DeltaCare USA

Dental benefits made easy

When you enroll in a DeltaCare USA' plan, you'll choose a primary care dentist from our network
of carefully screened, private practice dentists. You must visit your primary care dentist to receive

benefits.?

Convenient services

We make it easy for you — there are no claim
forms to complete, and no plan ID card is
required to receive treatment.

» No restrictions on pre-existing conditions
(except work in progress)

* Access to specialty care and out-of-area
emergency care

A partner in oral health

Your DeltaCare USA plan encourages regular
dental care with an extensive list of covered
services to help you stay healthy.

* Low or no copayments for services like
cleanings and exams

Simple steps
to get started

Budget-friendly costs

With your DeltaCare USA plan, there are no
surprises. You know your copayments, and your
out-of-pocket costs are clearly defined before
treatment begins.

* No deductibles or maximums? for covered
services

+ Pay only your copayment (if any) at the time
of treatment

Set up an online account

Sign up for an Online Services account at
deltadentalins.com. Available once your
coverage kicks in, this free service lets you:

* Access plan information online

* Change your primary care dentist online —
and more

Select a ‘ Pay only
DeltaCare your share
USA dentist i to dentist

' See the inside back page of this brochure for the underwriter of this plan in your state.
2 We recommend that you verify online that the dentist is your selected DeltaCare USA primary care dentist before each appointment.
* Plans with an Accidental Injury Rider have a $1600 annual maximum for accidental injury. Consult your Evidence/Certificate of Coverage.

CYP_DCU_USA_STD&CRT



Plan CAAOQ1 DeltaCare USA Description of Benefits and Copayments

SCHEDULE A
Description of Benefits and Copayments

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

Text that appears in italics below is specifically intended to clarify the delivery of Benefits under the DeltaCare USA
Program and is not to be interpreted as Current Dental Terminology ("CDT"), CDT-2018 procedure codes, descriptors or
nomenclature that are under copyright by the American Dental Association ("TADA™). The ADA may periodically change
CDT codes or definitions. Such updated codes, descriptors and nomenclature may be used to describe these covered
procedures in compliance with federal legislation.

ENROLLEE

CODE DESCRIPTION PAYS
DO100-D0999 . DIAGNOSTIC
DOT120 Periodic oral evaluation - established PatieNt ........viiviieiii et ee et e e e e e e eneens No Cost
DO140 Limited oral evaluation - problem fOCUSEA . ittt r et e ee e e s e r e No Cost
DO145 Oral evaluation for a patient under three years of age and counseling with primary caregiver ........ No Cost
DO150 Comprehensive oral evaluation - new or established Patient .....cvov et No Cost
DO160 Detailed and extensive oral evaluation - problem focused, BY rePort oouive e eeeeirereeeeeeeeeeeenenn No Cost
DO170  Re-evaluation - limited, problem focused (established patient; not post-operative visit) ................ No Cost
DOT71  Re-evaluation - poOSt-OpErative OffiCE VISIt ..vvivire et e e e et te e e e et aaens No Cost
DO180C Comprehensive periodontal evaluation - new or established PatieNt ... eee e e e eeeaans No Cost
DOT90  Screening Of @ Pati@Nt .ov.ieii it ettt e e e e e e et e e e e r e No Cost
DOTIT  ASSESSMENT Of @ PAtIENT 1ottt e e ettt e et e e et r e e e e e e e ar e naans No Cost
DO0210 Intracral - complete series of radiographic images - /imited to 1 series every 24 months ................ No Cost
DO0220 Intraoral - periapical first radiographic IMAGE .ovnenie ettt e e e e No Cost
D0230 Intraoral - periapical each additional radiographic IMage ..o e No Cost
DO0240 Intraoral - occlusal radiographiC HMaOE .o e e et et e et e, No Cost
DO0250 Extraoral - 2D projection radiographic image created using a stationary radiation source, and

o 1= =T of o U, No Cost
DO251 Extraoral posterior dental radiographiC IMaGE .o iir ittt e e et e e e et e e e e rr s No Cost
DO0270 Bitewing = single radiographiC IMAGgE ....iuiii it et ettt v e e e e et e e e e e No Cost
DO272 Bitewings - tWo radiographiC IMaAGES vttt et ettt e e e, No Cost
D0273 Bitewings three radiogramhic MA@ ittt e et r et No Cost
D0274 Bitewings - four radiographic images - limited to 1 series every 6 MONIAS w..uveii et eeeeeeseeeeeeiinns No Cost
DO0O277 Vertical bitewings = 7 t0 8 radiographic IMagES ouiuieiiee ittt et et e e e et e e e e e ere s, No Cost
DO330 Panoramic radiographiC IMagE vt ettt r ettt e e et e e e e et aes No Cost
DO4B0 PUID VitAIEY 188t 1 ieiiiiiii e iirir st e e ettt ettt et e et e e e e e e et et e e e e e e raeaeneenenans No Cost
DIy R DI T- o T4 To T ol o 1) ST No Cost
D0472 Accession of tissue, gross examination, preparation and transmission of written report ................. No Cost
D0473 Accession of tissue, gross and microscopic examination, preparation and transmission of written

=T T T O No Cost
D0474 Accession of tissue, gross and microscopic examination, including assessment of surgical margins

for presence of disease, preparation and transmission of Written report ....ov. v eecvisieiieeeeeaneanns No Cost
DO601 Caries risk assessment and documentation, with a finding of low risk - 7 every 3 yvears .....ccceuueun... No Cost
DO602 Caries risk assessment and documentation, with a finding of moderate risk - 7 every 3 years ......... No Cost
DOB03 Caries risk assessment and documentation, with a finding of high risk - 7 every 3 years .....cc......... No Cost
DO0899 Unspecified diagnostic procedure, by report - includes office visit, per visit (in addition to other

BTV Lol No Cost
D1000-D1999 Il. PREVENTIVE
DO Prophylaxis cleaning - adult - 7 DIT10, D1120 or D4346 per 6 mOnth Period .c..cuueuveereaeeeerenannens No Cost
DN20  Prophylaxis cleaning - child - 7 DIT10, D1120 or D4346 per 6 month Period ......cuvcuueeceieeeerieeneennnn, No Cost
D1206 Topical application of fluoride varnish - child to age 19; 1 DI206 or DI208 per 6 month period ........ No Cost

D1208 Topical application of fluoride - excluding varnish - child to age 19, 1 DI206 or DI208 per 6 month
1= ¢ o o L RO No Cost
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D1310  Nutritional counseling for control of dental diSEaSse ....vcviiriiiii i, No Cost
D1330  Oral Nygiene INSTrUCHIONS tuiuiiiit ittt it ettt ettt e e e ea ettt en e s r st essaasraneaanenne No Cost
D1351 Sealant - per tooth - limited to permanent molars through @ge 15 ....vieiiiiiiiiiiieee e No Cost
D1352 Preventive resin restoration in a moderate to high caries risk patient - permanent tooth - /imited to
PErmMAanent MOoJArs thrOUGN GO 15 .ouiiiiiiiiitie ettt ettt et e ra st et e tananrenraaraernentanaaneas No Cost
D1353 Sealant repair - per tooth - limited to permanent molars through age 15 .....oueeiieeiiiiieiiieniiniiannss No Cost
D1354 Interim caries arresting medicament application - per tooth - child to age 19; 1 per 6 month period No Cost
D1510  Space maintainer - fixed - UNlateral ..o e e a e ens No Cost
D1515  Space maintainer = fixed = DIAtEral ..o e e No Cost
D1520 Space maintainer - removable ~ UNITELEral ..vouiiie i et No Cost
D1525 Space maintainer - removable = DIlAtEIal ..uveieieie i et e No Cost
D1550 Re-cement or re-bond Space Maintainer ... e e e No Cost
D1555 Removal of fiXxed SPaCe Maintainer .ot i et et e e e e e et ratae s s e e cn e earnenenes No Cost
D1575 Distal shoe space maintainer - fixed - unilateral = CAIIT T0 @G 9 vvniniiiiiiiii e No Cost
D2000-D2999 lll. RESTORATIVE
- Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases, liners and acid etch procedures.
D2140 Amalgam - one surface, Primary OF DEIMBNENT ..ottt e ae et e et eae e e eae e e e anaeans No Cost
D2150  Amalgam =~ two surfaces, primary OF PeIMANENT . .iriiiiir e aa s e sn e No Cost
D2160  Amalgam - three surfaces, Primary OF PEIMANENT .uuiuieirinr et rars et et tceatee e ererenenenanes No Cost
D2161 Amalgam - four or more surfaces, Primary OF PEIMENENT ..u.iiiiiviiiiieiiir ettt trerereraaeaens No Cost
D2330 Resin-based composite - one surface, anterior (to0th COIOFEd) .ouviuin et ieeeaeas No Cost
D2331 Resin-based composite - two surfaces, anterior (fOoth COIOred) .ovvuviiiiiiiiiiiii i, No Cost
D2332 Resin-based composite - three surfaces, anterior (00t COIOFEA) ..o r e nreeinas No Cost
D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterior) (tooth colored)
........................................................................................................................................... No Cost
D2390 Resin-based COMPOSIEE CrOWN, @NEeIIOr ittt ettt r e et r s s e e eaans No Cost
D2391 Resin-based composite - one surface, posterior (fF00th COIOred) v $65.00
D2392 Resin-based composite - two surfaces, posterior (footh cOlOred) ..o.ouiiiiiiiiiiiiieiiieeeieiiieans $75.00
D2393 Resin-based composite - three surfaces, posterior (t00th colored) ....ooviviiiiiiiiiiiiiiiiiiiiiianns $85.00
D2394 Resin-based composite - four or more surfaces, posterior (footh colored) ..uooviviviiiiirainiriaiaanans $95.00
D2510  Inlay - Metallic = ON@ SUITACE 2 2 ... i it oottt et e e eee e e e ae e No Cost
D2520 Inlay - Metallic = EWO SUITACES 2 7 o it e e et ben e e e e e e e e er e n e e s iaaaeaeaes No Cost
D2530 Inlay =~ metallic = three oFr MOre SUIFACES 22 ... e e es e e e et es e s e ten e e neeeeeeenns No Cost
D2542 Onlay = Metallic = tWO SUIMACES 2 7 o ior ittt et er s No Cost
D2543 Onlay - Metallic - three SUIMACES 2 7 ooen e ee e e e e e e e e ettt e e e reareetrieeeeeesnas No Cost
D2544 Onlay - metallic = fOUr OF MOKE SUIMACES ® % oot e et reaaraans No Cost
D2610  Inlay - pOrcelain/CaramiC = ONE SUITACE 2 oonie e e e e e e ee e e e e e e e e e e e e e e ee e s ee e e e reeeerree s $250.00
D2620 Inlay - porcelain/ceramiC = tWO SUITACES 2 ...t e e ettt e e e e $300.00
D2630 Inlay - porcelain/ceramic = three OF MOKE SUITACES 2 ... een i e ee e e v e e e e e e eeete e e reettaerrnaasns $350.00
D2642 Onlay - porcelain/CeramiC =~ tWO SUFFECES 2 ..t un e ee e e s e e e et e e e e e e e e e ar e e e e e e e e eieeernearnnns $320.00
D2643 Onlay - porcelain/ceramic = thre@ SUITACES  .ovu. i e e s e e te e eeer e e ereeeseeeseeeeeereraaeeaererenns $390.00
D2644 Onlay - porcelain/ceramic - four Of MOIe SUITACES % ooeern e ee oot ee et ee e $420.00
D2650 Inlay - resin-based composite - one surface (00LA COIOIEAN 2 ur e $150.00
D2651 Inlay - resin-based composite - two surfaces (f00th COIOre) 2 ..uiu et $200.00
D2652 Inlay - resin-based composite - three or more surfaces (t00th COlOred) % .oovumuiiiiiieeeeeeeeeeeeien, $250.00
D2662 Onlay - resin-based composite - two surfaces (F00th COIOFEA)Y 2 oot ee e $200.00
D2663 Onlay - resin-based composite - three surfaces (f00th COIOIEA) 2 ..nv i eeeeeeaaai $250.00
D2664 Onlay - resin-based composite - four or more surfaces (FOOLA COIOIEA) % wonnurniresereeeeeieseierensnns $300.00
D2710  Crown - resin-based COmMPOSIte (INAIFECE) 2 crn it ittt ee et ee et e e e e ee e ee e No Cost
D2710 Crown - resin-based composite (NAIFECE) = (MO/AISY 2 .o e e e e et e e s et e e e e e e e $150.00
D2712  Crown - 3/4 resin-based composite GNAITECE) 2 o .vrrrier e et e e e No Cost
D2712  Crown - 3/4 resin-based composite (INAIreCt) = (MOIAFS) 2 e e e ee e e e ee e $150.00
D2720 Crown - resin With high NOBIE MEtal 7 .ooeene e oo e e e e rrrireaaaaas $100.00
D2720 Crown - resin with high noble Metal = (MOMArS) 2 oo e $250.00

D2721 Crown - resin with predominantly Dase Metal 2 ......oeee er e No Cost
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D2721  Crown - resin with predominantly base metal = (MO/FS) 2 woen oo i e e oot e s $150.00
D2722 Crown - resin With NObIE MELAI 2 ... .ooeie e et No Cost
D2722 Crown - resin With Noble Metal = (MOIrS) 2 oo e e, $150.00
D2740 Crown = POrCEIAIN/CEIAMIC 2 ...oveeeeee et No Cost
D2740 Crown - Porcelain/Ceramic =~ (M0/arS) 2 oot oe e e e e $150.00
D2750 Crown - porcelain fused to high NOBIE METAT 2 ....eee i e ee e e e et $100.00
D2750 Crown - porcelain fused to high noble Metal = (MOArS) 2 e e et eee e $250.00
D2751  Crown - porcelain fused to predominantly Dase Metal 2 ..o irroeeeeeee oo, No Cost
D2751  Crown - porcelain fused to predominantly base metal - (Moars) 2 .oooveiie e $150.00
D2752 Crown - porcelain fused t0 NOBIE MELAT 2 orvrveie e e e, No Cost
D2752 Crown - porcelain fused to Noble Metal = (MOEIrS) 2 e $150.00
D2780 Crown - 3/4 cast high noble MEtal Z ...o...i ettt $100.00
D2781 Crown - 3/4 cast predominantly Base MEtal 2 .....ccee e oo, No Cost
D2782 Crown = 3/4 €ast NObIE MELAl Z ooiiiiuies e e No Cost
D2783  Crown - 3/4 pOrcelain/CeramiC 2 ....oiiiee oo e e e e e e e e e e e e No Cost
D2783 Crown - 3/4 porcelain/ceramiC = (IMOIFrS) 2 oun et $150.00
D2790 Crown - full cast high NOBIE MEal % ... .coeeiie oo e e e e e e e $100.00
D2791  Crown - full cast predominantly Dase MELaAl 2 ....ooeueeeee e eeeeee s ee e e e eeee s e e e eee e No Cost
D2792 Crown - full cast NOBIE MELAL 2 .. ..oiieere e e e et e e e e e e e, No Cost
D2794  Crown = HIEANIUM 2 L.oeiiiiii it ee et e e e et e e e e e e e e e et e e e e e e e e e e e et e e, $100.00
D2910 Re-cement or re-bond inlay, onlay, veneer or partial coverage restoration ....eeeeeeeeieiieeeeaiiennnnanns No Cost
D2915 Re-cement or re-bond indirectly fabricated or prefabricated post and COre ...ovvvvieeieiriiiieninannns No Cost
D2920 Re-CemMENt OF FE-DONG CrOWN ittt ittt ceee e et et e a e st et s e e e et e e e e ee e et er e et eaaenns No Cost
D2921 Reattachment of tooth fragment, incisal edge or cusp (anterior) (tooth colored) w...c.vviveeeevenearin.. No Cost
D2929 Prefabricated porcelain/ceramic crown - primary tOOth = @NEEIIOF «.vvuee e, No Cost
D2930 Prefabricated stainless steel crown = primary t0OLN ..oviii v ri e et v s No Cost
D2931 Prefabricated stainless steel crown = Permanent tOOTh i iiie i e No Cost
D2932 Prefabricated resin Crown - anterior Primary FOOTN ... et r e No Cost
D2933 Prefabricated stainless steel crown with resin window - anterior primary t00th ....cceveeieriieaneennnnn. No Cost
D2940 Proteclive reStOration ... i e et e e r e e e aaans No Cost
D2941 Interim therapeutic restoration - Primary dentition ..o e e e, No Cost
D2949 Restorative foundation for an iNAIreCt reStOratION ...ii.iiuiiriieir et ettt et e e re e e e eaenean No Cost
D2950 Core buildup, including any pinNs WHEN FEOUIFEA .....iviriir i e er e e e e No Cost
D2957T Pin retention - per tooth, in addition tO reSTOratioN ....vi.iie e et e e No Cost
D2952 Post and core in addition to crown, indirectly fabriCated © ..oveeveeie oo No Cost
D2953 Each additional indirectly fabricated post - same tOOth * ....ooiieieeeee e No Cost
D2954 Prefabricated post and core in addition O CrOWN .i.i.ieiis e e et No Cost
D2957 Each additional prefabricated post - SAME LOOLN ..ttt a e ee e No Cost
D2971 Additional procedures to construct new crown under existing partial denture framework .............. No Cost
D2980 Crown repair necessitated by restorative material faillure ..v.ieo et No Cost
D2981 Inlay repair necessitated by restorative material faillure ..o e e No Cost
D2982 Onlay repair necessitated by restorative material faillure .....oov.eoir oo iiiie e et No Cost
D2983 Veneer repair necessitated by restorative material failire ......oiieieeieieeee e e e No Cost
D2990 Resin infiltration of incipient smooth surface lesions - limited to permanent molars through age15. No Cost
D3000-D3999 IV. ENDODONTICS
D310  Pulp cap - direct (excluding final reStOration) ...iuiiiiiviis e et e e e e e e eaenains No Cost
D3120 Pulp cap - indirect (excluding final r@StOratioN) c.iuiiuoie sttt e ettt r et e e e e e enrans No Cost
D3220 Therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal to the

dentinocemental junction and application of MeEdiCAMENT vt ir it e No Cost
D3221 Pulpal debridement, primary and permanent teETh ....uvivceiieieir e et No Cost
D3222 Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development ........... No Cost
D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration) ................ No Cost
D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration) .............. No Cost
D3310  Root canal - endodontic therapy, anterior tooth (excluding final restoration) " .c...oovvveieivieneein.. No Cost

D3320 Root canal - endodontic therapy, premolar tooth (excluding final restoration) ” ...cvevvveveeiineeeinnn, No Cost
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D3330 Root canal - endodontic therapy, molar tooth (excluding final restoration) 7 .v..vvveeeeveeeeeeeeerennnnnn,
D3331 Treatment of root canal obstruction; NON-SUFGICAl BCCESS | vnivrrvrreerseeeereeeseeeseereeeeeerrenseeeeeenees
D3332 Incomplete endodontic therapy; inoperable, unrestorable or fractured tooth 7 ...covvevevnviveiiieeen,
D3346 Retreatment of previous root canal therapy = @nterior 7 ... e e e e eee e e eee e e e e eeeeee s
D3347 Retreatment of previous root canal therapy = PremMolar 7 ..ot e e e
D3348 Retreatment of previous root canal therapy = MOIAr | ...t vtee e e e
D3410  APICOBCIOMY = BNLEEION | ..ot e e e e et e e e et e e e e e e e e
D3421  Apicoectomy = premolar (FIrSt rOOL) | ... ettt
D3425 APICORCtOmMY = MOIAE (FIFSt FOOL) T oot et ee e e e ee e
D3426 Apicoectomy (€ach additioNal FOOLY | .oee et ee et e e e e e e
D3427 Periradicular SUrgery WithOUt @iCO@CEOMY tuuirii ittt ettt ettt e e et e e e e e e te et rar e renaaanss
D3430 Retrograde filling = Per FOO | .iiiiiiieteeeeeee ettt e e e e et e e e e e e v e
D3450 Root amputation, per root - not covered in conjunction with a hemisection ' .....cuuvvuieiseeeseeeain,

D4000-D4999 V. PERIODONTICS
- Includes preoperative and postoperative evaluations and treatment under a local anesthetic.
D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per
Lo [01= ol = Yo ) S TR OPTTRR
D4211  Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per
Lo [UT=Te =T AP OPRPTR
D4212  Gingivectomy or gingivoplasty to allow access for restorative procedure, per tooth ....covvvvveeennnnn.
D4240 Gingival flap procedure, including root planing - four or more contiguous teeth or tooth bounded
YT [olo T o1 gl & T T o [ = T o PP
D4241 Gingival flap procedure, including root planing - cne to three contiguous teeth or tooth bounded
Yo TolE Rl o 1T o TV T Yo [ =T o | TR
D4249 Clinical crown [@ngthening = Nard TiSSUE ..uiivienisrerin sttt et e e e e e e e e e e e e e eseraeeaeeearerenren
D4260 Osseous surgery (including elevation of a full thickness flap and closure) - four or more contiguous
teeth or tooth bounded SPACes PEr QUAAIENT ouiiuiv i e e r e e eens
D4261 Osseous surgery (including elevation of a full thickness flap and closure) - one to three contiguous
teeth or tooth bounded SPAcES PEr QUAGIANT iviieriris ettt ettt e et a e e e e e e raarneeaanas
D4274 Mesial/distal wedge procedure, single tooth (when not performed in conjunction with surgical
procedures in the same anatomMICAl ArEa) ...iiiivirir ettt et e e e et e ear e e enanens
D4341 Periodontal scaling and root planing - four or more teeth per quadrant - /imijted to 4 quadrants
AUFING ANy 12 CONSECULIVE MONENS o.iuiuiii i ettt et e ettt e et e s e e e aanenans
D4342 Periodontal scaling and root planing - one to three teeth per quadrant - /imited to 4 quadrants
AUIING ANy 12 CONSECULIVE IMONTNS ..ottt et e e e er e eeraa e earas
D4346 Scaling in presence of generalized moderate or severe gingival inflammation - full mouth, after oral
evaluation - 7 D710, D1120 or D4346 per 6 MONtA PEIFOG ...uiuii i e e eeeeeve e
D4355 Full mouth debridement to enable comprehensive oral evaluation and diagnosis on subsequent
visit - fimited to T treatment in any 12 CONSECULIVE MONEAS ..iviuiee ittt r e e e reree e anarnen
D4910 Periodontal maintenance - /imited to 1 treatment each 6 MOonth PEriod ......cuoveeeee i ieieeeieeneenanns,

D4921  Gingival irrigation = Per QUAOIANT .euiuiiiiiiiiiie ettt e ettt e e e e et e e e et e e e e eenanns
D5000-D5899 VI. PROSTHODONTICS (removable)

D5110  Complete denture = mMaxillary & 0 e ettt
D5120 Complete denture - MandibUIAr & 70 ... o e et ee e

D5130  Immediate denture - Maxillary ® ™0 ... ..o e

D5140  Immediate denture = mandibular & 0 o e e e e

D5211  Maxillary partial denture - resin base (including any conventional clasps, rests and teeth) % .........

D5212  Mandibular partial denture - resin base (including any conventional clasps, rests and teeth) %™ .....

D5213 Maxillary partial denture - cast metal framework with resin denture bases (including any
conventional clasps, rests and teeth) & 0 L. e
D5214  Mandibular partial denture - cast metal framework with resin denture bases (including any
conventional clasps, rests and teeth) & 0 L. . i e
D5221 Immediate maxillary partial denture - resin base (including any conventional clasps, rests and
LT £ ) TP RTURPRRR
D5222 Immediate mandibular partial denture - resin base (including any conventional clasps, rests and

LECTCT o 0 T

No Cost
No Cost
No Cost
No Cost
No Cost
No Cost
No Cost
No Cost
No Cost
No Cost
No Cost
No Cost
No Cost

No Cost

No Cost
No Cost

No Cost

No Cost
No Cost

No Cost

No Cost

No Cost

No Cost

No Cost

No Cost
No Cost
No Cost

No Cost
No Cost
No Cost
No Cost
No Cost
No Cost

No Cost

No Cost

No Cost
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D5223 Immediate maxillary partial denture - cast metal framework with resin denture bases (including

any conventional clasps, rests and tEETN) coiiiiiiiiivii i s No Cost
D5224 Immediate mandibular partial denture - cast metal framework with resin denture bases (including

any conventional clasps, rests and teeth) oo s No Cost
D5225 Maxillary partial denture - flexible base (including any clasps, rests and teeth) ™ ... .cooeeivioiiiinn.l. $50.00
D5226 Mandibular partial denture - flexible base (including any clasps, rests and teeth) *™ .......ccccccvnn, $50.00
D5410  Adjust complete denture = Maxillary ™ oo oo No Cost
D5411  Adjust complete denture - MandibuUIAr ™ ... e r e No Cost
D5421  Adjust partial denture = Maxillary " oo e et et ra—a s No Cost
D5422 Adjust partial denture = mandibUIAr ™ ..ot e No Cost
D5511  Repair broken complete denture base, MandibUlar .....c.cooiiiiiiiiii e, No Cost
D5512  Repair broken complete denture base, MaXillary ..o No Cost
D5520 Replace missing or broken teeth - complete denture (each tooth) .iiieiiiiiiiii i, No Cost
D5611  Repair resin partial denture base, MandibUlar ... e No Cost
D5612 Repair resin partial denture base, MaXillary ..o e e No Cost
D5621 Repair cast partial framework, MandibDUIAE ... e e et ettt e eanaerns No Cost
D5622 Repair cast partial framework, MaXillary ..o e e et et s e r e e ee e earanraaes No Cost
D5630 Repair or replace broken clasp = Per T0OTh i e e aaas No Cost
D5640 Replace broken teeth - par t0Oth i et e e No Cost
D5650 Add tooth to existing partial dentUre ..o iiciiii et et e e e eens No Cost
D5660 Add clasp to existing partial denture - Per tOOTh ..t e e e aans No Cost
D5670 Replace all teeth and acrylic on cast metal framework (Maxillary) ..o.vevviiiieeii e aens No Cost
D5671 Replace all teeth and acrylic on cast metal framework (Mandibular) ...ovvevor oo No Cost
D5710 Rebase complete Maxillary AeNEUIE & ... e e et ee e et e e e e e eteeeeaans No Cost
D5711  Rebase complete Mmandibular AenTUIE © ...t e e rer e No Cost
D5720 Rebase maxillary partial dentUre & ... et e et e e e r e e e ear e et traaeaeaens No Cost
D5721 Rebase mandibular partial dentUre © ..........i oo iiiieiie e e e e et e e e e e e e e er e aeeeeae No Cost
D5730 Reline complete maxillary denture (ChairSide) & ..o et tere e No Cost
D5731  Reline complete mandibular denture (ChairSidE) © .oe. e ee e ete e r e tee e e e e e e e e ee e e aesnnns No Cost
D5740 Reline maxillary partial denture (ChairSide) & ..ooven i ee e r e e e e e e e No Cost
D5741  Reline mandibular partial denture (ChairSide) & ... et er e er e e e e eeeeeie e e e e e eaneans No Cost
D5750 Reline complete maxillary denture (JaDoratory) & ... o eeee e te e e e e e e etteseesieseereeaesees No Cost
D5751  Reline complete mandibular denture (8Doratory) € ... vt r e rer e e a s No Cost
D5760 Reline maxillary partial denture (JaDOratory) & .o ee et e e e e e tee e e e e eaaeennaens No Cost
D5761 Reline mandibular partial denture (18boratory) & oot et te e e e e e No Cost
D5820 Interim partial denture (MaXilary) % oo oottt ee e e e e e ere e e e e e e e e No Cost
D5821 Interim partial denture (MandibUIAr) ™ ...oieieeeee et No Cost
D5850  Tissue CoNGItIONING, MaXillary & 0 oo et te s e e ree e et reeeaeernaaens No Cost
D5851  Tissue conditioning, MandibUIar & 7% ... ...iuuieeiei e e e e e e e e e e e e No Cost
D5900-D5999 VIl. MAXILLOFACIAL PROSTHETICS - Not Covered
D6000-D6199 VIII. IMPLANT SERVICES - Not Covered
D6200-D6999 IX. PROSTHODONTICS, fixed (each retainer and each pontic constitutes a unit in a fixed

partial denture [bridge])

D6210  Pontic - cast high Noble MELal ¥ oiiii e e ettt $100.00
D6211  Pontic - cast predominantly 0ase mMetal  ......iiiiiiiii it e No Cost
DB6212  PoNtic = Cast NOBIE METAl ¥ oottt et e e e No Cost
D6240 Pontic - porcelain fused to high NoBIE MELAl % .oeeerrieee e $100.00
D6240 Pontic - porcelain fused to high noble metal = (Mofars) % ..o e, $250.00
D6241 Pontic - porcelain fused to predominantly base Metal ® .ooo.. oo et No Cost
D6241 Pontic - porcelain fused to predominantly base metal = (Molars) ¥ ..evee oo, $150.00
D6242 Pontic - porcelain fused to NOBIE MELAl = ..oiie e ee e e e e e e tee e e e e e e No Cost
D6242 Pontic - porcelain fused to Noble Metal = (MOAFSY ¥ ..ottt $150.00
DB245  PONtIC = DOFCEIAIN/CEIAMIC = oottt r e e et e e e e e e e e e e e e No Cost
D6245 Pontic - porcelain/Ceramic = (MOJAIS) ® oot e e etee e e e e $150.00
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D6250 Pontic - resin with high nNoble Metal ¥ .o..vie. et e s
D6250 Pontic - resin with high noble metal = (Moars) = oo e e eee e e
D6251 Pontic - resin with predominantly base Metal * .........oooiviiii i e et
D6251  Pontic - resin with predominantly base mMetal = (MOAFS) ¥ ... ee et eetee e
D6252  Pontic - resin With Noble Metal ¥ ........iiiiiiiiiiece e e e e e
D6252 Pontic - resin with nNoble Metal = (MOEIS) = o et ee e e ee e
D6600 Retainer inlay - porcelain/ceramic, TWO SUITACES = ouniii it e,
D6601 Retainer inlay - porcelain/ceramic, three or MOre SUMFACES  ...oivviieeeeeee e eeee e
D6602 Retainer inlay - cast high noble metal, tWO SUITECES ® ovveiiie e e e e
D6603 Retainer inlay - cast high noble metal, three or More sUrfaces ¥ ...vuiiirce e e
D6604 Retainer inlay - cast predominantly base metal, tWO SUFFACES . .oieiiiireeieee e e ereieeaaeaens
D6605 Retainer inlay - cast predominantly base metal, three or more surfaces ® .oo.oevevrereiieseeeeeeeens
D6606 Retainer inlay - cast noble Metal, tWO SUITACES % .niirrreee e e,
D6607 Retainer inlay - cast noble metal, three or More SUrfaces ¥ ..ooeun e
D6608 Retainer onlay - porcelain/ceramic, tWO SUITACES = .vvrn e e
D6609 Retainer onlay - porcelain/ceramic, three or More SUITACES © .ot i e eee e e e e e
D6610 Retainer onlay - cast high noble metal, tWo SUIFACES . .ovveirrie et eeeeeeeeaaan
D661l Retainer onlay - cast high noble metal, three or More SUMACeSs ¥ ooveree e et
D6612 Retainer onlay - cast predominantly base metal, tWo SUFACES * .ovvvreeireee e eeeeereee e
D6613  Retainer onlay - cast predominantly base metal, three or more surfaces * ........oooveeeeoveeeeeeeeeenenn,
D6614 Retainer onlay - cast noble metal, tWo SUITACES % ....iiiiiereeeeee et ee e e ree e e e e e
D6615 Retainer onlay - cast noble metal, three or More SUTACES ... iieeree i e e vee e e eeeeeenaans
D6720 Retainer crown - resin with high noble Metal % .. ....oioi oo e ee e
D6720 Retainer crown - resin with high noble metal = (MoJArs) = .ot
D6721 Retainer crown - resin with predominantly base metal ® .. .ccoireieeeeei oo
D6721 Retainer crown - resin with predominantly base metal = (Molars) * wvvveeees i e oo
D6722 Retainer crown - resin With Noble MEtal ¥ ....u..ee e
D6722 Retainer crown - resin with noble metal = (Mofars) = ... e
D6740 Retainer CroWN = POFrCRIGIN/CEIAMIC = oo e e e,
D6740 Retainer crown = porcelain/ceramic = (MOJArS) = .o e re e e eee e e
D6750 Retainer crown - porcelain fused to high noble Metal % .........ier i
D6750 Retainer crown - porcelain fused to high noble metal - (Mo/ars) = woovvvvre e,
D6751 Retainer crown - porcelain fused to predominantly base metal % ..ooveeeieoeeiieeee e eeeeeeens
D6751 Retainer crown - porcelain fused to predominantly base metal - (mofars) % ..ooeveeeeivirieeeiineannns,
D6752 Retainer crown - porcelain fused to noble Metal ¥ ..o et
D6752 Retainer crown - porcelain fused to noble metal = (MO/ErS) % .o e eee e eee e
D6780 Retainer crown - 3/4 cast high noble mMetal & ..o e,
D6781 Retainer crown - 3/4 cast predominantly base Metal ® .oooveeeo oot
D6782 Retainer crown - 3/4 cast NOBIE MEtal ® ..ove et e e e e
D6783 Retainer Crown - 3/4 porcelain/CeramiC ¥ .....uoe oottt e e e e
D6783 Retainer crown - 3/4 porcelain/ceramic ~ (MoO/Ars) = oo e,
D6790 Retainer crown - full cast high noble Metal ¥ ... e
D6791 Retainer crown - full cast predominantly base Metal * ...oooooveeeee oo e
D6792 Retainer crown - full cast NObIe MEtal ¥ ....ciiieiie et
D6930 Re-cement or re-bond fixed partial dentUre ... et et et e e e s eaaaanan
DBO40  SEress Breaker ¥ .....ciiieiie ittt e
D6980 Fixed partial denture repair necessitated by restorative material failure .....cooovieiiiirieiiiiiiieannins

D7000-D7999 X. ORAL AND MAXILLOFACIAL SURGERY

- Includes preoperative and postoperative evaluations and treatment under a local anesthetic.

D7 1M Extraction, coronal remnants - primary tOOTh ..ot e e v
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal) c.ouvvveeciineiianennn.s,

D7210 Extraction, erupted tooth requiring removal of bone and/or sectioning of tooth, and including
elevation of mucoperiosteal flap if INAICATEA ..vviuiniiiir e e e e e eens

D7220 Removal of impacted t00OTh = SOft tiSSUE ..t et ettt e et e e anaans

$100.00
$250.00
No Cost
$150.00
No Cost
$150.00
$300.00
$350.00
$100.00
$100.00
No Cost
No Cost
No Cost
No Cost
$320.00
$390.00
$100.00
$100.00
No Cost
No Cost
No Cost
No Cost
$100.00
$250.00
No Cost
$150.00
No Cost
$150.00
No Cost
$150.00
$100.00
$250.00
No Cost
$150.00
No Cost
$150.00
$100.00
No Cost
No Cost
No Cost
$150.00
$100.00
No Cost
No Cost
No Cost
No Cost
No Cost

No Cost
No Cost

No Cost
No Cost
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D7230 Removal of impacted tooth - partially DONY .o e e et r e e No Cost
D7240 Removal of impacted tooth - completely DONY v e e No Cost
D7241 Removal of impacted tooth - completely bony, with unusual surgical complications .......ecevveveneneen No Cost
D7250 Removal of residual tooth roots (CUttiNG ProCEAUIE) .iviiiiiiiiii ittt e s et eeeennn No Cost
D7251 Coronectomy - intentional partial tooth remMOVAl ... e e ra e eene No Cost
D7286 Incisional biopsy of oral tissue - soft - does not include pathology laboratory procedures ............. No Cost
D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant ... No Cost
D731  Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ... No Cost
D7320 Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per

Lo U L=Yo [ =1 o | TR No Cost
D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per

Lo B E=Te = 1 o L O TR No Cost
D7471 Removal of lateral exostosis (Maxilla or MaNAIbIE) ..o e No Cost
D7472 Removal Of tOrUS PalatinuUs .cvuiuiiniiiiiiiie ittt e e e s e st e s a e e e e e e n e re e ne et e e enaaeans No Cost
D7473 Removal of torus mMandibUIaris ....o.iiiiiiii e et r e et e e e No Cost
D7510 Incision and drainage of abscess - iNtraoral SOt LISSUE ..uviiiiiiiiiie ettt eaeneeens No Cost
D7960 Frenulectomy - also known as frenectomy or frenotomy - separate procedure not incidental to

=Y a o g L= gl o T o Lot LU T PR No Cost
D8000-D8999 X1l. ORTHODONTICS
D8050 Interceptive orthodontic treatment of the primary dentition © ... oo e eeeereee e e e iaeaeeanns $1,350.00
D8060 Interceptive orthodontic treatment of the transitional dentition  .....vveeiveee e e eee e ee e $1,350.00
D8070 Comprehensive orthodontic treatment of the transitional dentition - child or adolescent to age 19

e et et e e b eeehe e et —eeee—eea—aeeeeatetatn o tee e te e e e e e et ee e s aeeetteere e e it e rentea e erereaen $1,350.00
D8080 Comprehensive orthodontic treatment of the adolescent dentition - adolescent to age 19° .......... $1,350.00
D8090 Comprehensive orthodontic treatment of the adult dentition - adults, including covered dependent

AAUIE CHITOIFEN © oo i et e e e e e e et et e e e enaeaeeaaas $1,350.00
D8660 Pre-orthodontic treatment examination to monitor growth and development - not to be charged

With any other CoONSUIEation ProCeaUIeS) ¥ ..o ettt No Cost
D8680 Orthodontic retention (removal of appliances, construction and placement of removable retainers)

T ettt et e e e e e —ee e e tee i et e te e et e eeeren e ee e e e e teee e et e e et et e ee e e e e aans $100.00
D8681 Removable orthodontic retainer adjUStMENT ..uuiiiiii e e s eee it e e reaaans No Cost
D8989 Unspecified orthodontic procedure, by report - includes the START-UP FEE, which includes initial

examination, diagnosis, consultation and initial BANQING ...t e erne e eaaraeennan No Cost
D9000-D9999 Xll. ADJUNCTIVE GENERAL SERVICES
DO110  Palliative (emergency) treatment of dental pain - MINOr ProCEAUIE ...ivviiir i e enaans No Cost
D211 Redional BlOCK @nesthesia oiviiiiii i ettt e et et et et e it et e e e e eaenas No Cost
DO212  Trigeminal division bIOCK an@sSth@Sia ..i.vvi i et r e e e e e eaearnens No Cost
D9215 Local anesthesia in conjunction with operative or surgical Procedures .....coviiviiiiiieieirieirinananne. No Cost
D9219 Evaluation for deep sedation or general @NesthESIa ....iuiiiiiiiie e e er e No Cost
D9222 Deep sedation/general anesthesia = first 15 MINULES . .iuiviiiiie e et er e e e e e eanas $100.00
D9223 Deep sedation/general anesthesia - each subsequent 15 minute INCrEMENt ..nvvvnvveeeiieeieieeeieeinnns $100.00
D9239 Intravenous moderate (conscious) sedation/analgesia - first 15 MINUEES .vvvvvriveiriereeerireneeeerienenns $100.00
D9243 Intravenous moderate (conscious) sedation/analgesia - each subsequent 15 minute increment ...... $100.00
DS310 Consultation - diagnostic service provided by dentist or physician other than requesting dentist or

0] 037251 o1 - T o T P No Cost
D931l Consultation with medical health care professioNal ..o.vvivviiiiii e e No Cost
D9430 Office visit for observation (during regularly scheduled hours) - no other services performed ........ No Cost
D2440 Office visit - after regularly sCheduled NOUIS ..o e e e e $20.00
D9450 Case presentation, detailed and extensive treatment planning ..o i, No Cost
D9932 Cleaning and inspection of removable complete denture, Maxillary ...oooevvv oo iie e, No Cost
D9933 Cleaning and inspection of removable complete denture, mandibular .....ovveveeieiieie i, No Cost
D2934 Cleaning and inspection of removable partial denture, Maxilary .....ovvviiiiiiir i, No Cost
D9935 Cleaning and inspection of removable partial denture, MandibuUlar ......oevrie e, No Cost

D9975 External bleaching for home application, per arch; includes materials and fabrication of custom
trays - limited to one bleaching tray and gel for two weeks of self-treatment .....c.c.cveeeeeveeeeeannnnnn, $150.00
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D9986

D9987

D9991

D9992
D9995s
D9996

Missed appointment - without 24 hour notice - per 15 minutes of appointment time - up to an

overall Maximum OF 40,00 ...ttt r et e e et e e et vt ra et e anen $10.00
Canceled appointment - without 24 hour notice - per 15 minutes of appointment time - up to an

overall Maximum OF $A0.00 ...t ettt ettt et r s $10.00
Dental case management - addressing appointment compliance barriers ..o..ve e eeeeeieeaeeieeeeennn. No Cost
Dental case management - Care COOrAINAIION ..vivie ittt et et e st te et e et s raranraneanens No Cost
Teledentistry = SynChronous; real-time @NCOUNTEY v uivire e e ettt et eeaneanans No Cost

Teledentistry - asynchronous; information stored and forwarded to dentist for subsequent review .. No Cost

If services for a listed procedure are performed by the assighed Contract Dentist, the Enrollee pays the specified
Copayment. Listed procedures which require a Dentist to provide Specialist Services, and are referred by the assigned
Contract Dentist, must be authorized by Delta Dental. The Enrollee pays the Copayment specified for such services.

Accident Injury Benefit - this Program provides coverage for dental accident injuries up to 100 percent of the Dentist's
usual fee, less any applicable Enrollee Copayments, to a maximum of $1,600.00 per Enrollee, in any 12-month period. The
Benefit is subject to the limitations and exclusions of the Program.

FOOTNOTES

7

2

3

A Benefit for permanent teeth only.

Replacement is subject to a limitation requiring the existing restoration to be 5+ years old.

Replacement is subject to a limitation requiring the existing bridge to be 5+ years old.

In the event orthodontic treatment is not required or is declined by the Enrollee, a fee of $25.00 will apply.
The Enrollee is also responsible for any incurred orthodontic diagnostic record fees.

Base or noble metal is the benefit. If an inlay, onlay or indirectly fabricated post and core is made of high
noble metal, an additional fee up to $100.00 per tooth will be charged for the upgrade.

Limited to 7 per denture during any 12 consecutive months.

Includes adjustments and/or office visits up to 24 months. After 24 months, a monthly fee not to exceed
$725.00 applies.

Replacement is subject to a limitation requiring the existing denture to be 5+ years old.

Listed Copayment covers up to 24 months of active orthodontic treatment excluding the services listed for
D8999 (Start-up fee), and D880 (Orthodontic retention). Beyond 24 months, an additional monthly fee not
to exceed $125.00 applies.

Includes after delivery adjustments and tissue conditioning, if needed, for the first six months after
placement, if the Enrollee continues to be eligible and the service is provided at the Contract Dentist's
facility where the denture was originally delivered.



Limitations and Exclusions of Benefits

SCHEDULE B

Limitations of Benefits

1. Afull mouth x-ray series (including any combination of periapicals or bitewings with a panoramic film) or a series of
seven or more vertical bitewings is limited to one series every 24 months.

2. Bitewing x-rays are limited to not more than one series of four films in any six month period.
3. Diagnostic casts are limited to aid in diagnosis by the Contract Dentist for covered benefits.
4. Prophylaxis or periodontal maintenance is limited to one procedure each six month period.

5. Benefits for sealants include the application of sealants only to permanent first and second molars with no decay, with
no restorations and with the occlusal surface intact through age 15. Benefits for sealants do not include the repair or
replacement of a sealant on any tooth within three years of its application.

6. Amalgams and composites are benefits for the removal of decay, for minor repairs of tooth structure or to replace a
lost or failing restoration.

7. The placement of a crown, inlay or onlay is a benefit when there is insufficient tooth structure to support a filling.
Replacement of an existing crown, inlay or onlay that is non-functional or non-restorable is a benefit when the existing
restoration is five+ years old.

8. If a porcelain margin is also chosen by the Enrollee for a covered porcelain-fused-to-metal crown, the maximum
additional cost for this laboratory upgrade is $75.00.

9. A covered metallic inlay, onlay, or indirectly fabricated post and core using base or noble metal is available for listed
Copayment(s). If the Enrollee elects to have high noble metal used instead, the maximum additional cost of this
material upgrade is $100.00 per tooth.

10. A direct or indirect pulp cap is a benefit only on a vital permanent tooth with an open apex or a vital primary tooth.

1. With the exception of pulp caps and pulpotomies, endodontic procedures (e.g. root canal therapy, apicoectomy;,
retrofill, etc.) are only a benefit on a permanent tooth with pathology.

12. A therapeutic pulpotomy on a permanent tooth is limited to palliative treatment when the Contract Dentist is not
performing root canal therapy.

13. Clinical crown lengthening - hard tissue is limited to one per tooth per lifetime.
14. Periodontal scaling and root planing are limited to four quadrants during any 12 month period.
15. Full mouth debridement (gross scale) is limited to one treatment in any 12 month period.

16. Coverage for the placement of a fixed partial denture ("bridge”) is limited to:

a. The initial placement of a bridge when all the following conditions are present:
- asingle permanent tooth requires prosthetic replacement.
- the abutment teeth can adequately support and retain a new bridge.

- the missing tooth cannot be replaced by adding a prosthetic tooth to a serviceable existing removable
partial denture.

- no other missing teeth in the same arch require prosthetic replacement with a new removable partial
denture; and (for a bridge replacing a posterior tooth) one or more of the abutment teeth meet
Limitation #7.

b. The replacement of an existing bridge that is not serviceable due to decay, fracture or other non-cosmetic
defect, if:

- the existing bridge is at least five years old; and
- the same abutment teeth can adequately support and retain a new bridge; and
- no other missing teeth in the same arch require prosthetic replacement.
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17. Coverage for a new removable partial or complete denture is limited to:

a. The initial placement of removable partial or complete denture in an arch when:
- ohe or more permanent teeth require prosthetic replacement; and

- the missing tooth/teeth cannot be replaced by adding a prosthetic tooth to a serviceable existing
removable partial denture; and

- (for partial dentures only) there are suitable abutment teeth to retain and support a removable partial
denture,

b. The replacement of an existing removable partial or complete denture with non-cosmetic defect(s) that
cause the denture to be non-serviceable if:

- the existing removable denture is at least five years old: and
- the existing removable denture cannot be made serviceable by adjustment, repair, relining or rebasing.

18. Relines, tissue conditioning and rebases are limited to one per denture during any 12 consecutive months,

19. Interim partial dentures (stayplates), in conjunction with fixed or removable appliances, are limited to:

- The replacement of extracted anterior teeth for adults during a healing period when the teeth cannot be
added to an existing partial denture or

- The replacement of permanent tooth/teeth for children under 16 years of age.

20. A new removable partial, complete or immediate denture includes after delivery adjustments and tissue conditioning
at no additional cost for the first six months after placement if the Enrollee continues to be eligible and the service is
provided at the Contract Dentist's facility where the denture was originally delivered.

21, Retained primary teeth shall be covered as primary teeth.

22. Excision of the frenum is a benefit only when it results in limited mobility of the tongue, it causes a large diastema
between teeth or it interferes with a prosthetic appliance.

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

24, External bleaching is limited to fabrication of one bleaching tray per arch; bleaching gel for two weeks of patient self
treatment; and no more than one treatment per arch, per 36 months.

25, Benefits provided by a pediatric Dentist are limited to children through age seven following an attempt by the
assigned Contract Dentist to treat the child and upon prior authorization by Delta Dental, less applicable Copayments.
Exceptions for medical conditions, regardless of age limitation, will be considered on an individual basis.

26. Benefits for a soft tissue management program are limited to those parts, which are listed covered services listed
on Schedule A. If an Enrollee declines non-covered services within a soft tissue management program, it does not
eliminate or alter other covered benefits.

27. Emergency Services - The Contract Dentist is responsible for providing covered emergency dental care while an
Enrollee is within 35 miles of the Contract Dentist’s facility. If an Enrollee requires emergency dental care and is
more than 35 miles from the Contract Dentist’s facility, then Delta Dental will reimburse the Enrollee for the cost of
covered emergency dental care, less any applicable Enrollee copayments, to a maximum of $100.00 per Enrolleg,
per emergency. Emergency dental care is limited to listed procedures required to alleviate severe pain, swelling and/
or bleeding or to avoid placing the Enrollee's health in serious jeopardy. Any further treatment of the cause of such
emergency dental care must be preauthorized by Delta Dental or provided by the assigned Contract Dentist, All
services are subject to the limitations and exclusions of the program.

28. Accident Injury Benefit - An accident injury is damage to the hard and soft tissue of the mouth caused directly and
independently of all other causes by external forces. Damage to the hard and soft tissue of the mouth from normal
chewing function is covered under Schedule A, Description of Benefits and Copayments.

Delta Dental will pay up to 100 percent of the Dentist's usual fee, for expenses an Enrollee incurs for an
accident injury, less any applicable Copayment(s), up to a maximum of $1,600.00 in any 12-month period.



Limitations and Exclusions of Benefits

Accident injury benefits include the following procedure in addition to those listed in Schedule A, Description of
Benefits and Copayments: D7270 tooth reimplantation and/or stabilization of accidentally evulsed or displaced
tooth and/or alveolus - includes splinting and/or stabilization.

Payment of accident injury benefits are subject to Schedule B, Limitations and Exclusions of Benefits, excluding
Limitations #7, 16, and 17. Benefits are limited to services provided as a result of an accident that occurred:
a. while the Enrollee was covered under the DeltaCare USA program, or

b. while the Enrollee was covered under another DeltaCare USA program, provided benefits for the expenses
incurred would have been paid had the Enrollee continued to be eligible under that program.

29. An Optional procedure is defined as any alternative procedure presented by the Contract Dentist that satisfies the
same dental need as a covered procedure, is chosen by the Enrollee, and is subject to the limitations and exclusions
of the Program. The applicable charge to the Enrollee is the difference between the Contract Dentist's "filed fee" for
the Optional procedure and the “filed fee” for the covered procedure, plus any applicable Copayment for the covered
procedure.

"Filed fees" means the Contract Dentist’s fees on file with Delta Dental. Questions regarding these fees should be
directed to Delta Dental's Customer Service department at 800-422-4234.

Exclusions of Benefits
1. Any procedure that is not specifically listed under Schedule A, Description of Benefits and Copayments.

2. Restorations placed solely due to cosmetics, abrasions, attrition, erosion, restoring or altering vertical dimension,
congenital or developmental malformation of teeth.

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

4. Loss or theft of full or partial dentures, space maintainers, crowns and fixed partial dentures (bridges).

5. Appliances or restorations necessary to increase vertical dimension, replace or stabilize tooth structure loss by
attrition, realignment of teeth, periodontal splinting, gnathologic recordings, equilibration or treatment of disturbances
of the temporomandibular joint (TMJ).

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

7. An jnitial treatment plan which involves the removal and reestablishment of the occlusal contacts of 10 or more teeth
with crowns, onlays, fixed partial dentures (bridges), or any combination of these is considered to be full mouth
reconstruction under the DeltaCare USA program. Crowns, onlays and fixed partial dentures associated with such a
treatment plan are not covered Benefits. This exclusion does not eliminate the benefit for other covered services.

8. Implant placement or removal, appliances placed on or services associated with implants, including but not limited to
prophylaxis and periodontal treatment.

9. Extraction/removal of an erupted, partially erupted or impacted tooth:

a. Solely for orthodontic purposes.

When the tooth exhibits no signs or symptoms of infection, cystic degeneration, fracture, caries and/or
having caused damage to an adjacent tooth; or

€. When the extraction or removal would be inconsistent with generally accepted professional standards.

10. Treatment or extraction of primary teeth when exfoliation (normal shedding and loss) is imminent.
1. Consultations for non-covered benefits.

12. Replacement of restorations, crowns, bridges, dentures or prosthetic teeth to enhance cosmetics and/or better match
bleached teeth.
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13. Dental services received from any dental facility other than the assigned Contract Dentist, including the services of
a dental specialist, unless expressly authorized in writing by Delta Dental or as cited under Emergency Services. To
obtain written authorization, the Enrollee should call Delta Dental’'s Customer Service department at 800-422-4234.

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

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

b. isinconsistent with generally accepted standards for dentistry.

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

16. Congenital malformations (e.g. congenitally missing teeth, supernumerary teeth, enamel and dentinal dysplasias, etc.),
except for the treatment of newborn children with congenital defects or birth abnormalities.

17. Dispensing of drugs not normally utilized in the delivery of dental services.

18. Dental expenses incurred in connection with any dental procedure started before the Enrollee’s eligibility with the
DeltaCare USA program. Examples include: teeth prepared for crowns, root canals in progress, orthodontics (unless
gualified for the orthodontic treatment in progress provision).

19. Dental expenses incurred in connection with any dental procedures started after termination of eligibility for coverage.

20. Dental conditions arising out of and due to Enrollee’'s employment for which Workers' Compensation is paid. Services
which are provided to the Enrollee by state government or agency thereof, or are provided without cost to the
Enrollee by any municipality, county or other subdivision, except as provided in Section 1373(a) of the California Health
and Safety Code.

Orthodontic Limitations

The DeltaCare USA program provides coverage for orthodontic treatment plans provided through Delta Dental's
Contract Orthodontists. Start-up fees, retention fees, and the cost to the Enrollee for the treatment plan are listed in
Schedule A, Description of Benefits and Copayments and subject to the following:

1. Orthodontic treatment must be provided by the selected Contract Orthodontist.

2. Orthodontic Copayments are listed on Schedule A, Description of Benefits and Copayments for both interceptive and
comprehensive orthodontic treatment. Additional fees will be charged for start-up and retention.

3. Benefits cover 24 months of active interceptive orthodontic treatment.

4. Benefits cover 24 months of active comprehensive orthodontic treatment, including initial banding, de-banding and
any commonly used appliances such as headgear.

5. Following benefited interceptive or comprehensive orthodontic treatment, retention is covered up to a maximum of 24
months. Retention includes the initial construction, placement and adjustment to removable retainers and office visits.

6. Treatment plans extending beyond 24 months of active interceptive or comprehensive orthodontic treatment, or 24
months of retention, will be subject to a monthly office visit fee to the Enrollee not to exceed $125.00 per month.

7. Should an Enrollee's coverage be cancelled or terminated for any reason, and at the time of cancellation or
termination the Enrollee is receiving orthodontic treatment, the Enrollee will be solely responsible for payment
for treatment provided after cancellation or termination. In this event the Enrollee’s obligation shall increase to a
maximum of $2,800.00 for Enrollees and covered dependents to age 19 and $3,000.00 for Enrollees and covered
dependents over age 19. The Contract Orthodontist will prorate the amount over the number of months remaining
in the initial 24 months of treatment. The Enrollee will make payments based on an arrangement with the Contract
Orthodontist.

8. If treatment is not required or the Enrollee chooses not to start treatment after the diagnosis and consultation have
been completed by the Contract Orthodontist, the Enrollee will be charged a consultation fee of $25.00 in addition to
diagnostic record fees.



Limitations and Exclusions of Benefits

9. Three recementations or replacements of a bracket/band on the same tooth or a total of five rebracketings/
rebandings on different teeth during the covered course of treatment are Benefits, If any additional recementations or
replacements of brackets/bands are performed, the Enrollee is responsible for the cost at the Contract Orthodontist's
usual fee.

10. The Copayment is payable to the Contract Orthodontist who initiates banding in a course of orthodontic treatment.
If, after banding has been initiated, the Enrollee changes to another Contract Orthodontist to continue orthodontic
treatment, the Enrollee:

a. will not be entitled to a refund of any amounts previously paid; and

b. will be responsible for all payments, up to and including the full Copayment, that are required by the new
Contract Orthodontist for completion of the orthodontic treatment.

11.  Coverage and treatment under this Program are conditioned on patients following the treatment plan recommended
by their Contract Orthodontist. Failure to follow the instructions of the Contract Orthodontist can compromise the
health of teeth and/or gums, which may necessitate discontinuation of treatment. Patients who are required to restart
their orthodontic treatment because of non-compliance with the treatment plan will be subject again to all applicable
Copayments.

12. Orthodontic treatment in progress is limited to new DeltaCare USA Enrollees who, at the time of their original effective
date, are in active treatment started under their previous employer sponsored dental plan, as long as they continue
to be eligible under the DeltaCare USA Program. Active treatment means tooth movement has begun. Enrollees are
responsible for all Copayments and fees subject to the provisions of their prior dental plan. Delta Dental is financially
responsible only for amounts unpaid by the prior dental plan for qualifying orthodontic cases.

Orthodontic Exclusions

1. Pre-, mid- and post-treatment records that include cephalometric x-rays, tracings, photographs and study models.
2. Lost, stolen or broken orthodontic appliances.

3. Changes in treatment necessitated by accident of any kind.

4, Surgical procedures incidental to orthodontic treatment.

5. Myofunctional therapy.

6. Surgical procedures related to cleft palate, micrognathia or macrognathia.

7.  Treatment related to temporomandibular joint disturbances.

8. Supplemental appliances not routinely used in comprehensive orthodontics, including, but not limited to: palatal
expander, habit control appliance, pendulum, quad helix or herbst.

9. Restorative work caused by orthodontic treatment.
10. Treatment in progress at inception of eligibility, unless qualified for the orthodontic treatment in progress provision.

1. Composite or ceramic brackets, lingual adaptation of orthodontic bands and other specialized or cosmetic alternatives
to standard fixed and removable orthodontic appliances.



