SCHEDULE A

Description of Benefits and Copayments *

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

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

of Benefits under the DeltaCare USA Program and is not to be interpreted as

Current Dental Terminology ("CDT"), CDT-2018 procedure codes, descriptors or
nomenclature that are under copyright by the American Dental Association ("ADA").
The ADA may periodically change CDT codes or definitions. Such updated codes,
descriptors and nomenclature may be used to describe these covered procedures in

compliance with federal legislation.

ENROLLEE

CODE DESCRIPTION PAYS
DO100-D0999 I. DIAGNOSTIC
DO0120 Periodic oral evaluation - established patient ........ccccooviiiiiiiiiiiiienen, No Cost
DO0140 Limited oral evaluation - problem focused .......cccooeeiviviiiiiiiiiiiiiieeeeeee, No Cost
DO0145 Oral evaluation for a patient under three years of age and

counseling With primary Car€@QiVEr ......cccoieeiviiiiieieeeeeiee et No Cost
DO150 Comprehensive oral evaluation - new or established patient .............. No Cost
DO170 Re-evaluation - limited, problem focused (established patient; not

POSE-OPEIATIVE VISIT) i No Cost
DO171 Re-evaluation - post-operative office Visit ....cooveiiiiiiiiiiiiii e No Cost
DO180 Comprehensive periodontal evaluation - new or established patient $40.00
DO190 Screening Of @ Patient ... No Cost
DO191  Assessment of @ patient ... No Cost
D0210 Intraoral - complete series of radiographic images - limited to 1

SErIES €VErY 24 MONENS ...coieeeeeiee ettt e No Cost
D0220 Intraoral - periapical first radiographic image .....cccceevvveeeeivieeeiiieeeeennn, No Cost
D0230 Intraoral - periapical each additional radiographic image ................... No Cost
D0240 Intraoral - occlusal radiographiC imMage .....cccoeeeiiiiiiiiieeeieee e, No Cost
D0270 Bitewing - single radiographiC iMage .......cooeviiiiiiiiiiiieeeeeeee e, No Cost
D0272 Bitewings - two radiographiC iMages .....ccooeeveeeeiiiieeieeieeeeeeeeee e, No Cost
D0273 Bitewings three radiographiC iMAagEes .....cceeeeiiieiiiiiiie e No Cost
D0274 Bitewings - four radiographic images - /imited to 1 series every 6

D00 Te) a1 4 R No Cost
D0277 Vertical bitewings - 7 to 8 radiographic images ......ccoeevvvveiiiiviiieiiieeeenn, No Cost
D0330 Panoramic radiographiC iMAge ....cccceuuiiiiiiiieiieiee e No Cost
D0431 Adjunctive pre-diagnostic test that aids in detection of mucosal

abnormalities including premalignant and malignant lesions, not to

include cytology or biopsy pProCcedures .......coooovveiiiiiiiiieiiieeeceeeeeie e $50.00
DO460 Pulp VITAlITY teSES e $11.00
(DI Z2 4O I BT | gl 1] f Lot o= 13 T No Cost
D0472 Accession of tissue, gross examination, preparation and

transmission Of WrItten rePOrt ... No Cost
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D0473

Accession of tissue, gross and microscopic examination,
preparation and transmission of written report .....cccooevveiiiiiiiiiiinen, No Cost

D0474 Accession of tissue, gross and microscopic examination, including

assessment of surgical margins for presence of disease, preparation

and transmission of written report .....ccoeeiiii i, No Cost
DO601 Caries risk assessment and documentation, with a finding of low

FISK = 7 @VEIY 3 YOGS vttt No Cost
D0602 Caries risk assessment and documentation, with a finding of

MOderate riSK = 7 @VErY 3 YEAIS ...t No Cost
D0O603 Caries risk assessment and documentation, with a finding of high

FISK = T @VEIY 3 YEAIS coeeviiee ettt e e No Cost
D0999 Unspecified diagnostic procedure, by report - includes office visit,

per VISit (in addition to OtNEr SEIVICES) .....c.vuivueiiieieiiiiiiiieeee e No Cost
D1000-D1999 Il. PREVENTIVE
D1MO  Prophylaxis cleaning- adult - limited to 2 D110, D1120 or D4346 per

(o= 1 =) a Lo = 1A == | AT OO No Cost
D1MO  Additional prophylaxis cleaning - adult (within the 12 month period) $45.00
D120 Prophylaxis cleaning - child - /imited to 2 D110, D1120 or D4346 per

(o= (=gl (= A =T | AT No Cost
D120 Additional prophylaxis cleaning - child (within the 12 month period) $30.00
D1206 Topical application of fluoride varnish - child to age 19; 2 D1206 or

DT1208 per CAlENAAY YAl .....couueiiiiiiiiiii e No Cost
D1208 Topical application of fluoride - excluding varnish - child to age 19; 2

D1206 or D1208 per Calendar YEAI ......ccccuueieiiuieiiiiieieeiiieeeiee e No Cost
D1330 Oral hygiene INSTFUCLIONS ....iiiiiiiiiiiiceece e No Cost
D1351 Sealant - per tooth - imited to permanent molars through age 15 ..... $15.00
D1352 Preventive resin restoration in a moderate to high caries risk patient

- permanent tooth - limited to permanent molars through age 15 ..... $15.00
D1353 Sealant repair - per tooth - /imited to permanent molars through

= To =2 [ S $15.00
D1354 Interim caries arresting medicament application - per tooth - child

to age 19; 2 per CaleNAar YEaAr ........cccovviiiiiieeiiiiiieeiiiiee et No Cost
D1510 Space maintainer - fixed - unilateral ......ccooooviiiiiii $95.00
D1515 Space maintainer - fixed - bilateral ......ccoooeiiiiiiiie $155.00
D1555 Removal of fixed space maintainer ........cocoeeiiiiiiiiie e No Cost
D1575 Distal shoe space maintainer - fixed - unilateral - child to age 9 ........ $95.00
D2000-D2999 lll. RESTORATIVE

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

- When there are more than six crowns in the same treatment plan, an Enrollee may
be charged an additional $130.00 per crown, beyond the 6th unit.

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

years old.
D2140 Amalgam - one surface, primary or permanent ........ccceeeevevvveeeeeeeeennnnnn. $16.00
D2150 Amalgam - two surfaces, primary or permanent ........ccccceeeeeviiiiiieneenenns $21.00
D2160 Amalgam - three surfaces, primary or permanent .......ccooeevveeiiiiniiennnn. $26.00
D2161 Amalgam - four or more surfaces, primary or permanent ................... $32.00
D2330 Resin-based composite - one surface, anterior ........cccoeeveveiiieiiveeeeennnn.. $21.00
D2331 Resin-based composite - two surfaces, anterior ........cccoeevvvveeieiinenennnnn. $26.00
D2332 Resin-based composite - three surfaces, anterior ......cccooovveeviiieeieinnnn... $32.00
D2335 Resin-based composite - four or more surfaces or involving incisal

ol LS Y a1 =T o) ) T $80.00
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D2390 Resin-based composite Crown, anterior ......cooeveieiiiiiiiieieee e
D2391 Resin-based composite - one surface, POSterior .....ccooeevvveeiiiiieieiienennns
D2392 Resin-based composite - two surfaces, POSterior ........cccccvveeeeevevvvvnnnnnn.
D2393 Resin-based composite - three surfaces, PoOSterior .....coccoevvvvevvevniivnnnnn.
D2394 Resin-based composite - four or more surfaces, posterior ..................
D2510 Inlay - metalliC - 0NE SUITACE ....ooeviieeiieeeecee e
D2520 Inlay - metallic - tTWO SUIfaCEeSs ......uviiiiiiiieei e
D2530 Inlay - metallic - three or more surfaces .......ccoeeeviviiiiiiiiiiiieeeeeeee,
D2542 Onlay - metallic - tWO SUIfaCes .....ouiiiiii i
D2543 Onlay - metallic - three Surfaces .......oeeveeiiiiiieiie e
D2544 Onlay - metallic - four or more surfaces .......ccocoevvviiiiiieiiiciiie e,
D2740 Crown = POrCelaiN/CeIAMIC ..uuuueieeiiiiieeeeeeee et e e e e e
D2750 Crown - porcelain fused to high noble metal ........ccoovveiiiiiiiiiiieieee,
D2751 Crown - porcelain fused to predominantly base metal ..........cccuvven.
D2752 Crown - porcelain fused to noble metal ........oooovveeiiiiiiiiiiiee e,
D2780 Crown - 3/4 cast high noble metal ...
D2781 Crown - 3/4 cast predominantly base metal ........cccovvvriiiiiiiiiiiiieeeenns
D2782 Crown - 3/4 cast NOBIE Metal ..oooovioeeeeeeeeeeeeeeeeeeeee e,
D2790 Crown - full cast high noble metal .....cccoooiiiiiiii e,
D2791 Crown - full cast predominantly base metal ......ccccooieiiiiiiiiiiiiienes
D2792 Crown - full cast noble metal ..o
D2794 Crown = HitaniUm e eaan

D2910 Re-cement or re-bond inlay, onlay, veneer or partial coverage
FESEOrAtION

D2915 Re-cement or re-bond indirectly fabricated or prefabricated post
[T I ole] =TS RPPPPRR

D2920 Re-cement oOr re-boNd CrOWN .......oiiiiiiiec e
D2921 Reattachment of tooth fragment, incisal edge or cusp (anterior) ......
D2929 Prefabricated porcelain/ceramic crown - primary tooth - anterior .....
D2930 Prefabricated stainless steel crown - primary tooth ........ccceevvviveinnnnn.
D2931 Prefabricated stainless steel crown - permanent tooth .........ccccceeee..
D2932 Prefabricated resin crown - anterior primary tOOth ..........cccoeevvvvveeennnn.

D2933 Prefabricated stainless steel crown with resin window - anterior
PEIMALY EOOLN oot

D2934 Prefabricated esthetic coated stainless steel crown - primary tooth .

D2940 Protective restoration ...
D2941 Interim therapeutic restoration - primary dentition .......cccoeevvviiiiiinnnn
D2949 Restorative foundation for an indirect restoration .......ccccoeeevvvvieeiinnnn,
D2950 Core buildup, including any pins when required .......ccccceevvveeeviiieeeennnnn..
D2951 Pin retention - per tooth, in addition to restoration ........ccccceeeeeeviinnnnnn.

D2952 Post and core in addition to crown, indirectly fabricated - includes
o= 1o l= 1 A=) o= 1= 11 (o) o N T

D2954 Prefabricated post and core in addition to crown - base metal post;
includes canal PreParation ...

D2960 Labial veneer (resin laminate) - chairSide .....cocoveeevieiieie e

D2990 Resin infiltration of incipient smooth surface lesions - limited to
permanent molars through @ge 15 ........ooeeeeiiiieiiiiee i

D3000-D3999 |IV. ENDODONTICS

D3110 Pulp cap - direct (excluding final restoration) .......ccooovvviiiiiiiiiiiiiiinn,
D3120 Pulp cap - indirect (excluding final restoration) ......ccocoevviiiiiiiiiiiinnenens

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

$470.00
$470.00
$470.00
$505.00
$460.00
$405.00
$430.00
$460.00

$145.00
$145.00
$13.00
$13.00
$98.00
$98.00
$21.00

$155.00

$130.00
$95.00

$78.00
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D3221
D3222

D3310
D3320
D3330

D3331
D3332

D3333
D3346
D3347
D3348
D3410

D3421

D3425
D3426
D3427
D3430

Pulpal debridement, primary and permanent teeth .......cccooeviveiiiinnnnin. $78.00
Partial pulpotomy for apexogenesis - permanent tooth with

incomplete root developmeNnt ........coiiiiiiiiiiii e $78.00
Root canal - endodontic therapy, anterior tooth (excluding final

(Y oY 7= 1A T0) ) TP $315.00
Root canal - endodontic therapy, premolar tooth (excluding final

(€1 KoY =1 4 10] o ) N $370.00
Root canal - endodontic therapy, molar tooth (excluding final

[E1S KoY =1 4 10] o ) I $505.00
Treatment of root canal obstruction; non-surgical access ................... $135.00
Incomplete endodontic therapy; inoperable, unrestorable or

Fractured TOOLN ... $135.00
Internal root repair of perforation defects ....ccoovvveiiiiiiiiiiiiien, $135.00
Retreatment of previous root canal therapy - anterior .......ccccccoounnee.. $420.00
Retreatment of previous root canal therapy - premolar ...........cccoeu.... $475.00
Retreatment of previous root canal therapy - molar .....cccoooevveeiiiinnns $605.00
APICOECTOMY = ANEEIION oo $375.00
Apicoectomy - premolar (first root) ..cooooeviiiiiiiiii $405.00
Apicoectomy - molar (first root) ..., $430.00
Apicoectomy (each additional root) ... $145.00
Periradicular surgery without apicoectomy .....ccccoeviiiiiiiiiiiiiiiieeen, $375.00
Retrograde filling - Per roOt ... $100.00

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

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

tooth bounded spaces per quadrant ......ccoooeeeiiiiiii $240.00
D4211 Gingivectomy or gingivoplasty - one to three contiguous teeth or

tooth bounded spaces per quadrant ......ccoooeeeiiiii i $120.00
D4212 Gingivectomy or gingivoplasty to allow access for restorative

procedure, Per tOOL ... $120.00
D4240 Gingival flap procedure, including root planing - four or more

contiguous teeth or tooth bounded spaces per quadrant ................... $295.00
D4241 Gingival flap procedure, including root planing - one to three

contiguous teeth or tooth bounded spaces per quadrant ................... $155.00
D4245 Apically positioned flap ..o $295.00
D4249 Clinical crown lengthening - hard tissue ......cccccoveeiiiiiiiiiiccieiee e, $325.00
D4260 Osseous surgery (including elevation of a full thickness flap and

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

[oY=T g e [U =T [2=] o] o $595.00
D4261 Osseous surgery (including elevation of a full thickness flap and

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

(oY= g o [UE=To =1 0] SRR $310.00
D4263 Bone replacement graft - retained natural tooth - first site in

(o LU T= 1@ [iz= 0 ] SR $290.00
D4264 Bone replacement graft - retained natural tooth - each additional

LI [ B @ [V T=Te [ 2= | $225.00
D4266 Guided tissue regeneration - resorbable barrier, per site .....ccccocevunnnenns $380.00
D4267 Guided tissue regeneration - nonresorbable barrier, per site

(includes membrane removal) ..o $430.00
D4270 Pedicle soft tissue graft procedure ........ccocoeeiiiiiiiiiiiiiiiiieee e $395.00
D4275 Non-autogenous connective tissue graft (including recipient site

and donor material) first tooth, implant, or edentulous tooth
[oYo Y 1u oY a N1 T 1= i ST $395.00
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D4277

D4278

D4285

D434]1

D4342

D4346

D4355

D4381

D4910
D4921

Free soft tissue graft procedure (including recipient and donor
surgical sites) first tooth, implant, or edentulous tooth position in
OE AT e e e e et e r it ————————— $395.00

Free soft tissue graft procedure (including recipient and donor
surgical sites) each additional contiguous tooth, implant, or
edentulous tooth position in same graft site ....ccoovvvieeiiiii e $198.00

Non-autogenous connective tissue graft procedure (including

recipient surgical site and donor material) - each additional

contiguous tooth, implant or edentulous tooth position in same

OFATE SO i $237.00
Periodontal scaling and root planing - four or more teeth per

quadrant - /imited to 4 quadrants during any 12 consecutive months

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

Scaling in presence of generalized moderate or severe gingival
inflammation - full mouth, after oral evaluation - /imited to 2 DI1110,
DT1120 or D4346 per calendar YEAr .......ccccouuuiiiiiiiiiiiiiiiiieeeiieee e No Cost

Full mouth debridement to enable comprehensive oral evaluation
and diagnosis on subsequent visit - imited to 1 treatment in any 12

CONSECULIVE MONTAS .vveeeeeeeeee ettt e e et e e e eenes $83.00
Localized delivery of antimicrobial agents via a controlled release

vehicle into diseased crevicular tissue, per tooth ......ccooevviiiiiiiiennninnnn. $45.00
Periodontal maintenance - /limited to 2 per calendar year ................... $78.00
Gingival irrigation - per quadrant .......ccoeeiiiii e, No Cost
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D5000-D5899 VI. PROSTHODONTICS (removable)

- For all listed dentures and partial dentures, Copayment includes after delivery

adjustments and tissue conditioning, if needed, for the first six months after
placement. The Enrollee must continue to be eligible, and the service must be

provided at the Contract Dentist’s facility where the denture was originally delivered.
- Rebases, relines and tissue conditioning are limited to 1 per denture during any 12

consecutive months.

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

years old.

D5110 Complete denture - maXillary ..o
D5120 Complete denture - mandibular ........cccooeiiiiiiiii e
D5130 Immediate denture - maxillary ..o,
D5140 Immediate denture - mandibular .......cccocoeeiiiiiiiiii e,

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

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

D5213 Maxillary partial denture - cast metal framework with resin denture
bases (including any conventional clasps, rests and teeth) .................

D5214 Mandibular partial denture - cast metal framework with resin
denture bases (including any conventional clasps, rests and teeth) ..

D5221 Immediate maxillary partial denture - resin base (including any
conventional clasps, rests and teeth) ..o

D5222 Immediate mandibular partial denture - resin base (including any
conventional clasps, rests and teeth) ..o

D5223 Immediate maxillary partial denture - cast metal framework with
resw;\denture bases (including any conventional clasps, rests and
LYY o 01 TP

D5224 |Immediate mandibular partial denture - cast metal framework with
reswp\;jenture bases (including any conventional clasps, rests and
LTS o 1)

D5225 Maxillary partial denture - flexible base (including any clasps, rests
ANA TEETN) e e

D5226 Mandibular partial denture - flexible base (including any clasps,
FESES AN tEETN) v

D5410 Adjust complete denture - maxillary ...,
D5411 Adjust complete denture - mandibular .........ccoeveiiiiiiiiiiiie,
D5421 Adjust partial denture - maXillary ...
D5422 Adjust partial denture - mandibular .......cccoooeiiiiiiiin,
D5511 Repair broken complete denture base, mandibular ..........coeevvvennn.
D5512 Repair broken complete denture base, maxillary .....cccooeeiviiiiiiiiinininnnn.
D5520 Replace missing or broken teeth - complete denture (each tooth) ....
D5611 Repair resin partial denture base, mandibular ........cccccoeeeiiiiiiiiiniiiiinnnnn.
D5612 Repair resin partial denture base, maxillary .....ccocoooveeeiiiiiiiiiiiieeieeees
D5630 Repair or replace broken clasp - per tooth ...coooovvviiiiiiiiiiiieee,
D5640 Replace broken teeth - per tooth ..o
D5650 Add tooth to existing partial denture .......ccoooevveiiiiiiie e,
D5660 Add clasp to existing partial denture - per tooth .....ccoevviviiiiiieiiinnnnen.
D5710 Rebase complete maxillary denture ......coooooeveiiiiiiiiiiie e
D5711 Rebase complete mandibular denture ........coooooviiiiiiiiiiiiiiie e
D5720 Rebase maxillary partial denture ........ccccoooiiiiiiiiii e
D5721 Rebase mandibular partial denture .....ccocooiveiiiiiiii i
D5730 Reline complete maxillary denture (chairside) ......cooovevviiiiiiiiiiiiiiiiinnn,

$550.00
$550.00
$550.00
$550.00

$410.00
$410.00
$640.00
$640.00
$410.00
$410.00

$640.00

$640.00
$410.00

$410.00
$33.00
$33.00
$33.00
$33.00
$65.00
$65.00
$65.00
$65.00
$65.00
$82.00
$65.00
$65.00
$82.00
$195.00
$195.00
$195.00
$195.00
$115.00
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D5731
D5740
D5741
D5750
D5751
D5760
D5761
D5810
D58T11
D5820

D5821

Reline complete mandibular denture (chairside) .......cccooeeviiiiiiiiieennnn. $115.00

Reline maxillary partial denture (chairside) ......cccooeeiiiiiiiiiiiiiiiiieeeenn, $115.00
Reline mandibular partial denture (chairside) ......ccooovvviiiiiiiiiiiiiiiiceiinn, $115.00
Reline complete maxillary denture (laboratory) .....cccooeeiiiiiiiiiiieeiiinnnnn. $170.00
Reline complete mandibular denture (laboratory) .....cccoeevvviiiiiiiiinnnnnnn. $170.00
Reline maxillary partial denture (laboratory) ....ccevveiiiiiiiiiiies $170.00
Reline mandibular partial denture (laboratory) ...ccooovvviiiiiiiiiiiiiiieiiinnn. $170.00
Interim complete denture (Maxillary) ..o, $295.00
Interim complete denture (mandibular) ....cccoooeviiiiiiiiiiiii e, $295.00
Interim partial denture (maxillary) - limited to 7in any 12

CONSECULIVE MONTNS coveeeeeeeeee e $235.00
Interim partial denture (mandibular) - imited to 1in any 12

CONSECULIVE MONTAS coveeeeeeee e e e $235.00

D5900-D5999  VII. MAXILLOFACIAL PROSTHETICS - Not Covered

D6000-D6199 VIII. IMPLANT SERVICES - Not Covered

D6200-D6999 IX. PROSTHODONTICS, fixed (each retainer and each pontic

constitutes a unit in a fixed partial denture [bridge])

- When a crown and/or pontic exceeds six units in the same treatment plan, an
Enrollee may be charged an additional $130.00 per unit, beyond the 6th unit.

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

D6210
D621
D6212
D6214
D6240
D6241
D6242
D6245
D6602
D6603
D6604
D6605

D6606
D6607
D6610
Doe611
D6612
D6613

Doe614
D6615
D6624
D6634
D6740
D6750
D6751
D6752

Pontic - cast high noble metal ..., $460.00
Pontic - cast predominantly base metal ........ooooeiiiiiiiiiiiii e, $405.00
Pontic - cast Noble Metal ... $430.00
PONTIC - LITaNIUM oot eeens $460.00
Pontic - porcelain fused to high noble metal .......ccooovvviiiiiiiie, $460.00
Pontic - porcelain fused to predominantly base metal ......c....ccouunn... $405.00
Pontic - porcelain fused to noble metal ... $430.00
PoNtiC - POrCelain/CeramiC ..oooooeeeiiieiee ettt $450.00
Retainer inlay - cast high noble metal, two surfaces .....ccccccceeevviinnnnnnns $460.00
Retainer inlay - cast high noble metal, three or more surfaces ........... $460.00
Retainer inlay - cast predominantly base metal, two surfaces ............ $405.00
Retainer inlay - cast predominantly base metal, three or more

UL =Tl RPRRPRNt $405.00
Retainer inlay - cast noble metal, two surfaces .....ccocoveeiiiiiviiiciiieeeeennn, $430.00
Retainer inlay - cast noble metal, three or more surfaces ................... $430.00
Retainer onlay - cast high noble metal, two surfaces ........cccooeevvvvnns $460.00
Retainer onlay - cast high noble metal, three or more surfaces .......... $460.00
Retainer onlay - cast predominantly base metal, two surfaces ........... $405.00
Retainer onlay - cast predominantly base metal, three or more

UL =YL= PRPRRPRNt $405.00
Retainer onlay - cast noble metal, two surfaces ......ccooooveviiiiiiiviiiinnnenn. $430.00
Retainer onlay - cast noble metal, three or more surfaces .................. $430.00
Retainer inlay - titanium ... $460.00
Retainer onlay - titaniUm ... $460.00
Retainer crown - porcelain/Ceramic .....ccooueeeeeiiicccieieeeee e $505.00
Retainer crown - porcelain fused to high noble metal .........ccooveeeeeenn. $460.00
Retainer crown - porcelain fused to predominantly base metal ......... $405.00
Retainer crown - porcelain fused to noble metal .......coovvvviiieiiiiiinnnes $430.00
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D6780
D678l

D6782
D6790
D6791

D6792
D6794
D6930

Retainer crown - 3/4 cast high noble metal .......ccooeveeiiiiciiieeeee $460.00

Retainer crown - 3/4 cast predominantly base metal ..............ooeee. $405.00
Retainer crown - 3/4 cast noble metal ........ccoevveiiieeiiiccieee, $430.00
Retainer crown - full cast high noble metal ........cooveiiiiiiiiiii, $460.00
Retainer crown - full cast predominantly base metal ......c....coevvereinnnnen. $405.00
Retainer crown - full cast noble metal ..., $430.00
Retainer crown - titanium ... $460.00
Re-cement or re-bond fixed partial denture ........cccceeeeeiiiiiiiiiieeiiiiinn. $62.00

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

anesthetic.
D71 Extraction, coronal remnants - primary tooth ......cccccoeeeiiiiiiiiiiieiiiiiiinnn. $50.00
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps

(£=10 010 )VZ=1 5 J $50.00
D7210 Extraction, erupted tooth requiring removal of bone and/or

sectioning of tooth, and including elevation of mucoperiosteal flap

LT Yo [Tor=] u'=Yo EN I $100.00
D7220 Removal of impacted tooth - soft tissue ....ccooevvveiiiiiiiiiii, $110.00
D7230 Removal of impacted tooth - partially bony .....coovvvieiiiiiiiiiiein. $145.00
D7240 Removal of impacted tooth - completely bony ......ccoovvvviiiiiiiiiiiiinnns $220.00
D7241 Removal of impacted tooth - completely bony, with unusual surgical

(o] 0 0] o1 ITt=1{ [e] o -3 $220.00
D7250 Removal of residual tooth roots (cutting procedure) .........ccooeevvvvnnnnnnnn $100.00
D7251 Coronectomy - intentional partial tooth removal ........ccccoeevvviiiiinenn. $145.00
D7260 Oroantral fistula ClOSUIe ........ooiiiiiiiiii e $315.00
D7261 Primary closure of sinus perforation .......cccceeeeeiiieiiieiiii e, $315.00
D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or

AISPIACEA TOOTN ovveiiceee e $155.00
D7280 Exposure of an unerupted tOOth ......coviiiiiiiiiiii e, $185.00
D7283 Placement of device to facilitate eruption of impacted tooth ............. $44.00
D7285 Incisional biopsy of oral tissue-hard (bone, tooth) .....cccoevviviiiiiniinnnnn. $155.00
D7286 Incisional biopsy of oral tissue - soft - does not include pathology

[8DOratory PrOCEAUIES ...cccovieeei et $120.00
D7287 Exfoliative cytological sample collection ......ccccovvveiiiiiiiiiiiiiieeeeen, $67.00
D7288 Brush biopsy - transepithelial sample collection .......cccooeeviviiieiieiiiinnnnn. $67.00
D7310 Alveoloplasty in conjunction with extractions - four or more teeth

or tooth spaces, per QUAArant ..o $100.00
D7311 Alveoloplasty in conjunction with extractions - one to three teeth or

tooth spaces, per qUAArant ..o, $50.00
D7320 Alveoloplasty not in conjunction with extractions - four or more

teeth or tooth spaces, per quadrant ......cccoooeviiiiiiiii $135.00
D7321 Alveoloplasty not in conjunction with extractions - one to three

teeth or tooth spaces, per quadrant .......ccooooviiiiiiie $66.00
D7450 Removal of benign odontogenic cyst or tumor - lesion diameter up

10O TN 921 T o o o R $170.00
D7451 Removal of benign odontogenic cyst or tumor - lesion diameter

greater than L1024 T o o o T $170.00
D7471 Removal of lateral exostosis (maxilla or mandible) ........cccccvvieiiiriennnnnn. $190.00
D7472 Removal of torus palatinus ... $190.00
D7473 Removal of torus mandibularis ........ccccoveeiiiiiiiiiii e $190.00
D7485 Reduction of 0sseous tUbErosity .....cccvveeiiiiiiiiiiieeeee e, $135.00
D7510 Incision and drainage of abscess - intraoral soft tissue .......cccccceeeee. $66.00
D7511 Incision and drainage of abscess - intraoral soft tissue - complicated

(includes drainage of multiple fascial SPaACes) .....oovvvvveeiiiiieiviiiieeeeeeinnn. $100.00
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D7960
D7963

Frenulectomy - also known as frenectomy or frenotomy - separate
procedure not incidental to another procedure ........ccooeevvvviiiiiiieeennnn. $11.00

FrenUIOPRIASTY oo $17.00

D8000-D8999 XI. ORTHODONTICS

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

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

D0210

D0322
D0330
D0340

D0350

D0351
D0470

D0210
D0470

D8050
D8060
D8070

D8080
D8090
D8660

D8670
D8680

D868T
D8999

Pre and post orthodontic records include:

The benefit for pre-treatment records and diagnostic services

INCIUGIES. ..ottt e e e e eaans No Cost
Intraoral - complete series of radiographic images

Tomographic survey

Panoramic radiographic image

2D cephalometric radiographic image - acquisition, measurement
and analysis

2D oral/facial photographic images obtained intraorally or
extraorally

3D photographic image
Diagnostic casts

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

Interceptive orthodontic treatment of the primary dentition .............. $1,148.00
Interceptive orthodontic treatment of the transitional dentition ........ $1,401.00
Comprehensive orthodontic treatment of the transitional dentition -

child or adolescent t0 A T9 ......oouuoeii e $2,774.00
Comprehensive orthodontic treatment of the adolescent dentition -
AAOIESCENE EO GGE T et $2,774.00
Comprehensive orthodontic treatment of the adult dentition -

adults, including covered dependent adult children ............ccccocooouu..... $3,590.00
Pre-orthodontic treatment examination to monitor growth and

(o 1SNV Z=1 oY o) o 1= L AT $61.00
Periodic orthodontic treatment Visit ....ccoooiiiiiiiiiii No Cost
Orthodontic retention (removal of appliances, construction and

placement of removable retainNers) ... $345.00
Removable orthodontic retainer adjustment .......c.oooveiiiiiiiiiiiiien No Cost
Unspecified orthodontic procedure, by report - includes treatment

planning SeSSioN and FECOIUS ........uviei i it $175.00

D9000-D9999 XIl. ADJUNCTIVE GENERAL SERVICES

D910

D9219
D9222
09223

D9239

Palliative (emergency) treatment of dental pain - minor procedure.. $45.00
Evaluation for deep sedation or general anesthesia ...........cccevvveeeeens No Cost
Deep sedation/general anesthesia - first 15 minutes ........ccccccevvvviiennnns $73.00
Deep sedation/general anesthesia - each subsequent 15 minute

g Yot £=1 0 aT=] o} SRR $73.00
Intravenous moderate (conscious) sedation/analgesia - first 15

[T LU = $73.00
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D9243 Intravenous moderate (conscious) sedation/analgesia - each

subsequent 15 minute INCremMent ... $73.00
D9310 Consultation - diagnostic service provided by dentist or physician

other than requesting dentist or physician .....ccccccovieiiiiiiiiiiiiieceeeee, No Cost
D9311 Consultation with medical health care professional ........ccocoevvveiiiennnnn. No Cost
D9430 Office visit for observation (during regularly scheduled hours) - no

other services PerforMEd ... No Cost
D9440 Office visit - after regularly scheduled hours ........ccooeevvviiiiiiiieiciiieeeeeee, $70.00
D9450 Case presentation, detailed and extensive treatment planning .......... No Cost

D9932 Cleaning and inspection of removable complete denture, maxillary.. No Cost
D9933 Cleaning and inspection of removable complete denture,

MANAIDUIGE e e e raaaans No Cost
D9934 Cleaning and inspection of removable partial denture, maxillary ....... No Cost
D9935 Cleaning and inspection of removable partial denture, mandibular ... No Cost
D9940 Occlusal guard, by report - limited to 7in 24 months .........ccc..ccecuun... $255.00
D9943 Occlusal guard adjustment ... $10.00
D9951 Occlusal adjustment, limited ... $50.00
D9952 Occlusal adjustment, comMpPlete ..., $260.00

D9975 External bleaching for home application, per arch; includes
materials and fabrication of custom trays - /imited to one bleaching

tray and gel for two weeks of self-treatment ...........ccccoeeeveveiiiiiieiennnnnn.. $165.00
D9991 Dental case management - addressing appointment compliance

(@Y= T @ =T TR No Cost
D9992 Dental case management - care coordination .........ccceeevviiiiiiiiieciinnnnnn. No Cost
D9995 Teledentistry - synchronous; real-time encounter ........ccccoeevviviieiinnnns No Cost
D9996 Teledentistry - asynchronous; information stored and forwarded to

dentist for subsequENt reVIEW ......coouiiiiiiiiiiee e, No Cost

If services for a listed procedure are performed by the assigned Contract Dentist, the
Enrollee pays the specified Copayment. Listed procedures which require a Dentist

to provide specialized services, and are referred by the assigned Contract Dentist,
must be authorized by the Plan. The Enrollee pays the Copayment specified for such
services. ***

* Benefits may vary slightly based on state requirements and/or regulations.

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

Alaska and North Dakota Only:

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

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

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

Idaho Only:
In accordance with state regulatory requirements, procedures listed above may also

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

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

Louisiana, Mississippi and North Carolina Only:

In accordance with state regulatory requirements, procedures listed above may

also be performed by an out-of-network Dentist. The benefit amount paid by the
Plan is the fee actually charged by the out-of-network Dentist or the Maximum Fee
Allowance, whichever is lower, less the Copayment. If the out-of-network Dentist’s
fee is greater than the Maximum Fee Allowance, the enrollee is responsible for

the difference as well as the copayment. An Enrollee should confirm a Dentist’s
participation in the DeltaCare USA network by accessing deltadentalins.com prior to
seeking treatment. Or the Enrollee may contact the Customer Service department at
800-422-4234. An in-network Dentist is a Dentist who participates in the Delta Dental
PPO network.

Maine, New Hampshire and Vermont Only:

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

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

Oklahoma Only:

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

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

South Dakota Only:

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

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

Limitations of Benefits

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

If the Enrollee accepts a treatment plan from the general Dentist that includes
any combination of more than six crowns, bridge pontics and/or bridge retainers,
the Enrollee may be charged an additional $130.00 above the listed Copayment
for each of these services after the sixth unit has been provided.

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

New Hampshire Only:

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

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

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

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

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

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

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

The cost to an Enrollee receiving orthodontic treatment whose coverage

is cancelled or terminated for any reason will be based on the Contract
Orthodontist's usual fee for the treatment plan. The Contract Orthodontist will
prorate the amount for the number of months remaining to complete treatment.
The Enrollee makes payment directly to the Contract Orthodontist as arranged.
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Orthodontic treatment in progress is limited to new DeltaCare USA Enrollees
who, at the time of their original effective date, are in active treatment started
under their previous employer sponsored dental plan, as long as they continue
to be eligible under the DeltaCare USA program. Active treatment means
tooth movement has begun. Enrollees are responsible for all Copayments and
fees subject to the provisions of their prior dental plan. The Plan is financially
responsible only for amounts unpaid by the prior dental plan for qualifying
orthodontic cases.
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Exclusions of Benefits

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

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

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

b. is inconsistent with generally accepted standards for dentistry.

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

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

Minnesota only:

This exclusion does not apply to 1) the treatment of newborn children with
congenital defects or birth abnormalities which result in a functional defect

as determined by their attending physician; 2) dental treatment for the
management of cleft lip or cleft palate when such treatment is scheduled or
initiated prior to the dependent child turning age 19; or 3) dental reconstructive
surgery when such service is incidental to or follows surgery resulting from
injury, sickness or other diseases of the involved part.

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

Lost or stolen appliances including, but not limited to, full or partial dentures,
space maintainers, crowns and fixed partial dentures (bridges).

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

Minnesota only:

This exclusion does not include covered services provided by a provider, when
necessary and customary according to the standards of generally accepted
dental practice, for treatment of acute dental symptoms associated with
Craniomandibular Disorder and myofacial pain dysfunction or malfunction of the
temporomandibular (jaw) joint (TMJ).
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7. 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.

8. Implant-supported dental appliances and attachments, implant placement,
maintenance, removal and all other services associated with a dental implant.

9. Consultations for non-covered benefits.

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

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

12. Prescription drugs.

13. Dental expenses incurred in connection with any dental or orthodontic procedure
started before the Enrollee’s eligibility with the DeltaCare USA Program.
Examples include: teeth prepared for crowns, root canals in progress, full or
partial dentures for which an impression has been taken and orthodontics unless
qualified for the orthodontic treatment in progress provision.

14. Lost, stolen or broken orthodontic appliances.
15. Changes in orthodontic treatment necessitated by accident of any kind.
16. Myofunctional and parafunctional appliances and/or therapies.

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

18. Treatment or appliances that are provided by a Dentist whose practice
specializes in prosthodontic services.

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

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