DeltaCare® USA
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Quality

e Extensive benefits for you and your family

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

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

Welcome to
DeltaCare USA

DeltaCare USA (administered by Delta Dental of
California) provides you and your family with quality
dental benefits at an affordable cost. The DeltaCare USA
program is designed to encourage you and your family to
visit the dentist regularly to maintain your dental health.

When you enroll, you select a contract dentist to provide
services. The DeltaCare USA network consists of private
practice dental facilities that have been carefully
screened for quality.
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Convenience

e No claim forms to complete

e Fasy access to specialty care

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

Cost savings

® No deductibles

e Out-of-pocket costs are clearly defined

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

¢ No annual or lifetime dollar maximums
except for accidental injury

CAAl6_V7



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 C]Uestions 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 Delta Dental membership packet including
an identification card and an Evidence 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, or
are not covered under provisions for emergency care below, must be preauthorized by
Delta Dental to be covered by your DeltaCare USA program.

Provisionsfor emergency care

Under your DeltaCare USA program, you and your eligible dependents are covered for
out-of-network dental emergencies. Y our program pays up to $100 for out-of-network
emergency dental expenses per emergency for each enrollee.

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

Y ou must receive treatment from your selected DeltaCare USA contract dentist. Please
note that Delta Dental dentists are not necessarily DeltaCare USA dentists. With more
than 3,800 genera and speciaist dentists, the DeltaCare USA network is one of the
largest dental networksin California.

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

Y ou and your eligible dependents may receive care from the same contract dentist, or if
you prefer, you may collectively select up to amaximum of three individual 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.wekeepyousmiling.com). If you contact us by the 21st of
the month, the change will become effective the first of the following month.

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.




I Hiohlights of your DeltaCare USA Program

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

Treatment for pre-existing conditions such as extracted teeth is covered under the
DeltaCare USA program. However, benefits are not provided for any dental treatment
started before joining the program (that is, work in progress, such as preparations for
crowns, root canals and impressions for dentures). Orthodontic treatment in progress
may be covered for new DeltaCare USA 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 specialty care needs for oral surgery,
endodontics, periodontics or pediatric dentistry with an approved contract speciaist. If
there is no contract specialist within your service area, areferra to an out-of-network
specialist will be authorized at no extra cost, other than the applicable copayment. If
you or your dependent is assigned to a dental school clinic for speciaty services, those
services may be provided by adentist, adental student, aclinician or adental
instructor.

What if | have questions about my DeltaCare USA program?

Call Delta Dental Customer Service at (800) 422-4234. We have multilingual
representatives available from 5 am. to 6 p.m. Pacific time, Monday through Friday.
Our Customer Service representatives have worked in dental facilities and can answer
benefits questions, as well as arrange facility transfers and urgent care referrals.

" Our Customer Service
representatives have
worked in dental
facilities and can answer
benefits questions, as
well as arrange facility
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-2007 procedur e codes, descriptorsor 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
D0120 Periodic oral evaluation - €stalliSNed PALTENT ..........ooiiireiee ettt sb e s e e et e see e e e e e e e e e eneenis No Cost
D0140 Limited oral evaluation - problem fOCUSEA. ... e e No Cost
D0145 Oral evaluation for a patient under three years of age and counseling with primary caregiver ..........c.ccooevevevevereeveennnne. No Cost
D0150 Comprehensive ora evaluation - new or established Patient...........ccvcvieiireieicreree e e No Cost
D0160 Detailed and extensive oral evaluation - problem focused, DY FrePOrt..........coo i No Cost
D0170 Re-evaluation - limited, problem focused (established patient; Not POSt-OpErative Visit) .......oeoevererennenseneeseeseeeee No Cost
D0180 Comprehensive periodontal evaluation - new or established Patient........ ..o No Cost
D0210 Intraoral radiographs - complete series (including bitewings) - limited to 1 series every 24 months ..........cccoceevenenene No Cost
(D027 Z0 I T a1 i=To g IRl o = (=0 Lor= N 1T 6= o 1 1 TP No Cost
D0230 Intraoral - periapical €ach additional filM........c.coueieceee e e ens No Cost
1027 I T (=0 = ARl LU= | o P No Cost
D0270 Bitewing radiograph - SINGIE FIlM . ......oee bbbttt b et b et b e e b e b e b e seene e No Cost
D0272 Bitewings radiographs - tWO FIIMS. .. ... ittt e b e se e b et e see e e e e e e e e e eneenas No Cost
D0273 Bitewings radiographs - thre filMS.... ..ottt s b e e b et e et e e No Cost
D0274 Bitewingsradiographs - four films - limited to 1 seriesevery 6 MOnths .........ccccccoviviniie s No Cost
(D0 C O = =0T o ] o PSPPSRSO No Cost
DO4B0  PUIP VITAITY TS, ... cuiieetiieeiiiteeste sttt sttt et b et b et b et b e se b s ek s e bt se b s A e bt s e e h e s b e Rt e b et e b et ebe st ebe st ek e seebeneebeneas No Cost
DOA70  DiGONOSIIC CASES ...c.vcvevetireeiirtesisteestee st st e b st et e ebeseebeseebesaeseseese s b e st sb et eb e e eb e seeb e seeb e 1o eb e sEeb e e e eR e e R eae e b e Rt e b et e b et eb e st ebene et e seebeseebeneas No Cost
D0472 Accession of tissue, gross examination, preparation and transmission of Written report ... vevene e sesese e No Cost
D0473 Accession of tissue, gross and microscopic examination, preparation and transmission of written report.............ccce.e.... No Cost
D0474 Accession of tissue, gross and microscopic examination, including assessment of surgical margins for presence of

disease, preparation and transmission Of WIEEN FEPOM.........c.cocieiie ettt st ne e eseens No Cost
D0999 Unspecified diagnostic procedure, by report - includes office visit, per visit (in addition to other services) .................. No Cost
D1000-D1999 Il. PREVENTIVE
D1110 Prophylaxiscleaning - adult - 1 per 6 MONtN PEFIOA .........coiiiii it be e b b e e No Cost
D1120 Prophylaxiscleaning - child - 1 per 6 MONth PEriOQ .........coiiiiiiinieieee e st sbe b b e No Cost
D1203 Topica application of fluoride (prophylaxis not included) - child - to age 19; 1 per 6 month period ........ccccoevvevvivvnnnne No Cost
D1206 Topica fluoride varnish; therapeutic application for moderate to high cariesrisk patients - child to age 19; 1 per 6

(a0e 7011 g1 07 Ao o [OOSR OO No Cost
D1330 Oral NYGIENE INSITUCLIONS .......c.civeeiteeiteeetese ettt re et see st se ettt b et b e se e b e seebeseebeseeb e seeb e s e eb e s e eaesbese e b et e b e e ebeneebeseebeseebeneebeneas No Cost
D1351 Sealant - per tooth - limited to permanent molarsthrough age 15 ... No Cost
D1510 Space maintainer - fIXEA - UNITAEEIA] .........ocuiieeeee e ettt b et s b e b e e b et e e e e e e e e e eneenis No Cost
D1515 Space maintainer - fIXed - DIIGLEIEl ..........cceieieeieeece e et esa e s aeste s besee st e e seesa e e e e e e eneenenns No Cost
D1520 Space maintainer - removable - UNITALEIAl .........coveveieeeiee s se e sa e a e e e e e e enenns No Cost
D1525 Space maintainer - removabie - DITEIEIEL ...........coiiiiiiii bbb et b e No Cost
D1550 Re-camentation Of SPaCE MAINTAINEY .........coocireteretireete sttt r ettt eb e se bt e e bt s e e st s b et e b e e ebeneebeseebeseebeseebesnenennas No Cost

D1555 Removal Of fiXed SPACE MAINTAINEY .........c.iiieieeiee ettt e e et e e e et et eaeeb e s bt saesbesbeseesbenbeseeseene e e e e eneeneanis No Cost
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D2000-D2999 I1l1. RESTORATIVE
Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases, liners and acid etch procedures.

D2140 Amalgam - one surface, Primary OF PEMMBNENT ........coeiieirieeriee et sre sttt ereseese e e st e e st sbe e sbe e et e seebeseebeseebeseebeseeseneas No Cost
D2150 Amalgam - two Surfaces, primary OF PEFMAINENL ........cccocriiirirerieaeeetesieseeseeseeseeseeeeee e eseesesseasesseseeseesseseseessensenssneeneeneanes No Cost
D2160 Amalgam - three surfaces, Primary OF PEIMMANENT ........cccooiiiiiriere ettt sttt be st et sbesbeseesbebeseesee s e e e e e e eneeaes No Cost
D2161 Amalgam - four or more surfaces, Primary OF PEMMEBNENL ........ccceieiieereierestesteseeseeseeseesessesessesrestessessessessessensessessessesenses No Cost
D2330 Resin-based COMPOSItE - ONE SUIACE, @INMEEITON .....c..cveeeeeieie et et s et sesaesbe e sresae e saesaenaenee e eneenenns No Cost
D2331 Resin-based COMPOSIE - tWO SUITACES, BNEEITON........ceiveerireeerese e e e s e e seere e saesee e seeseen e seesaenseneeeeneennnnes No Cost
D2332 Resin-based composite - three SUfACES, @NEEITON.........ccoiiiii et see st see e e e e e e e eneenes No Cost
D2335 Resin-based composite - four or more surfaces or involving incisal angle (ANterior) .........cooveveeereierene e No Cost
D2390 ResiN-based COMPOSITE CrOWN, BNEEITOT .......cveieeeeiieeeeeieriee ettt sttt e et e e e et aeeb e bt s et sbesbeseesb e beseese e e e e e e e e eneenis No Cost
D2391 Resin-based compoSite - 0N SUMFACE, POSIENION 12 .......oouiieeeeeeceeeesees st esesss et s st s st st snes Optional
D2392 Resin-based composite - tWO SUMACES, POSLETION 12 ........coueeeeeceeeeeeeeee e eese st ee e s en s s s ntnsenessansn s sanes Optional
D2393 Resin-based composite - three SUIaces, POSLETION "2 ...........c.ovueuceeeeeeeeeeee st Optional
D2394 Resin-based composite - four or More SUMfaces, POSLENION 1% ...........ccueveveeeeeecee et Optional
D2510 Inlay - MELAIIC - ONESUITACE > .........eeeeeeece ettt sttt n e s e s ansens e s s s s tensansesansntansanes No Cost
D2520 Inlay - MEAlliC - WO SUITACES 3 ¥ .....oovoeoeceeee ettt ettt sttt s s st s s s s s s st snsens No Cost
D2530 Inlay - metallic - three O MOrE SUMTACES 3% ..ottt sttt n st n s tnes No Cost
D2542 Onlay - MEtalliC - tWO SUITACES 3% .........oeeeeeeeeeeeee ettt s e n s ntnsaneesans s s snen No Cost
D2543 Onlay - Metallic - trEE SUMACES 3™ ..ottt ettt No Cost
D2544 Onlay - metallic - fOUr OF MO SUITACES > ............ouiecieveeeececeee ettt st No Cost
D2610 Inlay - pOrcelain/Ceramic - ONE SUMACE % .........c.ovuvueieieieeeeesee ettt Optional
D2620 Inlay - POrcelain/Ceramic - tWO SUIFACES 2™ ............ouveceeveseeseeeeeseeseesss s st s st et ssessss s s s e s ssessans s snesnsens Optional
D2630 Inlay - porcelain/ceramic - three OF MOTE SUACES 2™ ..........uceieeeieeeee ettt sttt en s n s snes Optional
D2642 Onlay - porcelain/Ceramic - tWO SUFACES 2 ........oouieieeieeeeeieeeese s ses et s et e s s s s enesns s essntnsanessansnsnsanes Optional
D2643 Onlay - porcelain/CeramiC - thre8 SUITACES ™ ............ccueveveeeeeeeeeeceee ettt Optional
D2644 Onlay - porcelain/cCeramic - fOUr OF MOFE SUMACES ** ..ottt Optional
D2650 Inlay - resin-based COMPOSITE - ONE SUIFACE * 7 ...........c.oouiieeeeeeceeeeeeee e tee et san s ten s s s s tensanes Optional
D2651 Inlay - resin-based COMPOSItE - TWO SUIFEES 2 .............ucveveeeeeeeeeeeeeie st ses s st ssesss s s sses s s s snssnsans Optional
D2652 Inlay - resin-based cCOMPOSIte - three OF MOFE SUIFACES > % ..ottt sttt ensnes Optional
D2662 Onlay - resin-based COMPOSILE - tWO SUIFBEES > % ..o et s et n s sn s s essansnsnsnes Optional
D2663 Onlay - resin-based COMPOSILE - thrEE SUMACES ™ * ............cveeeeeeeecee ettt Optional
D2664 Onlay - resin-based coOMposite - foUr OF MOTE SUMFACES > * ...........cueveieeeeeeeeeeee et Optional
D2710 Crown - resin-based COMPOSItE (INAITECE) “° ..........o.ovuruceieee ettt tes et e s sae s esssna s s tensan s s s tensenes No Cost
D2712 Crown - ¥ resin-based compoSite (INAITECE) *° .......cc.ccueveieiiiieicie et No Cost
D2720 Crown - resin With high NOBIE MELAl 35 ..ottt ettt n st tnes No Cost
D2721 Crown - resin with predominantly BESE MELAL # % ............ooivevceeeeeeeeee ettt sses st n s s s eenes No Cost
D2722 Crown - reSin With NOBIE MELAl # ..ottt s st e s s sna s s st st anaenansntntnes No Cost
D2740 Crown - porcelain/CeramiC SUDSITAIE ® .............c.ovuiurueieiieieeeeee e sss sttt sesens No Cost
D2750 Crown - porcelain fused to high NODIE MELEL ® 2 ............coooeeceeeeeeeee ettt snee No Cost
D2751 Crown - porcelain fused to predominantly Base MEtal * ...........c.oooveueeureeeeeeeeieeeee sttt snes No Cost
D2752 Crown - porcelain fused to NOBIE MELAl # > ..ottt sttt en st n s tnes No Cost
D2780 Crown - ¥ cast high NODIE MELAl 37 ............oeeeeeeecee ettt st s s s s enes No Cost
D2781 Crown - ¥ cast predominantly DESE MELEl  ............cc.ocueveveieeeeeeeeceeeiee ettt ses s No Cost
D2782 Crown - % Cast NODIE MELAl # ............ccuvveieeeeeceeeeeee s st s st s s s s s st ss s s e s s ensasse s s e s e snsessnsentnsansasansentnsanes No Cost
D2790 Crown - full cast high NODIE MELAl 37 ...ttt en s s sensenes No Cost
D2791 Crown - full cast predominantly Dase MELAl * .............c.ccovevevcuieeeee ettt sttt snes No Cost
D2792 Crown - full Cast NODIE MELE  ............cc.eiiieieciieie ettt bbbt No Cost
D2794  CrOWN - tEANIUM * ™ L.......ooiiiiiceccei st No Cost
D2910 Recement inlay, onlay or partial COVErage rESLOrALION. ..........curiirieririereie sttt b e s be st s ebesee b e No Cost
D2915 Recement cast or prefabricated POSE AN COTE.........ceiiiuiiieirierieerie ettt b ettt s eb e s b e e b seebe e No Cost
D2920  RECEIMENE CTOWN. ... .etieutietieteeueeseeetesaeaeesaeseesaeaaeasseessesseaabeeaeaseeae e st easeaaeeaeesaeeaeesaeeaeesheenbeeheembeeaeeabeeae e bt eas e bt eanesaeeneesaeansans No Cost
D2930 Prefabricated stainless steel Crown - Primary tOOTN .........cooiiiiiiii i e e e No Cost
D2931 Prefabricated stainless steel crown - permanent toOth.............ccov i No Cost
D2932 Prefabricated resin crown - anterior Primary tOOth ..........cooviiie i s sresnennen No Cost
D2933 Prefabricated stainless steel crown with resin window - anterior primary tooth ..o No Cost
D290  SEUAIVE FIlTING ...cveieetereetiieeert etttk e e bbbt b e se bt se bt s e ekt seeb e s e e Rt s e e Rt s b ene e b e e e b e e eb e st ebeneebeseebeseebenea No Cost
D2950 Core buildup, INCIUAING NY PINS.....cctiiiiieie ettt ettt sttt e e s e seese e e e s e e e et eseesesaeeaeebesbeseessenbeseeseensenseneeneeneann No Cost
D2951 Pin retention - per tooth, iN addition t0 FESOIAION..........ciiiiiiierie ettt s e e No Cost
D2952 Post and corein addition to crown, indirectly fabricated - includes canal preparation ®.............cccocvveeeeeeeseseeeeeeennnns No Cost
D2953 Each additional indirectly fabricated post - same tooth - includes canal preparation ? ............c..ccocveeveeeereersrsreseeseneenes No Cost
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D2954 Prefabricated post and corein addition to crown - base metal post; includes canal preparation ..........ccccceeeeeveenenieninnnens No Cost
D2957 Each additional prefabricated post - same tooth - base metal post; includes canal preparation ..........cccceeveeveeveenienennens No Cost
D2970 Temporary crown (fractured tooth) - palliative treatment ONIY ..o e No Cost
D2971 Additional procedures to construct new crown under existing partial denture framework ............ccccoevvereiereienceneennes No Cost
D2980  CrOWN FEPEIT, DY FEPOIT .....c..iitiiteiteeteste ettt a et be s be bt e et e e se e e e e e se e e e aeeae e et eheeb e e Rt eaeeb e s beseeeb e beseeseemee e e e eneeneanis No Cost
D3000-D3999 |V. ENDODONTICS
D3110 Pulp cap - direct (excluding final FESLOratiON) .........ccveieeririe e e et e e e et esresae e saesaenae e e e e e ennnns No Cost
D3120 Pulp cap - indirect (excluding final rESLOraLiON) ..........ceiueirieirieesierre sttt bbb b e e be st s ebesee b e No Cost
D3220 Therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal to the dentinocemental junction and

PPl CatioN Of MEAICAMENT ...ttt e bt e et e e e e et eaeeaeeaeebeebeseesbeebeseeseenteneeneeneeneanas No Cost
D3221 Pulpal debridement, primary and permanent tEEIN ............ooi it e No Cost
D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration)...........cccccveeveeieveveveveereeceeenne, No Cost
D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration)..........c.ccoeveevvieveverererecceeenne. No Cost
D3310 Root canal - anterior (excluding final rEStOration) ©.............co.evueeecucvereeeeeeee et No Cost
D3320 Root canal - bicuspid (excluding final reSIOration) ® ...........co.ecuevcuevereieeesee et No Cost
D3330 Root canal - molar (excluding final FESLOration) ©............co.cucueeueeeeeeeeeeeeieseesee et eese s s eessenas s snaen s s snsensenes No Cost
D3346 Retreatment of previous root canal therapy - aNMEENION © ..........c..vucueveveeeeeeeetes e s s sesss s s s snesnsens No Cost
D3347 Retreatment of previous root canal therapy - DICUSDIA ® ...........coiviieiieieeeieeeeee ettt No Cost
D3348 Retreatment of previous root canal therapy - MOIAE € ............c.ccuiviveiveieeeeeeeee et senenes No Cost
D3410 Apicoectomy/periradicular SUFQENY = @MENION © ..........ccueveeveeeeeeeeeeceese st see et s s s s s s snssnsens No Cost
D3421 Apicoectomy/periradicular surgery - bicuspid (FIrSEFOO) © ........cucucveeieeeeeceeeiciee ettt No Cost
D3425 Apicoectomy/periradicular surgery - molar (FIrSt rO0L) ® ............ccucueveieeieeireeieiee et No Cost
D3426 Apicoectomy/periradicular surgery (€ach additional FOOL) © .............ocueveveerereeeeeieeeseseset s sses s sseneens No Cost
D3430 REtrograde filliNg - PO FOOL ® .........ovieeeceeeeee ettt ese st s sttt s ettt s s et sessesss e s e ensss s sn b st en s st et s tnes No Cost
D3450 Root amputation, per root - not covered in conjunction With @ REMISECION ® ...........cccvevieiceieeeeeeee s No Cost

D4000-D4999 V.PERIODONTICS
Includes preoperative and postoper ative evaluations and treatment under a local anesthetic.

D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or bounded teeth spaces per quadrant .............cccceeeeunee. No Cost
D4211 Gingivectomy or gingivoplasty - one to three contiguous teeth or bounded teeth spaces per quadrant.............ccccceeennee. No Cost
D4240 Gingival flap procedure, including root planing - four or more contiguous teeth or bounded teeth spaces per

0170 = | No Cost
D4241 Gingival flap procedure, including root planing - one to three contiguous teeth or bounded teeth spaces per quadrant... No Cost
D4260 Osseous surgery (including flap entry and closure) - four or more contiguous teeth or bounded teeth spaces per

(01170 = 0| SO SRS No Cost
D4261 Osseous surgery (including flap entry and closure) - one to three contiguous teeth or bounded teeth spaces per

017 o 7= | S No Cost
D4341 Periodonta scaling and root planing - four or more teeth per quadrant - limited to 4 quadrants during any 12

Lore] 1S oW1V e 11 No Cost
D4342 Periodontal scaling and root planing - one to three teeth per quadrant - limited to 4 quadrants during any 12

CONSECULTVIE IMONENIS ...ttt ettt a e a et eheeh e bt e he e b e Eese e b e b e eAeseemseneeneeneeb e e Rt saesbesbesaenbebas No Cost
D4355 Full mouth debridement to enable comprehensive evaluation and diagnosis - limited to 1 treatment in any 12

CONSECULIVIE IMOMENS ...ttt st st stttk etk e e ke ne ke st e ke se ke st e bese e R s A e R s b e st s b e st s b et s be e e b e e et e e nbe e ee No Cost
D4910 Periodontal maintenance - limited to 1 treatment each 6 MoNth PEriod ...........ccoviiiiiniene s No Cost
D5000-D5899  VI. PROSTHODONTICS (removable)
D5110 Complete denture - MAXIHIATY "2 ..........ooooeeeeeceeeeeee et sttt et s s esae s ansenaesassntensansesansnsensenes No Cost
D5120 Complete denture - MANCIDUIBE 72 ............c.ovueieeeeeeeeeeceeeeee ettt st es s st s s s s snsens No Cost
D5130 IMMediate denture - MEXIITAIY 5 ...ttt s sttt s st e st e s s e sn s s st st s s s st s tnes No Cost
D5140 Immediate denture - ManQiBUIAE 2 .............coueveieeeeeeeeceeeeese sttt s s st snsans No Cost
D5211 Maxillary partial denture - resin base (including any conventional clasps, restsand teeth) "® ...........ccccocvevevevecvreveceennn. No Cost
D5212 Mandibular partial denture - resin base (including any conventional clasps, rests and teeth) “® ...........cccccooevevecvrcvecennn. No Cost
D5213 Maxillary partial denture - cast metal framework with resin denture bases (including any conventional clasps, rests and

12111 ISP No Cost
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including any conventional clasps, rests

00 1= 1) JEC OO No Cost
D5225 Maxillary partial denture - flexible base (including any clasps, rests and teeth) "® ...........cccoeveveeeeeeeeceeeree e, $50.00
D5226 Mandibular partial denture - flexible base (including any clasps, restsand teeth) “®...........c.ccooeveeveeeevececeree e, $50.00
D5410 Adjust COMPIELE AENTUIE - MEXIIANY 7 ........ooevicveeeeeeeeceeeeeeee e eeeteetesee e tes et a s esesns s anssnses s s sensansesansn s senes No Cost
D5411 Adjust complete denture - ManQiDUIGE 7 .............cceveicueiuieeeeeeeceeeeeee et s ettt s s s sse s s sss s sestssessesassnsnsnes No Cost
D5421 Adjust partial denture - MAXITAIY 7 .........occuoieiieiieeeeeeeseeee st tese st es s st et se s s e s ssss s e s e sns s ss st st ensesassntensanes No Cost
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D5422
D5510
D5520
D5610
D5620
D5630
D5640
D5650
D5660
D5710
D5711
D5720
D5721
D5730
D5731
D5740
D5741
D5750
D5751
D5760
D5761
D5820

D5821

D5850
D5851

Adjust partial denture - MANGIDUIAE 7 ..........c.veeveeeeieeeeeee ettt see s sse st en st s st s s s e s s ss st nsensanessensneanes No Cost
Repair broken ComMplete AENTUIE DESE..........ceiereeeicieeceees s e e resre s saesbeseeseeteaeseeneeneeneenennens No Cost
Replace missing or broken teeth - complete denture (€8Ch tOOTh) .........coiriiiiinee e No Cost
REPAIT FESIN ENLUINE DBSE......c. e b et bbb e bbb bbbt bttt b e No Cost
REPAIT CBSE FIAMEBIWOTK ...ttt b bt bbb e a2 e et e e e a e e a e e Rt e Rt ebeehe s Rt eheebeseese e bebeseeneeneeneennaneas No Cost
Repair OF replaCe BIrOKEN ClASP. .. .. ui ittt b e b bt s he b e sbe e et e b e se e e e e e e eneeneas No Cost
Replace broken tEEt - PEF tOOLN ........iciie e et s e ae s ae s beseese e teeesee e enae e enneneas No Cost
Add tooth to eXisting Partial ENUIE .........cceieree e s s re e s re st e besee st e ee e e e eneenenneens No Cost
Add clasp to eXiSting PArtial QENTUIE ..........c.oiiiieie bbbttt bbb b e e No Cost
Rebase complete MaXxillary GEMIUIE® ...........cc.cuueveeiuceceeie ettt b sttt No Cost
Rebase complete MandibUIAr GENEUIE ? ............c.oveivececeeieceeeeeeeeeee s sse st ss st ss st en s s s ssnsssssensanssnseneen No Cost
Rebase Maxillary Partial ENTUIE ™ ............cc.ovueveveeeeceeceeeeee s ses s s es s s ss st en s ss s s ssessanssnsanssessansensansnseneen No Cost
Rebase Mandibular Partial QENTUIE Y ..ottt sttt s st ensss st st ens s et neas No Cost
Reline complete maxillary denture (ChAITSIAE) ¥ ...........o.cvreieeieeeeeieeeeeseessest st an s sses st ensensssenensneas No Cost
Reline complete mandibular denture (ChaITSIOE) ° ...........c.ovueveeecueecieeeeeeeeeeeeee et seenen No Cost
Reline maxillary partial denture (ChaITSIOE) ° ............ocucueieieieieecie ettt No Cost
Reline mandibular partial denture (CRAITSIAE) ° ..........c..cveucuiueieecieeieeeeeetestesse st es st ensensesnensneas No Cost
Reline complete maxillary denture (IADOFEIOTY) 2 .........c.cueveeveeeeeeeceeeseeeeesesesseesses s sss s ses s sses s essss s senssnssneen No Cost
Reline complete mandibular denture (I8DOTAIOTY) % .........c.cuieieeereeeeeeseeseeseese sttt n st en st sneas No Cost
Reline maxillary partial denture (JADOTEEOMY) 2 ...........oveveureieeeeeeseeeieesees st ese st se s s en st ensenssssnesnsneas No Cost
Reline mandibular partial denture (I8D0TEIOTY) © .........c.cveveieeeeceeiese et seenen No Cost
Interim partial denture (maxillary) - limited to initial placement of interim partial denture /stayplate to replace

extracted anterior teeth dUriNg NEAIING 7 .........cc.ovueveeicicieeeee ettt es ettt s et s st s st ensesassnannans No Cost
Interim partial denture (mandibular) - limited to initial placement of interim partial denture /stayplate to replace

extracted anterior teeth dUriNG NEAIING 7 ..ottt sttt ettt ss s e et eseseneanens No Cost
Tissue Conditioning, MAXIIATY ™2 ........covuireieeeeeeeeeeesee et ees s e st ses e s ss e s e en s s s s e s s s ess s e st ansssesssssnsensanasssnsntanen No Cost
Tissue conditioning, MANGIDUIAE 72 ...........co.ovevceeeeeeeeeeeeeeeee et see s eres s en s s s s et ensesss s anssnesssnsneansananssneneanen No Cost

D5900-D5999  VII. MAXILLOFACIAL PROSTHETICS- Not Covered

D6000-D6199  VIII. IMPLANT SERVICES- Not Covered

D6200-D6999 | X. PROSTHODONTICS, fixed (each retainer and each pontic constitutesa unit in a fixed partial denture

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

[bridge])
PONtiC - Cast Nigh NOBIE MELAL 227 ...ttt sttt sttt s enans et e No Cost
Pontic - cast predominantly DESE MELAL 0 ...........cc.oviveeeeieeieeeee sttt st ss st ensens s et neas No Cost
g LT o= c g o) o £=Y = - OO No Cost
Pontic - porcelain fused to high NODIE MEtAl #2710 ..ot No Cost
Pontic - porcelain fused to predominantly Dase MEtal > ™ ............ccoiievcveceeeeee et No Cost
Pontic - porcelain fused to NODIE MELAl P17 ...ttt s st seneen No Cost
LT 0 o 0 = P 4T ei= = 1 4 Lo Optional
Pontic - resin With high NODIE MELAl 3570 ... ...ttt et e No Cost
Pontic - resin with predominantly Base MELAl > ™ ...........cc.covuovviiecieceeese ettt No Cost
PONtIC - reSINWith NODIE MELAl 70 ............ovieeeeecteeteeeee ettt s st a st en s e s st st ensensessnensneas No Cost
Inlay - POrcelain/CeramiC, tWO SUFACES %™ .........o.u.vececveeeeeeseeeee s s st ss st s s s s en s esenst s s snsensen Optional
Inlay - porcelain/ceramic, three OF MOTE SUFACES *™ .........o.ovueveceeeeeeeeeeseeeeeeee e ses st ses s ss s ssss s ensseeen Optional
Inlay - cast high Noble Metal, WO SUIFACES ™0 ..ottt sttt st No Cost
Inlay - cast high noble metal, three o MOrE SUMTACES > 17 ..ot No Cost
Inlay - cast predominantly base Metal, tWo SUMFACES ™ ..............cucucueieeeeeeeeeeceeeee et No Cost
Inlay - cast predominantly base metal, three or More SUMFACES ™ ...........c.uevvivcecvcieie et No Cost
Inlay - cast NOBIE MELAl, TWO SUMTACES™ ..........ouececeeeeeececeeete ettt ettt s ettt en s s s sneas No Cost
Inlay - cast noble Metal, thre@ OF MOFE SUMACES ™ ...........o.ieieeeee ettt se et No Cost
Onlay - porcelain/CeramiC, tWO SUMFACES >0 ...........o..vceevieeieeeeeese et s st es st s st s st s s sesnsens s eneanens Optional
Onlay - porcelain/ceramic, three O MOFE SUIFACES ™0 ..........oucveeeeieeeeeeeeeeeesee st tes s e st eneanens Optional
Onlay - cast high noble Metal, tWO SUITECES > 0 ..............curieeceeeeecee ettt No Cost
Onlay - cast high noble metal, three or MOre SUITACES > ™ ..ot No Cost
Onlay - cast predominantly base metal, tWO SUIFACES ™ ..........c..c.cuiiueieeececeeeee ettt aenans No Cost
Onlay - cast predominantly base metal, three o MOre SUMFACES ™ .........cveveeeeececeeeeeeeee et No Cost
Onlay - cast NObIE MELAl, TWO SUIFACES ™ .........oveiiieeieicteeeee ettt s st s st es et enseseneneanens No Cost
Onlay - cast noble metal, three OF MOFE SUMTACES ™0 ...........vuiveeveeieeieeeeee et s s st sse s ess s se st snsssensneanens No Cost
Crown - resin With high NODIE MELE] > %™ ...ttt No Cost
Crown - resin with predominantly Base MELAl ™0 .............ccueieiueiuceeieie ettt No Cost




Description of Benefits and Copayments

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

D6973
D6976
D6977
D6980

Crown - reSINWith NOBIE MELEL %20 ...........oeoceceeieeee ettt sttt s st s e No Cost
Crown - POTCEIAIN/CEIAMIC 2™ ...ttt e st s st en et ensenees et e s st s nssnesnsansasansaneanens Optional
Crown - porcelain fused to high NOBIE MEAl # %™ ..ottt No Cost
Crown - porcelain fused to predominantly base Metal ® ™ ..o No Cost
Crown - porcelain fused t0 NODIE MELAI > ...........oouiciceeeeeee ettt tes sttt nen s aanans No Cost
Crown - %Cast high NODIEMELA! 220 ...ttt sttt n st No Cost
Crown - ¥ cast predominantly BaSE MELEL 10 ...ttt s s et sneanens No Cost
Crown - ¥4Cast NODIE MELEL ™ ..ottt s s s s st st aessan s st s e No Cost
Crown - full cast high NODIE MELAL 31 ...ttt No Cost
Crown - full cast predominantly DSE MELEl ™ ............cc.ocuiieieeieeeieeiee ettt No Cost
Crown - fUll Cast NODIE MELAL ™ ..ottt ettt s et es st enses s st s s en s s s s e st ansesassaneanans No Cost
Recement fiXed PArtial GENTUIE.... ..o ettt e b e b e bt ehe s b e sbese et e b e se e e e e e e eneeneas No Cost
S Ty 1= A AT No Cost
Post and core in addition to fixed partial denture retainer, indirectly fabricated - includes canal preparation ® ............... No Cost
Prefabricated post and core in addition to fixed partial denture retainer - base metal post; includes canal

PREPAIALION 2 .......o.oeeeeeecie ettt s bbbt et sttt sttt No Cost
Core buildup for retainer, iINCIUAING @MY PINS.......iiiitiiiieieieeeeeeeere ettt e se e se e se e esbesbesaesbesbeseeseebeseneeneeseenes No Cost
Each additional indirectly fabricated post - same tooth - includes canal preparation® .............co.coeeeereeeeereeereeeseesreensnnns No Cost
Each additional prefabricated post - same tooth - base metal post; includes canal preparation ..........ccccceceeeeeevienecennene No Cost
Fixed partial denture repair, DY FEPOM ........ccvieieceece e e resre s aesaesbeseeseenteeeseeneeneeneennnnens No Cost

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

D7111 Extraction, coronal remnants - deCidUOUS TOOLN ........c.coiriiiiiiiri ittt sb e s se et st e e No Cost
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal) ........cccceceeeeiereriesienie s s No Cost
D7210 Surgica removal of erupted tooth requiring elevation of mucoperiosteal flap and removal of bone and/or section of

107 1 TP No Cost
D7220 Removal of impacted 00T - SOt TISSUE .......cueieeiirieierieie sttt ettt b et b e s eb e st se b e b e No Cost
D7230 Removal of impacted tooth - partially DONY ... e st e e No Cost
D7240 Removal of impacted tooth - completely BONY ..o e No Cost
D7241 Removal of impacted tooth - completely bony, with unusual surgical complications...........ccccevvvieiecenie v, No Cost
D7250 Surgical removal of residual tooth roots (CUtting ProCEAUIE) .........ccveeieierere ettt e e aeens No Cost
D7286 Biopsy of oral tissue - soft - does not include pathology 1aboratory proCedures ..o No Cost
D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant...........c.ccoevevereereenes No Cost
D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ..............ccoeeereieeieeenne. No Cost
D7320 Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per quadrant.............ccceeeeeeeene. No Cost
D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ...........ccccccevveenenee. No Cost
D7471 Removal of lateral exostosis (maxillaor Mandible) ... e No Cost
D7510 Incision and drainage of absScess - iNtranral SOt lISSUE..........cviieiriiirierrie sttt s st s b e s No Cost
D7960 Frenulectomy (frenectomy or frenotomy) - SEPArate PrOCEAUIE............eriruerieterieteriete sttt be s sb e s be b seene e No Cost
D8000-D8999  XI. ORTHODONTICS
D8070 Comprehensive orthodontic treatment of the transitional dentition - child or adolescenttoage 19 ™ ...........ccccccovueeueeee. $1,600.00
D8080 Comprehensive orthodontic treatment of the adolescent dentition - adolescent to age 19 ™ ..........oveveveeveereeeeereseescseenes $1,600.00
D8090 Comprehensive orthodontic treatment of the adult dentition - adults, including covered dependent adult children ™ .....$1,800.00
D8660 Pre-orthodontic treatment visit - not to be charged with any other consultation procedure(s) ™ ..........ccocoeveveeeureveceenn. No Cost
D8680 Orthodontic retention (removal of appliances, construction and placement of retainers) ™ ............cocoeveeeveveerevecseeeeennn. No Cost
D8999 Unspecified orthodontic procedure, by report - includes the START-UP FEE, which includesinitial examination,

diagnosis, consultation and initial BANAING ..........cccceiieiiice e e e e e e ne e naesaean $350.00

D9000-D9999  XI1. ADJUNCTIVE GENERAL SERVICES

D9110
D9211
D9212
D9215
D9310
D9430
D9440
D9450
D9999

Palliative (emergency) treatment of dental pain - MINOr PrOCEAUNE. .........ccuvuiiririeerie et No Cost
REGiONal DIOCK @NESENESIAL. ...t b bbbt bbb No Cost
Trigeminal diviSion DIOCK @NESINESIAL.........ciuiieiie ettt a e bt e et e be e et e be e e e e e e e enens No Cost
L OCEA BNESINESIA. ...ttt b e bR R bR R R R R R R R R R Rt Rt Rt R r e No Cost
Consultation - diagnostic service provided by dentist or physician other than requesting dentist or physician................. No Cost
Office visit for observation (during regularly scheduled hours) - no other services performed.........ccceevvevvverereccennne. No Cost
Office visit - after regularly SChedUIEH NOUFS .........c.oiuiiiiie ettt e b e e bbb $20.00
Case presentation, detailed and extensive treatment PlanniNg.........c.coeoeereereeneeree e e No Cost
Unspecified adjunctive procedure, by report - includes failed appointment without 24 hour notice - per 15 minutes of

appointment time - up to an overall Maximum Of $A0.00 .......ccccrieiirrree bbb $10.00



Description of Benefits and Copayments

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

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

FOOTNOTES

1

2

10

11

12

13

An amalgam is the benefit.

Optional is defined as any alternative procedure presented by the Contract Dentist that satisfies the same dental need asa
covered procedure, is chosen by the Enrollee, and is subject to the limitations and exclusions of the program. The applicable
charge to the Enrollee is the difference between the Contract Dentist's "filed fee" for the Optional procedure and the "filed fee"
for the covered procedure, plus any applicable Copayment for the covered procedure. Optional treatment does not apply when
alternative choices are benefits. "Filed fees" means the Contract Dentist's fees on file with Delta Dental. Questions regarding
the DeltaCare USA program should be directed to Delta Dental's Customer Service department at (800) 422-4234.

Base or noble metal is the benefit. If a crown, pontic, inlay, onlay or indirectly fabricated post and core is made of high noble
metal, an additional fee up to $100.00 per tooth will be charged for the upgrade. This charge also applies to a titanium crown.

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

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

A benefit for permanent teeth only.

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

Replacement is subject to a limitation requiring the existing denture to be 5+ years old.
Limited to 1 per denture during any 12 consecutive months.
Replacement is subject to a limitation requiring the existing bridge to be 5+ years old.

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

In the event comprehensive orthodontic treatment is not required or is declined by the Enrollee, a fee of $25.00 will apply. The
Enrolleeisalso responsible for any incurred orthodontic diagnostic record fees.

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




Limitations and Exclusions of Benefits

SCHEDULE B

Limitations of Benefits

1.

10.

11.

12.

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

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

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

If abiopsy is preauthorized by Delta Dental for an oral
surgeon, then examination of the resulting biopsy specimen
is covered under codes D0472, D0473 or D0474 and
available at no additional cost.

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

Benefits for sealants include the application of sealants only
to permanent first and second molars with no decay, with no
restorations and with the occlusal surface intact, for first

molars through age nine and second molars through age 15.
Benefits for sealants do not include the repair or
replacement of a sealant on any tooth within three years of
its application.

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

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

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

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

If aporcelain margin is also chosen by the Enrollee for a
covered porcelain-fused-to-metal crown, the maximum
additional cost for this laboratory upgrade is $75.00.

The replacement of an existing inlay, onlay, crown, fixed

partial denture (bridge) or aremovable full or partial denture

is covered when:

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

13

14

15

16

17

18

19

20

b. Either of the following:

- Theexisting non-functional
restoration/bridge/denture was placed five or more
years prior to its replacement, or

- If anexisting partial dentureisless than five years
old, but must be replaced by anew partial denture
dueto the loss of a natural tooth, which cannot be
replaced by adding another tooth to the existing
partial denture.

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

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

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

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

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

. Coverage for the placement of afixed partial denture
(bridge) or removable partial denture:
a. Fixed partial denture (bridge):

- Thesoletooth to be replaced in thearch isan
anterior tooth, and the abutment teeth are not
periodontally involved, or

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

- Each abutment tooth to be crowned meets
Limitation #8.

b. Removable partial denture:

- Cast metal (D5213, D5214), one or more teeth are
missing in an arch.
- Resin based (D5211, D5212), one or more teeth are
missing in an arch and abutment teeth have
extensive periodontal disease (see Limitation #12).
. Rélines, tissue conditioning and rebases are limited to one
per denture during any 12 consecutive months.

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

- Thereplacement of extracted anterior teeth for
adults during a healing period when the teeth
cannot be added to an existing partial denture or




Limitations and Exclusions of Benefits

21.
22.

23.

24,

25,

26.

27.

- Thereplacement of permanent tooth/teeth for
children under 16 years of age.

Retained primary teeth shall be covered as primary teeth.

Excision of the frenum is a benefit only when it resultsin
limited mobility of the tongue, it causes alarge diastema
between teeth or it interferes with a prosthetic appliance.

Benefits provided by a pediatric Dentist are limited to
children through age seven following an attempt by the
assigned Contract Dentist to treat the child and upon prior
authorization by Delta Dental, less applicable Copayments.
Exceptions for medical conditions, regardless of age
limitation, will be considered on an individua basis.

In cases of accidental injury, benefits available are described
in Schedule B, Accident Injury Benefit. Damages to the hard
and soft tissues of the oral cavity from normal masticatory
(chewing) function, exclusive attrition and normal wear,

will be covered as described in Schedules A, Description of
Benefits and Copayments; and B, Limitations and
Exclusions of Benefits.

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

A new removable partial, complete or immediate denture
includes after delivery adjustments and tissue conditioning
at no additional cost for the first six months after placement
if the Enrollee continuesto be eligible and the serviceis
provided at the Contract Dentist's facility where the denture
was originally delivered.

An Optional procedure is defined as any alternative
procedure presented by the Contract Dentist that satisfies
the same dental need as a covered procedure, is chosen by
the Enrollee, and is subject to the limitations and exclusions
of the Program. The applicable charge to the Enrollee isthe
difference between the Contract Dentist's "filed fee" for the
Optional procedure and the "filed fee" for the covered
procedure, plus any applicable Copayment for the covered
procedure.

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

Exclusions of Benefits

1.

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

10.

13.

14.

Dental conditions arising out of and due to Enrollee's
employment for which Workers' Compensation is paid.
Services which are provided to the Enrollee by state
government or agency thereof, or are provided without cost
to the Enrollee by any municipality, county or other
subdivision, except as provided in Section 1373(a) of the
California Health and Safety Code.

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

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

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

Dental expenses incurred in connection with any dental
procedure started before the Enrolleg's eligibility with the
DeltaCare USA program. Examplesinclude: teeth prepared
for crowns, root canalsin progress, orthodontics, unless
qualified for the orthodontic treatment in progress provision.
Congenital malformations (e.g. congenitally missing teeth,
supernumerary teeth, enamel and dentinal dysplasias, etc.),
except for the treatment of newborn children with
congenital defects or birth abnormalities.

Dispensing of drugs not normally supplied in a dental
facility.

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

a. has poor prognosis for a successful result and

reasonable longevity based on the condition of the
tooth or teeth and/or surrounding structures, or

b. isinconsistent with generally accepted standards for
dentistry.

Dental services received from any dental facility other than
the assigned Contract Dentist including the services of a
dental speciaist, unless expressly authorized in writing by
Delta Dental or as cited under Emergency Services. To
obtain written authorization, the Enrollee should call Delta
Dental's Customer Service department at (800) 422-4234.

. Consultations for non-covered benefits.
. Implant placement or removal, appliances placed on or

services associated with implants, including but not limited
to prophylaxis and periodontal treatment.

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

Restorations placed solely due to cosmetics, abrasions,
attrition, erosion, restoring or altering vertical dimension,
congenital or developmental malformation of teeth.
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15. Appliances or restorations necessary to increase vertical
dimension, replace or stabilize tooth structure loss by
attrition, realignment of teeth, periodontal splinting,
gnathologic recordings, equilibration or treatment of
disturbances of the temporomandibular joint (TMJ).

16. Aninitial treatment plan which involves the removal and

reestablishment of the occlusal contacts of 10 or more teeth
with crowns, onlays, fixed partial dentures (bridges), or any

combination of these is considered to be full mouth

reconstruction under the DeltaCare USA program. Crowns,

onlays and fixed partial dentures associated with such a

treatment plan are not covered Benefits. This exclusion does

not eliminate the benefit for other covered services.

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

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

19. Treatment or extraction of primary teeth when exfoliation
(normal shedding and l0ss) isimminent.

Orthodontic Limitations

The DeltaCare USA program provides coverage for orthodontic

treatment plans provided through Contract Orthodontists. The

start-up fees and the cost to the Enrollee for the treatment plan are
listed in Schedule A, Description of Benefits and Copayments and

subject to the following:

1. Orthodontic trestment must be provided by a Contract
Orthodontist.

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

diagnosis, consultation, initial banding, 24 months of active

treatment, de-banding and the retention phase of treatment.
The retention phase includes the initial construction,

placement and adjustment to retainers and office visitsfor a

maximum of two years.

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

Should an Enrollee's coverage be cancelled or terminated
for any reason, and at the time of cancellation or termination
be receiving any orthodontic treatment, the Enrollee and not
Delta Dental will be responsible for payment of any balance
due for treatment provided after cancellation or termination.
In such a case the Enrollee's payment shall be based on a
maximum of $2,800.00 for covered dependent children to
age 19 and $3,000.00 for covered adults and dependent
children to age 23. The amount will be prorated over the
number of months to completion of the treatment and, will
be payable by the Enrollee on such terms and conditions as
are arranged between the Enrollee and the Contract
Orthodontist.

If treatment is not required or the Enrollee chooses not to
start treatment after the diagnosis and consultation have
been completed by the Contract Orthodontist, the Enrollee
will be charged a consultation fee of $25 in addition to
diagnostic record fees.

Three recementations or replacements of a bracket/band on
the same tooth or atotal of five rebracketings/rebandings on
different teeth during the covered course of treatment are
benefits. If any additional recementations or replacements of
brackets/bands are performed, the Enrolleeis responsible
for the cost at the Contract Orthodontist's "filed fees."

Comprehensive orthodontic treatment (Phase I1) consists of
repositioning all or nearly all of the permanent teeth in an
effort to make the Enrollee's occlusion asideal as possible.
This treatment usually requires complete fixed appliances;
however, when the Contract Orthodontist deemsiit suitable,
a European or removable appliance therapy may be
substituted at the same Copayment amounts as for fixed
appliances.

Orthodontic treatment in progressis limited to new
DeltaCare USA Enrollees who, at the time of their original
effective date, are in active treatment started under their
previous employer sponsored dental plan, as long as they
continue to be eligible under the DeltaCare USA program.
Active treatment means tooth movement has begun.
Enrollees are responsible for all Copayments and fees
subject to the provisions of their prior dental plan. Delta
Dental isfinancially responsible only for amounts unpaid by
the prior dental plan for qualifying orthodontic cases.

Orthodontic Exclusions

1

o wbd

Pre-, mid- and post-treatment records which include
cephalometric x-rays, tracings, photographs and study
models.

Logt, stolen or broken orthodontic appliances.
Retreatment of orthodontic cases.
Changes in treatment necessitated by accident of any kind.

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

Surgical proceduresincidental to orthodontic treatment.



Limitations and Exclusions of Benefits

10.

11.
12.

13.
14.

15.

Myofunctional therapy.

Surgical procedures related to cleft palate, micrognathia or
macrognathia.

Treatment related to temporomandibular joint disturbances.

Supplemental appliances not routinely used in typical
comprehensive orthodontics.

Restorative work caused by orthodontic treatment.

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

Extractions solely for the purpose of orthodontics.

Treatment in progress at inception of eligibility, unless
qualified for the orthodontic trestment in progress provision.
Composite bands, lingual adaptation of orthodontic bands

and other specialized or cosmetic aternatives to standard
fixed and removable orthodontic appliances.




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

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

In California, DeltaCare USA is underwritten and administered by Delta Dental of California.

Customer Service
800-422-4234

Monday through Friday
5a.m.to 6 p.m., Pacific time

Provided and Administered by:

Delta Dental of California
12898 Towne Center Drive

Cerritos, CA 90703-8579

www.wekeepyousmiling.com



