 Prophylasas - aduit &0
L1120 Prophylaxis - child &0
01208 Topical application of fluoride vamish 0
01208 Topical application of flusride - excluding vamish 50
D1310 Nutritonal counseling for control of dental disease 50
D1320 Tobacco counseling for the control and prevention of oral disease 50
01330 Oral hygiene instructions S0
D1351 Sealant - per tooth 50
D354  Application of caries armesting medicament - per tooth 50
D1355 Caries preventive medicament application - per tooth 50
01510 Space maintainer - fixed - unilateral - per guadrant &0
D1516 Space maintainer - fixed - bilateral, maxiltary &0
1517 Space maintainer - fived - bilateral, mandibutar 20
D1520 Space maintainer - removable - unilateral - per quadrant 30
D1526 Space maintainer - removable - bilateral, maxillary 50
D1527 Space maintainer - removabile - bilateral, mandibular 50
D1351 Re-cement or re-bond bitateral space maintainer - madllary 50
01552 Re-cement or re-bond bilateral space maintainer - mandibular 50
D1553 Re-cement of re-bond unilateral space maintainer - per quadrant 50
D1556 Removal of fied unilateral space maintainer - par quadrant &0
D1557 Removal of fixed bilateral space maintainer - maxillary &0
D1558 Removal of fixed bilateral space maintainer - mandibular 50
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2. Restorative Services

C2140
02150
L2160
a3
02330
D23
D233
D2335
D2380
D236
Dr23g2
D383
D394
02510
D2520
Cr2520
D2542
D2543
D2544
D210
D2s20
D2630
DGa2
02643
DGa4

Amalgam - 1 surface, primary o permanent
Amalgam - 2 surfaces, primary or permanant
Amalgam - 3 surfaces, primary or permanént
Amalgam - 4 or more surfaces, primary or permanent
Rasin - baged composite - 1 surface, anterior

Resin - baged composite - 2 surfaces, anterior

Resin - baged composite - 3 surfaces, anterior

Riegin - based composite - 4 or more surfaces involving incisal angle (ameriar)
Resin - based composite crown, anterics

Resin - based composite - 1 surface, posterior

Resin - based composita - 2 surfaces, postenos
Resin - based composida - 3 surfaces, posteror
Resin - based composite - 4 or more surfaces, posienor
Inlay - metallic - 1 surface

Inlay - metallic - 2 surfaces

Inlay - metallic - 3 or mone surfaces

Onlay - metallic - 2 surfaces

Onlay - matalic - 3 surfaces

Onlay - metallic - 4 or more surfaces

Inday - porcelain‘ceramic - 1 surface

Inlay - porcelain/ceramic - 2 surfaces

Inlay - porcelain/ceramic - 3 or more surfaces

Onlay - porcelainiceramic - 2 surfaces

Onlay - porcelainiceramic - 3 surfaces

Onlay - porcelainiceramic - 4 or more surfaces

1. Crowns

Dz27in
D2740
D2750
D27e0
D2ve0
D2910
D2620
D2a28
D2a2a
D283n
D831
D283z
D2933
D2940
D2950
D2951
D2954
D2855
D267
D2a75
D28a0

Crown - resin based composite (indirect)

Crown - porcalain/ceramic

Crown - porcelam fused to high moble metal

Crown - % cast high noble metal

Crown - full cast high noble metal _
Re-cemend or re-pond inlay, onlay, or partial coverage restoration
Re-cameant of re-bond crown

Prefabricated porcelain / caramic crowm — permanent (ooth
Prafabricated porcelain / ceramic crown — primary tooth
Prafabricated stainless steal crown - primary tooth
Prefabricaled stainless steel crown - permanent tooth
Prefabricated resin crown

Prefabricated slainkess steal crown with resin window
Protective restoralion

Core buildup, inciuding any pins wien raguired

Fin retention - per tooth, in addition to reshoration
Prefabricated post and core in addition 1o crown

Post removal

Each additional prefabricaled post - same tooth

Coping

Crown repair necessitated by restorative material failure

4. Endodontics

D3110
D120
D3220

D322

Pulp cap - direct {(excluding final restoration)
Pulp cap - indirect (excluding final restoration)

Therapeutic pulpotormy (excluding final restoration) - removal of pulp coronal 1o the

dentinocamental junction and application of medicamant
Fulpal debridement. primary and permanent teelh
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D320
D3240
D310
Da3z0
D330
D33M
D332
033323
D33486
D347
D3348
D3351

D3352
03353

03410
D342
D3426
D3426
D3430
D3450
D347T1
D3472
D3473
Dagi
Da3s20
D3521
D3ss0

Pulpal therapy (resarbable filling) - anterior, primary tooth (excluding final restoration)
Pulpal therapy (resorbable filling) - postericr, primary tooth (exciuding final restoration)
Endodontic therapy, antericr tocth (excluding final restoration)

Endodontic therapy, pramolar tooth (excluding final restoration)

Endodontic therapy, molar (excluding final restoration)

Treatment of root canal obstruction, non-surgical access

Incomplate endodontic therapy, inoperable, unrestorable or fractured tooth

Intermal repair of perforation defects

Refreatment of previcus root canal therapy - antersor

Refreatment of previous root canal therapy - prermolar

Refreatment of previous root canal therapy - molar

Apexification/recalcification - initial visit (apical ciosuralcaleific repair of perforations, root
resarption, etc.)

Apexificationrecalcification - inferim medication replacemsant
Apexification/recalcification - final visit (incledes completed root canal therapy - apical
closurel/calcific repair of perforations, root resorption, atc.)

Apicoactarmy - anterior

Apicoectormy - pramalar (first root)

Apicoactormy - mokar (first rool)

Apicosctomy - (each additional roof)

Retrograde filkng - per rool

Root amputation - per root

Surgical repair of roct resorption - anterior

Surgical repair of rool resorption - premolar

Surgical repair of roo resorption - malar

Intragrifice barrier

Hemisection (including any root remaoval), not including root canal therapy
Decoranation or submergance of an enupted tooth

Canal praparation and fitting of a preformed dowal or past

5. Periodontics

D4210
Da211
D240
C4241

D248
Da260

D4261
D263
Dt 264
D270
D273
D274
D277

D278

Gingivectomy or gingivoplasty - 4 or mone contiguous teeth or looth bounded spaces per
quadrant

Gingivectormy or gingivoplasty - 1 to 3 contiguous teeth or iooth bounded spaces per
guadrant

Gingival flap procedures, including root planing - 4 or more contiguous teeth or tooth
boundad spaces par quadrant

Gingival flap procedure, including root planing - 1 to 3 contiguous teeth or tooth bounded
spaces par quadrant

Clinical crown lengthening - bard lissue

Osseous sungery (including elevation of a full thickness flap and clasure) - 4 or more
contiguous teeth o looth bounded spaces per quadrant

Osseous surgery (including elevation of a full thickness flap and closure) - 1 to 3
contiguous teeth or loeth bounded spaces per quadramn

Bone replacement graft - retained natural tooth - first site in quadrant

Bone replacement graft - retained natural tooth - each additional site In quadrant

Pedicla soft lissua graft procedura

Autogancus connactve tisswa graft procedure (including donor and recipient surgical
sitess) first tooth or edentulous tooth position in graft

Masial/distal wedge procedure, single tooth (when not performed in conjunction with
surgical procedures in the same anatomical area)

Free soft tissue graft procedure (including recipient and donor sungical sitas), first tooth or
edentulous tooth position in graft

Frea soft tisswes graft procedure {including recipiant and donor surgical sites), each
additional configueous locth or edeniulous toath positicn in same grafl sie
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D4283
Da341
D342
D4 348
D355
D381

D4810

Autogenous connective tissue graft proceduras (including donor and recipient surgical
sites) = each additional contiguous 1ooth or edentulous tooth position in the same graft site
Pericdantic scaling and root planing - 4 or more teeth per quadrant

Pericdontic scaling and roct planing - 1 to 3 teeth per quadrant

Scaling in presence of generalized moderate or severa gingival inflammation - full mouth,
after oral evaluations

Full mowth debridement 1o enable a comprehansive oral evaluation and diagnosis on a
subsequent visit

Localized delivery of antimicrosial agents via a controlled release vehicle inlo diseased
crévicular tissue, per tooth

Feripdontic maintenance

6. Prosthodontics - Removable

D5110
D5120
D530
D5140
D5211

D5212
D5213
D5214
D5282
D5283
D5284
D5286

D5410
D5411
D542
D5422
D551
D512
D5520
05611
D5512
Ds&21
D5&22
D5630
DE840
DEE50
D5G560
DEET0
DEETY
D&7T10
D571
D720
DET2
DEr30
D573

Complete denfure - maxillary

Complete danture - mandibular

immediate danture - maxillan

Immeadiate denture - mandibular

Maxiltary partial denlure - resin base (including any retentive/clasping materiaks, rests and
teath)

Mandibular partial denture - resin base (including any retentivelciasping materials, resis
and teath)

Maxillary partial denture - cast metal framework with resin denture bases (including any
retentivel/clasping materiats, rests and teath)

Mandibular partial denture - cast matal framework with resin danture basas (including any
retentive/clasping materials, rests and teeth)

Removable unilateral partial denture — one piece cast metal (including retentiveiclasping
materials, rests, and teeth), maxillary

Remcovable unilateral partial deniure = one piece cast melal (including retentiveiclasping
maberials, resis, and teeth), mandibular

Removable umilateral partial denture — one piece flexible base (incheding retentivel/clasping
matenals, resis, and teeth) — per quadrant

Remaovable unilateral partial denture — one piece resin (including retentive/clasping
materials, resis, and feath) - par quadrant

Adjust complate danturé - maxilany

Adjust complate danture - mandibular

Adjust partial denture - maxillary

Adjust partial denture - mandibular

Repair broken complete denture base, mandibular

Repair broken complete denture base, maxillary

Replace missing or broken teeth - complete denture {each tooth)

Repair resin partial denture base, mandibular

Repair resin partial demture base, masllary

Repar cast partial framework, mandibular

Repair cast partial framework, maxilkary

Repair or replace broken retentiveiclasping materials - per looth

Rigplace brakan lesth - per tooth

Add tooth to exesting partial denturne

Add clasp to existing partial denture = per looth

Reaplace all teeth and acrylic on cast metal framework {maxiltary)

Replace all teeth and acrylic on cast metal framework {mandibular)

Rebase compiete maxilary denture

Rebase complete mandibular denture

Rebase maxiliary partial denfure

Rebase mandibular partial denture

Reling complete maxiflary denfure (direct)

Reline complete mandibular denture (deact)
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DE740
D5741
D&750
DE751
D57B0
DE781
D57E5
Ds5810
D5a11
Ds5a20
D582
D5as0
D5851
D583
D5884
D5aR5
DHaaE
D598E

Reling macdfilary partial denture (direct)

Raling mandibular partial denfure (direct)

Reline complete madllary denture {indirect)

Raling complete mandibular denture (indirect)

Raline maxllary partial denture (indirect)

Ralina mandibular partial denture {indirect)

Soft lines for complete or partial removable denture = indirect

Interim complete denture (maxiland

interim complete denure (mandibukar)

Interim partial denture (including retentive/clasping materials, rests, and teeth), maxillary
interim partial denture (including retentivelclasping matarials, rests, and teath), mandibular
Tissue conditioning, mawdllary

Tissue canditioning, mandibulas

Overdenture - complete maxilary

Overdenture - partial maxillary

Overdentune - complete mandibular

Overdentuns - partial mandibular

Fluaride gel carrier

7. Prosthodontics - Fixed

D&210
DE240
DE241
DE545
DE720
D&750
D&780
DETe0
DE930
D&g80

Pantic - cast high noble metal

Pantic - porcalain fused to high noble matal

Pantic - porcelain fused to predominantly base metal

Retainer - cast metal for resin bonded fived prosthesis

Retainar crown - rasin with high noble metal

Rataingr crown - poroalasn fused o high noble metal

Retainer crown - 34 cast high noble metal

Retainer crown - full cast high noble metal

Fe-cement or re-bond fixed partial denfure

Fized parial denture repair necassitated by restorative material failure

8. Oral Surgery

D7111
07140
DF210

D7220
DT230
D7240
Dr241
D7250
DT260
DT261
07270
Dr2a0
D7283
D7291
D7310

D73
D7320

o73z21
D7240

Extraction, coronal remnants - prirnany tooth

Extraction, erupied footh or expased rook (elevation and/or forceps remaowval)

Extraction, erupied footh requinng removal of bona andlor sectioning of tooth, and

including elevation of mucoperiosteal Aap if indicated

Ramoval of impacted ooth - soft tissua

Removal of impacted tooth - partially bony

Removal of impacted tooth - completely bony

Removal of impacted tooth - completely bony, with unusual surgical complications

Removal of residual iooth roots (cutting procedure)

Oroantral fistula chosune

Primary closure of a sinus perforation

Tooth reimplantation andior stabiization of accidentally evudsed or displaced tooth
of an unerupted tooth

Placement of device to facilitate eruption of impacted ooth

Transseptal fiberctomy/supra crestal ibarciomy, by report

Alvecioplasty in conjunction with extractions - 4 or more teeth or tooth spaces, per

quadrant

Alvecloplasty in conjunction with extractions - 1 to 3 teeth or tooth spaces, per quadrant

Alvecloplasty not in conjunction with extractions - 4 or more teeth or tooth spaces, per

quadrant

Ahsacioplasty not in conjunction with extractions - 1 to 3 teath or tooth spaces, per

gquadrand

Vestibuloplasty - ridge exdension (secondary epithelialization)
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50
50
30
50
S0
50
50
30

50
s0
80
50

50
0
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20
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D7350

D747
D510
D7520
O7530
DTE40
DTES0
OTET0
DFe10
DTe11
DTas3
D7eE1
nyaro
D77

Veshbuloplasty - ndge extension (including soft tisswe grafts, muscle reattachment,
revision of soft lissue attachment and manageament of hypertrophiad and hyparplastic

tissus) 50
Removal of lateral exostosis (maxilla or mandible) &0
Incision & drainage of abscess - infragral soff tissue 0
Incision & drainage of abscess - extracral soft tissue &0
Remaoval of foreign body from mucosa, skin or subcutaneous alveolar tissue 0
Removal of reaction producing foreign bodies, musculoskelatal sysiam &0
Partial cstectomy/sequasirectomy for remowval of non-vital bona 0
Alveoius - closed raduction, may include stabilizatian of teath =0
Suture of recant small wounds up to 5 cm %0
Complicated suture - up to 5 &m 50
Bone replacement graft for ridge preservation - per site &0
Buccal / labial frenectormy {frenulectormy) 0
Excigion of hyperplastic tissue - per arch 50
Excigion of pericoronal gingiva &0
Orthognathic surgery for treatment of congenital ancmalies for enrolled 75% of charges

Children under age 19 - Subject fo a lifetime benefit maxdmum of 3,000

9. Adjunctive General Services

09110 Palliative (emergency) treatment of dantal pain - minor procadura &0
D120 Fixed partial denture sectioning =0
D922 & DB223 Deep sedation/general anesthesia First 30 Minutes: 5250
Each Additicnal 15 Minuwtes: &0
D9230  Inhalation of nitrous oxide/analgesia, amiolysis §10
D5310 Consultation - diagnostic sarvice provided by dantist or physician ather than requastng
dentist or physician 0
D3420 Hospital or ambulatory sungical cenber call 5125
D2430 Office visi for obsarvation {during reguiarly scheduled hours) - no other services
performed 30
D3440 Office visit - after regularly scheduled hours 220
D9910 Application of desensitizing medicameant 0
D9811  Application of desensitizing resin for cenacal andfor oot surface, per tooth 50
D%851 Occlusal adjustment - limited &0
Dg870 Enamel microabrasion 50
Qg of Area Emergency Reimbursement All charges in excess of 5150

{The Enrollee is reimbursed up to $150 per wisit}
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Appendix B - Orthodontic Treatment

1. General Provisions.

a. Orthodontic treatment is covered only if tha Participating Provider prepares the ireatment plan
prior to starting freatment. The treatment plan is based on an examination that must take place
while the Enroliee is coverad under the Contract. The examination must show a diagnosis of
an abnormal occlusion that can be comected by orthodontic treatmeant

b. The Enrellee must remain covered undar the Conract for the entire length of treatment. The
Enrollae must follow the post-treatment plan and keep all appointments after the Ennliee is
de-banded to avoid additional Copayments

c. Copayments may be adjusted based upon the services necessary o complate the treatment if
orthodontic freatment is started prior to the effective date of coverage.

d The Copayment may be prorated if coverage terminates prior to complation of treatment, The
services necessary to complets treatment will be based on the Reasonable Cash Value afiar
coverage terminates

g The Enrolles is responsible for payment of the Copayments listed below for pre-orthodontic
and orthodontic services. The Pre-Onhodontic Service Copayments will be credited towards
the Orhodondic Service Copayment due if the Enfollee accepts the treaiment plan. The
Copayment for limited orthodontic treatment may be prorated based on the freatment plan

{  The General Office Visit Copayment listed in Appendix A is charged at each visit for crhodontic
freatment. Services provided in connection with orhodontic treatment are subject to he
Service Copaymenis isied in Appendix A,

2, Pre-Orthodontic Service Copayment.

Inifial edhodontic axan; e

Sty MO BN KT ...o.eii it sibisads i spiinsiadprdinsisid i it bl iabinn s e 5125

Case prasantation: ... EIJ
3, Orthodontic Service Copayment.

Compremensive Orthodontic Service Copayment: .. (PSRRI v} - 1.1

The following orihodontic proceduras are Coversd sar'.llms undur thls bmaﬁ'r
Da020 Limied orthodontic treatment of the transitional dantition

Da030 Limited crthodontic treatment of the adoalescent dentition

D8040 Leniied crihodontic treatment of the adull dentition

D8070 Comprehensive orthodontic treatment of the transitional dentition
08080 Comprehensive orthodontic reatment of the adolescent dentition
DE080 Comprehensive crifbddontic treatment of the adult dentition
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Appendix C - Temporomandibular Joint Disorder Treatment

Temporomandibular Joint Disorder (TMJ) means a disorder that has one or more of the following
charactenstics: pain in the musculature assodcated with the temporomandibular joint, internal
derangements of the temporomandibular joint; arthritic problams with the temporomandibular joint; or an
abnormal range of motion or limitation of mation of the temporomandibudar joint.

1. Benefits. Benefits for treatment of TMJ are limited o a yvearly banefit maxdimum of 51,000 per
Enrcles and a [ifetime benefit maximum of 35,000 per Enrolles

2. Limitations and Exclusions.
g ThJ treaiment is covered only if the Participating Provider prepares the treatment plan prior to
starting treatment and provides the freatment,
b, The repair or réplacement of lost, stolen, or broken TMJ appliances s not covered
c. Tobe covered, the Covered Services must be

1}
2}

3)
4)
5)

Reasonabde and approgriate for the treatment of TMJ;

Effectve for the conirgd or elimination of pain, infeclion, disease, difficulty in speaking, or
difficulty in chewing or swallowing food, which is caused by TMJ;

Recognized as effective, in accordance with the professional standard of care;

Mot deamed Experimantal or Investigational; and

Mot primanky intended 1o mprove, alter, or @nhance appearance.
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Appendix D - Dental Implants

1. Benefits,

The dental implant services described in this Appendix D are covered for Enrollees if all of the

following requirements are met:

1) A Participating Provider delermines that dental implants are dentally appropriate for tha
Enrodiga.

2} A Participating Provider prepares the treatment plan for dental implants prior to initiating
any implant treatment.

3} Al dental mplant services are provided by a Participating Provider or under a referral from
a Participating Provider.

4) The Enrollee follows the treatment plan prescribed by the Participating Provider

§} The Enrolies makes payment of amounts due

B} The dental imglant service is listed as covered in this Appendix D and i3 not cthenwise
limited or excluded.

Services After Termination of Benefits. |f the Enrollee's coverage ends before the
completion of the dental mplant services, the cost of any remaining treaiment is the Enrolles’s
responsibility

Dental Implant Surgery. The following dental implant services are coverad at 100% up to an
annual dental implant benefit maximum of $1,500 per implant. The annual dental implant
benefit maximum is the maximum dollar amount the Contract will cover for benefits for the
below dental implant services in a calendar year.
CDT Code and Procadure Description
DED10 Surgical placement of implant body; endosteal implant

05011 Second stage implant surgery |

2. Limitations. Tha benefit for dental implants is subject to the following limitations:

a
b

Benefits for surgical placement of a dental implant is limited to 1 per calendar year
Dental implanis 1o replace an exésting bridge or existing denture will not be covered. unless 5
years have elapsed since the placemnent of the bridge or delivery of the denture.

3 Exclusions. The following services are not coverad under this benefit for dental implants:

a,

o n

Any dental impéant services and ralated services that are not listed as covered on this Appandix
D,

Bone grafting.

Cone beam CT X-rays and tomographic surveys.

Dental impiant-supported prosthetics or abutmant-supported prosthetics (crowns, bridges, and
dentures},

A dental implant that was surgically placed prior to the Enrollee’s effective date of coverage
under the Confract and has not received final restoration.

Eposteal, iransosieal, endodontic endosseous, or mini dental implants

Maintenance, repair, replacememni, or completion of an existing implant that was started or
placed by a Non-Participating Provider without a referral from a Participating Provider
Maintenance, repair, replacement, or completion of an existing implant that was started or
placed prior to the effective date of coverage under the Contract.

Traatmant of a primary or transitional dentition
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