DeltaCare” USA

Welcome to
DeltaCare USA

DeltaCare USA (administered by Delta Dental of
California) provides you and your family with quality
dental benefits at an affordable cost. The DeltaCare USA
program is designed 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 DeltaCare USA network consists of private
practice dental facilities that have been carefully
screened for quality.
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Quality

e Extensive benefits for you and your family

* No restrictions on pre-existing conditions,
except for work in progress

¢ Large, stable network of dentists, so you can
enjoy a long-term relationship with your dentist

Convenience

¢ No claim forms to complete

* Easy access to specialty care

¢ Expanded business hours for toll-free customer service,
from 5 a.m. to 6 p.m., Pacific time

Cost savings

¢ No deductibles

¢ Qut-of-pocket costs are clearly defined

¢ Qut-of-area dental emergency coverage up to
$100 per emergency

¢ No annual or lifetime dollar maximums
except for accidental injury
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Highlights of your DeltaCare USA Program —

Eligibility for you and your family

If you meet your group's eligibility requirements for dental coverage, you can enroll in
the DeltaCare USA program. You may also enroll eligible dependents. Contact your

"What if | have questiOnS benefits administrator if you have any questions.
about my DeltaCare USA Easy enrollment

Program?" Simply complete the enrollment process as directed by your benefits administrator. Be
sure to indicate a dentist (from the list of contract dental facilities) for both yourself
and your eligible dependents. Include 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 Delta Dental membership packet including
an identification card and an Evidence of Coverage booklet that fully describes the
benefits of your dental program. Also included in this packet are the name, address
and phone number of your contract dentist. Simply call the dental facility to make an
appointment.

Under the DeltaCare USA program, many services are covered at no cost, while others
have copayments (amount you pay your contract dentist) for certain benefits. See the
"Description of Benefits and Copayments” for a list of your benefits.

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
by Delta Dental to 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-network dental emergencies. Your program pays up to $100 for out-of-network
emergency dental expenses per emergency for each enrollee.

My dentist is a Delta Dental dentist but is not on the list of DeltaCare USA dentists.
Can | 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. With more
than 3,800 general and specialist dentists, the DeltaCare USA network is one of the
largest dental networks in California.

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 collectively select up to a maximum of three individual contract
dental facilities.

Can | change my contract dentist?

You may change contract dentists by notifying us either by phone or in writing, or by
visiting our web site (www.deltadentalins.com/deltacareusa). 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
appointment. If you require a specific time, you may have to wait longer. Most
DeltaCare USA dentists are in private group practices, which means greater
appointment availability and extended office hours.




— 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, root canals and impressions for dentures). Orthodontic treatment in progress
may be covered for new DeltaCare USA enroliees. See the "Limitations and Exclusions
of Benefits."

How does the DeltaCare USA program encourage preventive care?

Your DeltaCare USA program is designed to encourage regular visits to the dentist by
having no copayments (fees you pay to the contract dentist) on most diagnostic and
preventive benefits. See the enclosed "Description of Benefits and Copayments.”

Does my DeltaCare USA program cover specialists’ services?

Your contract dentist will coordinate your specialty care needs for oral surgery,
endodontics, periodontics or pediatric dentistry with an approved contract specialist. If
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. if
you or your dependent is assigned to a dental school clinic for specialty services, those
services may be provided by a dentist, a dental student, a clinician or a dental
instructor.

What if | have questions about my DeltaCare USA program?

Call Delta Dental Customer Service at 800-422-4234. We have multitingual
representatives available from 5 a.m. to 6 p.m. Pacific time, Monday through Friday.
Our Customer Service representatives have worked in dental facilities and 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."




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 CDT-2007 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 updated codes, descriptors and
nomenclature may be used to describe these covered procedures in compliance with federal legislation.

ENROLLEE
CODE DESCRIPTION PAYS
D0100-D0999 I DIAGNOSTIC
D0120 Periodic oral evaluation - eStabliShed PAIENT ..c.iiii et e e e e bt e e s e e sttt e e s esemeeessneneaeens No Cost
D0140 Limited oral evaluation - Problem FOCUSEA cviiv ittt eeere et eeae e e er b s enaesesasessesseseessnesesnssesssessnne No Cost
D0145 Oral evaluation for a patient under three years of age and counseling with primary caregiver......ouvocevvvevcieeeeeeceveesnne, No Cost
D0150 Comprehensive oral evaluation - new or established PAIENT .....cccviiirrinicieeece e e v e sree e saee e No Cost
D0160 Detailed and extensive oral evaluation - problem focUSed, DY rEPOTT ... i ettt et e e e s e s e e e nenee No Cost
D0170 Re-evaluation - limited, problem focused (established patient; not post-0perative VISit) ...cvevvveiecvereriiceeeereesveeeennnenn No Cost
D0180 Comprehensive periodontal evaluation - new or establiShed PAtIENnt ...cccviviiiiieeiiiiiecreceeee et e eren e No Cost
D0210 Intraoral radiographs - complete series (including bitewings) - limited to 1 series every 24 MONLAS ......ocooveveeeerevvveenenan, No Cost
D0220 Intraoral - PerapiCal fITST fIlm ... o e e e e cerr e e e e e e e st e e seamee s e ntsesntassonnessbanesansssonssensans No Cost
D0230 Intraoral - periapical @ach additionNal filM .. ...eiiciiie it e s e s e e sotneeesaeesseeeeseesneeaee No Cost
DO240  INtraoral - OCCIUSAL fIlM c.eeiii ettt ee s s ette s s te e e et e e e e e te s e e b b aseerstsesbeeessasessesseessnnesesntessenanesinseseanes No Cost
D0270 Bitewing radiograph - SINGLE fIlM c...cco i be e e st e s at e e s enaeeeeb et s esne e snneesaeesaeeameeesanneeran No Cost
DO272 Bitewings radiographis - tWO FIlMS ..o .e it citeseee et es e et et s e r e eteeeeressbbessessresonsnsonnsssnnsonnssantesonseseeons No Cost
D0273  Bitewings radiographs < tRTEE fIlMS ..euii ettt e e e e e e e e e s ettt a e s e ssaeeeeees s e neeeeeeseneneeeeesseaereeseassnaeaeaaan No Cost
D0274 Bitewings radiographs - four films - limited t0 1 SEIfes eVery 6 MONRAS ........ccocevieereeereeeieeereeeieseeesreetssetesereesevesieesone No Cost
DO330  PanOramic FIlM ...eciie oottt e e re e s eate s ea e e sene s s easbeeestseseebaae e saeessasessenasessnnt e snnessrseeesnasasenteseennnes No Cost
DOA60  PUIP VITALITY TESES oottt ettt ettt ettt et e e st s et e e s e st e e assassae e e seesabeestnssaneesnnesstesenessnbesasesssresansarneoensesnneenns No Cost
DOAT0  DIAZNOSTIC CASES tevreiireiiiieriririeeeseciinteeeesssitreeeesessstressesssanreeesesassreeessnssnnnseessssnnneeeesenannraeesssannstaessesananeessanasnsasensaasseeessssses No Cost
DO472 Accession of tissue, gross examination, preparation and transmission of Written report ........couevveveeeivcreeieeeeeeeeeeeeenn No Cost
D0O473 Accession of tissue, gross and microscopic examination, preparation and transmission of written report.......cceuveune.e. No Cost
D0474  Accession of tissue, gross and microscopic examination, including assessment of surgical margins for presence of
disease, preparation and transmisSion Of WITEEN r@POIM ..ouviiiiei ittt sttt eeeeeseneseeeenneeeeenneeeeseeeesnnnes No Cost
D0999 Unspecified diagnostic procedure, by report - includes office visit, per visit (in addition to other Services) .......ccweenen... No Cost
D1000-D1999  II. PREVENTIVE
D1110 Prophylaxis cleaning - adult - 1 Der 6 MONN POITOM ....ocuvecuvieeeeereieeeeeeeeeeeeereeeereeeee s e saeesaesseseoseesearesaeeseseseneeneeessnesne No Cost
D1120 Prophylaxis cleaning - Child - 1 Der 6 MONN POIIOA ........ccuecueeeeeieeieeeeeeee et eee st es et eseesestsssasesstesoreeestresseeeeseeanes No Cost
D1203 Topical application of fluoride (prophylaxis not included) - child - to age 19; 1 per 6 month period ..........cccoueeeeeruennn... No Cost
D1206 Topical fluoride varnish; therapeutic application for moderate to high caries risk patients - child to age 19; 1 per 6
NN PEIIOT ettt et ve sttt s e e teeers e e eseeeseesareeeressasesonnesom st semeseeneesassesaseasseesnsenaseeaseesnneessaesaneessanenseaans No Cost
D1330  Oral hYZIene INSIIUCHIONS eviectirteet et sttt ecte et see e et e et esesercess e reeseeereessestsese s s esaesssssasesneeneeneennteeesneeeeeaseasenneeaseenes No Cost
D1351 Sealant - pertooth - limited to permanent molars tRIOUGH GGE 15 ....ocveveeereeeerveeeeriseeeeeesisieeeiessesseesseeeneeseeeeoneeeneennas $10.00
D1510 Space Maintainer - fIX@d - UNTIALETAL . .cccciiiiierriesi ettt et eer e sasessaesesseseaesneeseaesoaneeansasaneesneeseesneeene $25.00
D1515 Space Maintainer - fiXed - DIHALEIAL c.ccorciiriiie ettt ee e e e rre st s reete s s saesae s tsseeeeeseeseeesneeneenneeneaenes $25.00
D1520 Space maintainer - removable - UNTIALETAl. ... uiiceiiieecre ettt eeeate e e seaeseaesen e eenteenseoaaeeanseeanen s seeeseeessenesnenn $25.00
D1525 Space maintainer - removable - DIlAteral....c.ccouiiiirieiiccerceee ettt ere s st smbesoneesneeeneesentasanesanteereesnenenns $25.00
D1550 Re-cementation Of SPACE MaINTAINET ..ot erercte et tes e et e e s e e eeereseste e seeenses sesesosneseneaensesneeensnereneessaeses $6.00
D1555 Removal of fiXxed SPACe MaiNTBINET c...iiiirieeieitecieteeeer ettt e ar e et s aeerseersenssersesssensssareneesseesmnentesneennesneenneenns $6.00




Description of Benefits and Copayments

D2000-D2999  1il. RESTORATIVE

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

D2140 Amalgam - one surface, pPrimary OF PEMIANENT ... tirieerirtteeeer e e e et tesessrraae s st s s saas s s s s srbr e s e e s nsnnnerannssnbrnessessirnss
D2150 Amalgam - two surfaces, Primary OF PEIMIANENT co i iirieeriirteeniireteeeeerrratetee s sreeesesesrnrsessssssaessassssaansssssbrssssssessnsnnses
D2160 Amalgam - three surfaces, Primary OF PEIMANENT . cccuii ittt s et sttt et e s s s be s s eabe s s e ban s s e nnneen
D2161 Amalgam - four or more surfaces, Primary OF PEMIANENT .ccuiiiiirietreecerrreeeee e seeeeeesesrreessssrists e e ssnase s s ssssbass s e s esnnraeses
D2330 Resin-based cOMpPOoSite - 0N SUMACE, @NTEIO . i i ittt et ettt et et st b sesss e bansnr e basaaasaaseraees
D2331 Resin-based composite - W0 SUMACES, AMTEIOI .. ittt ettt ettt e e e e s s e be e s s s aa s s s ssrab s s e s nnes e s
D2332 Resin-based composite - three SUMaCeS, ANTEIO N v ittt ettt e e e b s e e e s s ansesssa bbb s s s e araas e
D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterior) ’
D2390 Resin-based COMPOSITE CrOWN, ANTETION vuviiiiiriiereseiereeeeearereeaeireeeteaeesreeeeesrnneesesrabaess s snnassesesasaasbssssassrraesseessaraseses
D2391 Resin-based composite - one surface, posterior "2
D2392 Resin-based composite - two surfaces, posterior "

Optional
Optional

D2393 Resin-based composite - three surfaces, posterior . Optional
D2394 Resin-based composite - four or more surfaces, posterior e e e s ettt Optional
D2510 Inlay - metallic - one surface 2 e e et ee et e ettt e et ettt ettt ettt e et ne et eennranaeneetes No Cost
D2520 Inlay - metallic - two surfaces e ee et e ettt ettt r et s ettt n ettt n et No Cost
D2530 Inlay - metallic - three or more surfaces T ettt e e ettt ettt ettt e e s e e s eesenaees No Cost
D2542 Onlay - metallic - two surfaces et e e et ee e e e et ettt en et sr st neeraens No Cost
D2543 Onlay - metallic - three surfaces 2 et e e ettt ettt ena e rase s No Cost
D2544 Onlay - metallic - four or more surfaces 2ottt ettt n et sea e s s reeean s No Cost
D2610 Inlay - porcelain/ceramic - one surface 2ot e ettt saenae Optional
D2620 Inlay - porcelain/ceramic - two surfaces B et et e s ee et Optional
D2630 Inlay - porcelain/ceramic - three or more surfaces B e et et e s e et e et resnans Optional
D2642 Onlay - porcelain/ceramic - two surfaces e s ettt er et enn s Optional
D2643 Onlay - porcelain/ceramic - three surfaces B et e ettt s ettt raennns Optional
D2644 Onlay - porcelain/ceramic - four or more surfaces ettt Optional
D2650 Inlay - resin-based composite - one surface B e ettt r ettt Optional
D2651 Inlay - resin-based composite - two surfaces B e er ettt ettt ettt Optional
D2652 Inlay - resin-based composite - three or more surfaces B et ettt ne et Optional
D2662 Onlay - resin-based composite - two surfaces ettt ettt et r st es s Optional
D2663 Onlay - resin-based composite - three surfaces B e e et ettt r e r st s s er e Optional
D2664 Onlay - resin-based composite - four or more SUIFACES oo e e et et st es e es st eet e e e e e erseeene Optional
D2710 Crown - resin-based composite (mdlrect) ................................................................................................................... $50.00
D2712 Crown - 3/ resin-based composite (mdlrect) .............................................................................................................. $50.00
D2720 Crown - resin with high noble metal et ee et s ettt e n ettt sren $100.00
D2721 Crown - resin with predommantly DASE MELAL ™ oottt ettt s st earraenaenan $100.00
D2722  CrOWN - FESIN WIth MOBLE MELAL " w.eeeeeeeeeeee e eee e see e eeees et seen s s st s e e ssens s s sassaessesaesaes e sassasssssansasssessnssesas $100.00
D2740 Crown - porcelain/ceramic substrate oo e e e s e et e e e e et et r e e e et s et et et et e st e en ettt aeue e et an e e eneaans $100.00
D2750 Crown - porcelain fused to high noble MEEAL T 7 ettt s ettt eeeen $100.00
D2751 Crown - porcelain fused to predommantly DASE MELAL“ 7 .ottt e ee e ee s e s s s s sa s s s eeseneeanas $100.00
D2752 Crown - porcelain fused to noble metal ™ ettt R et A e na e r e s et $100.00
D2780 Crown - 3/ cast high noble metal e et er s e et s e eee s en s e eraraen $100.00
D2781 Crown - 3/ cast predommantly DASE MELAL" oo es s sees st ss s s sn s ee s s sen s saen s s sasnaeraerens $100.00
D2782 Crown -3/ cast noble EEEAL oo e e e et et s o2 et et 2 eee e o2 e me e e n e e e s et eeee et eseeeeeeseseeee e tneeaneteseteenaeenan $100.00
D2790 Crown - full cast high noble MEEAL oottt e et et ene ettt ettt nneees $100.00
D2791 Crown - full cast predommantly DASE MELAL” oottt en et es s s s enn s e st s et raesanes $100.00
D2792  Crown - fULl CASENODIE METAL “ ovreeieeeeee et e e ee e ee st s s s e s s en s en st es e saen s s sansesser s senas $100.00
D2794  CrOWR = LHEANIUM oot eee oo ese e ee s s e eee s assess s e sessssnsaes s s saee e saes s sene s ssessaessesasasssasssnsaneses s ssensess $100.00
D2910 Recementinlay, onlay or partial COVErage reStoration ... cveeiiiiuieeetrriirc ettt bt es e s as s s e et $6.00
D2915 Recement cast or prefabricated POST @aNd COTE «..uiviiiiiiiiiiae ettt sar e s an e e $6.00
D2920  RECEMENT CIOWN ..eievieetriirveeiteeereesseesseeessrasseesseasstssssnsasssssssansssrasesassasnssensnesasenssteearsessbeeseraseesnserosuesssessueessessaveesnsssserons $6.00
D2930 Prefabricated stainless steel Crown - primary t0OTh ...ccoouiiriiiiii i e e $5.00
D2931 Prefabricated stainless steel Crown - permanent tO0Th .o it $5.00
D2932 Prefabricated resin crown - anterior Primary t0OEH .........cccovvueveiereriiit ettt s ar s s $15.00
D2933 Prefabricated stainless steel crown with resin window - anterior primary f00th .........cccoovvemiimiiiiiiiiiiiiicii s $15.00
D2940  SUALIVE fILING 1iricreiiieeeeiiiereeeeree s seeirtrreseesitn s eseaebeeessaasstranessesaaseeeseeessmnetseesaasatreeesesnnteesaananraaessasstansberssstiaasarsessisbesesees

D2950 Core buildup, including any pins
D2951 Pin retention - per tooth, in addition to restoration
D2952 Post and core in addition to crown, indirectly fabricated - includes cana/preparat/on ................................................... $15.00




Description of Benefits and Copayments

D2953 Each additional indirectly fabricated post - same tooth - includes canal preparation e $15.00
D2954 Prefabricated post and core in addition to crown - base metal post; includes canal preparation .............ccccevvevvveeeeveeennnn. $15.00
D2957 Each additional prefabricated post - same tooth - base metal post; includes canal preparation .............cceeeveveveeeveveeennes $15.00
D2970 Temporary crown (fractured tooth) - palliative treGtMENt ONlY ....ccvecevevreecceeeierree e ee e e sre e st e e sebeeeraseeteessasereeane $5.00
D2971 Additional procedures to construct new crown under existing partial denture framework......ocveeeeiererveeeecreeeeceeesreennns $20.00
D2980  CrOWN FEPAIT, DY TEPOT ceviiiieeetieeiiereieeerrreeieessseesssesesssesssesrnaasssesssessssaesssessssassssssassssessssessessaseasssssssesersessesensesesesossmensenass $15.00
D3000-D3999  IV. ENDODONTICS
D3110 Pulp cap - direct (excluding final r@STOTALION) ....uiiviiiectiecieeeeecreesttirrecerte et e s etreeaesseserseesseseseeenrsesnesenresnesenessaressnnenseenne No Cost
D3120 Pulp cap - indirect (excluding fiNal reSTOTAtION) ..ovvveieiiiieiieeceree et e eesreeeeerreeserreertreeesraeeesseeeesbeeesresensssseasrasesssesesienesns No Cost
D3220 Therapeutic pulpotomy {excluding final restoration) - removal of pulp coronal to the dentinocemental junction and

APPLICAtION Of MEAICAMENT 1iiii ittt e e st e s s s s star e s e seeraressseessssaees sessaasesssasssasssssastsssssarasssasasesssssesasesansenes No Cost
D3221 Pulpal debridement, primary and PerMan@nt tEETH . ..uuiiii it ee e s e scereeeesesabe e e sessarseesessnnsresssnssnnnssssonreeseons $12.00
D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration).......ccecccveveevieesreecreeeceeereesnens $12.00
D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration) ....ccuveeeecreeeeeriesieereereeeseeennne $12.00
D3310 Root canal - anterior (excluding final restoration) oo e e ee e et ee e At e s e s s r e e $50.00
D3320 Rootcanal - bicuspid (excluding final restoratlon) ........................................................................................................ $100.00
D3330 Root canal - molar (excluding final restoratnon)
D3346 Retreatment of previous root canal therapy - ANERIIOT ® oottt ee s e seseseeese s sesene s seeesesesseesesesseseneseeesensens $70.00
D3347 Retreatment of previous root canal therapy - bccuspnd .................................................................................................. $120.00
D3348 Retreatment of previous root canal therapy - molar e er et ettt et et ettt s s e ee oo $170.00
D3410 Apicoectomy/periradicular surgery - AIERIION oot eeseesevee e s eeeese e e ees s e esese s e esesseeseeeseeneees s eesenes s eeeesensees $60.00
D3421 Apicoectomy/periradicular surgery - bicuspid (first FOOL) © oo e e e e e e e ee e ee e s ee s eeeeees e ee e rare e $60.00
D3425 Apicoectomy/periradicular surgery - molar (first root) e ee et e e et e ettt ettt ettt e n et e e s e e s e s eeenee $60.00
D3426 Apicoectomy/periradicular surgery {(each additional FOOL) e eeeeee e ee s e eeeeeeee s e eee e e eeee s e e s s eses e e s se s seeeenen No Cost
D3430 Retrograde filling - per root ° $60.00
D3450 Root amputation, perroot - not covered in conjunction with a REMISECHON ® oo ee e s e No Cost
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 bounded teeth spaces per quadrant .........cccceereenneee. $125.00
D4211 Gingivectomy or gingivoplasty - one to three contiguous teeth or bounded teeth spaces per quadrant..........ccceeeeeveeeneee. $25.00
D4240 Gingival flap procedure, including root planing - four or more contiguous teeth or bounded teeth spaces per

GUAATANT <oteieeiirerrieeeeeeeessrresssneeeesves s ssaaasssnessssseeassssesarsseeasasessssssasassssessnssssannsesssnsessssseeassessnsnssesnsssssssnsesessssesassnesssesnasens $125.00
D4241 Gingival flap procedure, including root planing - one to three contiguous teeth or bounded teeth spaces per

QUAATANT 1ecreteiteeeeriererereretreresseeseessasessseeassseasssnsessssseessaseasssssessasasssssssssssssesassssesnsesesssesenssesessssesonssesosssssenssssesssesonssesonsesan $125.00
D4260 Osseous surgery (including flap entry and closure) - four or more contiguous teeth or bounded teeth spaces per

QUAATANT Loieieiiiietteesseee it iceesssitntteesseensessessanrasesesasansasesesasssssseesassasssesasssesessemnnnnnessenssnnnssssnnssnnessssnsssssssssmnssesssssnnnesessnes $250.00
D4261 Osseous surgery (including flap entry and closure) - one to three contiguous teeth or bounded teeth spaces per

GQUAATANT «eeieee et s re et ee b tsesare e s e r e s ssne e s setessssnesnssaessseeesansenssnsenasssssasssesssssesesassessssssessssesernsesessnsenssseesnsres $250.00
D4341 Periodontal scaling and root planing - four or more teeth per quadrant - limited to 4 quadrants during any 12

CONSECUEIVE IMONMENS ..eeiiiieeieeeeiase e te ettt e st e ettt e st e e e s s e et e s s eanseesssasasnsassseaseeassasssesensesssnastersaeeansennesssresansesnresanseennsenrees $15.00
D4342 Periodontal scaling and root planing - one to three teeth per quadrant - limited to 4 quadrants during any 12

CONSECULIVE MOMNS .ovueeieeeieseeeete it esreeetes st ser e setesbessesaessteatesssesaesanesssessassesassssesanaeseenssonsenssesserssensansesssssneentesntenssonsssssnes $15.00
D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis - limited to 1 treatment in any 12

CONSECULIVE MOMEAS .eereeeeeeieieeeteeeteseteate s st estteeteeteesstanesaeessseasesssesteasaessaaseesssessesssennesstenesesessseernensssaserssonnesreenssansessssasenee $15.00
D4910 Periodontal maintenance - limited to 1 treatment €ach 6 MONN PEIIOU ..........oooeveveeeireeeeireeeeireeeieiee e st saeae s $12.00
D5000-D5899  VI. PROSTHODONTICS (removable)
D5110  COMPLELE ENTUTE - MAXIIATY "% ..ot e ee e e ee e s e e eee e e e eeeeseese s s e eeeeesasseesseessessesses s sessnesesessesesee e $125.00
D5120 Complete denture - mandibul ar oo e e e e et e et e e et et e e e s e e e e et e st e st ee s r e re $125.00
D5130 Immediate denture - maxillary ” D e, et eeteteeeeereteseeseseeetearseteniartenatntonanteeoaateenteeonreseenaesaraeeesantesesntsasntaeses $140.00
D5140  Immediate denture - MANAIBULEE "% c....eveeeeeeee e eeese e eeees e e ee e e e e eeseeeseeee s eeseeessere e e e seseseeessseeeeeeeseeseeseseseseene $140.00
D5211 Maxillary partial denture - resin base (including any conventional clasps, rests and teeth) ........................................ $125.00
D5212 Mandibular partial denture - resin base (including any conventional clasps, rests and teeth) T eeeveeeerese e $125.00
D5213 Maxillary part:al denture - cast metal framework with resin denture bases (including any conventional clasps, rests

ANAEEELNY ™ oot et et et eee et ee st ee e et eeeseee e e eeeeeeeeere e s e et eene s eee e e e s $125.00
D5214 Mandlbular partnal denture - cast metal framework with resin denture bases (including any conventional clasps, rests

AN LEEEN) "% oo s e e ettt e st e e et e e s e e s e e e e es e s eeees e ee e $125.00
D5225 Maxillary partial denture - flexible base (including any clasps, rests and ET10) TN $175.00
D5226 Mandibular partial denture - flexible base (including any clasps, rests and teeth) "% oo eee e eresress $175.00
D5410  Adjust COMPLELE dENEUTE - MAXILATY 7 oververeeeereeeeeeeeeeeeeseeeeeeseeee s eeese s eeseeseseseeeseeseese e eeeseeeesesseesseesessesesessessesesessessereerenns $10.00




Description of Benefits and Copayments

D5411
D5421
D5422
D5510
D5520
D5610
D5620
D5630
D5640
D5650
D5660
D5710
D5711
D5720
D5721
D5730
D5731
D5740
D5741
D5750
D5751
D5760
D5761
D5820

D5821

D5850
D5851

Adjust complete denture - mandrbular ......................................................................................................................... $10.00
Adjust partial denture - MAXILATY  evereereeee oo eeesee e e eeeemes s eeseessesees st s ses s s s s eesee st s s s e s sensenses s aesassasesessssssnaesssn s senaens $10.00
Adjust partial denture - MANAIDUIAT .......oveiveeeeeeeeeeee e ceeee e ss e ss e ss s s s s s s s ettt ss s $10.00
Repair broken complete dentlre DASE oo eeiieeiriciiecii et re et $25.00
Replace missing or broken teeth - complete denture (ach tOOth) ...coeeiiuieraiiiniiiicc e $10.00
REPAITTESIN AENTUIE DASE .ot ietiee ettt ettt sttt s b b e aea s e s e s e e b e e s e e s a b e s s e s s ebeeaeareae b s besansbens $25.00
REPAIT CASE FTAMEWOTK ..ivvivieeieireerierserteiette e et e e n e st eacer e trrre e e s be s e e e s bh s s et eas s s e aes s e R s e s et e st s n s s e seshe b st e nreseaneeaesrans $25.00
REPAIT OF rEPlACE BIOKEN ClASP.cutiieerteetieetiiieeee ittt sttt st et see e sme e se e e s e sab e eas s st s eassr b e satssussansebseasentaearseasens $25.00
Replace broken teeth - PEIr 00T o e ittt e a e s raent s $10.00
Add tooth 10 eXiStiNG PATIAL AEIMEUIE ...iiiieriirie e et eee et s eeae st et st e be et eaessessn e e e sassass e sassaassbs s asstssunnes $10.00
Add clasp to existing partial denture .............................................................................................................................. $10.00
Rebase complete maxillary GEIEUTE st e e e e s e s s e se s s s s s arsesaessessnesesassasssenseraesaensran $45.00
Rebase complete mandibular denture ettt et ettt nea e e r e raer e $45.00
Rebase maxillary partial AENEUIE 7 et eee e et s s s st s s s s e s s naesaesae s e s e sassan s ssessenserssan $45.00
Rebase mandibular partial denture ettt ettt e r et et e et s et ee ettt teeen $45.00
Reline complete maxillary denture (charrsrde) .............................................................................................................. $20.00
Reline complete mandibular denture (charrsrde) .......................................................................................................... $20.00
Reline maxillary partial denture (chairside) e et e 2o s s e e et e s e e et e e e et e e et tar e et an e et aenenen $20.00
Reline mandibular partial denture (charrsrde) .............................................................................................................. $20.00
Reline complete maxillary denture (laboratory) e ettt ettt oottt nrenan $45.00
Reline complete mandibular denture (laboratory) ......................................................................................................... $45.00
Reline maxillary partial denture (laboratory) ettt st et s e ettt naer et $45.00
Reline mandibular partial denture (laboratory) ............................................................................................................. $45.00
Interim partial denture (maxrllary) limited to initial placement of interim partial denture /stayplate to replace extracted

anterior teeth during healrng ....................................................................................................................................... No Cost
Interim partial denture (mandibular) - l/m/ted to initial placement of interim partial denture /stayplate to replace

extracted anterior teeth during healrng ........................................................................................................................ No Cost
Tissue conditioning, maxillary D e e e ee e e ettt een et ettt s et e ettt e et s s e et eea et esnraeen No Cost
Tissue conditioning, mandibular T ettt e e et st e ettt et et r e r e ee e e neranenen No Cost

D5900-D5999  VII. MAXILLOFACIAL PROSTHETICS - Not Covered

D6000-D6199  VIil. IMPLANT SERVICES - Not Covered

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

D6210
D6211
D6212
D6240
D6241
D6242
D6245
D6250
D6251
D6252
D6600
D6601
D6602
D6603
D6604
D6605
D6606
D6607
D6608
D6609
D6610
D6611
D6612
D6613
D6614
D6615
D6720

Pontic - cast high noble metal 2 ettt er et e et eee e r ettt a e nn s re e eaerannen $100.00
Pontic - cast p.edommantly DASE MELAL ™7 oo ees e eeee s e se e ee s e sesese s ess et s s s s s s s e s st e e s e s aenaeneersenaanseren $100.00
PONEIC - CASTMODIE MELAL T oeiiieiiieeie ettt e et e e e e e te e e cuvessberae s eaeebsaesessae e e et eeaemae e smn e s e aas e e e se s sbsessasesababesataseans $100.00
Pontic - porcelain fused to high noble metal 2 ettt st et er ettt rannnen $100.00
Pontic - porcelain fused to predomlnantly DASE MELAL ™ ™ oot ee e et $100.00
Pontic - porcelain fused to noble IEEAL T 7 oot e et e et er st ea e e er et en et es s eeas $100.00
Pontic - porcelain/ceramic 2 et eeee s ee e s e e e es e et e et r e e e et s ettt an s s nsensens Optional
Pontic - resin with high noble metal 2 ettt e e ettt ee e e et es ettt et e $100.00
Pontic - resin with predomlnantly DASE MELAL T ™ oot ee e e res et e ees s es et es s nn s s aerannans $100.00
PONLIC - 1ESTN WIth NODLE MELAL ™ " oo e eeeeeeeee et eeeeees s s s s ee s s e s e e s e s see st essesss s s s snsessesesassensensesassessensessssessessnenns $100.00
Inlay - porcelain/ceramic, two surfaces 2 e eeetes e s s e s e s s e et raen s s ensens e Optional
Inlay - porcelain/ceramic, three or more surfaces 2 et ettt en ettt nrerreenaees Optional
Inlay - cast high noble metal, two surfaces 2 e eeee e s e e e e e e ee sttt e m et r s enaas No Cost
Inlay - cast high noble metal, three or more surfaces 2 ettt ettt ettt n e ren No Cost
Inlay - cast predominantly base metal, two surfaces et ee ettt ettt e e et st enannen No Cost
Inlay - cast predominantly base metal, three or more surfaces ettt r et No Cost
Inlay - cast noble metal, two surfaces e en et ee s eee ettt e s s s s s s e No Cost
Inlay - cast noble metal, three or more surfaces et ee ettt e et ettt er s s st e et et et n et er st s r et antnnen No Cost
Onlay - porcelain/ceramic, two surfaces 2 et e ettt st en et e s s raena s Optional
Onlay - porcelain/ceramic, three or more surfaces B oo e e e ettt n e Optional
Onlay - cast high noble metal, two surfaces T et ee s ese e sa e e ettt No Cost
Onlay - cast high noble metal, three or more surfaces 2 ettt et No Cost
Onlay - cast predominantly base metal, two surfaces et r e ettt ettt es et en et No Cost
Onlay - cast predominantly base metal, three or more surfaces ettt renen No Cost
Onlay - cast noble metal, two surfaces ettt ee et e et ettt ea e en ettt n et No Cost
Onlay - cast noble metal, three or more surfaces e e aees e e r sttt n et nr e aeranranes No Cost
Crown - resin with high noble metal T e et ettt e st e r ettt ettt enena e nararanes $100.00




Description of Benefits and Copayments

D6721
D6722
D6740
D6750
D6751
D6752
D6780
D6781
D6782
D6790
D6791
D6792
D6930
D6940
D6970
D6972

D6973
D6976
D6977
D6980

Crown - resin with predommantly DASE MELAL ™ ™ oo eeee et eeeee s et s e st eee e et nreeenneereenereeereeen $100.00
CrOWN - TSIN WIth NODLE MELAL ™ ™7 oottt eess e s s s e e ee e e er e ee s e eess e esreseeraane $100.00
Crown - porcelain/ceramic 2 ettt ettt et er e ee e e eenaeer e reees Optional
Crown - porcelain fused to high noble metal 2 ettt ettt ettt s et r s e s eneean $100.00
Crown - porcelain fused to predommantly BASE MELAL ™ 7 oot ee e ee et aee e ress e $100.00
Crown - porcelain fused to noble metal et ettt et et et s et e et ee e s e s ran $100.00
Crown - 3/ cast high noble MELAL T T et e ettt e ettt s et ee e e e et e s s ee et e e eeneneas $100.00
Crown - 3/ cast predomlnantl(}/ DASE MELAL ™7 1ot ee e e s e ees s e et e s e eeeneese e e s st eeaeseeeenseseeeeeseneeeeeeenaens $100.00
Crown - 3/4 CAST NODLE METAL T 1iiiiieieii ettt et tr et e et e st e e s vteeeeseree s s eesseesssaassbessbeasseesassarsseasssasseasssensseesnransseassern $100.00
Crown - FULL CASE NIGI NOBIE MELAL ™ ™7 oot es e e et e s eeseae e esaeseeeaenaeseesaesaeeeseseeaesessaseaes s aeesesessneraoen $100.00
Crown - full cast predommantly DASE MELAL ™ oot ee e et e et see e e st e se et eeeeeeten e st eeseeenee e reraees $100.00
Crown - full cast noble metal $100.00

Recement fixed Pamal denture
SIS S DIEAKET T oeiiiieiiie sttt ettt e s s seeeeeee ettt e b ab b s aseeetaaetartant b a R R R an et tateeetetterrnennt b A eetansieeaneeerrrererran

Post and core in addition to fixed partial denture retainer, indirectly fabricated - includes canal preparation 7 eereeereeeenn $15.00
Prefabricategj post and core in addition to fixed partial denture retainer - base metal post; includes canal

DIEDAIALION ~ .oveeveeeveeevirerseeistesssteetssessteestsessseasstasssseassabesssssasseaseseasssesseesass aeeaesasses s e et beanaeerssaanssasesannse e ssseaseassrassneenserases $15.00
Core buildup for retainer, INCIUAING @NY PINS. ittt ettt e e st e e ebagaesre e s sbeeessbaeeeseetesseeesansessnaseesaeeenss $15.00
Each additional indirectly fabricated post - same tooth - includes canal preparat/on .................................................... $15.00
Each additional prefabricated post - same tooth - base metal post; includes canal preparation ............cccccceevvenrvccennnnnn. $15.00
Fixed partial denture rePair, DY rEPOI ..o i ieieieeeetictietesiieetetee st es e eebes e estesssesbesstassaestaasesasasstessasssassasseasessessassenssasnes $20.00

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

D7111
D7140
D7210

D7220
D7230
D7240
D7241
D7250
D7286
D7310
D7311
D7320
D7321
D7471
D7510
D7960

Extraction, coronal remnants - deCidUOUS TOOTH ...uiii ittt et e e e rrrebe s e s et e e e s ssear e s e s e neeeesesaeeeses $5.00
Extraction, erupted tooth or exposed root {elevation and/or forceps removal).....occceerveceeeeveerriineaerrrerieeeeee e eereeas $5.00
Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone and/or section of

BOOH 1evteteteeeeietees st ettt ettt et es e s b sesaa et b s e e s et e s ae £ es R b A ee ek ek e Rk eR st A SR e Rt e bk ek bk e R nh st ettt ettt $10.00
Removal of IMpacted tOOth - SOE LISSUE c..euiiiiiiieiei ettt sttt st s abbe s et ssnsesebsesenas $40.00
Removal of impacted tooth - PATTALlY BONY cviuiviiiitie ettt b st st e e eab et b stevasssrasbes s aesseresesaessrennens $60.00
Removal of impacted toOth - COMPLELELY DONY..oei ittt ettt et ee e s a e e et e e e see e savaessbeesnneeennns $80.00
Removal of impacted tooth - completely bony, with unusual surgical complications ..cc...eeeeiviriiiierirrinireenceeeeceeeee, $80.00
Surgical removal of residual tooth roots (CULtING PrOCEAUIE) couviiiciii ettt eeeeeer e e e e e s eareaesavresssnaeeesseeesseneeas No Cost
Biopsy of oral tissue - soft - does not include pathology laboratory procedures .........cccooeeeeeeesoeeniieecieecrseeenseenies No Cost
Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant ......ccoeccveeeincicineerinnnne $50.00
Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ......ccocceveeeinrvveveerennees $50.00
Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per quadrant ......ccceevveceveeenrennns $70.00
Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant .......ccceeceevenecennnee. $70.00
Removal of lateral exostosis (Maxilla 0r MANIDLE) ..c.cooiiii oottt ee e e e e e e e ese s s e rarereaseeaeeaaaesoneaen No Cost
Incision and drainage of abscess - INTraoral SOt fISSUE .euiiiiiiiirieeeci ettt e e e s e e ee e eeteeeaae s No Cost
Frenulectomy (frenectomy or frenotomy) - SEParate ProCEAUIE ......euciiiiiritieeieeeie ettt net et esae e be e rcsabeemeneeneeeane No Cost

D8000-D8999  XI. ORTHODONTICS

D8070
D8080
D8090
D8660
D8680
D8999

D9110
D9211
D9212
D9215
D9310
D9430
D9440
D9450
D9999

Comprehensive orthodontic treatment of the transitional dentition - child or adolescent to age 1977 e, $1,600.00
Comprehensive orthodontic treatment of the adolescent dentition - adolescent to age 191 e $1,600.00
Comprehensive orthodontic treatment of the adult dentition - adults, including covered dependentadult children .....$1,800.00
Pre-orthodontic treatment visit - not fo be charged with any other consultation procedure s) ...................................... No Cost
Orthodontic retention (removal of appliances, construction and placement of FRLAINETS) oo eeseeseeeeeeeneereeeeeeeeene No Cost
Unspecified orthodontic procedure, by report - includes the START-UP FEE, which includes initial examination,

diagnosis, consultation and INFtal BANGING ......cooccveeivri ottt et ettt e s et e r et e e et e esabe e s raeesesbee e resaeamanenans $350.00

D9000-D9999  Xii. ADJUNCTIVE GENERAL SERVICES

Palliative (emergency) treatment of dental pain - MiNOr PrOCEAUIE ... uiii ittt ieeiceeee et s e s cerreeessiieassssavreesesssaneeaasns $5.00
REGIONAL BlOCK ANESTNESIA ceiiiiiiiiiiiie ettt e e ceer bt r e bt e e e e e eeeseeaeeaanasansstaraeteseasenesasssssnssnsnsnataaananeanessansans No Cost
Trigeminal division block anesthesia No Cost
LOCAL BNESTNESIA tovitieeiiiiiiiie i recirtreee ettt e eeee e e eseeeabaees s s ettt sesesotarcae s s ssaaasasasraaasssassetsasasansrateasassarnesssasatneesasarnntaeenanss No Cost
Consultation - diagnostic service provided by dentist or physician other than requesting dentist or physician............... $10.00
Office visit for observation (during regularly scheduled hours) - no other services performed........cccevrimniviiniiceninennnne $5.00
Office visit - after regularly SChedULEA NOUIS c.o...viiiiei ettt ee st e e e s sbbae e s s savbeseesssssraeaasssssaasssesssveeesann $20.00
Case presentation, detailed and extensive treatment PlANNING ....vccccivi e rearr e e e eeree e s s sareeeesaes No Cost
Unspecified adjunctive procedure, by report - includes failed appointment without 24 hour notice - per 15 minutes of
appointment time - up to an overall Maximum Of $40.00 ......ccovveeiiicuerieieeieeieeeeeeees et ste sttt b e be e resseeres $10.00




Description of Benefits and Copayments

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

“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.

FOOTNOTES

1

2

12

13

An amalgam is the benefit.

Optional 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. Optional treatment does not apply when
alternative choices are benefits. "Filed fees" means the Contract Dentist's fees on file with Delta Dental. Questions regarding the
DeltaCare USA program should be directed to Delta Dental's Customer Service department at 800-422-4234.

Base or noble metal is the benefit. If a crown, pontic, 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. This charge also applies to a titanium crown.
Replacement is subject to a limitation requiring the existing restoration to be 5+ years old.

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

A benefit for permanent teeth only.

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.
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.

Replacement is subject to a limitation requiring the existing bridge 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).
Beyond 24 months of active treatment, an additional monthly fee of $75.00 applies.

In the event comprehensive 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.

Includes adjustments and/or office visits up to 24 months. After 24 months, a monthly fee of $75.00 applies.

BSOS



Limitations and Exclusions of Benefits

SCHEDULE B

Limitations of Benefits

1.

10.

11.

12.

Full mouth x-rays are limited to one set every 24 consecutive
months and include any combination of periapicals,
bitewings and/or panoramic fitm.

Bitewing x-rays are limited to not more than one series of
four films in any six month period.

Diagnostic casts are limited to aid in diagnosis by the
Contract Dentist for covered benefits.

If a biopsy is preauthorized by Delta Dental for an oral
surgeon, then examination of the resulting biopsy specimen
is covered under codes D0472, DO473 or DO474 and
available at no additional cost.

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

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, 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 tooth within three years of
its application.

Afilling is a benefit for the removal of decay, for minor
repairs of tooth structure or to replace a lost filling.

A crown is a benefit when there is insufficient tooth
structure to support a filling or to replace an existing crown
that is non-functional or non-restorable and meets the five
year limitation (Limitation #12).

A covered metallic inlay, onlay, crown or fixed partiat
denture (bridge) 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 or pontic. For an
indirectly fabricated post and core, the benefit is for base or
noble metal. If the Enrollee elects to have a high noble
metal indirectly fabricated post and core instead, the
maximum additional cost of this material upgrade is
$100.00 per tooth.

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

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.

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

13.

14.

15.

16.

17.

18.

19.

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

b. Eitherof the following:

The existing non-functionat
restoration/bridge/denture was placed five or more
years prior to 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. '

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

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

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

Periodontal scaling and root planing are timited to four
quadrants during any 12 month period.

Full mouth debridement (gross scale) is limited to one
treatment in any 12 month period.

Coverage for the placement of a fixed partiat denture
(bridge) or removable partial denture:

a. Fixed partial denture (bridge):

The sole tooth to be replaced in the arch is an
anterior tooth, and the abutment teeth are not
periodontally involved, or

The new bridge would replace an existing,
non-functional bridge utilizing identical abutments
and pontics (see Limitation #12) or

Each abutment tooth to be crowned meets
Limitation #8.

b. Removabtle partial denture:
Cast metal (D5213, D5214), one or more teeth are
missing in an arch.

Resin based (D5211, D5212), one or more teeth
are missing in an arch and abutment teeth have
extensive periodontal disease (see Limitation #12).

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




Limitations and Exclusions of Benefits

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

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. 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.

24. In cases of accidental injury, benefits available are
described in Schedule B, Accident Injury Benefit. Damages
to the hard and soft tissues of the oral cavity from normal
masticatory (chewing) function, exclusive attrition and
normal wear, will be covered as described in Schedules A,
Description of Benefits and Copayments; and B, Limitations
and Exclusions of Benefits.

25. Soft tissue management programs include, but are not
limited to, periodontal pocket charting, root planing,
scaling, curettage, oral hygiene instruction, periodontal
maintenance and/or prophylaxis. If an Enrollee declines
non-covered services within a soft tissue management
program, it does not eliminate or alter the benefit for
covered services.

26. A new removable partial, complete orimmediate 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.

27. 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.

10.

11.
12.

13.

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

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.

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

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

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

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
qualified for the orthodontic treatment in progress
provision.

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.

Dispensing of drugs not normally supplied in a dental

facility.

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.

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.,

Consultations for non-covered benefits.

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

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

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

15. 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 (TM)).

16. An initial 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.

17. 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.

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

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

Orthodontic Limitations
The DeltaCare USA program provides coverage for orthodontic

treatment plans provided through Contract 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. Orthodontic treatment must be provided by a Contract
Orthodontist.

2. Benefits cover 24 months of active comprehensive
orthodontic treatment. Included is the initial examination,

diagnosis, consultation, initial banding, 24 months of active

treatment, de-banding and the retention phase of
treatment. The retention phase includes the initial
construction, placement and adjustment to retainers and
office visits for a maximum of two years.

3. 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 orthodontic treatment, the
Enrollee and not Delta Dental will be responsible for
payment of any balance 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 to age 23. The
amount will be prorated over the number of months to
completion of the treatment and, will be payable by the
Enrollee on such terms and conditions as are arranged
between the Enrollee and the Contract Orthodontist.

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

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 “filed
fees."

Comprehensive orthodontic treatment (Phase If) consists of
repositioning 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 suitable,
a European or removable appliance therapy may be
substituted at the same Copayment amounts as for fixed
appliances.

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.

SRS

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.
Changes in treatment necessitated by accident of any kind.

Initial or continuing orthodontic treatment when such
treatment would be inconsistent with generally accepted
professional standards.

|
.



Limitations and Exclusions of Benefits

6. Surgical procedures incidental to orthodontic treatment.
7. Myofunctional therapy.

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

9. Treatment related to temporomandibular joint disturbances.

10. Supplemental appliances not routinely used in typical
comprehensive orthodontics.

11. Restorative work caused by orthodontic treatment.

12. 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.

13. Extractions solely for the purpose of orthodontics.

14. Treatment in progress at inception of eligibility, unless
quatified for the orthodontic treatment in progress
provision.

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

Accident Injury Benefit

An accidental 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 Contract Dentist's
"fited fees," for expenses an Enrollee incurs for an accident injury,
tess any applicabte Copayment(s), up to a Maximum of $1,600.00
in any 12 month period.

Accident injury benefits include the following procedure in
addition to those listed in Schedule A, Description of Benefits and
Copayments.

CODE

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 is subject to Schedule B,
Limitations and Exclusions of Benefits, in addition to the following
provisions:

MAXIMUM
Accident injury benefits will be provided for each Enrollee up to a
maximum of $1,600.00 in any 12 month period.

LIMITATION

Accident injury benefits are limited to services provided as a
result of an accident which occurred (@) while the Enrollee was
covered under the DeltaCare USA program, or (b) while the
Enrollee was covered under another DeltaCare USA program, and
if the benefits for the expenses incurred would have been paid if
the Enrollee had remained covered under that program.

EXCLUSIONS

In addition to Schedule B, limitations #13, #15, #20, #21 and #24
and exclusions #1-9, #11-15 and #18-20, the following
exclusions apply:

1. Prophylaxis.

2. Extra-oral grafts (grafting of tissues from outside the mouth
to oral tissue).

3. Replacement of existing restorations due to decay.

4. Orthodontic services (treatment of malalignment of teeth
and/or jaws).

5. Replacement of existing restorations, crowns, bridges,
dentures and other dental or orthodontic appliances
damaged by accident injury.

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






