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DeltaCare USA - provided by Delta Dental of New York

We'll do whatever it takes and then some.

[l . Welcome to DeltaCare USA — quality, convenience, predictable costs

_ FindaDeltaCareUSA dentist = DeltaCare USA is a dental program that provides you and your family with quality
Ass=m g n dental benefits at an affordable cost. The DeltaCare USA program is designed
M SV N S |

to encourage you and your family to visit the dentist regularly to maintain your
dental health.

When you enroll, you select a contract dentist to provide services. The
Select from among

the many conveniently DeltaCare USA network consists .Of private practice dental facilities that have

located DeltaCare USA been carefully screened for quality.

contracted general

dentists. To find the Enroll in DeltaCare USA and you’ll enjoy these features:

most current listing of

DeltaCare USA dental

offices you can:

Visit our website at Quality Convenience Predictable costs

deltadentalins.com/ . . .

enrollees. Under Find a ¢ Extensive benefits for  ® No claim forms to * No deductibles

dentist, select DeltaCare ou and vour famil compl

USA as your network. V / y plete ¢ Qut-of-pocket costs
* No restrictions ¢ Easy access to are clearly defined

Or call Customer Service

at 8}?0—&22423# on ;Zir.i.-existing . specialty care « Out-of-area dental
for help in finding a conditions covered, ;
DeltaCare USA dentist. except for workIn s Expanded business emergency coverage
rogress hours for toll-free up to $100 per
Prog customer service, emergency
s Large, stable network from 8 a.m. to 9 p.m.,

* No annual or lifetime

of dentists, so you Eastern time .
dollar maximums

can enjoy a long-term
relationship with your
dentist

[ Administered by Delta Denta! Insurance Company u Eﬁj !ﬁ
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Highlights of your DeltaCare USA Program

Eligibility for you and your family

If you meel your group’s eligibility requirements for dental coverage, you can enroll in
. the DeltaCare USA program. If your program includes dependent coverage, you may
What |f | have also enroll eligible dependents. Conlact your benefits administrator if you have any

questions about :uestions.
my DeltaCare USA asy enrollment

P 2 Simply complete the enrollment process as directed by your benefits administrator. Be
l'Og ramdt sure 1o indicate a dentist (from the list of contract dental facilities) for both yourself and
your eligible dependents. Inciude the name of your group.

How your DeltaCare USA program works

Your selected contract dentist will take care of your dental care needs. if you require
treatment from a specialist, your contract dentist will handle the referral for you.

After you have enrolled, you will receive a membership packet that includes an
identification card and an Evidence of Coverage lhat fully describes the benefits of your
dental program. Also included in this packet are the name, address and phone number
of your conlract dentist. Simply call the dental facility to make an appoiniment.

Under the DeltaCare USA program, many services are covered al no cost, while others
have copayments (amounl you pay your contract denlist) for certain benefits. See the
"Description of Benefits and Copaymenls" for a list of your benefils.

Please note: Dental services that are not performed by your selected contract dentist, or
are not covered under provisions for emergency care below, must be preauthorized lo
be covered by your DeltaCare USA program.

Provisions for emergency care

Under your DeltaCare USA program, you and your eligible dependents are covered
for out-of-area dental emergencies (35 or more miles from your contract dentist). Your
program pays up to $100 for emergency denlal expenses per emergency for each
enrollee.

My dentist is a Delta Dental dentist but is not on the list of DeltaCare USA
dentists. Can I still receive treatment from this dentist?

You must receive treatment from your selected DeltaCare USA contract dentist. Please
note that Delta Dental dentists are not necessarily DeltaCare USA dentists.

Do my family members receive treatment from the same DeltaCare USA contract
dentist?

You and your eligible dependents may receive care from the same contract dentist, or if
you prefer, you may select up to a maximum of three contract dental facilities.

Can 1 change my contract dentist?

You may change contract dentists by contacting the Customer Service department
either by phone or in wriling, or by visiting our website (deltadentalins.com). If you
contact us by the 21st of the month, the change will become effective the first of the
following month.

How long does it take to get an appointment with a DeltaCare USA dentist?

Two to four weeks is a reasonable amount of time to wait for a routine, non-urgent
appoiniment. If you require a specific time, you may have to wait longer. Most DeltaCare
USA dentists ara in private group praclices, which means greater appoiniment
availability and extended office hours.
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Highlights of your DeltaCare USA Program

Are pre-existing dental conditions and work in progress covered?

Treatment for pre-existing conditions, such as extracted teeth, is covered under the
DeltaCare USA program. However, benefits are not provided for any dental treatment
started before joining the program (that is, work in progress, such as preparations for
crowns, rool canals and impressions for dentures), Orthodonlic ireatment in progress
may be covered for new DellaCare USA enrollees. See the "Limitations and Exclusions
of Benefits,"

How does the DeltaCare USA program encourage preventive care?

Your DeltaCare USA program is designed lo encourage regular visits to the dentist by
having no copayments (fees you pay to the contract dentist) on most diagnostic and
prevenlive benefits. See the enclosed "Description of Benefits and Copayments.”
Does my DeltaCare USA program cover specialists’ services?

Your contracl dentist will coordinate your specially care needs for oral surgery,
endodontics, periodontics or pediatric dentistry with an approved contract specialist.
There is no additional charge to you for receiving care from a specialist. Iif there is no
contract specialist within your service area, a referral to an out-of-network specialist will
be authorized at no extra cost, other than the applicable copayment.

What if | have questions about my DeltaCare USA program?

Call the Customer Service department at B00-422-4234. We have multilingual
reprasentalives available from & a.m. to 9 p.m. Eastern time, Monday through Friday.

Our Customer Service representatives can answer benefits questions, as well as
arrange facility transfers and urgent care referrals.

Our Customer Service
representatives have
worked in dental
facilities and can
answer benefits
questions, as well

as arrange facility
transfers and urgent
care referrals.
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DeltaCare USA Description of Benefits and Copayments

SCHEDULE A
Description of Benefits and Copayments

The Benefits shown below are performed as deemed appropriate by ihe attending Conlract Dentist subject lo the limitalions and
exclusions of the Program. Please refer to Schedule B for further clarification of Benefils. 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 CDT-2015 procedure codes, descriptors or nomenclature that are under copyright by the
American Dental Association. The American Dental Association may periodically change CDT codes or definitions. Such
up?ated codes, descriptors and nomenclature may be used to describe these covered procedures in compliance with federal
legisiation.

ENROLLEE
CODE DESCRIPTION PAYS
D0100-D0999 | DIAGNOSTIC
D0120 Periodic oral evaluation - established patient ........coiiiiv e No Cost
D0140 Limited oral evaluation - problem fOCUSE .......c.eveuiiirsiiiirimi b No Cost
D0145 Oral evaluation for a patient under three years of age and counseling with primary CAregIVEr ...ovvnrnrnrirerieraenns No Cost
D0150 Comprehensive oral evaluation - new or established patient ... No Cost
D0160 Detailed and extensive oral evaluation - problem focused, by report ..o, No Cost
D0170 Re-evaluation - limited, problem focused (established patient; not post-operalive VISIE) e No Cost
D0171 Re-evaluation - post-operative office VISIL ......ovrrreerei i $5.00
D0180 Comprehensive periodontal evaluation - new or established patient ...........ocviimmmiiiirniie No Cost
DO190 Screening Of @ PAEAL .....ccovuiriiiiiiumiiie s rrrtrae s s s L s e st s No Cost
D0191 AsSeSSMENt OF @ PALIEME 1uuuiiiererreirris s it ara s e s e is ey s g s st sE e b s et e No Cost
D0210 Intraoral - complete series of radiographic images - /imited to 1 series every 24 MONMHS evvienriiiiiires e seaaas No Cost
D0220 Intracral - periapical first radiographiC IMAGE ......oviiiiiriiiemiir e e No Cost
D0230 Intraoral - periapical each additional radiographic IMage ..........ccooiiiii e No Cost
D0240 Intraoral - occlusal radiographiC IMATR ... veeevirurriimrir iy st s e n e s e oo No Cost
D0270 Bitewing - single radiographiC iMEQE .......evevrriirii i b No Cost
D0272 Bitewings - two radiographic iIMagES .........vieiiriiiimmi i No Cost
D0273 Bitewings three radiographiC IMAGES .....ccevireriiiisiien s s No Cost
D0274 Bitewings - four radiographic images - limited to 1 series every 6 MONEAS ovvevrveiirneerieiesirrrssbrsteaanranirarnenne No Cost
D0330 Panoramic radiographiC iMAGE .......c.cuurriaarreereemmiimsui et bbb bt e No Cost
D460 Pulp VALY TBSES ...evveeriiiiiiiiiiieereiena st No¢ Cost
DOATO DIBQNOSHC CASIS 1uveeeenrmmuurunnenunirrtsssrnnassre st sbs b e e a s e e e b es et e s et r e h b s a e No Cosl
D0472 Accession of tissue, gross examination, preparation and transmission of written report ..........c..covimeeieeianan No Cost
D0473 Accession of tissue, gross and microscopic examination, preparation and transmission of written report ............ No Cost
D0474 Accession of tissue, gross and microscopic examination, including assessment of surgical margins for presence

of disease, preparation and transmission of Writlen report ... No Cost
DO0601 Caries risk assessment and documentation, with a finding of low risk - limited to children age 3 lo 19, 1 every 3

- T AR No Cost
DO602 Caries risk assessment and documentation, with a finding of moderate risk - limited to children age 3 to 19, 1

BVETY 3 YIS 1vvveeeereeeisiisrernasesenesieaeansae s e s et ha o e Ee e g€ n e LR e e No Cost
DO603 Caries risk assessment and documentation, with a finding of high risk - limited to chiidren age 3 to 19, 1 every

IR £ O PO T P e P L T T e L T S TEEL TR L EL R LA No Cost
D0999 Unspecified diagnostic procedure, by report - includes office visit, per visit (in addition lo other services) ........... No Cost
D1000-D1999 |I. PREVENTIVE
D1110 Prophylaxis cleaning - adull - 7 per 6 month Period ........vceeieiiiiiiiiiintii e No Cost
D1120 Prophylaxis cleaning - child - 7 per 6 month period ..............oovviiiiieiieiinii s No Cost
D1206 Topical application of fluoride varnish - child to age 19, 1 D1206 or D1208 per 6 month period ........c.ccoveveneees No Cost
D1208 Topical application of fluoride - excluding varnish - child to age 19; 1 D1206 or D1208 per 6 month period ......... No Cost
D1330 Oral hygiene iNSIUCHONS ..oovvviiviiiiiaiiiiene e s No Cost
D1351 Sealant - per tooth - limited to permanent molars through age 15 ...........iviiii s $10.00
D1352 Preventive resin restoration in a moderate to high caries risk patient - permanent tooth - limited to permanent

MOIArS tIOUGH BGE 15 oeccereireeeriesitrtr s e et ae s e s g s st b s re st E e s b E L s $10.00
D1353 Sealanl repair - per tooth - limited to permanent molars through 8ge 15 ..., $10.00
D1510 Space maintainer - fixed = UNIBLETAI ....oeoerviniiriniiiii s $40.00
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D1515 Space maintainer - fixed = BIAEEIAL L...uiiiievii e et s s er s tr s ban e e enveaaesn e eaneenasernnas $40.00
D1520 Space maintainer - removable = UNIMBLETAL ..........c.ciiiiiiiiiniiiie it e e ee s s eesseeseneeesansamtrsranns $40.00
01525 Space maintainer - removable = BIIALETAl .........iviiiuiiniie ittt sesitstteneensenasneeensessenssssssnsnnesnss $40.00
D1550 Re-cement or re-bond SPACE MaiMBiNeT .......c.uiieeriivrisirnierireenirererareensenssssssenssrnssennsesassnnsesnsssoesssnsnns $10.00
B1555 Removal of fixed SPace MAaINBINET .........eveuiieireiiie et eissear s bvs s ensreeanasenssaenssennsnnssnneeenns $10.00

D2000-D2999 |ll. RESTORATIVE
- Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases, liners and acid etch procedurss.

D2140 Amalgam - one surface, PriMary OF PEITNANENE ....iveieeirirreriennsirieerssesrisessuntrssnnrsnansnennsesenessasssnssesnns No Cost
D2150 Amalgam - two surfaces, PrMary OF PEIMANENE .....u.viiiieeisrerrirrerieeenrressssieneeessosesnsseremeesesssesennssnnanrass No Cost
D2160 Amalgam - three surfaces, PriMAary OF PEITNANENE ........iierrierrerieereerersiieriiarsrossrerssesrenesernreeensesnssasssns No Cost
D2161 Amalgam - four or more surfaces, primary or PEMMANENL .........cu.ieeneereuireinerrenetenseeeeenrotsssaeensssesssssnrses No Cost
D2330 Resin-based composite - one SUMACE, ANLEIION ......c.iieiie e er e e es e s s sbrastsre e se s ernmeneaeasnnnsens No Cost
D2331 Resin-based composite - tWo SUMACES, BNLEHOT . ....iciiiiereiier e ieiereiinertrseeneeeensseseseessnaseansssnssssrsnn No Cost
D2332 Resin-based composile - three SUrfAaCes, ANEHON .....iiiviiir et eeiie e s bt erttn e enseee s seansensasasens No Cost
D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterior) .............ccoeeeiiiieerereesusnnn. No Cost
D2390 Resin-based COMPOSItE CIOWN, ANEEBIHIOT ......iiiiiueierireeieeniriietitrertbestennseremeeeeseeenneseanssssesnnsensssssnneses No Cost
D2381 Resin-based composile - ORE SUMACE, POSIEHOT 1..vvviveeieeireruirerrriinerrresiierennsssssrssiesassetesosssstssieeeennennss $15.00
D2392 Resin-based composile - tWO SUMACES, POSIBIION veu..iveiriiieiiiiieitisriinn s ereenerereenaeeeesssesressseenssssnassenssseesas $20.00
D2393 Resin-based composite - three SUMACES, POSIBIIOr .. ..vviiiiii et es e si e s ssnsatserssnnrensrnennrenrenns $25.00
D2394 Resin-based composite - four oF MOre SUMACES, POSIEMON .u..vivnnivieeeirrnreiisiieianeresseeenesessensseeesannessenseses $35.00
D2510 Inlay - Metallic - ONE SUIACE “ % .......eeiiieiiiiee ettt e e e e e e e e e s e eeee et seaeaessesesseseasesssnaeessseesnserasssnreess $130.00
D2520 Inlay - metallic - tWo SUITACES ¥ ..o i iiiiiiiiirein it s e e e s e eerteeeeees s eaeeaesseeeesasarstessesanasnresasnns $140.00
D2530 Inlay - metallic - three OF MOTe SUMBCES “ © . .oiiiiiiiiieiieeeee et eeeeeesseeseessensssesssssnsssnsssnnsssssnssass $150.00
D2542 Onlay - Metallic - tWo SUTACES “ % ... i et et st ee e e e e e e e e aaeanaaeesaseneeessaeaas $146.00
D2543 Onlay - metallic - three SUECES 7 ......cviiiiiiiiece et eeeeeereetreeeeeeerseereeseaanseeaeseneseesessseeeesssassenesann $156.00
D2544 Onlay - metallic - four or MOre SUMBEES % ... ..oiiiiiiiieiiie e ceeee e e sesrareeesesstneereseereeesaennnesennn $162.00
D2610 Infay - porcelain/Ceramic - 0Ne SUMACE "7 ... .....ciiiiiiiiii e ccciiee e e e e s s e ae s se e s es e aessesesmmeeesanaa $215.00
D2620 Inlay - porcelain/Ceramic - tWo SUMACES "7 ... ....iuiiiiiiiiiiietiieiise e eeeeeeseeesesesseseseserasasesanaenssnneseses $235.00
D2630 Inlay - porcelain/ceramic - three OF MOre SUMACES "7 L. u.iiiieeiiieie e e eeeeeae e et e e eeeeeesesenneasaeeseseseresssseees $250.00
D2642 Onlay - porcelain/Ceramic - tWO SUMACES " 7 L. . iiviiiiieieeeiiieiis ettt ee et e e eeseeree e s raeeaaeesssseaseesssannneesens $250.00
D2643 Onlay - porcelain/ceramic - INree SUMACES "2 .. ....ooviiiiiiiiie e recceeriveeeasesseseesesassereseserasassssernsneeses $270.00
D2644 Onlay - porcelain/ceramic - four or More sUMACES "? .........cccoiivvviririirreieciieerreesisneeeeessreeesseneeeeeesannans $295.00
D2650 Inlay - resin-based composite - 0Ne SUMACE "7 .....iiiiiriiiiiiereree et eee e e eeeeeeseeeaeeeeeeseeeeenneaenneaereeas $100.00
D2651 Inlay - resin-based cOmpOSIte - W0 SUACES 2 ... iiiuereiieiiieieiiiiiieeeee e erereerssseeseneeseeassssesessasssnnae $140.00
D2652 Inlay - resin-based composile - three or MOre SUMACES "7 .......coiiivceeiiirisiirereereeerserersssereeesssseeessessnnes $170.00
D2662 Onlay - resin-based cOMPOSHte - tWO SUMHECES "7 .. .. ..iiiiiiiiiririiriiieeei s cerere e e eaaeeeesnbees s ennaneeesnennas $180.00
D2663 Onlay - resin-based composite - three SUMACES "2 .. ..uuiveeeieeeeeieieeeieeeeesseseaeneeeeersessseerneaeeesaessseesssens $195.00
D2664 Onlay - resin-based composite - four or More SUMACES "% ... ..cccviiiiiiiieie e eeveseesistreessreseseneenan $225.00
D2710 Crown - resin-based composile (INAIFECL) "7 ........ovveiiiiieiieie e ceceeiie e ecevtesesesteeesseenreesesameeneaeaesenreen $110.00
D2712 Crown - % resin-based cOmMpOSIte (INGITEC) "7 .......coiiiiiiiiieriireereeeeenmeeneeseeeesnnssesnsssnnssennsnsnsssnssnsnnsnssns $110.00
D2720 Crown - resin with high noble Metal "7 ... .. ..ieiiiiiiiriieee e eeeeeeeesesseeseaseereeeasssessaesesearasesesessarsnnn $295.00
D2721 Crown - resin with predominantly base Metal "2 .. ............ooiiiiiiiiiiicirieeeeeeiiereeresseraesesssnnessssssasneesarans $195.00
D2722 Crown - resin with NODBIE MEtal “ 2 ... ...oeoiiieiiiicities e ceteei e esetrstesessabnneeressmeesseesneeesesseseseeessnns $1985.00
D2740 Crown - porcelain/Ceramic SUBSITAtE "2 .. .....c.iiiiiieeriurieiisieeeeseeeeeeseeeeeanaeesasesessesessseeessssesasssseesns $195.00
D2750 Crown - porcelain fused 10 high noble metal "7 ........iiieiiiieeceiiiiceec e e ee e essesraee s e bessnne $295.00
D2751 Crown - porcelain fused to predominantly base metal "7 ..........ccueeiiiiiiiiiiei e essensesreenereesseseenenee s $195.00
D2752 Crown - porcelain fused 10 Noble Metal "2 ......oooiiiiieei ettt e e ee e st e e e e e e e e $195.00
D2780 Crown - % cast high noble Metal ¥ .........oceiieiriiiniie et eaecaresaseas e e enese et e esissassnasssesees $295.00
D2781 Crown - % cast predominantly Base Metal 7 .............coiiivereeeeiiireeeeeeeeeeeeaeeeesassseeesssneesssasssnnesessannns $195.00
D2782 Crown - % €ast MODIE MELAl 2 ......oviiisiee e cecete e e s saesessabeeasmeesssamesseseeaessseasnneesssnsseesannes $195.00
D2790 Crown - full cast high Noble MELAl % ...........ccouiviiieeriiiitieeeeiseeeeeereeeeeeseeesaeeseesasseessnsessaneeesansesessassnses $295.00
D2791 Crown - full cast predominantly base MEtal 7 ...........cc.ceievvuvririvueesiiissesssssessosesesseneesssneessseesessasessaseees $195.00
D2792 Crown - full cast NObIE MELAl Z ..........cccvieireireeiieectieeecatsesrreesanes e e e s s eeseeeseeeseeesasessneeassessseeesaeesanes $195.00
D2794  Crown = HANIIM 2 .ooierieiiiieeeice et eie et et eeertesseeeesseaesssasesessesaensessesesamee s seeseeeemneneesenaenneesseans $295.00
D2910 Re-cement or re-bond inlay, onlay, veneer or partial coverage restoration ...........coveeveviieerereeeeerrrnnerseeereanns $10.00
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D2215 Re-cement or re-bond indirectly fabricated or prefabricaled post and core ...
D2920 Re-CeMENt OF F@-DONT CTOWN ..iuerinenereraenraenrnrnssstississssmarsaasasertsnsrsnsbassssssasssssssastetanarsestrsshosasanssscass
D2921 Realtachment of tooth fragment, incisal edge of CUSP {BNALBAOF) ...veeuiiniriiiiiiii et
D2029 Prefabricated porcelain/ceramic crown - primary t0oth = 8NIerior .........oooviiiiiiii
D2930 Prefabricaled stainless steel crown - primary tooth ...
D2931 Prefabricated stainless steel crown - permanent t0oth ... e
D2932 Prefabricated resin crown - anterior primary 00t .......ovevevvieiiiiiiiiini e e s s
D2933 Prefabricaled stainless steel crown with resin window - anterior primary 100th ........cccoviiiiiiiinninn
D2940 Prolective FeStOrBlION ...ivevicieervrireoremrsmciraerssmarar s terssaterasrneanstessssstesmosiashessssssiosssasaentassnaesrnsssrss
D2941 Interim therapeutic restoration - primary denlition ..........cciiiiimiin e s
D2949 Restorative foundation for an indirect restoration ..o e
D2950 Core buildup, including any pins When required ...........coiiiiiiii s
02951 Pin retention - per tooth, in addition fo restoration ...
D2952 Posl and core in addition to crown, indirectly fabricated - includes canal preparation e
D2953 Each additional indireclly fabricated post - same tooth - includes canal preparation SOOI
D2954 Prefabricated post and core in addition lo crown - base metal post; includes canal preparalion ..........coeeeuceennns
D2957 Each additional prefabricaled post - same tooth - base metal post; includes canal preparation .......................
D2970 Temporary crown {fractured tooth) - palliative treatment only .........c.ooverriiiiiiii
D2971 Additional procedures to construct new crown under existing partial denture framework ..........ccoceceeiiinieinnnns
D2980 Crown repair necessitated by restorative material failure ...
D2981 Inlay repair necessitated by restorative material failure ..o
D2982 Onlay repair necessitated by reslorafive material failire ...........oooiiiiri
D2983 Veneer repair necessitated by restorative material failure ...
D2990 Resin infiltration of incipient smooth surface lesions - limited o permanen! molars through age 15 ........c..........

D3000-D3999 1V. ENDODONTICS
D3110 Pulp cap - direct (excluding final restoralion) ...........coooiiiiini
D3120 Pulp cap - indirect (exciuding final restoration) ..........coovviii
D3220 Therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal to the dentinocemental junction and
application of MEdICAMENE .....c.uuiii i st
D3221 Pulpal debridement, primary and permanent teeth ...
D3222 Parlial pulpotomy for apexogenesis - permanent tooth with incomplete root development ............cccvvmmnceinnnn
D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth {excluding final restoration) .............oeevininnnnnenn,
D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration) ............cc.ccciueeeinnnne.
D3310 Rootf canal - endodontic therapy, anterior tooth {excluding final resloration) USSP RUPURUN
D3320 Roof canal - endodontic therapy, bicuspid tooth {excluding final restoration) e —————————————
D3330 Root canal - endodontic therapy, molar (excluding final restoration) T S PSSP
03346 Retreatment of previous root canal therapy - anterior O OO0 CRAUEE0 DB GIB0A00A BT
03347 Retreatment of previous root canal therapy - bicuspid S e
D3348 Retreatment of previous root canal therapy - molar A
D3410 APICOECIOMY - ANLETIOT * ..oeiievreerireeaireeesissasters v be s s e rae e as e s e s st o e et e s a s e b be s s bbb e s e bn e s e s e b
D3421 Apicoectomy = bicuspid (firSt TOOE) % ...ee.veecereiriiiriiririerase s erte e e
D3425 Apicoectomy - MOIAr (fIrst FOOL) ¥ ...oc.eiviriiiriiiie ettt e s
D3426 Apicoectomy (each addiional FOOt) © ...c..oeovviiiiiiiiiiiiiesire e e
D3427 Periradicutar surgery Without @piCoClOMY ......vveieiiiericiiiiii e s e
D3430 Retrograde filling - PEr FO0L ¥ ..oe.eiiciiiiriiiiiniieier et e es st e
D3450 Root amputation, per raot - not covered in conjunction with a hemiseclion OO UPPPPTRPPRN

D4000-D4999 V. PERIODONTICS
- Includes preoperative and postoperalive evaluations and trealment under a local anesthetic.
D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per quadrant ........coeeus
D4211 Gingivectomy or gingivoplasty - one 1o three contiguous teeth or tooth bounded spaces per guadrant ......c.cceeeees
D4212 Gingivectomy or gingivoplasty to allow access for restorative procedure, pertooth ............ovevviieniiiiiinicnnnes
D4240 Gingival flap procedure, including root planing - four or more conliguous teeth or toath bounded spaces per

o TTL T | =TT R LECRCCERRTREIIRTITILLLRL
D4241 Gingival fiap procedure, including root planing - one to three contiguous leeth or tooth bounded spaces per

Lo TTE: L L 4| OO O PP PP S S LS LLLIRRETIAT

$35.00

$120.00
$180.00
$95.00
$140.00
$200.00
$85.00
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D4260 Osseous surgery (including elevation of a full thickness flap and closure) - four or more contiguous teeth or tooth

bounded SPaces PEr QUAAIANE .......c.viiiiiiii it eerieerreressrnsestsasnassesanseasessasseasatssnnrnnrnsennennssns $250.00
D4261 Osseous surgery (including elevation of a full thickness flap and closure) - one to three contiguous teeth or tooth

boundead SPaces Per QUALIANE .........iviiiiiiiiirreiieeiriera i eiiiia et cesstassensersssnrssseneenermnesenssnsereessnseennes $250.00
D4341 Periodonlal scaling and root planing - four or more teeth per quadrant - limited to 4 quadrants during any 12

COMSECULIVE IMOMINS oeiiniiiiiiiitiiiiiiiiut e re e ect s e s et s ssasseesstass sttt sstarnnrenenanennsenassnsnssnsensensensnnsaes $45.00
D4342 Periodontal scaling and root planing - one to three teeth per quadrant - limited to 4 quadrants during any 12

CONSBCULIVE MONTNS ...ooniii ittt e e vatesn e re e e s taaesassnesansanrnneanssenssesnssenssensesssnnsenneresnn $45.00
D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis - limited to 1 treatment in any 12

CONSBCULIVE MONINS ..ottt e ttie et eeanree e eseatnseanasrrsssssnnrensnnssansesnsssessssnnsenssnnsrnnsnnseesns $45.00
D4910 Periodontal maintenance - limited to 1 treatment 8ach 6 MONK PEIHIOT .........cc..aeereereeriersssiressnnresnsessssssesnn $36.00
D4921 Gingival irmigation - Per QUAIANLE .....iiieeeieiisieciieer s rees s s e s s rbt e e eerseeeerennsenennssernssesnssrnnssrsnsnns No Cost
D5600-D5899 VI. PROSTHODONTICS (removable)
D5110  Complete denture = MAXIIATY » ™ ... .iouuiieieiieceeeie st ceeeeeesate s e s et eesnneressseeseasessenseeeaseseessssnesesaseen $225.00
D5120 Complete denture - mandibular ¥ ™ ...........coviiiiiiire et e et e ene e $225.00
D5130 Immediate denture - MANIIArY * ™ .......cccviiiiiiiei e et teseeeneeeeeeeeeerresaeeeesaaeeesesaaessesanseeseessaanrrres $300.00
D5140 Immediate denture - MAnTIBUIAE » ™ ..........ccciiviiiiiriieineeeee et crrere et se s et saess s e steeesbeseeene e reene $300.00
D5211 Maxillary partial denture - resin base (including any conventional clasps, rests and teeth) * ™ _..........ccccoenen.. $245.00
D5212 Mandibular partial denture - resin base (including any conventional clasps, rests and teeth) > " ........c.coeeevenene $245.00
D5213 Maxillary partial denture - cast metal framework with resin denture bases (including any conventional clasps,

rests and 1eeth) ™ ™ .. it e et ae b ere et s et et e eneannn $275.00
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including any conventional clasps,

rests AN 1BEIN) T ™ . .. it e st ee e e ea e e et e e e e e eete e it e et reeerraares $275.00
D5225 Maxillary partial denture - flexible base (including any clasps, rests and teeth) ™ ™ .. ...oocoviviirreeeeereerieeeennenn.. $325.00
D5226 Mandibutar partial denture - flexible base (including any clasps, rests and teeth) * " ...oovveeiiiveieieeee e, $325.00
D5410 Adjust complele denture - MAaXIIANY 7 .........cccvvveiiiiieeriireirerreerrrreeeeseesssseesssasseeeresaessesasesesssnesesssssrsres $10.00
D5411  Adjust complete denture - MAaNGIBUIAE * .............eeeeiiiieieeiieeeeirteereeeeseeeeeeeeesseseesssasnressasssneesssesasnenes $10.00
D5421 Adjust partial denture = MaXIlANY 7 .......ciivieeieirierereeeeieiieeeeeeiee e ssstsraeeeaeessseeeseaaeaeaessereseeeeeees $10.00
D5422 Adjust partial denture - MandiBUIar ¥ ..............cveiieeiiiireeeiieciiierererestsreseessressessssssreesessrasssasasssnnsssesess $10.00
D5510 Repair broken cOmplete eNTUIE DASE ......ivvuuvvieeiiieiei i e rttee et eeeteranseeeeeasessasasssresenssernasesnnsennnnes $24.00
D5520 Replace missing or broken teeth - complete denture (8ach H00M) v....vvveevieeenoieieie e ieiieeeseeeeeeseaeeeaneaesns $10.00
D5610 Repair resin 0eNtUFE DASE ........ciiiviiviriiiiiiniieiareeetenserresserersnisssssrsressusssrenennnsreesnmassssnsennseseenseesees $24.00
DS620 Repair Cast fraMBWOTK ... iiiceeiiiiii e s s e rrreer s et eeseae s eeeba e s e nneesessasesssansnnsssesnssrneans $24.00
DS630 Repair or replace BrOKEM CIASP ..iviiereicieiieeieiiirrireeeiisieriassssnststssemnnssensssenssennsssssssesnnsessssssnssessesaes $24.00
D5640 Replace broken teeth « Per toOth .....ciuuiiieiieieeiiiiie e et aeab it seeeeseenenn s eeaeeeeemnsaenas $10.00
D5650 Add looth 1o existing partial dENTUME ........cociiiiiiiiiiiiiiiie e ettt tsneesennaessesasnssesessseresernnnss $10.00
D5660 Add clasp to existing PArtial GENtUME .........viiiuiiiiiiri e rertbestmneeene s eaeseernsaseenesernnsssennseessessnnssssnnns $10.00
D5710 Rebase complete maxillary AentUre " ...........ccooririiiiiiiiieetiersseeereseessreeesesenaassssesassnsssensasesssessssssnnes $50.00
D5711 Rebase complete mandibular denture " .. .......covieueeriieeiieeieesiee e eeeeeeeeeeareeaeenteesseaseteeraannnnseeanns $50.00
D5720 Rebase maxillary partial dBntUIE ™ ............cciiviuiiiiiiiieeeiiieeiieeeeesesesivteeseessssoneeseesssneesessessesesssnsnsensssns $50.00
D5721 Rebase mandibular partial denture " .............ooiiiiiiiiiiiiieet ittt eeeeeeseaeeseaeeseerareeaaeasessaaaasaeanareeses $50.00
D5730 Reline complete maxillary denture (ChairSide) 7 .........ooiviiiiiiiiieeireeee e e ee e e e e e eeeeeeeeseesssseesesessnssssreanss $30.00
D5731 Reline complete mandibular denture (ChairSide) " .......oooiiiveiiicereee e ee e eeeeeeesesseneneseesseaeessessnannnnnesees $30.00
D5740 Reline maxillary partial denture (ChairSide) " ........ooiiiiiiiiiii ittt eeeeeee s e e e e e eeeseeseseasasasaeressaseaanaaans $30.00
D5741 Reline mandibular partial denture (ChairSide) ™ ...........evuuuiruimeeorreessesreresseeeeseneeeesserssessesasesessseeseesseses $30.00
D5750 Reline complete maxillary denture (Jaboratory) " .........ceeeiieiieieiiieirriasreeerereeeeeesreeesseseseseesssnesasasarsnees $50.00
D5751 Reline complete mandibular denture (IAbOrAtOrY) ™ ..........ccoviieiiiiiieiiieiieseecereneecssitsessesseeeessseseenesnesas $50.00
D5760 Reline maxillary partial denture (JAOratory) ' .........cueiiiieiieeviiirsisneee e e eerreeeeeeeasesreseseersssssesssnsssesnans $50.00
D5761 Reline mandibular partial denture (DOFALONY) 7 ...oiviiivieeeiiieeiiece e e eeeeeseeeesneneeeneaeasesnsennan $50.00
D5820 Inlerim partial denture (maxillary) - limited to initial placement of interim partial denture /stayplate to replace

extracted anterior 1eeth during ARG * ..........ccivvviieceieeeieee e st cesae e e s e seseesasseseeisesseeesessneasessnmsenenn No Cost
D5821 Interim partial denture (mandibular) - limited lo initial placement of interim partial denture /stayplate to replace

extracted anterior teeth during REANNG  ..............cecuuueieeieeieeeeeeeeeereeeeeesseeeeaeseeeaaseesesssseseesesssnnnnesans No Cost
D5850 Tissue conditioning, Maxillary * ' .. ..........ocueeeiiiiiiuiierieceieesee et ee e e eeeeeee e e e e e e et eaeaeaeeeeenneaareen $10.00
D5851 Tissue conditioning, MandiBUlar ¥ ™ .. ... ... ittt ee e e e e et e e e e e eeese et reeenrerne s $10.00
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D5300-D5999 VI, MAXILLOFACIAL PROSTHETICS - Not Covered
D6000-D6199 VI 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 T ......oovverireer it ire et re e s $295.00
D6211 Ponlic - cast predominanily base metal ST e e $195.00
DB212 PONLC - Cast MODIE MELAL ¥ <....erei it stssasnntarasaenseersrarrsbsieiesiesssessanasasassasssrasssseiansasssssssarsrnssaasanans $195.00
D6240 Pontic - porcetain fused to high noble metal "* .. ... oo $295.00
D6241 Pontic - porcelain fused to predominantly base metal ¥ ... ..ot $195.00
D6242 Pontic - porcelain fused to noble metal ¥ ..o $195.00
DB245 PONMIC - POrCEIAIN/CEIAMIC T ¥ 1.niiurerereeesereeeteie s ettt e e srres e rab e sb e si b ettt r et bh s sab s ae s a e $295.00
D6250 Pondic - resin with high noble metal " ... $295.00
D6251 Ponlic - resin with predominantly base metal ¥ ... ...t $195.00
DE252 Pontic ~ resin With NOBIE MELAL 77 ...eevireiriiiiiiierrrevrieesitre s et e e st bbb s bs e b ran e e et e $195.00
D6600 Inlay - porcelain/ceramic, two SUates " ¥ L....iiiiiiiiire et $295.00
D6601 Inlay - porcelain/ceramic, three or more SUMACES " ... vvieiiriiinirit e $305.00
D6602 Inlay - cast high noble metal, two SUMECES " ¥ ..ot $140.00
D8603 Inlay - cast high noble metal, three or more surfaces PO AA AT OB E T OB BT BICOOGO0000E $150.00
D6604 Inlay - cast predominantly base metal, two SUMACES " ¥ ..o.eiiiviiiiiiii $140.00
D6605 Inlay - cast predominantiy base metal, three or more surfaces "* ... ... $150.00
DB606 Inlay - cast noble metal, two SUMACES ¥ .o..oooiiiiiiiie it $140.00
DB607 inlay - cast noble metal, three or more sUMAces " .. ......oiiiiiiiiieniree s $150.00
D608 Onlay - parcelain/ceramic, tWo SUTACES "7 .....oiviiiiiiiiiiiiirir e e $295.00
D608 Onlay - porcelain/ceramic, three or more surfaces R OO OO AAAEN B CCOO OO0 B CEA AL Oa0AAACETGa0000C $305.00
D6610 Onlay - cast high noble metal, two SUMfACES " ......ovirriiiiiiii $156.00
D6611 Onlay - cast high noble metal, three or more surfaces O T O PO e R O OO OO B ER00Cs $156.00
D6612 Onlay - cast predominantly base metal, two surfaces S s Rt $156.00
D663 Onlay - cast predominantly base metal, three or more surfaces " .......ocoovrviniii $156.00
DBB14 Onlay - cast noble metal, tWo SUMACES " ... cviiiiiiiei et $156.00
D6615 Onlay - cast noble metal, three or more sUMaCEs ' ¥ ....c.eoiiiiiii i $156.00
D6720 Crown - resin with high noble metal " .....coiiiiriiiici e e $295.00
D6721 Crown - resin with predominantly base metal ' ¥ .. ... e $195.00
DB722 Crown - resin with noble Metal " ..o e e s eee et r e s e s s e s r s s st a s e s e $195.00
D740 Crown - POrCelain/CeramiC " ¥ .....veciiveiinieiiiietereee et et $295.00
D6750 Crown - porcelain fused to high noble metal " * ......co.iiiiiieiiiin e $295.00
D6751 Crown - porcelain fused to predominantly base metal ¥ ..o $195.00
D6752 Crown - porcelain fused to noble metal " ¥ ... $195.00
D6780 Crown - % cast high noble metal © ..oc.iieiiiiie it s $295.00
D6781 Crown - % casl predominantly base Metal * ...........oiririieeiiimirierc e e $195.00
DE782 Crown - % cast NODIE MELAL ¥ ...eeieiiiie e srsreseeabaauaee s setsais s sasesesrans sasassnsanssnasnssanssananrsnrrsranas $195.00
D6790 Crown - full cast high Noble MEtAl ¥ ........eiiiririiitiiiii et e $295.00
D6791 Crown - full cast predominantly base metal ¥ .........ooviiiiiiiiiiiirn s $195.00
D6792 Crown - full cast NODIE MELAI ¥ ......viveiirereriierereeeereesesiitrr e et s sesssrrseessrirss s ra st e s s anbr e s s sa e s rasees $195.00
D6930 Re-cement or re-bond fixed partial deMtUre .........coviviiriiiin s $15.00
DIBO40  SIrESS BIrBAKET ¥ +eveeeeerseeeerereereeesserassssssssesssessasrstsasssseeeesesasasarssaennrasasansassanatateessssesabisiiasasbansseres $25.00
D6980 Fixed parlial denture repair necessitated by restorative material failure ...........ccccoeiniiininiiine $20.00
D7000-D7999 X, ORAL AND MAXILLOFACIAL SURGERY
- Includes preoperative and posloperative evaluations and trealment under a local anesthetic.
D7111 Extraction, coronal remnants - deciduous tooth ... $6.00
D7140 Exiraction, erupted tooth or exposed root (elevation and/or forceps removal) ..o $6.00
D7210 Surgical removal of erupted tooth requiring removal of bone and/or sectioning of looth, and including elevation of

mucoperiosteal flap if INAICAIEH .........ovvviirrriiniirrrr $15.00
D7220 Removal of impacted tooth - soft HSSUE ... ... $40,00
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D7230 Removal of impacied tooth - partially BOMY ....c..vrecriiiriiiei et eie st rsentn s bt ssnsnneernresasaensesasnnnn $60.00
D7240 Removal of impacied tooth - COMPIBLEY BONY ...ttt eeeeee et e et s e e eenaasenssesnasaranss $80.00
D7241 Removal of impacted tooth - complelely bony, with unusual surgical complications ...........cceeeervereereeeeenerens $80.00
D7250 Surgical removal of residual tooth roots (CUtNG PrOCEAUIEY ........eeeeunieeeiieeierteeeeeeeeeseeereaeerenaessisrsesensees No Cost
D7251 Coronectomy - intentional partial t0oth reMOVEL .........veeiiiiiiiriiiie e ee v rrra e e sreae s s rer e s sessaeeeaens $60.00
D7286 Incisional biopsy of oral tissue - soft - does not include pathology I1aboratory ProCeOUIES .......cccuueeeeverevesrsses $20.00
D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant ........eeueveeeennnn. $40.00
D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ...................... $40.00
D7320 Alveoloplasty not in conjunction with extractions - four or more teelh or tooth spaces, per quadrant .................. $60.00
D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant .................. $60.00
D7471 Removal of lateral exostosis (maxilia ar MANGIDIE) ......civereiieiiiiie e i er e eee s rneeeseseeenssannnas $50.00
D7510 Incision and drainage of abscess - iNtraoral SOft IBSUE .......c.eeeieeiiireiiie et eeeieeesn s eereessnenaessnsssnssssrennes No Cost
D7980 Frenulectomy - also known as frenectormny or frenotomy - separate procedure not incidental to another procedure  No Cost
D8000-D8999 XI. ORTHODONTICS
D8070 Comprehensive orthodontic treatment of the transitional dentition - child or adolescent to age 19° ................. $1,800.00
D8080 Comprehensive orthodontic treatment of the adolescent dentition - adolescent to age 19 ° ......ooeevveevveeenennn... $1,800.00
D8090 Comprehensive orthodontic treatment of the adult dentition - adults, including covered dependent adult

CHIIIIBN  oeeeieeere ettt eb et et ettt ea et es e besae st enaebeston bt ae e et s reeaer st en et enentene et enenen $2,000.00
D8660 Pre-orthodontic treatment examination to monitor growth and development - not to be charged with any other

CONSUHANION PIOCEAUIB(S) © .oo.ueeieeeeeciirrsreviterereesasssessssesateetesseeeaenaeesraeeeseesesestesasassnneeesesaseserasns No Cost
D8680 Orthodontic retention (removal of appliances, consiruction and placement of retainer(s)) 7 .....ooovveeevreeereeierenne. No Cost
08999 Unspecified orthodontic procedure, by report - includes START-UP FEES, (including initial examination,

diagnosis, consultation and iNilial BANAING) .........euirieeriie et ireraris et erasereasrssssnssensennsesserenesens $350.00
D9000-D9998  XI. ADJUNCTIVE GENERAL SERVICES
DS110 Palliative (emergency) treatment of dental pain - MINOE PTOCEAUNE .......iveuiieerrrereeireeniiesssresssessersreeeennnnnres $10.00
D9211 Regional bIock ANEStIESIA ....ciuiiiiieiiiiiieieieiri e eieeeat e sasstnsesssarnssennssnesenasennssnsesnnsennssnnnenn No Cosl
09212 Trigeminal division DIOCK @neSthesial .....oeuirviieiiieieii e v et ra e crttasesssbnsesesrnnevanrsreennnnnns No Cost
D9215 Local anesthesia in conjunction with operative or sUrgical ProceUIES ............ovvveviriemieeeneiseeeeiereeeresaesnes No Cost
D9219 Evalualion for deep sedation or genaral aneStheSIa .....cvvevver i s ebmitesrreeennsreansssnensssnns No Cost
D9310 Consultation - diagnostic service provided by dentist or physician other than requesting dentist or physician ....... $20.00
D9430 Cffice visit for observation (during regularly scheduled hours) - no other services performed .........covveeeeemnnnnnns $5.00
D9440 Office visit - after regularly scheduled ROUS ...iieeeiiiiiic e e e s s bas s e e e s esnn e e eanenanen $20.00
D9450 Case presentation, detailed and exiensive treatment PIANNING .......eevreniiei i eeeeeee et e cessseaesssransssssnnss No Cost
09931 Cleaning and inspection of a removable @pPlENCE ............oivueiiiiiieiiiiiirinterrseeeriennserasernesnsssnssenessnseeane No Cost
D9886 Missed appointment - without 24 hour notice - per 15 minutes of appoINtMENt BMB .......c.ocovvvununeeeeeeeeneennenn. $10.00
D9987 Canceled appointment - without 24 hour notice - per 15 minutes of 8pPOITLMENT HME ....covvveeeenneeeeeeerreeernennes $10.00

Procedures not listed above are not covered, howaver, may be available at the Contract Dentist's "filed fees."

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

FOOTNOTES

1

Porcelain and other tooth-colored materials on molars are considered a malerial upgrade with a maximum additional
charge lo the Enrollee of $150.00.

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

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

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

Listed Copayment covers up o 24 months of active orthodontic treatment excluding the services listed for D8999 (Start-up
fee). Beyond 24 months of active treatment, an additional monthly fee of $75.00 applies.

Base or noble metal is the benefit. If an infay, onlay or indirectly fabricaled post and core is made of high noble metal, an
additional fee up to $100.00 per tooth will be charged for the upgrade.
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Includes adjustments and/or office visits up to 24 months. After 24 months, a monthly fee of $75.00 applies.
The Enroliee is also responsible for any incurred orthodontic diagnostic record fees.

A benefit for permanent teeth only.

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

Limited to 1 per denture during any 12 consecutive months.



Limitations and Exclusions of Benefits

SCHEDULE B

Limitations of Benefits

1. Full mouth x-rays are limiled lo one sel every 24 consecutive months and include any combination of periapicals, bilewings andfor
panoramic film.

2. Bitewing x-rays are limited to not more than one series of four films in any six menth period.
3. Diagnostic casts are limited to aid in diagnosis by the Contract Dentist for covered benefits.

4. If a biopsy is prior approved by Delta Dental to an oral surgeon, then examination of the resulting biopsy specimen is covered under
codes D0472, D0473 or D0474 and available at no additional cost.

5. Prophylaxis or periodontal maintenance is limited to one procedure each six month period.

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

7. Afilling is a benefit for the removal of decay, for minor repairs of looth struciure or to replace a lost filling.

8. Acrown is a benefit when there is insufficient footh structure to support a filling or to replace an existing crown thal is non-functional
or non-restorable and meets the five+ year limitation (Limitation #12).

9. A covered metallic inlay, onlay, crown or fixed partial denture {bridge}) using base or nable metal is available for listed Copayment(s).
If the Enrolles elects to have high noble metal used instead, the maximum additicnal cost of this material upgrade is $100.00 per
tooth or pontic. For a cast post and core, the benefit is for base or noble metal. If the Enrollee elects to have a high noble metal cast
post and core instead, the maximum additional cost of this material upgrade is $100.00 per tooth.

10. For molars, a covered inlay, onlay, crown, or unit of a fixed partial denture {bridge) is metallic without porcelain or ather tooth-colored
material. If the Enrollee elects to have porcelain, porcelain-fused-to-metal, resin or resin-with-metal used inslead, the maximum
additional cost for this tooth-colored material upgrade is $150.00 per molar.

11. 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.

12. The replacement of an existing inlay, onlay, crown, fixed partial denture {bridge) or a removable full or partial denlure is covered
when:

a. The exisling resloration/bridge/denture is no longer functional and cannot be made functional by repair or adjustment, and

b. Either of the following:
- The existing non-funclional restoration/bridge/denture was placed five or more years prior 1o its replacement, or

- If an existing partial denture is less than five years old, but must be replaced by a new partial denture due to the loss
of a natural tooth, which cannot be replaced by adding another tooth to the existing partial denture,

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

14. With the exception of pulp caps and pulpotomies, endodontic procedures {(e.g. rool canal therapy, apicoectomy, retrofill, ete.) are only
a benefit on a permanent tooth,

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

16. Periodontal scaling and root planing are limited lo four quadrants during any 12 month period.
17. Full mouth debridement (gross scale) is limited to one treatment in any 12 month period.
18. Coverage for the placement of a fixed partial denture (bridge) requires that:

a. No cantilevered posterior pontic {prosthetic tooth) be included; and

b. Either of the following:

- The sole tooth to be replaced in the arch is a permanent tooth, which cannot be replaced by adding another tooth to
an existing removable partial denture; or

- The new bridge would replace an existing, non-functional bridge {see Limitation #12); or
- Each abutment tooth to be crowned meets Limitation #8.

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

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

10)
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- The replacement of extracled anterior teeth for adults during a healing period when the teeth cannot be added to an
existing pariial denture or

- The replacement of permanent toath/teeth for children under 16 years of age.
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 prosihetic appliance.

23. Benefils provided by a pediatric Dentist are limited to children through age seven following an attempt by the assigned Coniract
Dentist lo treal the child and upon Autherization by Delta Dental, less applicable Copayments. Exceplions for medical conditions,
regardless of age limitation, will be considered on an individual basis.

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

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

26, An Optional procedure is defined as any altemnative procedure presented by the Conlract 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 lo the Enrollee is the difference between the Contract Dentist's "filed fees” for the Optional procedure and the *filed fees”
for the covered procedure, plus any applicable Copayment for lhe covered procedure. Oplional lreatment does not apply when
alternalive choices are benefits. Oplional procedures include;

- The use of a looth-colored material when restoring a posterior tooth with a filling, inlay or onlay; and

- Units in a fixed partial denture (bridge) made of porcelain/ceramic, which is not fused to and supported by underlying
cast metal.

"Filed fees” mean the Contract Dentist's fees on file with Delta Dental. Questions regarding these fees should be directed to the
Custamer 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. Treatment provided in a government hospital, or for which benefits are provided under Medicare or other governmental program
{except Medicaid), and Slate or Federal workers' compensation, employer liability or occupational disease law; benefits to the extent
provided for any loss or portion thereof for which mandatory automobile no-fault benefits are recovered or recoverable; services
rendered and separately billed by employees of hospitals, laboratories or other institutions; services performed by a member of the
Enrollee’s immediate family; and services for which no charge Is normally made.

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

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

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

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

7. Dispensing of drugs not normally supplied in a dental {acility.

8. Any procedure that, in the professional opinion of the Contract Dentist or Delta Dental's dental consultant, is inconsistent with
generally accepied standards for dentistry and will not produce a salisfactory result.

9. Dental services received from any dental facility other than the assigned Contract Dentist, including the services of a dental
specialist, unless expressly authorized by Della Dental or as cited under Section 4.04. To obtain authorization, the Enrollee should
call the Customer Service depariment at 800-422-4234.

10. Consultations for non-covered benefits.

11. Implant placement or removal, appliances placed on or services associaled with implants, including but nat limiled to prophylaxis and
periodontal treatment.

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



Limitations and Exclusions of Benefits

13.

14,

15.

16.

17.

18.
19.

Reslorations placed solely due to cosmelics, abrasions, atirition, erosion, restoring or altering vertical dimension.

Treatment or materials primarily for cosmetic purposes including, but not limited to, porcelain or other veneers, except
reconstructive surgery which is not medical in nature, and which is either (a) dentally necessary and follows surgery resulting
from trauma, infection or other diseases of the involved part and is directly attributable thereto, or (b} dentally necessary
because of a congenital disease or anomaly of a covered dependent child which has resulted in a functional defect. If
treatment is nol excluded as to particular teeth under this provision, cosmetic treatment of teeth adjacent to or near the
affected ones is excluded. if an appliance is required as a result of reconstructive surgery, the appliance so provided will be
the least expensive one which is adequate for the purpose.

This exclusion will not apply if the treatment is approved by an external appeal agent pursuant to Section 4910 of the New
York Insurance Law. Refer to ENROLLEE COMPLAINT PROCEDURES and Appendix A, DELTA DENTAL OF NEW YORK'S
INTERNAL GRIEVANCE PROCEDURE Rider for additional information.

Appliances or restorations necessary o increase verical dimension, replace or stabilize tooth structure loss by attrition, realignment
of leeth, periodontal splinting, gnathologic recordings, equilibration or treatment of disturbances of the temporomandibular joint (TMJ)
which are medical in nature.

An exiensive inilial 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 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.

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 (overays, implants, and appliances associated therewith) and
personalization and characterization of complete and pariial dentures,

Exiraclion of teeth, when teeth are asymptomatic/non-pathologic (no signs or symptoms of pathology or infection), including but not
limited to the remaval of third molars and orthodontic extractions.

Treatment or extraction of primary teeth when exfoliation (normal shedding and loss) is imminent.

Treatment required by reason of war, declared or undeclared.

Orthodontic Limitations

The DeltaCare USA program provides coverage for orthodontic treatment plans provided through Coniract Orthodontists, The
start-up 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.
2.

Orthodontic freatment must be provided by the Contract Orthodontist.

Benefits cover 24 months of aclive comprehensive orthodontic treatmenl. Included is the initial examination, diagnosis, consultation,
initial banding, 24 months of active trealment, de-banding and the retention phase of treatment. The retention phase includes the
initial construction, placement and adjustment to retainers and office visils for a maximum of two years.

Treatment plans extending beyond 24 months of active treatment, or 24 months of the retention phase of treatment will be subject to
a monthly office visit fee to the Enrollee not to exceed $75.00 per month.

Should an Enrollee's coverage be cancelled or terminated for any reason, and at the time of cancellation or termination be receiving
any orthodonlic treatment, the Enrollee and not Delta Dental will be responsible for payment of any bafance due for treatment
provided after cancellation or termination. In such a case the Enrollee’s payment shall be based on a maximum of $2,800.00 for
covered dependent children to age 19 and $3,000.00 for covered adults and dependent children from age 19 - 23. The amount

will be prorated over the number of months 1o completion of the treatment and, will be payable by the Enrollee on such terms and
conditions as are arranged between the Enrcllee and the Contract Orthodontist.

Three recemeniations or replacements of a bracket/band on the same toath or a total of five rebracketingsfrebandings 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 and customary fes,

Comprehensive orthodontic treatment (Phase !) consists of reposilioning all or nearly all of the permanent teeth in an effort to make
the Enrollee's occlusion as ideal as possible. This treatment usually requires complete fixed appliances; however, when the Contract
Orthodontist deems it suilable, a European or removable appliance therapy may be substituted at the same Copayment amounts as
for fixed appliances.



Limitations and Exclusions of Benefits

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

Orthodontic Exclusions

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

Retreatment of orthodontic cases.

Surgical procedures incidental to orthodontic treatment.

Myofunctional therapy.

Surgical procedures which are medical in nature and are related lo cleft palale, micrognathia or macrognathia.
Treatment related to temporomandibular joint disturbances which is medical in nalure.

Supplemental appliances not routinely used in typical comprehensive orthodontics.
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Restorative work caused by orthodontic treatment.
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o

. Phase | orthodontics, as well as activator appliances and minor treatment for tooth guidance and/or arch expansion. Phase |
orthodontics is defined as early treatment including interceptive orthodontia prior to the development of late mixed dentition.

11. Extractions solely for the purpose of orthodontics.
12. Treatment in progress at inception of eligibility.
13. Transfer after banding has been iniliated.

14. Composite bands, lingual adaptation of orthodonlic bands and other specialized or cosmetic allernatives to standard fixed and
removable orthedontic appliances.



i
| SmileWay® Wellness Pregram

L —_—

Find all of our dental health
resources, including a risk
assessment tool, articles,
videos and a free e-newsletter
subscription, at: mysmileway.com.

— B
[ DeltaCare USA Customer Service

e — s e e =

800-422-4234

NOTE: THIS IS ONLY A BRIEF SUMMARY OF THE PLAN.

The Group Dental Service Contract must be consulted to determine the exact terms
and conditions of coverage. An Evidence of Coverage will be sent to you upon
enrollment.

In New York, DeltaCare USA is underwritten by Delta Dental of New York and administered by
Delta Dental Insurance Company. These companies are financially responsible for their own
products,

Customer Service
800-422-4234

Monday through Friday

8 a.m. to 9 p.m., Eastern time

Provided by:

Delta Dental of New York
575 Madison Avenue
New York, NY 10022

Administered by:

Delta Dental Insurance Company
P.0O. Box 1803

Alpharetta, GA 30023
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