& DELTA DENTAL

Choose
Your Plan

Love your smile

Delta Dental PPO™ & DeltaCare® USA*
County of Riverside, PPO #04784, DCUSA #76482

Your company lets you choose between two dental plans from Delta Dental. Either way, you’ll get
reliable dentist networks, affordable preventive care and a healthy smile that you’ll love to show.
Your options are:

Delta Dental PPO’ DeltaCare USA

This preferred provider plan offers the Under this HMO-type plan, you’ll have your
convenience and flexibility of visiting any choice of skilled primary care dentists from the
licensed dentist, anywhere. Covered services DeltaCare USA network. Select a primary care
are paid based on a percentage — if, for dentist, who will then coordinate any needed
example, fillings are covered at 80%, you pay referrals to a specialist.? Covered services

the remaining 20%. Get the most plan value by provided by your DeltaCare USA dentist have
choosing a Delta Dental PPO dentist. preset copayments (dollar amounts), which

are listed in your plan booklet. There are no
maximums or deductibles for covered services.®

*See the inside back page of this brochure for
the underwriters and administrators of these
plans in your state.

Newly covered?
Visit deltadentalins.com/welcome.

LEGAL NOTICES: Access federal and state legal notices related to your plan: deltadentalins.com/about/

legal/index-enrollee.html
" In Texas, Delta Dental Insurance Company provides a dental provider organization (DPO) plan. y n ° m

2In WY, you do not need to select a primary care dentist, but you must visit a network dentist to receive

benefits. In the following states, you can maximize your savings when you visit a network dentist, although H
you may visit any licensed dentist and receive out-of-network coverage: AK, CT, LA, ME, MS, MT, NC, ND, deltadenta I I nS.Com/enrO”eeS

NH, OK, SD, VT. Refer to your plan booklet for details about your out-of-network benefits.
3 Refer to your plan booklet for more information about covered services, deductibles and maximums.
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Delta Dental PPO™

Maximize your savings

Visit a dentist in the PPO' network to maximize your savings.? These dentists have agreed to reduced
fees, and you won’t get charged more than your expected share of the bill.?

Set up an online account Coordinate dual coverage

Get information about your plan, check benefits If you’re covered under two plans, ask your
and eligibility information, find a network dental office to include information about both
dentist and more. Sign up for an online account plans with your claim — we’ll handle the rest.

at deltadentalins.com.
Understand transition of care

Check in without an ID card Generally, multi-stage procedures are covered
You don’t need a Delta Dental ID card when you under your current plan only if treatment began
visit the dentist. Just provide your name, birth after your plan’s effective date of coverage.*
date and enrollee ID or Social Security number. Log in to your online account to find this date.

If your family members are covered under your
plan, they’ll need your information. Prefer to
have an ID card? Simply log in to your account
to view or print your card.

Get LASIK and hearing aid discounts

With access to QualSight and Amplifon Hearing
Health Care®, you can save as much as 50%

on LASIK procedures and more than 60% on
hearing aids.

Save with a
PPO dentist

PPO NON-PPO

" In Texas, Delta Dental Insurance Company provides a dental provider organization (DPO) plan.
2 You can still visit any licensed dentist, but your out-of-pocket costs may be higher if you choose a non-PPO dentist. Network dentists are paid contracted fees.
3 You are responsible for any applicable deductibles, coinsurance, amounts over plan maximums and charges for non-covered services.

4 Applies only to procedures covered under your plan. If you began treatment prior to your effective date of coverage, you or your prior carrier is responsible for
any costs. Group- and state-specific exceptions may apply. If you are currently undergoing active orthodontic treatment, you may be eligible to continue treatment
under Delta Dental PPO. Review your Evidence of Coverage, Summary Plan Description or Group Dental Service Contract for specific details about your plan.

5 Vision corrective services and Amplifon’s hearing health care services are not insured benefits. Delta Dental makes the vision corrective services program and
hear'ing health care services program available to you to provide access to the preferred pricing for LASIK surgery and for hearing aids and other hearing health
services.
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Plan Benefit Highlights for: County of Riverside

Group No: 04784
For eligibility details, refer to the plan's Evidence/Certificate of Coverage
(on file with your benefits administrator, plan sponsor or employer).
Deductibles Delta Dental PPO dentists: None
Non-Delta Dental PPO dentists:
$50 per person / $150 per family each calendar year
Deductibles waived for s
Diagnostic & Preventive (D & P) Delta Dental PPO dentists: _N/A.
. Non-Delta Dental PPO dentists: Yes
and Orthodontics?
Maximums Delta Dental PPO dentists: $2,000 per person each calendar year
Non-Delta Dental PPO dentists: $1,500 per person each calendar year
D & P counts toward maximum? Delta Dental PPO dentists: No
) Non-Delta Dental PPO dentists: Yes
Waiting Period(s) Basic Services Major Services Prosthodontics Orthodontics
g None None None None
Delta Dental PPO Non-Delta Dental PPO
dentists** dentists**
Diagnostic & Preventive
Services (D & P) 100 % 100 %
Exams, (2) cleanings***, x-rays and
sealants
Basic Services 90 % 50 %
Fillings
Endodontics (root canals) o o
Covered Under Basic Services 90 % 50 %
Periodontics (gum treatment) o o
Covered Under Basic Services 90 % 50 %
Oral Surgery o o
Covered Under Basic Services 90 % 50 %
Major Services
Crowns, inlays, onlays and cast 60 % 50 %
restorations
Prosthodontics o o
Bridges, dentures and implants 60 % 50 %
Occlusal Guard Benefits 60 % 50 %
Orthodontic Benefits o o
Adults and dependent children . .
Orthodontic Maximums $2,000 Lifetime $1,500 Lifetime

*

Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan.
Reimbursement is based on Delta Dental maximum contract allowances and not necessarily each dentist’s
submitted fees.

** Reimbursement is based on PPO contracted fees for PPO dentists, PPO contracted fees for Premier dentists
and PPO contracted fees for non-Delta Dental dentists.

*** Two cleanings are standard and an additional two are covered for members with history of periodontal disease.

Delta Dental of California Customer Service Claims Address
560 Mission St., Suite 1300 888-335-8227 P.O. Box 997330
San Francisco, CA 94105 Sacramento, CA 95899-7330

https://www.deltadentalins.com/rivco
This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or
Summary Plan Description. If you have specific questions regarding the benefits, limitations or exclusions for your
plan, please consult your company’s benefits representative.
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DeltaCare USA

Dental benefits made easy

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

benefits.

Convenient services Budget-friendly costs

We make it easy for you — there are no claim With your DeltaCare USA plan, there are no
forms to complete, and no plan ID card is surprises. You know your copayments, and your
required to receive treatment. out-of-pocket costs are clearly defined before

¢ No restrictions on pre-existing conditions treatment begins.

(except work in progress) * No deductibles or maximums' for covered

« Access to specialty care and out-of-area services

emergency care ¢ Pay only your copayment (if any) at the time

. of treatment
A partner in oral health

Your DeltaCare USA plan encourages regular Set up an online account
dental care with an extensive list of covered Sign up for an online account at
services to help you stay healthy. deltadentalins.com. Available after your

. . coverage starts, this useful service lets you:
e Low or no copayments for services like

cleanings and exams ¢ Access plan information online

¢ Change your primary care dentist online —
and more

Simple steps =M O 'w B
to g et S t a rt e d Receive your Schedule Receive yzi): :r?ala\:e

welcome an dental
materials appointment care to dentist

" Plans with an Accidental Injury Rider have a $1,600 annual maximum for accidental injury. Consult your Evidence/Certificate of Coverage.
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Plan CA10A DeltaCare USA Description of Benefits and Copayments

SCHEDULE A
Description of Benefits and Copayments

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

Text that appears in italics below is specifically intended to clarify the delivery of Benefits under the DeltaCare USA
Program and is not to be interpreted as Current Dental Terminology ("CDT"), CDT-2021 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
DO0100-D0999 . DIAGNOSTIC
DO0120 Periodic oral evaluation - established Patient ..o i e e rennee e eanas No Cost
DO140 Limited oral evaluation - problem fOCUSEA ...t e e et aeaas No Cost
DO0145 Oral evaluation for a patient under three years of age and counseling with primary caregiver ........ No Cost
DO150 Comprehensive oral evaluation - new or established patient ..o No Cost
DO160 Detailed and extensive oral evaluation - problem focused, by report ....vviiiiiiiiiiii e No Cost
DO170 Re-evaluation - limited, problem focused (established patient; not post-operative visit) .....c.cc.u..tt. No Cost
DO171 Re-evaluation - post-operative OffiCe ViSit ..uiiiiiiiiiiii i i e i i e e ee e ran e enneeannens $5.00
D0O180 Comprehensive periodontal evaluation - new or established patient .......ccoooviiiiiiiiiiiiiiiiiiiia, No Cost
DOT90  Screening Of @ PatiEnt cuiii i i ettt e e e et e e et e e et et No Cost
DOTI9T  Assessment Of @ PaliEnt oo ettt e et et e et et aan e eeaaneaaneeaan No Cost
DO0210 Intraoral - complete series of radiographic images - /imited to 1 series every 24 months ................ No Cost
D0220 Intraoral - periapical first radiographiC IMaAgE ittt i it e et eiise e e eaiaseeeaannneereannnes No Cost
D0230 Intraoral - periapical each additional radiographiC iIMage ..cviiiiiiiiiii i i ea e eennes No Cost
D0240 Intraoral - occlusal radiographiC IMaAgE it et ettt e e e aeaans No Cost
DO0250 Extraoral - 2D projection radiographic image created using a stationary radiation source, and

[ 1S T8 o ) No Cost
DO0251 Extraoral posterior dental radiograpniC IMaAge it i eii e ei e rianseessanneeeannns No Cost
DO0270 Bitewing - single radiograiniC Mg ciuuiiiiiii i ttiiiee ettt eeeeaanseettaannsessaanneerassnnseeeeannneesnn No Cost
DO0272 Bitewings - tWO radiographiC IMagES .uueiiiiii it eiie et ettt etaa et e eeaasteseaanneerseannseerannnneeeennn No Cost
D0273 Bitewings three radiograpniC IMaAgES wiuiiiiiiii ittt et a et e et aa e et raeeaaeaaeaaneanenn No Cost
D0274 Bitewings - four radiographic images - /imited to 1 series every 6 MONthS ....c.ccvviiiiiiiiiiiiiiininnnnnns No Cost
D0277 Vertical bitewings - 7 to 8 radiographiC IMaAgeS ..uiiiiiii i e e e e e ean e eaaneeanneann No Cost
DO330 PanoramiC radiograiniC Mg cieiiiiiiiteet ittt iiiaeeetetasteetaanssestasssseeseasassesessnnseeessnnnsesssnnnnenss No Cost
D0415 Collection of microorganisms for culture and SENSItIVITY ..uiiiiiiiiii i e e ereaeeeeas No Cost
D0419 Assessment of salivary flow by measurement - 7 every 12 MONtAS ..cueviieiiii it viieieenens No Cost
DO425 Caries sUSCEPIIDIITY 1SS tiuiiiiiiiii i et ettt et e No Cost
DO4BO PUlD VITality 0TS tutitiiiiitii ittt ettt et e et e e e e et e et e e e et e e et a e e et e e a e e aanaas No Cost
DO @ I B T =T ] T 1] o N o= 13 = No Cost
D0472 Accession of tissue, gross examination, preparation and transmission of written report ................. No Cost
D0473 Accession of tissue, gross and microscopic examination, preparation and transmission of written

=T 0 T P 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 .....c.ccviiiiiiiiiiiiiiiiiieieas No Cost
DO601 Caries risk assessment and documentation, with a finding of low risk - 7 every 12 months .............. No Cost
D0602 Caries risk assessment and documentation, with a finding of moderate risk - 7 every 12 months ..... No Cost
D0O603 Caries risk assessment and documentation, with a finding of high risk - 7 every 12 months ............. No Cost
DO701 Panoramic radiographic image - image Capture ONIY .uiiiiiiiiiiiiii i rea e reineeeeannnneeeaaannes No Cost
DO0702 2-D cephalometric radiographic image - image Capture ONIY ..uiiiieiiiiiiiiii i e eaeeaes No Cost
D0O703 2-D oral/facial photographic image obtained intra-orally or extra-orally - image capture only ........ No Cost
D0O704 3-D photographic image - image CaptUre ONIY i e e e e e e eaneenaneenns No Cost
DO705 Extra-oral posterior dental radiographic image - image capture only ..oviiiiiiiiiiii i No Cost
DO706 Intraoral - occlusal radiographic image - image Capture ONlY ..oiiiiiiiiii e eneeeas No Cost
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Plan CA10A DeltaCare USA Description of Benefits and Copayments

DO707 Intraoral - periapical radiographic image - image Capture ONlY .oivoiiiiiiiiiiiiiiiiie i eriie e eeines No Cost
DO708 Intraoral - bitewing radiographic image - image Capture ONlY ..coiiiiiiiiii i e eaneees No Cost
DO709 Intraoral - complete series of radiographic images - image capture only .....ccovveiiiiiiiiiiiiiiiiinennnn. No Cost
D0999 Unspecified diagnostic procedure, by report - includes office visit, per visit (in addition to other

Y= 77 100=S3 No Cost
D1000-D1999 Il. PREVENTIVE
D1MO  Prophylaxis cleaning - adult - 7 D11710, D1120 or D4346 per 6 month Period .....ccvvviiieeiiiiiieernninnees No Cost
DIMO  Additional prophylaxis cleaning - adult (within the 6 month Period) ........eeeeiiiiiiiiiiiiiiiiiiieennnns $45.00
D1120  Prophylaxis cleaning - child - 71 D1110, D1120 or D4346 per 6 month period .......c.ccvveeiiiiiiiiininnnnnn. No Cost
D1120  Additional prophylaxis cleaning - child (within the 6 month Period) ......cc.ioiiiiiiiiiiiiiiiiiiii e, $35.00
D1206 Topical application of fluoride varnish - child to age 19; 1 D1206 or D1208 per 6 month period ........ No Cost
D1208 Topical application of fluoride - excluding varnish - child to age 19; 1 D1206 or D1208 per 6 month

@< oo No Cost
D1310  Nutritional counseling for control of dental diSEASE ..uvuiiiiiiiiiiii i e e e enes No Cost
D1330  Oral Nygiene INStrUCTIONS vttt ettt ettt e e e e et e e e e et e et e e e a e et eaneaneaaneaneans No Cost
D1351 Sealant - per tooth - /imited to permanent molars through age 15 .....ueeiii it eieaeeas $5.00
D1352 Preventive resin restoration in a moderate to high caries risk patient - permanent tooth - /imited to

PErmManeNt MoIars tNIrOUGIN GG 15 ..ttt ettt ittt tataastesseasssesseassasesesnnseesannnnsessnnnnes $5.00
D1353 Sealant repair - per tooth - /limited to permanent molars through age 15 ..uvveiiiiiiiiiiiiiiiieiiinees $5.00
D1354 Interim caries arresting medicament application - per tooth - child to age 19, 1 per 6 month period No Cost
D1510 Space maintainer - fixed - unilateral - per quadrant ... $10.00
D1516  Space maintainer - fixed - bilateral, Maxillary ..o $10.00
D1517 Space maintainer - fixed - bilateral, Mandibular ....oooiiiiii e, $10.00
D1520 Space maintainer - removable - unilateral - per QUAAraNt ..ot e $10.00
D1526 Space maintainer - removable - bilateral, MaXillary ..oviooiiiiiii i i e rne e eaaas $10.00
D1527 Space maintainer - removable - bilateral, mandibular ......ooviiiiiiiii e $10.00
D1551 Re-cement or re-bond bilateral space maintainer - maxillary ..ccoeeiiiiiiiiii No Cost
D1552 Re-cement or re-bond bilateral space maintainer - mandibular .......cooiiiiiiiiiiiii i No Cost
D1553 Re-cement or re-bond unilateral space maintainer - per quadrant .......cceviiiiiiiiiiiii i No Cost
D1556 Removal of fixed unilateral space maintainer - per qUAdrant ...vviiiiiiii i e e e No Cost
D1557 Removal of fixed bilateral space maintainer - MaXillary ..o i e raaaeeas No Cost
D1558 Removal of fixed bilateral space maintainer - Mandibular .....coeeiiiiiii i e No Cost
D1575 Distal shoe space maintainer - fixed, unilateral - per quadrant - child to age 9 ....ccocevviiiiiiiiiiinnnnnn. $10.00
D2000-D2999 Ill. 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 $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 Or PerMaNENT ..o e e et rae e eaneeaaneeanneann No Cost
D2150 Amalgam - two surfaces, primary OF PeIMaANENE . .uiiiiiiii ittt eeiinteeeeanseertaanssersasnneeranns No Cost
D2160 Amalgam - three surfaces, Primary OF PeIMANENT .iiiiii it e reaseeeeainreeerannseerennnns No Cost
D2161 Amalgam - four or more surfaces, primary Or PerMANENT ....iiiiiiiii i i e e i raneeeaneens No Cost
D2330 Resin-based composite - 0Ne SUIfacCe, @nterior .uiiiii i et e eaaeeas No Cost
D2331 Resin-based composite - tWO SUIaCes, anterior it e aaaeas No Cost
D2332 Resin-based composite - three SUrfaces, ANterior i i i i i eaneeeaannes No Cost
D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterior) .....cccevvvinnnnn.. No Cost
D2390 Resin-based COMPOSIEE CrOWN, ANt IOl tiiiiiiiiiii ittt iiae e s tataseeseannteeeeannseersannnsersannnneesnnns No Cost
D2391 Resin-based composite - ONE SUITACE, POSEEIION tiiiiiii ittt et ee et e eineeaaneranneeannes $45.00
D2392 Resin-based composite - tWO SUIACES, POST IO ittt e i e et rae et eaneeraneranneeannes $55.00
D2393 Resin-based composite - three surfaces, POSEEIIOr i e e e eeane e aneas $65.00
D2394 Resin-based composite - four or More SUIfaCes, POSEEIIOr iuuiiiiiii it eiiieeeiinreerannnes $75.00
D25T0  INnlay - MEtalliC = ONE SUI ACE 1ttt ittt ittt ettt ettt aaase et sasnaseesannnnseseannneessannnsersennnnnees No Cost
D2520 1nlay - MEtalliC - tWO SUI A CES tiiiitiiiiiii it iii ettt eetaas e e taaansestaanaseessannnseeeasnnseessannnsersennnnens No Cost
D2530 Inlay - metallic - three OF MO SUIMACES tiiuiiiii ittt it e e e et ea e es e s anaeeaneeranseraneeennseenneens No Cost
D2542 Onlay - MetalliC - TWO SUIMACES tuuiiiiiiiiii ittt ettt et e et a e e et raa e e eaneas No Cost
D2543 Onlay - mMetallic - three SUIMaCES ittt ettt ettt a e aneanes No Cost
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Plan CA10A DeltaCare USA Description of Benefits and Copayments

D2544 Onlay - Metallic - fOUr OF MOFE SUIMACES wiiiiiii ittt it ii e teiaa e e taaaseesesnnreeeaannneerrannnnenss No Cost
D2610 Inlay - pOrcelain/CeramiC = ONE SUIACE tuiiuiieiiii ittt ettt ettt et as st eaaes e eaeas et eneaseneeneasanens $135.00
D2620 Inlay - porcelain/CeramicC = tWO SUIMTACES tuiuiiiieieiiii ettt et e ae s raeeasearneeaeananrneneaeenens $150.00
D2630 Inlay - porcelain/ceramic - thre@ OF MOIE SUIMTACES ..iuiieiriieiit ittt eaeaa e eaeaeeeeneaseeanenes $160.00
D2642 Onlay - porcelain/ceramiC = TWO SUITACES ..uiuieieiii ittt ettt e e e e st e e ea s e eae s rnaneeansas $150.00
D2643 Onlay - porcelain/CeramiC = ThrEe SUITACES vttt ettt ettt et e st e a e st e e n e eaeaeseanaaranens $165.00
D2644 Onlay - porcelain/ceramic - fOUr OF MOFE SUITACES .iuuiueiuiieit ettt ieas et teeseaseeeaeaeeeanaareneanenes $175.00
D2650 Inlay - resin-based COMPOSItE = ONE SUIACE .iiiiiiii it ei et e eeaeeraaeeanseranseaaneeannees $85.00
D2651 Inlay - resin-based COMPOSIte - WO SUIMACES tiuuiiiiiiiii i i e e et e eanseraneeraneeaaneeannes $95.00
D2652 Inlay - resin-based composite - three or More SUIfaCEeS ..viiiiii i e e aa e aeeeaas $115.00
D2662 Onlay - resin-based COMPOSITE = WO SUITACES wiiuiiiiiii it ra e eaneas $110.00
D2663 Onlay - resin-based composite - three SUIMACES ..iiiiiii i i i e e eaannees $120.00
D2664 Onlay - resin-based composite - fOUr OF MOKrE SUITACES .uiiiiiiiiiiiiiie it eriinteereianseereannneeennns $145.00
D2710 Crown - resin-based comMPOoSite (INAIFECT) tiiiiiiiiiiiiii it i e et e e e eerraannseesaannneeeaaannees $35.00
D2712 Crown - 3/4 resin-based cOmMPOSIte (INAITECE) uiuiiuiieiiiiie ittt ea e aseeeaeaseneaaeaeanes $35.00
D2720 Crown - resin with high Noble mMetal ... e aeaas $155.00
D2721 Crown - resin with predominantly base metal ... e $55.00
D2722 Crown - resin With NObIe Metal ..o et e ee et et e aaeaan $95.00
D2740 CrOWN = POFCEIAIN/CEIAMIC tutuittt it ea ettt eaa et e aa st aa sttt aats s st eas st taeassstaeassseaeessnssneeneanss $195.00
D2750 Crown - porcelain fused to high Noble mMetal ..o e e e enees $195.00
D2751 Crown - porcelain fused to predominantly base metal ....oooiiiiiiiiii i $95.00
D2752 Crown - porcelain fused to Noble mMetal ... $135.00
D2753 Crown - porcelain fused to titanium and titanium alloys ...c.eiiiiiiiii e $195.00
D2780 Crown - 3/4 cast NI NOBIE MELAI .iueiiiiiii ettt et ettt e et e e e e e e e e e eneananens $170.00
D2781 Crown - 3/4 cast predominantly base MEtal .ouiiiiieii i ettt eaaeareeanenes $70.00
D2782 CroWN = 3/4 CAst NODIE MEEAl ettt et ettt ettt e e et ettt et et n et et n e e tn e aneeaneaneeneeanens $110.00
D2783 CroWn = 3/4 POFCEIAIN/CEIAMIC uuuitiit ittt ittt e a et st et ea et tae s eastae aean e eaeaseneeneasenernens $195.00
D2790 Crown - full cast high Noble Metal ..o e e e aaaens $170.00
D2791 Crown - full cast predominantly base metal ... $70.00
D2792 Crown - full cast NOBIE METal .ottt et e e $110.00
D2794 Crown - titanium and titaniUm @llOy S .uuiiiiiiii i i i e raas e e s eena e e e e aaanreeann $195.00
D2910 Re-cement or re-bond inlay, onlay, veneer or partial coverage restoration .......coeeviviiiiiiiiiiiiinnennn. No Cost
D2915 Re-cement or re-bond indirectly fabricated or prefabricated post and core ....cooovviiiiiiiiiiiiiiinnnnns No Cost
D2920 Re-CeMENt OF rE-I00NGI CrOWN .ttt ettt ettt et e e e et ae et aaaeeaateeaneeaaneeaaneeanneraneeanneeaneerannennns No Cost
D2921 Reattachment of tooth fragment, incisal edge or CUSp (QNLEIIOr) ....eeeeeii i eeaaens No Cost
D2928 Prefabricated porcelain/ceramic crown - permanent OOt ...i.eiuiieiiiii e aeenenas No Cost
D2929 Prefabricated porcelain/ceramic crown - primary tOOth = @NEEFIOr c.vvuiuiieii it enees $10.00
D2930 Prefabricated stainless steel crown - primary tOOth .o.eiiiiiiii i e No Cost
D2931 Prefabricated stainless steel crown - permanent tooth ....ociiiiiiii i No Cost
D2932 Prefabricated resin crown - anterior Primary tOOLA .....uiiiii i $15.00
D2933 Prefabricated stainless steel crown with resin window - anterior primary toOth ......ccccveeviiiieiinnnnn. $10.00
D2940 ProteClive restOralioN oo i et e e iaaaee e aaaanee No Cost
D2941 Interim therapeutic restoration - primary dentition ..o i i e e rennees No Cost
D2949 Restorative foundation for an indirect restoration .....coii i No Cost
D2950 Core buildup, including any pins When reQUIred .....cieiiiiiiiiii i et ae e aeaaeeas No Cost
D2951 Pin retention - per tooth, in addition to restoration ......ccviiiiiiiii i e e No Cost
D2952 Post and core in addition to crown, indirectly fabricated - includes canal preparation ................... No Cost
D2953 Each additional indirectly fabricated post - same tooth - includes canal preparation .......cc........... No Cost
D2954 Prefabricated post and core in addition to crown - base metal post; includes canal preparation ..... No Cost
D2957 Each additional prefabricated post - same tooth - base metal post; includes canal preparation ...... No Cost
D2971 Additional procedures to construct new crown under existing partial denture framework .............. $19.00
D2980 Crown repair necessitated by restorative material failure ....ccooiiiiiiiiiii e $10.00
D2981 Inlay repair necessitated by restorative material failure .....ovoiiiiiiiiii e $10.00
D2982 Onlay repair necessitated by restorative material faillure ..oo.eviiiiii i e $10.00
D2983 Veneer repair necessitated by restorative material failure ....ovviiiiiiiiii i e $10.00
D2990 Resin infiltration of incipient smooth surface lesions - limited to permanent molars through age 15 . $5.00
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Plan CA10A DeltaCare USA Description of Benefits and Copayments

D3000-D3999 IV. ENDODONTICS
D310 Pulp cap - direct (excluding final restoration) ..cuiiiiiiiiiiii i i e e e e raneeanas No Cost
D3120 Pulp cap - indirect (excluding final restoration) ......ivoiiiiiii i e No Cost
D3220 Therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal to the

dentinocemental junction and application of medicament .....cooiiiiiiii s No Cost
D3221 Pulpal debridement, primary and permanent teeth ..occeiiiiiiiiii i i i i aaas $5.00
D3222 Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development ........... No Cost
D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration) ................ $5.00
D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration) .............. $5.00
D3310 Root canal - endodontic therapy, anterior tooth (excluding final restoration) ....c.cccvvvvvviiiiiinnne.n. $45.00
D3320 Root canal - endodontic therapy, premolar tooth (excluding final restoration) .......cccoeieviiiiiiinani. $90.00
D3330 Root canal - endodontic therapy, molar tooth (excluding final restoration) ...cccovviiiiiiiiiiiiiiiciiinns $205.00
D3331 Treatment of root canal obstruction; NON-SUrgiCal ACCESS .iiiiiiiiii it i i i e raneeeeas $45.00
D3332 Incomplete endodontic therapy; inoperable, unrestorable or fractured tooth ....cevvevviiiiiiiiiiinnnn.. $45.00
D3333 Internal root repair of perforation defeCts ... e $45.00
D3346 Retreatment of previous root canal therapy - anterior ... e $60.00
D3347 Retreatment of previous root canal therapy - premolar ..o e $105.00
D3348 Retreatment of previous root canal therapy - MoOlar ..o e eneeas $220.00
D3351 Apexification/recalcification - initial visit (apical closure/calcific repair of perforations, root

TQ=YTo 1 Yo TR =Y o3 T $70.00
D3352 Apexification/recalcification - interim medication replacement (apical closure/calcific repair of

perforations, root resorption, pulp space disinfection, €tC.) v e $45.00
D3353 Apexification/recalcification - final visit (includes completed root canal therapy - apical closure/

calcific repair of perforations, root resorPLioN, EEC.) it i i anaaeeas $45.00
D3410  ADICOECTOMY = AN O I Or iiiiiiiittiiiit et eie et taiaaeetesanteseaaanseessanseessannaseesessnnsesessnnseesssnnnsessennns No Cost
D3421 Apicoectomy - PremMoOlar (FIrSt FOOT) tuuiiiii i i ittt it it as et anaeeaneeraneeeanseennseannernnes No Cost
D3425 Apicoectomy - mMolar (First rOOL) it e et No Cost
D3426 Apicoectomy (each additional FOOL) it e e No Cost
D3430 Retrograde filling - 0@ FOOT it et ettt ettt et e et e e et No Cost
D3450 ROOL ampULAtioON = 08 FOOT i ettt ettt e e e e e e e et e easaaannnnnnnnnnnnnnnnnnnnnnnnes No Cost
D3471 Surgical repair of root reSOrPtiON - ANEE IO wiiiiii i i e it rante e s eeanneessannnneeennns No Cost
D3472 Surgical repair of root reSOrPtiON = PrEMOIAE .uiiiii it ee et eaaseeanseranseeaneranneeannenns No Cost
D3473 Surgical repair of root resorptioN = MOIAr .o e et No Cost
D3501 Surgical exposure of root surface without apicoectomy or repair of root resorption - anterior ........ No Cost
D3502 Surgical exposure of root surface without apicoectomy or repair of root resorption - premolar ...... No Cost
D3503 Surgical exposure of root surface without apicoectomy or repair of root resorption - molar .......... No Cost
D3920 Hemisection (including any root removal), not including root canal therapy ......ccvoeeviiiiiiiiiiinnnne, No Cost
D4000-D4999 V. PERIODONTICS

- Includes preoperative and postoperative evaluations and treatment under a local anesthetic.
D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per

T LU =T L= o | PP $80.00
D4211  Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per

(@ LU= =T 0 1 $50.00
D4212 Gingivectomy or gingivoplasty to allow access for restorative procedure, per tooth .....ovvvvvvennnnnn. $50.00
D4240 Gingival flap procedure, including root planing - four or more contiguous teeth or tooth bounded

LY T Tet =Y o 1T gl [ F= Yo L= o P $80.00
D4241 Gingival flap procedure, including root planing - one to three contiguous teeth or tooth bounded

[y X=X =T o Y=Y gt [U =T L= o | $50.00
(DN RS AN oY [or=] | YA o Yo 11 1 [ a T<Ye I i 1= o T $75.00
D4249 Clinical crown 1engthening - Nard IS UG .uiiiiiiii it it it eiias e easaseeeeaanseerrsannneerennnnnes $75.00
D4260 Osseous surgery (including elevation of a full thickness flap and closure) - four or more contiguous

teeth or tooth bounded spaces Per QUAAIANT ...t e $175.00
D4261 Osseous surgery (including elevation of a full thickness flap and closure) - one to three contiguous

teeth or tooth bounded sSpPaces Per QUAAIANTt ..o e e e s aanae e e rannneean $140.00
D4263 Bone replacement graft - retained natural tooth - first site in quadrant ....covviiiiiiiiiiiiiii i $195.00
D4264 Bone replacement graft - retained natural tooth - each additional site in quadrant .........cccevvenneet.. $60.00
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D4270 Pedicle SOft tiSSUE Graft ProOCEAUIE . .uuiiiiiiii i ittt e i et een e e e eainnseeraannseersannnneeennns $195.00
D4274 Mesial/distal wedge procedure, single tooth (when not performed in conjunction with surgical

procedures in the same anatoOMICaAl Ar€a) ..iiiiiiiiiiii i it ei e eaat e eaneeraneraaneeaneranseranneeaneerns $45.00
D4277 Free soft tissue graft procedure (including recipient and donor surgical sites) first tooth, implant,

or edentulous tooth POSItioN 1N Graft ..o e e e aneas $195.00
D4278 Free soft tissue graft procedure (including recipient and donor surgical sites) each additional

contiguous tooth, implant, or edentulous tooth position in same graft site ...covvviiviiiiiiiiiiiieeene $195.00
D4341 Periodontal scaling and root planing - four or more teeth per quadrant - /imited to 4 quadrants

Aduring any 12 CONSECULIVE MONENS ...t ettt et ettt aa e ae et tae e e e aaeaaeaeaas No Cost
D4342 Periodontal scaling and root planing - one to three teeth per quadrant - /imited to 4 quadrants

during any 12 CONSECULIVE MONENS e e et e ettt ettt e e st e et e e e aae e aeans No Cost
D4346 Scaling in presence of generalized moderate or severe gingival inflammation - full mouth, after oral

evaluation - 7 D1710, D1120 or D4346 per 6 mONth PEriod ....uuueeeiiiiii it iiise s reiiaseereaineeeanns No Cost
D4355 Full mouth debridement to enable a comprehensive oral evaluation and diagnosis on a subsequent

visit - limited to 1 treatment in any 12 CONSECULIVE MONLNS ....uiuiiiii it a e aeeas No Cost
D4910 Periodontal maintenance - limited to 1 treatment each 6 month Period .......ccuveiiiiiiiiiiiiiiieninnnn, No Cost
D4910 Ad(ditional periodontal maintenance (Within the 6 month Perioq) ....iiiieeeiiiiii i eiiaeeas $55.00
D4921 Gingival irrigation - Per QUAAIANT ciiiii it i ettt ettt e e eeanassessannsaesiaasnneesannnnseeennn No Cost
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.

D510  Complete denture - mMaXillary oo it ettt eia e e e e st e e eaanntessaannseeseannneeraannnnes $100.00
D5120 Complete denture - mMandibUIar ... e e $100.00
D5130 Immediate denture - mMaXillary ..o e e $120.00
D5140 Immediate denture - MandibUIar ... e $120.00
D5211 Maxillary partial denture - resin base (including retentive/clasping materials, rests, and teeth) ....... $80.00
D5212 Mandibular partial denture - resin base (including retentive/clasping materials, rests, and teeth) .... $80.00
D5213 Maxillary partial denture - cast metal framework with resin denture bases (including retentive/

clasping materials, rests and tEETh) .. s $120.00
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including retentive/

clasping materials, rests and TN .iiiiii i i e $120.00
D5221 Immediate maxillary partial denture - resin base (including retentive/clasping materials, rests and

LY=o 0 J $80.00
D5222 Immediate mandibular partial denture - resin base (including retentive/clasping materials, rests

F= [ T I €Y= o o J P $80.00
D5223 Immediate maxillary partial denture - cast metal framework with resin denture bases (including

retentive/clasping materials, rests and TEETN) ittt et e et e e e n e e naanaas $120.00
D5224 Immediate mandibular partial denture - cast metal framework with resin denture bases (including

retentive/clasping materials, rests and TEETN) ittt e ee e ereanaaeas $120.00

D5225 Maxillary partial denture - flexible base (including retentive/clasping materials, rests, and teeth) .... $170.00
D5226 Mandibular partial denture - flexible base (including retentive/clasping materials, rests, and teeth) .  $170.00

D5410 Adjust complete denture - MaXillary .o e e No Cost
D5411  Adjust complete denture - Mandibular ... e No Cost
D5421 Adjust partial denture = mMaXillary oo i ettt e e eain e aaa e s No Cost
D5422 Adjust partial denture - mMandilbUlar ... i et it e e e aaar e raaareeaanas No Cost
D5511 Repair broken complete denture base, MandibuUlar ....coeiiiiiiii i e e e e eianeeeenas $15.00
D5512 Repair broken complete denture base, Maxillary ... $15.00
D5520 Replace missing or broken teeth - complete denture (each tooth) vviiiiiiiiiii e $5.00
D5611 Repair resin partial denture base, mandibular ... e $15.00
D5612 Repair resin partial denture base, MaXillary ..o i i e i eianr e rianneeess $15.00
D5621 Repair cast partial framework, MandilbUIar ..o i et e ranae e annneeas $15.00
D5622 Repair cast partial framework, MaXillary ..o i i et ee e i eean e eneeeneraneeranneannees $15.00
D5630 Repair or replace broken retentive/clasping materials - per tooth .....ccviiiiiiiiiiiiiiiee e, $15.00
D5640 Replace broken teeth - per tOOTh i e e $5.00
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D5650 Add tooth to existing partial dentUIE .. i i et r e e reias e e s esnneeseaannneeeaannnes $5.00
D5660 Add clasp to existing partial denture - per t0Oth ..oviiiiiiiii i e e e, $5.00
D5670 Replace all teeth and acrylic on cast metal framework (Maxillary) ..vceeeveiiiiiiiiiiiie i eieeeeas $75.00
D5671 Replace all teeth and acrylic on cast metal framework (mandibular) ...cceviiiiiiiiiiiiiiiee e $75.00
D5710 Rebase complete mMaXillary dentUre ..o e et a e e e e e a e aaneanea $35.00
D5711 Rebase complete Mandibular dentUre .o it e i eiia e eainrseseanneerrannns $35.00
D5720 Rebase maxillary partial dentUre .o it ri e s e e e s esa e e e eaan e e e reannneerrannnees $35.00
D5721 Rebase mandibular partial dentUre ....oooiiii i i e ettt e et ean e e e raannneeraanas $35.00
D5730 Reline complete maxillary denture (ChairSide) ...uiiuiiiiiiiiiii i e e aaeas No Cost
D5731 Reline complete mandibular denture (ChairSide) ...cviiiiiiiiiii i e e e e e eane e eaneens No Cost
D5740 Reline maxillary partial denture (ChairSide) ..o e e e e eaaeaaas No Cost
D5741 Reline mandibular partial denture (ChairSide) ..uuiiiiiiiiiiiii i i e e reaneeeaannnnes No Cost
D5750 Reline complete maxillary denture (Jabhoratory) viiiiiiii i i i e e e enneeeanns $35.00
D5751 Reline complete mandibular denture (1aboratory) .o i e e e aanees $35.00
D5760 Reline maxillary partial denture (1aboratory) .o e e e aa $35.00
D5761 Reline mandibular partial denture (1Iaboratory) v e e raaeenaes $35.00
D5820 Interim partial denture (including retentive/clasping materials, rests, and teeth), maxillary - limited

tO 10N ANy 12 CONSECULIVE MONEAS o .nnee ittt ettt et it tetas e e eeaasseeeaaassesseannseessannnneeennns $45.00
D5821 Interim partial denture (including retentive/clasping materials, rests, and teeth), mandibular -

limited to 7in any 12 CONSECULIVE MONTAS ...ttt et ettt et eaans e s taaaseesaaanneeseeannseeeaannnes $45.00
D5850 Tissue coNditioNing, MaXillary ..ottt ettt et et e e et aa et et No Cost
D5851 Tissue conditioning, ManNAilDUIGE ... et e e ettt e e e e e et ean s e eanteeaneeaaneraaneeanneranes No Cost
D5900-D5999 VIl. MAXILLOFACIAL PROSTHETICS - Not Covered
D6000-D6199 VIII. IMPLANT SERVICES - Not Covered
D6200-D6999 IX. PROSTHODONTICS, fixed (each retainer and each pontic constitutes a unit in a fixed

partial denture [bridge])

- 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+ years old.

D6210 Pontic - cast high NObIe Metal ... e e e e eae e eaeeeaneeaannann $170.00
D6211  Pontic - cast predominantly Dase Metal .o..eeiiiiiii i i i e eaaaas $70.00
D6212 PoNtiC - Cast NOBIE MEtAl 1t i e ettt ettt ettt e aaaeas $110.00
D6240 Pontic - porcelain fused to high NObIe Metal ..o e e e eeae s $195.00
D6241 Pontic - porcelain fused to predominantly base metal ....cooiiiiiiiiiiiiii $95.00
D6242 Pontic - porcelain fused to NOBIE Metal .o $135.00
D6243 Pontic - porcelain fused to titanium and titanium alloys ...uiiiiiiiii e $135.00
DY =Te Y oY ol o Yo Y g ol=) 1= 10 o= ) = 1 0 LT $195.00
D6250 Pontic - resin with high NobIe MeEtal . e e e e e e e raanneeerannas $155.00
D6251 Pontic - resin with predominantly base mMetal ..oooviiiiiiiii i e e $55.00
D6252 Pontic - resin With NODIE MEtal ..eiiiiiii i e it e et e e en e e en e e anneraneeranneannens $95.00
D6600 Retainer inlay - porcelain/ceramicC, tWO SUITACES ..uiiiiiiieiieii ittt ee et eneaeeneaseaseeaneneenes $150.00
D6601 Retainer inlay - porcelain/ceramic, three@ Or MOre SUITACES ..uiuiuiiieieiiiiie e e e aeeeaeaas $160.00
D6602 Retainer inlay - cast high noble metal, tWO SUIMaCeS ..uuuiiiiiiiii i i e e rannas $100.00
D6603 Retainer inlay - cast high noble metal, three or more surfaces ....cvvviiiiiiii i e $100.00
D6604 Retainer inlay - cast predominantly base metal, tWo SUIMfaces ...iiiiiiiiiiiiiiiii i aes No Cost
D6605 Retainer inlay - cast predominantly base metal, three or more surfaces .....cccvieiiiiiiiiiiiiiii e, No Cost
D6606 Retainer inlay - cast noble metal, tWO SUIMACES ..viiiiiii i e e r e e annes $40.00
D6607 Retainer inlay - cast noble metal, three or more SUrfaces ....ciiiiiiiii i e $40.00
D6608 Retainer onlay - porcelain/CeramicC, tWO SUITACES ...uiuiiuieie ettt as e tean e eaeaseaeeeasaneens $150.00
D6609 Retainer onlay - porcelain/ceramic, three@ Of MOTre SUIMACES ..uviiieiieiitiiiiie i eeariieeeasaieenens $165.00
D6610 Retainer onlay - cast high noble metal, tWO SUIMACeS ..ciiiiiiiiiiii i e eeeenas $100.00
D6611  Retainer onlay - cast high noble metal, three or more surfaces ....vvveiviiiiiii i $100.00
D6612 Retainer onlay - cast predominantly base metal, two surfaces .....ccoiiiiiiiiiiiiiiii i No Cost
D6613 Retainer onlay - cast predominantly base metal, three or more surfaces ....ccoveviiiiiiiiiiiiiiiiennn... No Cost
D6614 Retainer onlay - cast Nnoble metal, tWO SUIMACES ..uiiiiiiiiii i i i e re e eannneeeanns $40.00
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D6615 Retainer onlay - cast noble metal, three or More SUIfaCes ..vviiiiiiiiii i i i i eeaas $40.00
D6720 Retainer crown - resin with high Noble mMetal ..o e e e raneeeas $155.00
D6721 Retainer crown - resin with predominantly base metal ...ccciiiiiiiiiiii i $55.00
D6722 Retainer crown - resin With NobIEe Metal ..o e e e e e raneaaas $95.00
D6740 RetainNer CrOWN = POFCEIAIN/CEIAMIC wutnuit ittt et ettt aa st e st st s aeas s st eantaseaeassasaneansarrneanens $195.00
D6750 Retainer crown - porcelain fused to high noble metal ..o e $195.00
D6751 Retainer crown - porcelain fused to predominantly base metal ...ovviiiiiiiiiiiiii i $95.00
D6752 Retainer crown - porcelain fused to NOBIE Metal ..oviiiiiiiii i i e e $135.00
D6753 Retainer crown - porcelain fused to titanium and titanium alloys ..cevviiiiiiiiii e $195.00
D6780 Retainer crown - 3/4 cast high NobIe MEtal ..ot e enenes $170.00
D6781 Retainer crown - 3/4 cast predominantly base Metal c.o.iuiiieieieiiiii e e e e $70.00
D6782 Retainer crown = 3/4 Cast NOBIE MEtal uenii e e e e e e $110.00
D6783 Retainer CrowN = 3/4 POrCEIAIN/CEIAIMIC wiuiiuieit it ee ettt et as et tas st easssteaasesaeassaneneanearans $195.00
D6784 Retainer crown - titanium and titanium alloys .o i e e $170.00
D6790 Retainer crown - full cast high noble metal ..o e $170.00
D6791 Retainer crown - full cast predominantly base metal ....ccoiiiiiiiiiiiiii $70.00
D6792 Retainer crown - full cast NOBIe Metal ... e e $110.00
D6930 Re-cement or re-bond fixed partial dentUIE ....eiiiiiii i i i i saineeeeannnnees No Cost
D13 O I W ST S o1 =1 2 No Cost
D6980 Fixed partial denture repair necessitated by restorative material failure .....coooviiiiiiiiiiiiiiiiien.. $10.00
D7000-D7999 X. ORAL AND MAXILLOFACIAL SURGERY
- Includes preoperative and postoperative evaluations and treatment under a local anesthetic.
D7M Extraction, coronal remnants - primary tOOth ..o s No Cost
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal) ....oceeveveiiiiiieininenens No Cost
D7210 Extraction, erupted tooth requiring removal of bone and/or sectioning of tooth, and including

elevation of mucoperiosteal flap if INAICATEA .ot i e i e eein e e eannnes $15.00
D7220 Removal of impacted toOth - SOft TiSSUE wiiiiiiiii i i i i et e it e e en e eeneeanneeaneernes $25.00
D7230 Removal of impacted tooth - partially DONY ... e $50.00
D7240 Removal of impacted tooth - completely bONY ..o e $70.00
D7241 Removal of impacted tooth - completely bony, with unusual surgical complications ..................... $90.00
D7250 Removal of residual tooth roots (CUtting ProCeAUIE) ..uviiiiiii i i i e eiie e eannnns No Cost
D7251 Coronectomy - intentional partial tooth remMoVval ... e e eeas $90.00
D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or displaced tooth .........ccceuu..... $50.00
D7280 Exposure of an unerupted 00Ot .. e $85.00
D7282 Mobilization of erupted or malpositioned tooth to aid eruption .....ccvveiiiiiiiiiiiiic e $85.00
D7283 Placement of device to facilitate eruption of impacted tooth ..o No Cost
D7286 Incisional biopsy of oral tissue - soft - does not include pathology laboratory procedures ............. No Cost

D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant ... No Cost
D731  Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ... No Cost
D7320 Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per

T LU =T 1> o | PP No Cost
D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per

L@ [ =T =T o 1 No Cost
D7450 Removal of benign odontogenic cyst or tumor - lesion diameter up to 1.25cm .oovviiiiiiiiiiiiiieiennnn No Cost
D7451 Removal of benign odontogenic cyst or tumor - lesion diameter greater than 1.25cm ...occvvvnennnnen No Cost
D7471 Removal of lateral exostosis (maxilla or MaNdibIE) ...cviiiiiiiiii i i e e eeneeaes No Cost
D7472 Removal Of tOrUS PalatinuUs ..uieiiiiiiiiii e et aaean No Cost
D7473 Removal of torus mMandibUIAris ... e ettt e e e e e e aaaneaaaas No Cost
D7510 Incision and drainage of abscess - intraoral SOft tiSSUE ..uiiiiiii it i e e eaas No Cost
D7922 Placement of intra-socket biological dressing to aid in hemostasis or clot stabilization, per site ..... No Cost
D7961 Buccal/labial frenectomy (FrenUIECTOMY) .uiiuiieii ittt ettt e a et a e e e eaean e enearaneenenns No Cost
D7962 Lingual frenectomy (FrenUIECEOMY ) uiiiii ittt ettt e et e e e e aa e eaeeaaeaneaeans No Cost
D7970 Excision of hyperplastic tiSSUE = PeF @rCh it e e e eaaaes $50.00
D7971 EXCIiSioN Of PeriCOrONal GiNGIVaA woiuiiiiiiiii ittt ettt et et et aae e et e eaneeaaneeaaneeanneeaneeaanes $50.00
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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.

Pre and post orthodontic records include:

The benefit for pre-treatment records and diagnostic services iNClUQesS: ......cuveeiiiiiiiiiiiiiiiiiiinnns $200.00
DO0210 Intraoral - complete series of radiographic images
D0322 Tomographic survey
D0330 Panoramic radiographic image
D0340 2D cephalometric radiographic image - acquisition, measurement and analysis
DO350 2D oral/facial photographic images obtained intraorally or extraorally
DO0351 3D photographic image
D0470 Diagnostic casts

The benefit for post-treatment reCords INCIUGES. ... ittt ee e eie e eaeeraneeanas $70.00
DO0210 Intraoral - complete series of radiographic images
D0470 Diagnostic casts

D8010 Limited orthodontic treatment of the primary dentition ...ovviiiiiiiiiii e $950.00
D8020 Limited orthodontic treatment of the transitional dentition - child or adolescent to age 19 ............ $950.00
D8030 Limited orthodontic treatment of the adolescent dentition - adolescent to age 19 .....cccevveeiiiiinnnns $950.00
D8040 Limited orthodontic treatment of the adult dentition - adults, including covered dependent adult

L0 211 (e = o P $1,150.00
D8050 Interceptive orthodontic treatment of the primary dentition ...eevviiii i e $950.00
D8060 Interceptive orthodontic treatment of the transitional dentition ....oceviiiiiiiiiii e $950.00
D8070 Comprehensive orthodontic treatment of the transitional dentition - child or adolescent to age 19 . $1,700.00
D8080 Comprehensive orthodontic treatment of the adolescent dentition - adolescent to age 19 ............ $1,700.00
D8090 Comprehensive orthodontic treatment of the adult dentition - adults, including covered dependent

1= Lo L0 ol a1 Lo L= o J P $1,900.00
D8660 Pre-orthodontic treatment examination to monitor growth and development ......ocvviiiiiiiiiiiinnnnnn. $25.00
D8680 Orthodontic retention (removal of appliances, construction and placement of removable retainers)

........................................................................................................................................... $275.00
D8681 Removable orthodontic retainer adjustment ... No Cost
D8999 Unspecified orthodontic procedure, by report - includes treatment planning sessSion ......c.c.c.ccevveenn. $100.00
D9000-D9999 XIl. ADJUNCTIVE GENERAL SERVICES
D9110 Palliative (emergency) treatment of dental pain - MINOr ProCeduUre .....ccviiiiiiiiiiiiiiiie e $5.00
(D1 ) I S =Ye [ To) =1 I o] Fo Yol Sqt=T a TSI f U1 = No Cost
D9212 Trigeminal division BlOCK aneSthesia .ot et eaas No Cost
D9215 Local anesthesia in conjunction with operative or surgical Procedures .....c.ccvveviiiiiiiiiiiiiiiiiiineas No Cost
D9219 Evaluation for moderate sedation, deep sedation or general anesthesia ....vovviviiiiiiiiiiiiiiiieeiiinnnn No Cost
D9222 Deep sedation/general anesthesia = firsSt 15 MINUEES .iuuiuiieiieie ittt et reeanearaneanan $80.00
D9223 Deep sedation/general anesthesia - each subsequent 15 minute iINCreMent ....oveeeeiieieieiieineininenns $80.00
D9239 Intravenous moderate (conscious) sedation/analgesia - first 15 MINUEES ..ivviiieiiiiiiiiiiiiieieieenenn, $80.00
D9243 Intravenous moderate (conscious) sedation/analgesia - each subsequent 15 minute increment ...... $80.00
D9310 Consultation - diagnostic service provided by dentist or physician other than requesting dentist or

[0 172 L1 = o 1 No Cost
D9311 Consultation with a medical health care pProfessSioNal c.iiiiiiiii i i i i renaee e enas No Cost
D9430 Office visit for observation (during regularly scheduled hours) - no other services performed ........ $5.00
D9440 Office visit - after regularly SCheduled NOUIS ... i i e e e e ra e eeneranneaanneras $20.00
D9450 Case presentation, detailed and extensive treatment PlanNNiNg ...occiiiiiiiiiiii i No Cost
D9932 Cleaning and inspection of removable complete denture, maxillary ....cocoviiiiiiiiiiiiiiiii e No Cost
D9933 Cleaning and inspection of removable complete denture, mandibular ....ccceviiiiiiiiiiiiiiiiiiiiiees No Cost
D9934 Cleaning and inspection of removable partial denture, maxXillary ..oocoeeviiiiiiiiii e No Cost
D9935 Cleaning and inspection of removable partial denture, mandibular .....cccovviiiiiiiii i No Cost
(DI J R S @ Yotol [U1F=1 I e T8 F= o =T |18 ] 1 /2 =] o | S $10.00
D9944 Occlusal guard - hard appliance, full arch - limited to 1 D9944, D9945 or D9946 in 3 years ............ $95.00
D9945 Occlusal guard - soft appliance, full arch - limited to 1 D9944, D9945 or D9946 in 3 years ............. $95.00
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D9946 Occlusal guard - hard appliance, partial arch - limited to 1 D9944, D9945 or D9946 in 3 years ........ $95.00
D9951 Occlusal adjustment, M a oo ittt ittt e e s e e e e e e eaa s e e eeaanneersaannneerennnneees $20.00
D9952 Occlusal adjustment, CoOmMPIEte ..t ettt $40.00
D9975 External bleaching for home application, per arch; includes materials and fabrication of custom

trays - limited to one bleaching tray and gel for two weeks of self-treatment ..........ccccovveviiiinnnnn. $125.00
D9986 Missed appointment - without 24 hour notice - per 15 minutes of appointment time - up to an

overall maximum OF FAO.00 ...ttt ettt ettt ettt ettt ta et at et aaa e e $10.00
D9987 Canceled appointment - without 24 hour notice - per 15 minutes of appointment time - up to an

overall Maximum OF FAO. 00 ...t ittt ettt ettt taaeeas s eaasaaseasstaseaseensraneeneeaseanernnn $10.00
D9990 Certified translation or sign-language ServiCes - Per VISIt ..uiiiiiiiiiiiiiiiii i eaaeas No Cost
D9991 Dental case management - addressing appointment compliance barriers .....ccceviiiiiiiiiiiiiiiiannnn. No Cost
D9992 Dental case management - Care COOrdiNATION iuuiiiiiiii i it riis e einseersannnneeannns No Cost
D9995 Teledentistry - synchronous; real-time ENCOUNTEY .ottt i i e e e i e rannnseeeannnnees No Cost
D9996 Teledentistry - asynchronous; information stored and forwarded to dentist for subsequent review .. No Cost
D9997 Dental case management - Patients with special Health Care Needs .....ccovviiiiiiiiiiiiiiiiiiic s No Cost

Procedures with age restrictions will be subject to exceptions based on medical necessity.

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 Specialist Services, and are referred by the assigned
Contract Dentist, must be authorized by Delta Dental. The Enrollee pays the Copayment specified for such services.
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Limitations and Exclusions of Benefits

SCHEDULE B

Limitations and Exclusions below with age restrictions will be subject to exceptions based on medical necessity.

Limitations of Benefits

1.  The frequency of certain Benefits is limited. All frequency limitations are listed in Schedule A, Description of Benefits
and Copayments.

2. If the Enrollee accepts a treatment plan from the Contract 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.

3. 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).

4. 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 Us, less applicable Copayments.
Exceptions for medical conditions, regardless of age limitation, will be considered on an individual basis.

5. 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.

6. 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. We are financially
responsible only for amounts unpaid by the prior dental plan for qualifying orthodontic cases.

Exclusions of Benefits

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

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

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

b. isinconsistent with generally accepted standards for dentistry.

3. 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.

4. 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.

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

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

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.
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Limitations and Exclusions of Benefits

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, a preauthorized dental
specialist, or a Contract Orthodontist except for Emergency Services as described in the Contract and/or Evidence of
Coverage.

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, with the exception of procedures D9944, D9945,
D9946 (occlusal guard).

17. Composite or ceramic brackets, lingual adaptation of orthodontic bands.
18. Treatment or appliances that are provided by a Dentist whose practice specializes in prosthodontic services.
19. Orthodontic treatment must be provided by a licensed Dentist. Self-administered orthodontics are not covered.

20. The removal of fixed orthodontic appliances for reasons other than completion of treatment is not a covered benefit.
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Compare Plan Features'

Delta Dental PPO DeltaCare USA

Can | go to any dentist?

You can visit any licensed dentist to receive
coverage, but you’ll save the most at an in-
network dentist.

You must select a DeltaCare USA primary
care dentist and visit this dentist to receive
benefits.?

What procedures are
covered?

Your plan covers a wide range of services,
with no exclusions for most pre-existing
conditions. Preventive care, like routine
cleanings and exams, is offered at low or
no cost.

Your plan covers over 300 procedures,
with no exclusions for most pre-existing
conditions. Preventive care, like routine
cleanings and exams, has low or no
copayments.

Are there deductibles and
maximums?

Yes, most plans have an annual deductible
and maximum.

No, there are no annual deductibles or
maximums.3

Am | covered for treatment
| began under a different
employer-sponsored
dental plan?

Coverage is provided only for treatment
started and completed after your effective
date. Orthodontic treatment may be an
exception to this rule.

Coverage is provided only for treatment
started and completed after your effective
date.* Orthodontic treatment may be an
exception to this rule.

What if | started
orthodontic treatment
under my previous
dental plan?

Typically, Delta Dental pays the remaining
benefit not paid by your prior dental plan.

You are responsible for the copayments and
fees subject to the provisions of your prior
dental plan.

What happens if | need to
see a specialist?

You do not need a referral from your dentist.

Contact your DeltaCare USA primary care
dentist to coordinate your referral.®

What is my out-of-area
coverage?

You can visit any licensed dentist.

You have a limited benefit to go out of
network for emergency care.

How do | change my
dentist?

You can change your dentist at any time
without contacting us.

You can change your selected or assigned
primary care dentist online or by telephone.®

Do | need to fill out claims?

If you visit a Delta Dental dentist, the dental
office will file the claim for you. If you go to
a non-Delta Dental dentist, you may have to
submit the claim yourself.

There are generally no claim forms under
your plan.”

" This comparison is based on the coverage of a typical plan. Please refer to your plan booklet for specific benefits, limitations, exclusions, waiting periods and other
coverage details.

2In WY, you do not need to select a primary care dentist, but you must visit a network dentist to receive benefits. In the following states, you can maximize your
savings when you visit a network dentist, although you may visit any licensed dentist and receive out-of-network coverage: AK, CT, LA, ME, MS, MT, NC, ND, NH, OK,
SD, VT. Refer to your plan booklet for details about your out-of-network benefits.

3In AK, CT, ND and SD, you have an out-of-network calendar year maximum of $500 when you visit an out-of-network dentist.
“Except in Texas; please refer to your plan booklet for details.

°Most services not performed by your primary care dentist must be authorized by Delta Dental. In some states, specialty care benefits are only available for services
performed by an in-network specialist. Refer to your plan booklet for details.

%In the following states, you can change your dentist any time without contacting Delta Dental: AK, CT, LA, ME, MS, MT, NC, ND, NH, OK, SD, VT, WY.
7You may have to complete a claim form if you visit an out-of-network dentist, such as for limited emergency treatment or in the following states: AK, CT, LA, ME, MS,
MT, NC, ND, NH, OK, SD, VT.
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Useful information once you’re enrolled

Find a network dentist near you Go paperless

Use the convenient “Find a Dentist” tool Save paper by choosing to view all your

and select your network. documents online instead of receiving them in
¢ Find a dentist near your home or office the mail.

e Narrow your search by location, specialty,
languages spoken — and more

Sign up for an online account

Use your mobile device or desktop to sign up
for a useful secure online account.

* Review your plan benefits

e Access your ID card

NOTE: THIS IS ONLY A BRIEF SUMMARY OF YOUR PLAN. This brochure provides highlights about both dental plans to help you choose the best option for

your needs. This brochure is not intended to replace your legally required plan booklet. Your Group Dental Service Contract or Evidence/Certificate of Coverage
determines the exact terms and conditions of your coverage. Please refer to your plan booklet for a complete list of covered procedures, copayments, plan limitations
and exclusions. Your Evidence/Certificate of Coverage will be mailed to you upon enroliment. If you wish to review an Evidence/Certificate of Coverage prior to
enrollment, you may request a copy by calling the Customer Service number for each plan listed on the back page of this brochure.

PRODUCT ADMINISTRATION

DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental of Alabama, Inc.; AZ — Alpha Dental of Arizona, Inc.; CA — Delta Dental of
California; AR, CO, IA, MA, ME, MI, MN, NC, ND, NE, NH, OK, OR, RI, SC, SD, VA, VT, WA, WI, WY — Dentegra Insurance Company; AK, CT, DC, DE, FL, GA, KS, LA, MS,
MT, TN, WV — Delta Dental Insurance Company; Hl, ID, IL, IN, KY, MD, MO, NJ, OH, TX — Alpha Dental Programs, Inc.; NV — Alpha Dental of Nevada, Inc.; UT — Alpha
Dental of Utah, Inc.; NM — Alpha Dental of New Mexico, Inc.; NY — Delta Dental of New York, Inc.; PA — Delta Dental of Pennsylvania. Delta Dental Insurance Company
acts as the DeltaCare USA administrator in all these states. These companies are financially responsible for their own products.

Delta Dental PPO is underwritten by Delta Dental Insurance Company in AL, DC, FL, GA, LA, MS, MT, NV and UT and by not-for-profit dental service companies in
these states: CA - Delta Dental of California; PA, MD - Delta Dental of Pennsylvania; NY - Delta Dental of New York, Inc.; DE - Delta Dental of Delaware, Inc.; WV -
Delta Dental of West Virginia, Inc. In Texas, Delta Dental Insurance Company provides a dental provider organization (DPO) plan.

Delta Dental is a registered trademark of Delta Dental Plans Association.

Need help? Let us know

Online: Write to:

Visit deltadentalins.com/contact Delta Dental PPO:

and select the company through which you Delta Dental Customer Service
receive benefits. P.O. Box 997330

Sacramento, CA 95899-7330
Call toll-free:

Customer Service agents are available DeltaCare USA:

Monday through Friday, during business DeltaCare USA Customer Service
hours. Or, use our interactive automated P.O. Box 1803

phone system, available 24/7. Alpharetta, GA 30023

Delta Dental PPO: 888-335-8227
DeltaCare USA: 800-422-4234
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