FAMB MEMBER GROUP

DELTACARE PREMIUM CHART *
PREMIUMS IN EFFECT FOR 01/01/09 - 12/31/09

REGION 1
Counties: Dade

Monthly Premium

Enrollee Only $13.14
Enrollee + One Dependent $21.33
Enrollee + Two or More Dependents $31.35

REGION 2

Counties: Alachua, Brevard, Broward, Clay, Collier, Duval, Hillsborough, Lake, Lee, Manatee,
Marion, Martin, Orange, Osceola, Palm Beach, Pasco, Pinellas, Polk, Sarasota, St. Johns, St.

Lucie, Seminole, Volusia

Monthly Premium

Enrollee Only $13.60
Enrollee + One Dependent $22.10
Enrollee + Two or More Dependents $32.48

REGION 3

Counties: Charlotte, Citrus, Hernando, Indian River, Leon

Monthly Premium

Enrollee Only $20.40
Enrollee + One Dependent $33.30
Enrollee + Two or More Dependents $49.04

Premiums do not include the one-time $20.00 non-refundable processing fee due at the time of

enrollment when selecting the Annual Direct Billing payment method. (Processing fee is waived when
enrolling 5 or more participants from the same firm).

Premiums are subject to change.




FAMB MEMBER GROUP DELTACARE PLAN

ENROLLMENT INSTRUCTIONS:

1)

2)

3)

4)

COMPLETE ENROLLMENT FORM

Do not forget to indicate your selected DeltaCare network provider. See network
listing for providers and their provider #.

Tip: When indicating effective date, please note that your coverage may only begin on
the first of the month.

COMPLETE PAYMENT METHOD FORM

Option 1 - Monthly Auto Pay
If you elect to pay by Monthly Auto Pay (ACH), you do not need to send any
premium. We will automatically draft your account on a monthly basis.

Option 2 - Direct Annual Billing

If you elect the Direct Annual Billing method, please make check or money order
written out to BPC Financial, for the pro-rated premium required to pay your
coverage through December 31* plus the one-time $20.00 non-refundable processing
fee*.

For example, if you are enrolling for the 7/1 entry date, you will need to submit 6
months premium plus the $20.00 processing fee. You will be invoiced on a calendar
year annual basis thereafter.

*The $20.00 processing fee is required for each primary enrollee that selects the

Direct Billing payment method. The processing fee is waived when enrolling with a
firm of 5 or more primary enrollees.

MAIL OR FAX FORMS TO ADMINISTRATOR:

BPC Financial Phone (800) 282-8626
7645 Gate Parkway, Suite 101 Fax (904) 396-2091
Jacksonville, FL 32256

IMPORTANT:

Your coverage will become effective on the 1st of the month following approval
of your Enrollment Form and receipt of your full Initial Payment no later than
the 23" day of the previous month. When you receive your Evidence of coverage,
review it carefully. Be sure you understand all of your rights and benefits under the
plan. If you are not completely satisfied, for any reason, please notify us immediately.

If you have any questions, please call us toll free at 1-800-282-8626.

12/17/2008



Delta Dental Insurance Company

Primary Enrollee Information

ENROLLMENT/CHANGE FORM

/

For BPCF Use Only

\

Effective Date Group No.
Full Time Hire Date Sublocation

_/

/

VERY IMPORTANT - PLEASE PRINT LEGIBLY (Please leave one blank box between each word)

INSURANCE & RETIREMENT PROGRAMS Ve N
Name: | A I I I N N A A I | [
(Last, First, Middle)
Mail to administrator: Mailing Address: A A I I Y A I I [
BPC Financial L1 N N T T R N B
7645 Gate Parkway, Suite 101 (City) (State) @) (Pay period - f applicable)
Jacksonville, FL 32256 Social Security # L 11 Date of Birth: ||| || L1 1
(Month) (Day) (Year)
. Florida Assoc. of Mortgage Brokers FAMB# | L [
Indicate Date and Check One Name of Employer/Group Had
N Email address: Phone# (L1 | 1) L1 | | —L_1 |
Effective Date:
Member of the FAMB O Employee of FAMB Member O
0,1
l (Molmh) l l (Dlay) l L (Yela,) L | 9 Do you have dependent children? Yesd No O Are you or your dependents covered under another dental plan? Yes d No O )
O  NewEnrollment Depen dent Information (VERY IMPORTANT - PLEASE PRINT LEGIBILY. To add additional dependents, please attach a separate sheet.)
4 PLEASE LIST ELIGIBLE DEPENDENTS TO BE COVERED INADDITION TO YOURSELF A
a Terminate Coverage (If enrolling one dependent, ALL must be enrolled.)
Add Delete | Male Female
Spouse: | [ Q O | O Q DpateofBirth: | [ L
(Month) (Day) (Year)
Indicate Qualifying Event and date for Dependent: [ a a Q QO  Date of Birth: | [ I
(Month) (Day) (Year)
changes below after the original enrollment.
d g Dependent: [ Q O | O Q DpateofBirth: | [ L1
Qualifying Event: (Month) (0ay) (Yea)
Dependent: [ Q O | Q@ Q DpateofBirth: | [ L1 1
(Month) (Day) (Year)
J L1 ] A I | . a a Qo L
o B o Dependent: [ Date of Birth: | . |1 (Dlay) [ (Yelar)
: a Q a Q irth:
O  Add Spouse Dependent: [ Date of Birth: | . |1 (Dlay) [ (Yelar)
: a Q a Q irth: | [ L1
O Delete Spouse L Dependent: [ Date of Birth: i e e y
D AddDependent Child Selected DeltaCare Provider (select a provider from the Deltacare provider panel list)
\EI Delete Dependent Child ) ( DentistName: ||| | | | | | | | | | | | Provider# 1 | | | | | Location(State) L1 | )
/EI | certify that the information in this form is true and correct to the best of my ability. | understand that my election cannot be changed during the year unless | experience a change in family
status and the election change is consistent with the family status change.
Notice: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or misleading
information is guilty of a felony of the third degree.

.

Signature of Enrollee

Date




PLEASE INDICATE YOUR PAYMENT METHOD

| Monthly Auto-Pay. Attach a VOID check and completed the Authorization below.

] Direct Annual Billing (If you select this method, please make check or money order written out to BPC
Financial, for the pro-rated premium required to pay your coverage through December 31st plusthe one-time
$20.00 non-refundabl e processing fee.

MoNTHLY AUuTO PAY AUTHORIZATION FORM

You may pay your insurance premiums monthly through monthly pre-authorized debit transactions (ACH) at no
additional cost. If you would like to take advantage of this payment option, please complete the form below, attach a
voided check, sign and return.

ACCOUNTHOLDER’S NAME:

I hereby authorize BPC Financial to initiate debit entries and to initiate, if necessary, credit entries as adjustments for
any debit entries in error to my Checking account and the Financial Institution named below to debit and/or credit the
same account. BPC Financial will not be held responsible for a policy lapse or cancellation due to nonpayment if
withdrawal is prepared and not honored for any reason and amount due is not paid. I acknowledge that the origination
of ACH transactions to my account must comply with the provisions of U.S. law.

FINANCIAL INSTITUTION:

This authority is to remain in full force and effective until BPC Financial and The Financial Institution have received
written notice from me of its termination in such time and manner as to afford BPC Financial and The Financial
Institution a reasonable opportunity to act on it.

SIGNATURE: DATE:

ATTACH VOIDED CHECK BELOW

NOTE: IF THE ACH DEBIT IS RETURNED FOR NONSUFFICIENT FUNDS. A $25
NONREFUNDABLE SERVICE FEE WILL BE APPLIED WHEN ALLOWED BY LAW.

between the Ist and 10th day of

Attach a voided check here. All
each month.

total costs will be drawn




DeltaCare USA

Getting to know your
DeltaCare USA program

We keep you smiling ®

Provided by:

Delta Dental Insurance Company

1000 Mansell Exchange West, Building 100, Suite 100
Alpharetta, GA 30022

Administered by:
PMI Dental Health Plan
12898 Towne Center Drive
SCFLCSO(2005) Cerritos, CA 90703-8579 FL15C_V5






DeltaCare USA

Getting to know
your DeltaCare

USA program

DeltaCare USA is a dental
program that provides you

and your family with quality
dental benefits at an affordable
cost. Offered through Delta
Dental Insurance Company,
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.

Quality

» 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
» Expanded business hours for toll-free customer

service, from 8 a.m. to 9 p.m., Eastern Time

Cost savings

» No deductibles

» Out-of-pocket costs are clearly defined

» Out-of-area dental emergency coverage up to
$100 per emergency

» No annual or lifetime dollar maximums

Booklet Contents

Getting to know your DeltaCare USA program 1
Highlights of your DeltaCare USA program

Description of Benefits and Copayments 4
Limitations and Exclusions of Benefits 11

Delta Dental Insurance Company provides benefits as a Prepaid Limited Health Services
Organization as described in Chapter 636 of the Florida Statutes.



Highlights of your DeltaCare USA Program |GGG

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. Y ou may also enroll eligible dependents. Contact your

"What if | have QUes[ions benefits administrator if you have any questions.
about my DeltaCare USA | Eas enroliment

Proaram?" Simply complete the enrollment process as directed by your benefits administrator. Be
g : sureto indicate adentist (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

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

After you have enrolled, you will receive a membership packet including an
identification card and a Certificate of Coverage 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 alist of your benefits.

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

Provisionsfor emergency care

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

What isPMI?

PMI isalicensed administrator that has administered DeltaCare USA programs for
more than 30 years. PMI contracts with DeltaCare USA dentists to ensure quality care
for enrollees. Today, more than 1.2 million enrollees are covered by DeltaCare USA
programs.

My dentist isa Delta dentist but isnot on thelist of DeltaCare USA dentists. Can |
still receive treatment from thisdentist?

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

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

Y ou and your €ligible dependents may receive care from the same contract dentist, or if
you prefer, you may collectively select up to a maximum of three contract dental
facilities.

Can | change my contract dentist?

Y ou 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.

Can | have my teeth whitened under the DeltaCare USA Program?

External bleaching is a benefit under your Program. See the "Description of Benefits
and Copayments" and talk to your contract dentist about your options.




I Hiohlights of your DeltaCare USA Program

Does my DeltaCare USA Program cover tooth-colored fillings and crowns?

Porcelain and other tooth-colored materials are included as a benefit under your
Program. The copayment shows you what your out of pocket cost will be.

How long doesit taketo 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.

Arepre-existing dental conditionsand 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 enrollees. See the "Limitations and Exclusions
of Benefits."

How doesthe DeltaCare USA program encour age preventive car e?

Y our 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?

Y our contract dentist will coordinate your speciaty 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, there are no benefits for
specialist services.

What if | have questions about my DeltaCare USA program?

Call Customer Service at (800) 422-4234. We have multilingual representatives
available from 8 am. to 9 p.m. Eastern 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
transfersand urgent
carereferrals.”




Description of Benefits and Copayments

SCHEDULE A

Description of Benefitsand 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
optionswith their Contract Dentist prior to servicesbeing rendered.

Text that appearsin italics below is specifically intended to clarify the delivery of benefits under the DeltaCare USA program
and isnot to beinterpreted as CDT-2005 procedur e codes, descriptors or nomenclaturethat 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 proceduresin compliance with federal
legislation.

ENROLLEE
CODE DESCRIPTION PAYS

D0100-D0999 |. DIAGNOSTIC - When referable services are provided by a Contract Specialist, the Enrollee pays 75 percent of
that Dentist's " filed fees." *

DT == g oo (T odo = =V = = o) o S No Cost
D0140 Limited oral evaluation - Problem fOCUSEA. ..ottt b e e b e b e b e b No Cost
D0150 Comprehensive oral evaluation - new or established Patient........ ..o e No Cost
D0160 Detailed and extensive oral evaluation - problem focused, DY FEPOIt..........c.ooeiiirree s No Cost
D0170 Re-evauation - limited, problem focused (established patient; Nnot pOSt-Operative Visit) ......cc.ccecvvieverenieseseseseeseeeenene No Cost
D0180 Comprehensive periodontal evaluation - new or established Patient..........cccccerereerririe e No Cost
D0210 Intraora radiographs - complete series (including bitewings) - limited to 1 series every 24 months ... No Cost
D0220 Intraoral - PEriapiCal TIFSE FIlML......ciiiieietireees ettt b e bt e bbb et b et b et e b e se b e seebene b e neene e No Cost
D0230 Intraoral - periapical €ach additional filM..........couo i e e No Cost
D0240  INtraoral - OCCIUSAl FIIML....ciuiiiieiieee et et b e ettt b e e b e s bt e aeeb e bese e sb e e seese e e e e e e e e eneenes No Cost
(D072 0 I =" = R = 11 ST RPSRPSTPSPSN No Cost
D0260 Extraoral - €aCh additional fillM .........cooiiieeeee bbbt b e e b e et e b e No Cost
D0270 Bitewing radiograph - SINGIE FIlM . ...ttt b et b et b e st b e st e b se b e No Cost
D0272 Bitewings radiographs - tWO FIlMS ..ottt b e b e b e b e b e b e No Cost
D0274 Bitewingsradiographs - four films- limited to 1 seriesevery 6 months ... No Cost
D0277 Vertical DIteWingS - 710 B TIlMS ... .oo et s e et e s be e e e ae et e eseesteeaeesseeneesreenaesreennens No Cost
(D0 2C O =0 0T o ] o PSPPSRSO No Cost
D0415 Collection of microorganisms for CUlture and SENSIIVILY ........cccoviiiirierieierere e ens No Cost
D0425 Caries SUSCEPLIDIITY TESES..... ..ottt b e e b e e b e bbb st bt b et b et be st ebese et e seebeseebe e No Cost
DO4B0  PUIP VITAITTY TS, cueieetiieeiesteest ettt ettt b e bt e e st b et b et h e b e seeb e seeh e 4o b e seeb e e R e R e e R e R e s b ene e b e e e b e e ebeneebeseebeseebennebe e No Cost
D0 DT o g0 o o= L USRS No Cost
D0472 Accession of tissue, gross examination, preparation and transmission of WHtten report ... vevenevereereseeneeeeee No Cost
D0473 Accession of tissue, gross and microscopic examination, preparation and transmission of written report...........ccceee..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 FEPOM...........coiiiiiiree e b e e s No Cost
D0999 Unspecified diagnostic procedure, by report - includes office visit, per visit (in addition to other services) ..........ccoce..... $5.00

D1000-D1999 |I. PREVENTIVE - When referable services are provided by a Contract Specialist, the Enrollee pays 75 percent of
that Dentist's " filed fees." *

D1110 Prophylaxiscleaning - adult - 1 per 6 MONtN PEFIOU ........cocviviueuiiiiieieieise et b et snena $5.00
D1110 Additional prophylaxis cleaning - adult (within the 6 month Period) ... $45.00
D1120 Prophylaxiscleaning - child - 1 per 6 MONth PEFIOQ ........cccoviiieiiieierceee e st e e re e snesreseesnens $5.00
D1120 Additional prophylaxis cleaning - child (within the 6 month PEriod) ........ccccceceririiisesie s $35.00
D1201 Topica application of fluoride (including prophylaxis) - child - to age 19; 1 per 6 month period ..........coccovvennennenene $5.00
D1201 Additional topical application of fluoride (including prophylaxis) - child - to age 19 (within the 6 month period) ......... $35.00
D1203 Topica application of fluoride (prophylaxis not included) - child - to age 19; 1 per 6 month period .........cccoceeerierenene No Cost
D1310 Nutritional counseling for control of dental diSEASE.........ccviieii e ee s No Cost
D1330 Oral Ny gienNE INSIIUCLIONS........cceiieiteiteitesieseseseeseeae e e e eses e s e srestesaestesteseeseessensessesseseeseeseesensessesaestesteseeseenseseeseenseneensensenenses No Cost
D1351 Sealant - per tooth - limited to permanent molarsthrough age 15 ......cveveiriie e $15.00
D1510 Space maintainer - fiXed - UNITBLEIEA ..........ooviiiiiiiree ettt b e st b e st ebese b e $70.00
D1515 Space maintainer - fiXed - DIALEIa] .........cooiiiiiie bbb e e b e $70.00




Description of Benefits and Copayments

D1520 Space maintainer - removable - UNITALEIAl .........ccveveieicice st se e e e saesn e e e e e e e e enenns $80.00
D1525 Space maintainer - removable - DIGLEIEl ........cccoveveieeeceei et a e e e e ens $80.00
D1550 Re-camentation Of SPaCE MAINTAINEY .........coiiirierieeriee ettt et s b e e b bbb st b et b et e b et ebeseebese et e seebeseebenea $15.00

D2000-D2999 I1I. RESTORATIVE - When referable services are provided by a Contract Specialist, the Enrollee pays 75 percent
of that Dentist's " filed fees." *

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 $100.00 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 OF PEIMMANENT .......ccccoveerireeerereses e s e seeeeseeseeseeseeee e esessessesaestessesaessessesseseensenseneenensenses $8.00
D2150 Amalgam - two SUrfaces, Primary OF PEIMEANENT .........ceieirieerieertereste ettt st ebeseebe et e st sb et b et et e seebeseebeseebeseebeseebenea $12.00
D2160 Amalgam - three surfaces, Primary OF PEMMIBNENT .......c.coeiiiiriieeee ettt eb st sr et b et bt b e b e seebeseebeseebesrenenea $18.00
D2161 Amalgam - four or more Surfaces, Primary OF PEIMEBINENL ........ccoieiirerereeriereeseereeeresressessessesaesbeseeseessesseseeseensenssssensenesnes $22.00
D2330 Resin-based cOMPOSItE - ONE SUITACE, BINEEITON ........ccciiiirire ettt ettt b et st sb e b e bbb s e et e e e $22.00
D2331 Resin-based COMPOSILE - tWO SUITACES, BNLENTON.......cccciveeeirectesese e e te e e e se e e e e e sesresaesaestesbesreseetesaesaenseneeneeneenennes $26.00
D2332 Resin-based coOmposite - three SUfaCES, @NEEITON........cccciviie et sre e e sa e e e e e e e e enenns $30.00
D2335 Resin-based composite - four or more surfaces or involving incisal angle (AaNLErior) .........ocveerernennense e $55.00
D2390 Resin-based COMPOSITE CrOWN, GNEEITON .......oiueieeeeieieeeeeee ettt sttt st se ettt e e aeebesaesaesbesbeseeseesbeseeseenseneeneeneeneens $65.00
D2391 Resin-based COMPOSILE - ONE SUMACE, POSIENTON ... .c.viueeiiieeirieisieisteses et ete st st st see e stesestesesbe e s be e ebeseeteseetesentesaesessesenens $65.00
D2392 Resin-based cOmMpOSIte - tWO SUITACES, POSLENTON ........cciiriiiiieiterie sttt sttt b et sb et e bbb e et e e ne s $75.00
D2393 Resin-based cOMPOSItE - three SUfACES, POSLENTON ......c.ccvriieereresestes e e st e et e s e e e e e se s sesaesre e sresre e seesaenaesee e eneenennes $85.00
D2394 Resin-based composite - four or MOre SUrfaces, POSIEIION ........cciviiiirierereeresesee e eeese s e e sre e s se e beseesae e enee e e e enenns $95.00
D2510 INnl@y - MELAIIIC - ONE SUIMTBCE ...ttt e b e e b e s b e se bt e bt b e st s b et b et e b et e b e neebese et e seebeseebe e $185.00
D2520 INl@y - MELAITIC - TWO SUIMTACES.......citieiteieteseete ettt b e e b e e eb e e bt se bt e e bt s e e st s b e st e b et e b e e ebeneebese et e seebeneebe e $195.00
D2530 Inlay - metallic - thrE8 OF MOTE SUITACES .......cciieiirieiiiee st ertee ettt st st e ete e tesaesesaesesaesesbesesbe e ebe e ebeseebesenteseesessesenens $205.00
D2542 Onlay - MELAIlIC - TWO SUIMBCES ........ecuiiii ettt sttt st e e e eae e e ebeebesaeeaesbestesbestesteseessensenseneeneeneanes $200.00
D2543 Onlay - MELAlliC - thrE SUITACES......cce ittt sttt s e e e e e e aeesesaesaesbesbeseeseenteseeseenseneeneeneenennes $210.00
D2544 Onlay - metalliC - TOUr OF MOE SUMBCES. ... cueiieeeeieeeecire ettt st e e s eeseesessesaesbesbeseesae e saesaenaeneeneenennenns $230.00
D2610 Inlay - porcelain/Cearamic - ONE SUITBICE. ........ciiiiireiereet ettt b e ettt b et b et b et beseebese et e seebeseebe e $310.00
D2620 Inlay - porcelain/Ceramic - TWO SUITAGES. ......c.oieuirietiieete sttt ettt b e bbbt b et b et e b e b e seebeseebeseebesnebe e $345.00
D2630 Inlay - porcelain/ceramic - three OF MOFE SUMBCES .......ccuiuiiiiirere ettt s b e bbb e sa et e e e $365.00
D2642 Onlay - porcelain/CeramicC - WO SUIMTBCES .......c.iei ettt b et s b e bbbt e e e e e e $340.00
D2643 Onlay - porcelain/CeramicC - thre SUIMTACES ........ccvcieeeeceee e ettt s e e e e e stese e e e e e e e e eneens $375.00
D2644 Onlay - porcelain/ceramic - fFOUr OF MOIE SUMACES........cuviiiiireie et e e e et sne e e saesa e e e e e e eneenenns $395.00
D2650 Inlay - resin-based COMPOSITE - ONE SUMTACE. ......c.oii ittt ettt bttt b et b e st se b e see b e $210.00
D2651 Inlay - resin-based COMPOSITE - TWO SUIMTBCES.......c..cuiiieiiieirice ettt b e e b e b e b seene e $235.00
D2652 Inlay - resin-based composite - three OF MOE SUMFACES .........coiiiiiiiie ettt s $270.00
D2662 Onlay - resin-based COMPOSITE - TWO SUITACES .........oiiiriririe sttt ettt b et sb e b et s b et e ss e e et e e $265.00
D2663 Onlay - resin-based COMPOSILE - thrEE SUMACES .......ccecieieice et a e e e eneens $290.00
D2664 Onlay - resin-based composite - fOUr OF MOIE SUMTACES........viiiiiiiirie st e et e e eneens $335.00
D2710 Crown - resin-based COMPOSITE (INTITECL) .......civcuirieiriee ittt b e st b e st e b e b e $185.00
D2712 Crown - ¥resin-based COMPOSITE (INAINTECE) ......c.eiveuiiieeiriet ettt b e e b s b e b e b e $185.00
D2720 Crown - resin With high NODIE MELAL..........occiieirc ettt et st ebeseeteseeseseeseneas $335.00
D2721 Crown - resin with predominantly Dase MELEL ............cccoiiiiiiiii e e e e $235.00
D2722 Crown - reSin With NOBIE MELEL...........cveuiiee et $275.00
D2740 Crown - porcel@in/CeramiC SUDSITAEE ........cceieruereeeeeeeeeresestestestesee e teseeeeeesee e eseese s e esessessesaesbesseseessensessesaensensensenensenses $395.00
D2750 Crown - porcelain fused to high NOBIE MELAL ..o bbb $395.00
D2751 Crown - porcelain fused to predominantly Dase MELA] ... $295.00
D2752 Crown - porcelain fused 10 NODIE MELA .........oociieiicerere ettt se et e beseeteseetesaeseneas $335.00
D2780 Crown - ¥acast high NODIE MELA] ..o bbb bbb e e e $395.00
D2781 Crown - ¥4 cast predominantly Dase MELAL ..........c.coveieeieiiriie et se e st e e ste e e e e e e e e e enenns $295.00
D2782 Crown - %2 Cast NODIEIMELA .......c.ciiiriireiiireree st R st ne R Rt r R e r R e rer e $335.00
D2783 Crown - ¥ POFCEIAINTCEIAIMIC. .....c.citiuiiteietereete ettt sttt sttt sttt b et b e st b e se b s e b e se e b e s e e st s e e st s b e st e b et e b et ebe st ebese et e seebeneebeneas $395.00
D2790 Crown - full cast Nigh NODIE MELAL..........coiiiee ettt b e e bbb e b e $395.00
D2791 Crown - full cast predominantly DaSE MELEAL ...........ccuveiieiiiises ettt se et e ebeseetesaesesaeseneas $295.00
D2792  Crown - fUll Cast NOBIE MELEL ...ttt b et b bt e b b et b et $335.00
D2794  CrOWN = TEBNTUM oottt s s e R R0 R R0 R R e R e e R e R e n e e R Rt e e R b et e e b e R e e e b n et e $395.00
D2910 Recementinlay, onlay or partial COVErage rESLOratiON..........cccereiiiereseseeseseeseereeeee s e ere e s saeste e sre e e seeseeneenee e eneesenns $20.00
D2915 Recement cast or prefabricated POSE ANA COTE.........c.iiiiiriiirieirerie ettt b e e eb e st s ebese b e $20.00
D2920  RECEIMENT CIOWN. ... ceueetieteeteetertesteetesteseeseeeeseeseeseeseeseeseesessesseasessesaesaesbeseeseensenseseeneaneeneeneeseesesaeaaeabesbeseeseenbeseessenseneeneeneeneans $20.00
D2930 Prefabricated stainless steel Crown - Primary tOO0tN .........cviiiieineise ettt se et st ebesesteseesesaeseneas $75.00




Description of Benefits and Copayments

D2931
D2932
D2933
D2940
D2950
D2951
D2952
D2953
D294
D2957
D2971
D2980

Prefabricated stainless steel crown - permManent tOOLh...........cccieiiieii i e e neeneas $75.00
Prefabricated resin crown - anterior primary tOOth ...........ccvoiiiie i e $85.00
Prefabricated stainless steel crown with resin window - anterior primary tooth ...........cccoeoveoreinenninnce s $75.00
SEOBLIVE FITTING ..ttt bbbt b e e b e se bt seeb e se b e se e bt s e e b e eE e s e e b e me e b et eb et e b e seebene et e seebesnene e $20.00
Core buildup, iNCIUAING @NY PINS.....c.cciiiiieiiiiiieeeereses ettt ettt s bt esese bt ese e bt eseaessssebesesessetenesssesenis $80.00
Pin retention - per tooth, in addition tO FESIOFELION..........cciiiiii ittt se et s aeeneas $15.00
Cast post and core in addition to crown - includes canal Preparation ... vesesiesesesee e nes $110.00
Each additional cast post - same tooth - includes canal Preparation ... cesesie e s $80.00
Prefabricated post and core in addition to crown - base metal post; includes canal preparation ............ccceeveereeereeenienes $95.00
Each additional prefabricated post - same tooth - base metal post; includes canal preparation ............ccccceevereeereeeniene, $70.00
Additional procedures to construct new crown under existing partial denture framework............ccocovvverenenereierecennens $60.00
CrOWN FEPAIT, DY FEPOM ......civetetiiieetetcesise ettt te ettt s et e se e e e be e se st s ese e st ese s e se s s e b esesesbebesene s et esasesesesanesessetesenesensenis $30.00

D3000-D3999 |V.ENDODONTICS - When referable services are provided by a Contract Specialist, the Enrollee pays 75 percent

D3110
D3120
D3220

D3221
D3230
D3240
D3310
D3320
D3330
D3331
D3332
D3333
D3346
D3347
D3348
D3351
D3352

D3353

D3410
D3421
D3425
D3426
D3430
D3450
D3920

of that Dentist's " filed fees." *

Pulp cap - direct (excluding final reStOration) ...........ccceceeirirerie e se e e e et esre e sresbeseeseeteseesee e enaeneennenens $5.00
Pulp cap - indirect (excluding final rFEStOratioN) .........ccccveeeirerirese e se e et e e sresbe e e teaesee e eseeneenennens $5.00
Therapeutic pulpotomy (excluding final restoration) - removal of pulp corona to the dentinocemental junction and

APl CALION OF MEICAMENE .......c.eiiiitetieeirietet ettt ettt bt e e b e b e s e b e b e Rt se b e b e R et s bt ebeae s e b et ebe st s et ene e sbrbenas $45.00
Pulpal debridement, primary and permanent tEEHN ... $50.00
Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration).............ccocevevenenerereieieeeeane $60.00
Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration)...........ccccevevverierevesereseeceenens $60.00
Root canal - anterior (excluding final rEStOration) ..........ccueivereririere e e sr et aesee e enee e enennens $125.00
Root canal - bicuspid (excluding final FESLOratioN) ..........ccoueirieiriirire bbb $215.00
Root canal - molar (excluding final FESLOTatiON). ........cciveirieirieirieriee e $365.00
Treatment of root canal ObStrUCEiON; NON-SUIGiCal BCCESS.......c.viueririeirieririeireeeseeesteesseaese e e ssesessesessesessesessenessenessesesenes $80.00
Incomplete endodontic therapy; inoperable, unrestorable or fractured tOOth ..o $80.00
Internal root repair Of PErfOration AEFECES.........cicieiceeece e ettt eese e e tesae e enae e ennenens $80.00
Retreatment of previous root canal therapy - @NEENTOL ...........cvieeiieiesis et e e e e e e eneenens $155.00
Retreatment of previous root canal therapy - DICUSPIT.........coiiiiiii e $245.00
Retreatment of previous root canal therapy - MOIAN ..........co.ciiiiiii bbb $395.00
Apexification/recalcification - initial visit (apical closure/calcific repair of perforations, root resorption, etc.)................ $80.00
Apexification/recal cification - interim medication replacement (apical closure/calcific repair of perforations, root

FESOIPLION, BIC.) 1uritiieteieeteitetestete st et st et st et st e e e be e e be e eteseetesaebeseebesaesessesesbesesbeseebeseebensebe s ebe e ebe e ebessesessesesbesesbenesbensabenentenstens $55.00
Apexification/recalcification - final visit (includes completed root canal therapy - apical closure/calcific repair of

PErfOrations, rOOL FESOIPLION, BIC.)......etireirieirteiete et se et re et sttt sttt e ettt b et bt be st b e s e e b e e ebese e bt s e e bt s b e bt s b e st sbe st s b et st et ebene $55.00
Apicoectomy/periradiCular SUFGENY = BNTETON ........ciuiieriieeteriet ettt e et b e b b se et ss bt e st e s e s e e b sb e s e e ene s $155.00
Apicoectomy/periradicular surgery - DICUSPId (fIFSt FOOL) .......coiiiiiiiiie e e s $165.00
Apicoectomy/periradicular surgery - molar (FIrSt FOOL) .......coueiiiririre i e $175.00
Apicoectomy/periradicular surgery (each additional rO0L) ..........cccceeiiiiiirinie i $100.00
S TgoTe =0 N T LT gTo T o g o o ) S $75.00
(o100 T o0 = g T o= oo RS $85.00
Hemisection (including any root removal), not including root canal therapy ..o $75.00

D4000-D4999 V. PERIODONTICS - When referable services are provided by a Contract Specialist, the Enrollee pays 75 percent

of that Dentist's " filed fees." *

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

D4210
D4211
D4240

D4241
D4245
D4249
D4260

D4261
D4263

D4264
D4270

Gingivectomy or gingivoplasty - four or more contiguous teeth or bounded teeth spaces per quadrant .............cccceeeeueee. $160.00
Gingivectomy or gingivoplasty - one to three contiguous teeth or bounded teeth spaces per quadrant............ccccceveeenenee. $95.00
Gingival flap procedure, including root planing - four or more contiguous teeth or bounded teeth spaces per

(01U o = | OO OO ST SO R O PETRORSP $160.00
Gingival flap procedure, including root planing - one to three contiguous teeth or bounded teeth spaces per quadrant...  $95.00
P Lo YA o To s Mo 0o = o SO $175.00
Clinical crown 1engthening - NArA LISSUE .......c.vcee ittt st re e st e e s aeetesteentesteenseereeneennennas $150.00
Osseous surgery (including flap entry and closure) - four or more contiguous teeth or bounded teeth spaces per

0170 = | RS $385.00
Osseous surgery (including flap entry and closure) - one to three contiguous teeth or bounded teeth spaces per

(01U o 2= | TSP PE PSP ST PTSTPPTPTPRTPTPTORURTN $308.00
Bone replacement graft - first SITEIN QUAOTENT.........cociieirieireir ettt ae e bt $235.00
Bone replacement graft - each additional SIite iN QUAAIENE............coiiiiiriie e e $85.00
Pedicle SOft tiSSUE graft PrOCEAUIE..........eiiiieseeceeeeee ettt et e e e e e ae e e e seetesaesaesaesbeseeseenteneeseenseneeneennnnens $235.00



Description of Benefits and Copayments

D4271
D4274

D4341

D4342

D4355

D4910
D4910

Free soft tissue graft procedure (including dONOr SItE SUFGEIY) .....vieiiiiirieiesieeseesee e ees e sre e sae e s sre e sae e esaeeeneenens $235.00
Distal or proximal wedge procedure (when not performed in conjunction with surgical proceduresin the same

Tz 0] g T = TSR $90.00
Periodontal scaling and root planing - four or more teeth per quadrant - limited to 4 quadrants during any 12

CONSECULIVE ITIOMENS .....viietiiteii sttt sttt st sttt s ae e st se st e st e e b e e e b e se e b e se e b e seebe s e e sesaese s e e se s be st e beneebe st ebe e nbe e nbe e nsennne $60.00
Periodontal scaling and root planing - oneto three teeth per quadrant - limited to 4 quadrants during any 12

CONSECULIVIE IMOMENS ...ttt st sttt stttk etk e e b e st ke st b e se e b e s e b e seeRe e bR s b e st s b e st eb et e be e e b e e ebe e nbe e ee $50.00
Full mouth debridement to enable comprehensive evaluation and diagnosis - limited to 1 treatment in any 12

Lore] 1S oW LY=o 11T $60.00
Periodontal maintenance - limited to 1 treatment each 6 MOoNth PEFiod ...........cooeireireireree s $45.00
Additional periodontal maintenance (within the 6 month Period) ... e $55.00

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+ yearsold.

D5110
D5120
D5130
D5140
D5211
D5212
D5213

D5214

D5225
D5226
D5410
D5411
D5421
D5422
D5510
D5520
D5610
D5620
D5630
D5640
D5650
D5660
D5670
D5671
D5710
D5711
D5720
D5721
D5730
D5731
D5740
D5741
D5750
D5751
D5760
D5761
D5820
D5821
D5850
D5851

(ol o1 L= C=Yo (= LU [Tl 00 T= (11! USSR $365.00
Complete denture - MANCIDUIEE ...........ccooiiiiiie e st e e e e e seeseeresteseessenteseeseenteneeneeneenenns $365.00
IMMEdiate ABNTUIE - MAXIHTTAIY .....cveeireiiiei bbb b et b bbbt bbbt $385.00
Immediate denture - MANAIDUIAN ...........coi i et besee s aesaesbeseeseeteneeseenseneeneenennens $385.00
Maxillary partial denture - resin base (including any conventional clasps, rests and teeth) ..........ccccooieieieiencieieccenene $325.00
Mandibular partial denture - resin base (including any conventional clasps, rests and teeth)...........ccoceverereneicceiecennne $325.00
Maxillary partial denture - cast metal framework with resin denture bases (including any conventional clasps, rests and

LS (1) ST TSP T U TS P TT $395.00
Mandibular partial denture - cast metal framework with resin denture bases (including any conventional clasps, rests

010 = 1 ) ST $395.00
Maxillary partial denture - flexible base (including any clasps, rests and teeth)...........ccooriiii e $445.00
Mandibular partial denture - flexible base (including any clasps, rests and teeth)..........ccoceeieriiieniine s $445.00
Adjust COMPIELE AENEUIE - MBXITIAIY.......ccviiiiiiiieiesereee e et e e e re e beebe s aesaesbesbesee st e eesee e eneeneenens $18.00
Adjust complete denture - MANAIDUIEN............ooiieieiece e et e s re b e besee st e tesae e nneenenneens $18.00
Adjust partial denture - MEXITTANY .......ooceiee bbb e bbb bbbt b e ne s $18.00
Adjust partial denture - MBNAIDULEE ............coiii bbbt b e es $18.00
Repair broken complete QENTUINE DBSE.........co.i ettt ettt ae et ae e ae s beseese e beeese e e enee e eneeneas $55.00
Replace missing or broken teeth - complete denture (€aCh tOOtN) ..........ooiiiiieiee e $35.00
REPAIT FESIN ENLUINE DASE.......ceeeceiieeeiet ettt b e bbb ebe st ese s bese s bese et e s ebensebe b esesbeseebesesbeneetenetens $55.00
REPAIT CASE FTAMEBWOIK ...ttt s s bt ese e st e e s te s e e st esee e eneeseeseeseesensesaeaaenbeseeseenteneeseensnnsenennnanens $55.00
Repair or rePlace BrOKEN ClASD........coiii bbbttt b e bt $55.00
Replace Broken tEEth - PEr TOOTN ..ottt ettt e $45.00
Add tooth t0 eXiStiNG PArtial DENLUIE ...........cvcuieiiiietetieeetet et b e b et s e et et e e s b b se e s b s ese s snebebe e snaee $45.00
Add clasp t0 eXiStiNg PArtial DENTUME ........c..cveuiiririeeireseie sttt s s b e s se et et e e st e s e se s saesese e sansese e seaee $55.00
Replace all teeth and acrylic on cast metal framework (MaXillary).......cccoeveieieieiciceeec e $180.00
Replace all teeth and acrylic on cast metal framework (Mandibular)..........ccoeceeeieeceececcecee e $180.00
Rebase complete MaXillary QENTUFE. ..o bbbt bbbt $105.00
Rebase complete MandibUIr DENEUIE ..ot b bbbt b ettt b e $105.00
Rebase Maxillary Partial AEMEUIE ..........c.ciiiirieiieisei ettt se st e et e e e s e e e sestesessesestesesbenentenentens $105.00
Rebase mandibular Partial QENTUTE............oiiiieee ettt st s be e be e te e tens $105.00
Reline complete maxillary denture (CRAITSIAE) ..........cueicieiiecc et s st s e e e e e e eneas $60.00
Reline complete mandibular denture (ChAITSIAE) ........c.ocveeeireiesese e sa et e e e e sae e ennnneas $60.00
Reline maxillary partial denture (ChAIFSIAE) ..........oircireirieriee bbb bbb $60.00
Reline mandibular partial denture (ChairSIAE)..........coueireirieiree et $60.00
Reline complete maxillary denture (Ia00FBEOIY) .........cco it sae st se et se e e e e e e e e eneas $95.00
Reline complete mandibular denture (I8D0FEEONY) ........cccoeriieiiiene ettt s se e se e e e e eneas $95.00
Reline maxillary partial denture (IQDOFLOIY) .......c.cvciirieeeirese e e et ae s re e be s eesrentesaesee e esaeneeneenens $95.00
Reline mandibular partial denture (Ia0rEEOIY).........vccueveieireee et re s tesaesa e e tesae s eneeeeneeneas $95.00
Interim partial denture (maxillary) - limited to 1 in any 12 cONSECULIVE MONENS .........cccirieirieirierere s $125.00
Interim partial denture (mandibular) - limited to 1 in any 12 cONSECUtiVE MONENS .........cocovieierienene e $125.00
Tissue coNditiONING, MEBXITTBIY ........c.ciiiiiiiiie ettt sttt e se e e e et e s e e ae e st eaeeaesaesaeebesbeseeesenseseeneeneeneenens $30.00
Tissue conditioning, MAaNGIDUIAE ...........cccoiiiiieiiireees et b e et b e e st sese e sa s et e e neee $30.00



Description of Benefits and Copayments

D5900-D5999  VII. MAXILLOFACIAL PROSTHETICS- Not Covered

D6000-D6199  VIII. IMPLANT SERVICES- Not Covered

D6200-D6999 |IX. PROSTHODONTICS, fixed (each retainer and each pontic constitutesa 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 $100.00 per unit,
beyond the 6th unit.
- Replacement of a crown, pontic, inlay, onlay or stress breaker requires the existing bridge to be 5+ yearsold.

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
D6721
D6722
D6740
D6750
D6751
D6752
D6780
D6781
D6782
D6783
D6790
D6791
D6792
D6930
D6940
D6970
D6971
D6972

D6973
D6976
D6977
D6980

Pontic - Cast high NODIE MELA .........ccociie i e e e e tesae s aesaesbeseeseenteneeseenseneeneennenens $395.00
Pontic - cast predominantly Dase MELEL ..........c.coeieeieeceer e e e e e e eneas $295.00
PONLIC - CASt NODIE MELE ...ttt e e et e e st e seeseeresaesaesaesbeseeseenteneeneenseneeneeneenens $335.00
Pontic - porcelain fused to high NODIE MELAL ..o $395.00
Pontic - porcelain fused to predominantly Dase MELA ...........cccoi i e e eneas $295.00
Pontic - porcelain fused t0 NODIE MELAL..........ccoieiec ettt $335.00
PONLIC - POrCEIQINTCEIAIMIC .....eveeveiieieeeiesiesies e e ste st e e e s st esae s besbesae st e e saeseenseseeseeneeseeseeseesensesaesaesbeseeseenteneeseanseneeneennnnens $395.00
Pontic - resin With high NOBIE MELAL ...........ooeeee e e e e e e e eneas $335.00
Pontic - resin with predominantly Dase MELEL ..o bbb $235.00
PONtic - resin With NODIE MELAL ..........ooiie ettt et b e s b besee st e bebe st e e enee e eneeneas $275.00
Inlay - pOrcelain/CeramiC, tWO SUMBCES .......c.viuiiieirieisie ettt be st et et e e e st e se st e st sesbe e nteneesens $345.00
Inlay - porcelain/ceramic, three Or MOIE SUITACES.........ocooiriiii e e et eneas $365.00
Inlay - cast high NObIE MELAl, tWO SUITACES.......ccueiieececececes sttt s e e e aese e s enaeneenneneas $295.00
Inlay - cast high noble metal, three OF MOre SUMACES .........cvviviciie e s e e e eneenens $305.00
Inlay - cast predominantly base Metal, tWO SUMFACES ..o bbb $195.00
Inlay - cast predominantly base metal, three or MOre SUITECES..........cuiiiriiee e $205.00
Inlay - cast NODIE MELAl, TWO SUMBCES........cciieiieiieesie et et e et e st se st sesbe e tenentens $225.00
Inlay - cast noble metal, three OF MOIE SUMACES ........c.eiiieesicee ettt et s re e be e e e s seeeesreeeesreennens $235.00
Onlay - POrcelain/CearamiC, tWO SUIACES.........ccceiirereserieereeieeee s e s s e steste e tese e s ense e e e eseeseeseasestesseseesteseessentenseneennesennen $340.00
Onlay - porcelain/ceramic, three OF MOrE SUMACES ........ccc ettt sr et e e et e e e e e enennis $375.00
Onlay - cast high NObIE MELAl, tWO SUIMTACES ......c.eiveiirieiereere ettt b et b et b e e b e b e $300.00
Onlay - cast high noble metal, three OF MOIE SUITACES...........couiiiiieeeet e b e $310.00
Onlay - cast predominantly base Metal, TWO SUITECES........ccieiiiiiiieereee ettt se st se et e esesanse e $200.00
Onlay - cast predominantly base metal, three Or MOre SUMFACES ..........ooi i e e $210.00
Onlay - cast NODIE MELAl, TWO SUITACES ........eceii ettt ae e sesb st e s aesrenbesteseentente e ennenenns $220.00
Onlay - cast noble metal, three OF MOE SUMACES........ccerveieeeecie ettt ee st e e e e e enennis $240.00
Crown - resin With high NODIE MELAL.........coeoi bbbt e b e st s b e s ene e $335.00
Crown - resin with predominantly Dase MELEL .............coiiiiii bbb e b e b ene e $235.00
Crown - reSiN With NODIE MELAL.......cciieeice et sttt st e et e e et e e st e st ebeseebeseeteseesesenseneas $275.00
CrOWN = POFCEIAINTCEIAIMIC. ... ueteuieteieteieteseeteseeteseeteseesesee e s tesesteseste e eteseebeseebeseebeseeseseebeseeseseeseebene et enenb e e ebesenbesenbeseesenensenens $395.00
Crown - porcelain fused to high NODIE MELAL ..o e e st se e ens $395.00
Crown - porcelain fused to predominantly base MELal ..........ccoveeieiinieie i e $295.00
Crown - porcelain fused 10 NODIE MELA ..ottt e b e s b e s ene e $335.00
Crown - ¥Cast high NODIE MELAL ..ot b et b e e eb e e b sr bt e $395.00
Crown - ¥ cast predominantly Dase MELAL ..o bbb $295.00
Crown - ¥2.Cast NODIE MELAL ..ot b bbb b e et et e h e e bt e bt ebesb e s bt sb e b e sbese et e b e e e e eneenis $335.00
(O oY T o o) (o= =] o o= o o3RS $395.00
Crown - full cast high NOBIE MELAL..........c.o o st se et seese et e e e e e e enennis $395.00
Crown - full cast predominantly DASE MELEL ..o bbbt st b e e b e e ebe e $295.00
Crown - fUIl CBSt NODIE MELAL ..ot sttt et ae et e et e sbesbesb e besee st et et e e eneenennas $335.00
Recement fiXed Partial QEMLUIE..........ciiiiiiiiieiecs ettt et be et e e b e e se st e s e se s s aesenbe e ntenentens $25.00
S C oy 0= ST RSTTTRR $50.00
Cast post and core in addition to fixed partial denture retainer - includes canal preparation ..........ccccceeeeeveereencevceneenenn, $110.00
Cast post as part of fixed partial denture retainer - includes canal preparation ..........c.coevererererecereeresesee e $110.00
Prefabricated post and core in addition to fixed partial denture retainer - base metal post; includes canal

Q1= o =T = o] o [OOSR EST SO TO TSR RT O PP RO $95.00
Core buildup for retainer, iNCIUAING @MY PINS.......ioiitiiiieieieeieeeeere ettt e se e se e se s e aesbesbesaesbesbeseessebeeeneeneeneenas $80.00
Each additional cast post - same tooth - includes canal Preparation ... e $80.00
Each additional prefabricated post - same tooth - base metal post; includes canal preparation ..........ccccceceeeeevienesenennn $70.00
Fixed partial denture repair, DY FEPOM ........cciieieeceeeee e et esre s aesaesbeseeseeteaeseeneeneennennnnens $70.00



Description of Benefits and Copayments

D7000-D7999 X.ORAL AND MAXILLOFACIAL SURGERY - When referable services are provided by a Contract Specialist,

the Enrollee pays 75 percent of that Dentist's " filed fees." *
Includes preoperative and postoperative eval uations and treatment under a local anesthetic.

D7111 Extraction, corona remnants - deCidUOUS tOOLN ..........ciiiiuiiiiiriiiese sttt e st s b e s be e $10.00
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps remoVal) ........ooceveereeerennernerese e $14.00
D7210 Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone and/or section of

100 11 TP P TP $55.00
D7220 Removal of impacted tOOT - SOt ISSUE .....vcvirieiirieiiieei ettt sttt et e st bese et seebeseeseseereneas $70.00
D7230 Removal of impacted tooth - partially DONY .........cooi e e s s ens $95.00
D7240 Removal of impacted tooth - COMPIELElY BONY ........ceeiee e $120.00
D7241 Removal of impacted tooth - completely bony, with unusual surgical COMpliCatioNS..........cccoeverererienrienne e $140.00
D7250 Surgical removal of residual tooth roots (CUtting PrOCEAUIE) ..........coceuerierereeterieiereei sttt r e s er e e b s ebeseene e $45.00
D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or displaced tOoth ..o $130.00
D7280 Surgical access of an UNErUPLE tOOTN..........oui e bbb e et $120.00
D7282 Mobilization of erupted or malpositioned tooth to aid ErUPLION ..........ccieviiieie e e $120.00
D7283 Placement of deviceto facilitate eruption of impacted tOOth ...........cccceie i No Cost
D7286 Biopsy of oral tissue - soft - does not include pathology 1aboratory proCeduresS ..o $40.00
D7310 Alveoloplasty in conjunction with extractions - Per QUAOIANT...........ccereereereereereee bbb $100.00
D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ..............ccoeeeveieecenenne. $100.00
D7320 Alveoloplasty not in conjunction with extractions - Per QUAOIENT ...........coereriereerieieeee et e $120.00
D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ...........ccccceeveeeenenee. $120.00
D7450 Removal of benign odontogenic cyst or tumor - lesion diameter Up t0 1.25 CM......coveeeeeerine s No Cost
D7451 Removal of benign odontogenic cyst or tumor - lesion diameter greater than1.25 CM........ccveirirninnncenee e No Cost
D7471 Removal of lateral exostosis (maxillaor Mandible) ... $100.00
D7472 ReMOVEl Of LOTUS PAIALINUS ......ccueiiteieieietesiee sttt sttt e st et st sesbeseeteseetesaesesaeseseeseseesesbeseebeseebe e ebeseebesenteseesessnsenens $100.00
D7473 Removal Of tOrUS MaNGIDUIGITS. .......cviieieierieiesee ettt st st et se b saese st e st s be st be e ebeseebe st ebeseebeseeseneeseneas $100.00
D7510 Incision and drainage of absCess - iNtraoral SOft tISSUE.........ccceieii it st a e e eneens $25.00
D7960 Frenulectomy (frenectomy or frenotomy) - SEParate PrOCEAUIE..........eievierueriereereeeeeeeere e sese e e s besaesaeeeee e e e eneens $20.00
D7970 Excision of hyperplastiC tiSSUE - P BICH ..ottt b e st b e st e b e b e $80.00
D7971 EXCiSiON Of PEFiCOMONE GINGIVA. .. ccuiueitieetereeterietirietereete sttt rs sttt sr et b st b e seebeseebeseeb e seebeseeseseesesbese e b e e e b e neebeneebeseebesrebesnenennas $80.00

D8000-D8999  XI. ORTHODONTICS

** |f a Copayment dollar amount is not listed, Enrollee pays 75 percent of the Contract Orthodontist's "filed fees."

- 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.

Pre and post orthodontic records include:

The benefit for pre-treatment records and diagnostic SErviCeS INCIUAES: .........coeireiiiinirneeee e $200.00
D0210 Intraoral - complete series (including bitewings)
D0322 Tomographic survey
D0330 Panoramic film
D0340 Cephaometric film
D0350 Oral/facia photographic images
D0470 Diagnostic casts

The benefit for post-treatment reCordS iNCIUAES: ........ooi it be e e $70.00
D0210 Intraoral - complete series (including bitewings)
D0470 Diagnostic casts

D8010 Limited orthodontic treatment of the primary dentition ...........coi i *x
D8020 Limited orthodontic treatment of the transitional dentition - child or adolescent to age 19 .......ccccoeeoiieieinineneceree *x
D8030 Limited orthodontic treatment of the adolescent dentition - adolescent t0 8ge 19 ........ccovevirererereeieeeeeeee e *x
D8040 Limited orthodontic treatment of the adult dentition - adults, including dependent adult children covered fromage 19
L0725 TE TSP T ST RPTON **
D8050 Interceptive orthodontic treatment of the primary dentition............cooirrercinnneee e *x
D8060 Interceptive orthodontic treatment of the transitional deNtition ...........cccereireereeree e *x
D8070 Comprehensive orthodontic treatment of the transitional dentition - child or adolescent to age 19 .......c.cccceeveereveienenne *x
D8080 Comprehensive orthodontic treatment of the adolescent dentition - adolescent to0 age 19 .......ccccveeeeirierinienene s *x




Description of Benefits and Copayments

D8090 Comprehensive orthodontic treatment of the adult dentition - adults, including dependent adult children covered from

2T L= o 124 S *x
D8660 Pre-orthodontiC trEAIMENT VISIT ......cviiiirieeseee e st e e e e e e e e e e seesessesaesbeseeseeseenseseesaenseneeneeneenenns $25.00
D8680 Orthodontic retention (removal of appliances, construction and placement of removable retainers) .........ccoceeceeeveeeenenne. *x
D8999 Unspecified orthodontic procedure, by report - includes treatment planning SESSION ..........cooererereeieeierienienere e $100.00

D9000-D9999  XII. ADJUNCTIVE GENERAL SERVICES - When referable services are provided by a Contract Specialist, the
Enrollee pays 75 percent of that Dentist's " filed fees." *

D9110 Palliative (emergency) treatment of dental pain - MINOr PrOCRAUIE ........cc.eiveiereeieeeeee et s $20.00
D122 R = L= [0 T = o] Fo T Q= 1= 1 1= - TP No Cost
D9212 Trigeminal division DIOCK GNEStNESIAL..........ccueieeeeeeieiciee ettt s ae e et e e e e e e e e e e enenns No Cost
D10 22 T o o= == =S T TS No Cost
D9220 Deep sedation/general anesthesia - first 30 MINULES.........c.ciiiiiiiieieree ettt e b e e bbb $165.00
D9221 Deep sedation/general anesthesia - each additional 15 MINUEES...........coi i $80.00
D9241 Intravenous conscious sedation/analgesia- first 30 MINULES..........ccviiee i eie it e e e nae e e $165.00
D9242 Intravenous conscious sedation/analgesia - each additional 15 MINUEES..........cccvveieieeeeeeiere s $80.00
D9310 Consultation (diagnostic service provided by adentist or physician other than practitioner providing treatment) ........... $25.00
D9430 Office visit for observation (during regularly scheduled hours) - no other services performed..........coeveveenciencinncnes $5.00
D9440 Office visit - after regularly SChEdUIEH NOUFS .........c.oiuciiiiie ettt bbb b e e b s ebese b e $35.00
D9450 Case presentation, detailed and extensive treatment PlaNmiNG..........coere e e No Cost
D9940 Occlusal guard, by report - HMItEA t0 L iN BYEAI'S ...ovvci ettt st sttt sttt be st be e be e $105.00
D9951 Occlusal adjustment, [IMITEU.........c.coiiiiiiere e st se e e e e s e e resaesaesbe s teseeseenteseeseenseneeneeneennnnes $55.00
D9952 Occlusal adjustment, COMPIELE ........cceiiiieereeee ettt st e e e e e s e e e e e e seesessesaesteseeseeseenteseeseensensennenennennes $105.00
D9972 Externa bleaching - per arch - limited to one bleaching tray and gel for two weeks of self treatment ...........cccoovevrenene $125.00
D9999 Unspecified adjunctive procedure, by report - includes failed appointment without 24 hour notice - per 15 minutes of

21000 0L 0'= 01 1] = SRS SR $10.00

* |f services for alisted procedure are performed by the assigned Contract Dentist, the Enrollee pays the specified Copayment. Listed,
referable procedures that are not available in the contract facility or that require a Dentist to provide specialized services may be
provided by a contracted oral surgeon, endodontist, periodontist or pediatric dentist at 75 percent of the Contract Specialist's "filed fees."
Specialist services are only available in areas where thereis a DeltaCare USA Contract Specialist, and upon referral by the assigned
Contract Dentist.

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. Questions regarding these fees should be directed to the Customer Service department at (800)
422-4234.




Limitations and Exclusions of Benefits

SCHEDULE B

Limitations of Benefits

Limitations

1.

The frequency of certain Benefitsis limited. All frequency
limitations are listed in Schedule A, 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 $100.00 above the listed
Copayment for each of these services after the sixth unit has
been provided.

General anesthesia and/or intravenous sedation/analgesiais
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).

Benefits provided by a contract pediatric Dentist are
available at 75 percent of the Contract Specialist's "filed
fees." Referral by the assigned Contract Dentist is required
before services are rendered.

The cost to an Enrollee receiving orthodontic treatment
whose coverageis 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.

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. Deltais
financially responsible only for amounts unpaid by the prior
dental plan for qualifying orthodontic cases.

Exclusions of Benefits

Exclusions

1.

2.

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

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

10.

11.

12.
13.

14.
15.

16.

17.

18.

Services solely for cosmetic purposes, with the exception of
procedure D9972, External bleaching, per arch, or for
conditions that are aresult 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.

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 and crowns and fixed
partial dentures (bridges).

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

Precious metal for removable appliances, metallic or
permanent soft bases for compl ete 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.

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

Consultations for non-covered benefits.

Dental services received from any dental facility other than
the assigned Contract Dentist, including the services of an
out-of-network dental specialist, unless expressly authorized
by Delta except for Emergency Services as described in the
Contract and/or Evidence of Coverage.

All related fees for admission, use, or staysin ahospital,
out-patient surgery center, extended care facility, or other
similar care facility.

Prescription drugs.

Dental expensesincurred 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
trestment in progress provision.

Logt, stolen or broken orthodontic appliances.

Changes in orthodontic treatment necessitated by accident
of any kind.

Myofunctional and parafunctional appliances and/or
therapies.

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

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




Provided by:

Delta Dental Insurance Company
1000 Mansell Exchange West, Building 100, Suite 100
Alpharetta, GA 30022

Administered by:

PMI Dental Health Plan Customer Service
12898 Towne Center Drive (800) 422-4234
Cerritos, CA 90703-8579 Monday through Friday

8 a.m. to 9 p.m., Eastern Time
www.deltadentalins.com/deltacareusa

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

The Group Dental Service Contract must be consulted to determine the exact terms and conditions of coverage.
A Certificate of Coverage will be sent to you upon enrollment. If you wish to review a Certificate of Coverage
prior to enrollment, you may request a copy by calling the Customer Service department at (800) 422-4234.

In Florida, DeltaCare USA is underwritten by Delta Dental Insurance Company and administered by PMI Dental
Health Plan. These companies are financially responsible for their own products. 10/2006





