Individual Family or Child Only Plan
with
Pediatric Oral Essential Health Benefit

WELCOME

Delta Dental is pleased to provide important dental Benefits to all persons who néed coverage
for their families or children that include the pediatric essential health benefit. This policy
includes coverage of pediatric dental services as required under the federal Patient Protection
and Affordable Care Act.

This Policy is issued by Delta Dental of Arizona anddelivered in Arizona. All terms, conditions
and other provisions of this Policy are governed by Arizona law and applicable Federal law. All
Benefits are paid according to the terms, conditions, and provisions of this Policy. This Policy is
administered, at least in part, by Renaissance Life & Health.Insurance Company of America.
Delta Dental settles claims based upon a methodolegy which may be less than the provider’s
billed charge.

Please read this Policy carefully'and completely and refer to it should You have questions about
the dental coverage provided under the Policy. This Policy, along with your application and the
declaration page, is Our complete agreement with You and will govern the Benefits provided to
Covered Persons under this Palicy.. Each term in this Policy that is capitalized has a special
meaning and is defined in the“Definitions” section.

Your effective date.is <<xX/Xx/xxxx>>.
Your premium rate is <<Sxx.xx>> and is billed <<monthly, annually>>.

SPECIAL NOTE IF THIS POLICY WAS PURCHASED ON THE FEDERAL
MARKETPLACE EXCHANGE

If this dental coverage was purchased on the Federal Marketplace Exchange, rules and
standards set by the Exchange apply and may alter certain provisions of this Policy. Please
contact Delta Dental of Arizona or visit www.healthcare.gov for additional information.
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Important Notice Concerning Statements in the Application for Your Policy. Your application
is a part of this Policy and is attached. If the application is not complete or has an error, please
let Us know. If Your answers are incorrect or untrue, We may have the right to deny Benefits or

rescind Your Policy.

Your Right to Return this Policy. Please read this Policy immediately. If You‘are not satisfied
with it for any reason, You may notify Us within ten days of receiving it and any Premium paid
will be refunded. This Policy will then be void from the start.
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YOUR CHOICE OF PROVIDER

Delta Dental PPO plus Premier
All Benefits under this Policy are based on a Fee schedule for services in or out of network. We

will never pay more than the Fee minus the applicable Deductible and Coinsurance. The
Covered Person will be responsible for the applicable Deductible and Coinsurance Percentage
shown in the Summary of Benefits. The Covered Person will also be responsible for payment of
any Dental Procedures that are not Benefits under the Policy, regardlessiof whether they were
provided by a Delta Dental Provider.

Delta Dental Providers have agreed to accept the Fee as the full fee for the Benefit provided
and will not charge the Covered Person any fees other thanis/her Deductible'and Coinsurance
obligations under the Policy. In addition, Delta Dental Providers will submit claims-directly to
Delta Dental and Delta Dental will issue payment diréctly to the Delta Dental Provider.

If the Covered Person receives services from a Dentist who is not a Delta Dental Network
Provider, the Covered Person will be responsible for any.additional cost of treatment over the
Fee.

For information on Delta Dental PPO™ providers, visit.Delta Dental of Arizona’s website at
www.deltadentalaz.com/finds

SUMMARY OF BENEFITS

The Effective Date of this Policy will be determined by the date Delta Dental receives Your
application for coverage but no earlier than January 1, 2021.
e If requested and application received by the last day of the month, the effective
date will the first day of the following month.
e If your application is received after the last day of the month, the effective date
will'be the first day of the following month from the date your application was
received.

Additional special effective dates are included under the eligibility section of this contract.

For those Policyholders who have purchased this Policy on the Exchange, the effective date will
be determined by the exchange rules.
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Deductible Limitations

The deductible for dental procedures is shown in the list of benefits below for you and for each
covered dependent. The deductible period starts when your policy starts and continues through
the end of the Benefit Accumulation Period.

Orthodontic Benefits

This Policy does not provide an orthodontic Benefit except for the Medically Necessary
Orthodontic Services Benefit only for Covered Persons under the age of 19. < There is no
maximum benefit for Medically Necessary Orthodontic Services is not subject to limitation;
however, the deductible will apply.

Maximum Benefit

When you see a dentist in the PPO network, the maximum total Benefit for each Benefit
Accumulation Period for Dental Procedures is $1,000 for Covered.Persons over the age of 18.
When you see a dentist outside the PPO network, the maximum total Benefit for each Benefit
Accumulation Period for Dental Procedures is $750for Covered Persons overthe age of 18.
There is no maximum benefit for Covered Persons 18 and under.

Member Out-of-Pocket Costs

Your total out-of-pocket costs for services rendered to a Covered Person under the age of 19
from a Network dentist, will not exceed $350 per Benefit Accumulation Period. If there are two
or more Covered Persons under the age of 19 receiving Benefits under this Policy, the out-of-
pocket maximum for those Covered Persons is $700 per Benefit Accumulation Period. Only
deductibles and Coinsurance paid for the.Covered Person under the age of 19 will count toward
the out-of-pocket maximum. Amounts paid for Optional Procedures, non-covered benefits, and
balance billing do not.count towards the out-of-pocket maximum. There is no out-of-pocket
maximum for Covered Persons over the age of 18.

Schedule of Benefits, Limitations; Coverage, and Coinsurance Percentages
You areresponsible forpaying the deductible in each Benefit Accumulation Period.

This policy provides benefits according to the Coverage Percentage listed in the following chart,
after the deductible is paid.

In the following chart, if the Coverage Percentage shown is “80%,” Delta Dental will pay 80% of

the amount Delta Dental allows, after any deductibles are paid. In this case, the Coinsurance —
the amount the patient must pay —is 20%.
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SCHEDULE OF BENEFITS

e Benefits and coverage may vary based on patient’s age at date of service.

e A number of the services listed may be subject to Dental Review or an Alternate Benefit
may be paid. Please refer to the Optional Procedures section.

e All benefits are subject to the definitions, limitations, and exclusions in this policy and
are payable only when Delta Dental determines they are necessary for the care of
treatment of a covered condition and meet generally accepted dental protocols.

e Fixed bridges, partial/complete dentures or implants are provided where chewing
function is impaired due to missing teeth, limited to one per 60 months. A fixed bridge
or implant and implant-related procedures may be a Benefit if no more than two teeth
are missing in the dental arch in which the bridge is proposed. Delta Dental will provide
for replacement of missing teeth with the least elaborate procedure whenthree or
more teeth are missing in the dental arch.

Delta Dental Essential-Family or Child Only (Low option plan)

Deductible Applies to each covered person perbenefit accumulation period for Class
Amount 1, Class Il, Class Ill and Class'lV Services
$75 Children under age 19 (in or out of network)
$75 Adults and children age 19 and older (PPO network)
$100 Adults and children age 19 and older (non-PPO network)
6
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Coverage Class | Services Coverage Percentage

Percentage . . . i
3 (deductible applies to these services) Adults and Children age
Children under age 19 and older
19
In and out of In PPO Out of PPO
network Benefit network network
100% 100% 80%

D0120 Periodic oral evaluation - 6 month interval, combined with all eéxam codes

D0140 Limited oral evaluation - problem focused - 6 month interval, combined with all exam
codes

D0145 Oral evaluation for a patient under three years of agéand counseling with primary
caregiver — 6 month interval, combined with all exam codes

D0150 Comprehensive oral evaluation - 6 month interval, combined with all exam codes

D0180 Comprehensive periodontal evaluation - 6'month interval, combined with all exam
codes

D0210 Intraoral — complete series (including bitewings) 60 month interval, either individual
films or panoramic films

D0220 Intraoral - periapical first film, applies against cost of full mouth series or when done
as part of root canal

D0230 Intraoral - periapical - each additional film, applies against cost of full mouth series or
when done as part of root canal

D0240 Intraoral - occlusal film, appliesagainst cost of full mouth series or when done as part
of root canal

D0270 Bitewing —&ingle.film, Adult-1 set every 12 months / Children — 1 set every 6 months

D0272 Bitewings - two films, Adult-1 set every 12 months / Children — 1 set every 6 months

D0273 Bitewings - three films, Adult-1 set every 12 months / Children — 1 set every 6 months

D0274 Bitewings - four films, Adult-1 set every 12 months / Children — 1 set every 6 months
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Coverage Class | Services Coverage Percentage

Percentage . . . i
g (deductible applies to these services) Adults and Children age

Children under age 19 and older
19
In and out of In PPO Out of PPO
network Benefit network network
100% 100% 80%

D0277 Vertical bitewings — 7 to 8 films, Adult-1 set every 12 months / Children — 1 set every 6
months

D0330 Panoramic film, 60 month interval, either individual films or panoramic film

D0340 Cephalometric x-ray, once/lifetime, in conjunction with medically necessary
orthodontic treatment only

D0350 2D Oral/facial photographic images, once/lifetime, in cenjunction with medically
necessary orthodontic treatment only

D0391 Interpretation of diagnostic image by practitioner not associated with.€apture of the
image, including report, no frequency limit, but subject to policy

D0460 Pulp vitality tests

D0470 Diagnostic casts, in conjunction with medically necessary orthodontic treatment only

D0601 Caries risk assessment and documentation, with a finding of low risk

D0602 Caries risk assessment and documentation, with a finding of moderate risk

D0603 Caries risk assessment and documentation, with a finding of high risk disease

D1110 Prophylaxis — Adult, 6 month.interval, combined with periodontal maintenance

D1120 Prophylaxis — Child, 6' month interval, combined with periodontal maintenance

D1206 Topical fluoride varnish —Child, 6 month interval, limited to children under age 19

D1208 Topical application of fluoride = excluding varnish— Child, 6 month interval, limited to
children under age 19

D1351 Sealant - pertooth, limited:to the occlusal surface of permanent molars — Child, one
application.per tooth every.36 months, limited to children under age 19

D1352 Preventive Resin Restoration

D1353 Sealant repair — per tooth

D1510 Space maintainer — fixed — unilateral - Limited to children under age 19 (pediatric
coverage)

D1516 Space maintainer — fixed — bilateral, maxillary - Limited to children under age 19
(pediatric coverage)

D1517 Space maintainer — fixed — bilateral, mandibular — Limited to children under age 19
(pediatric coverage)

D1520 Space maintainer - removable — unilateral - Limited to children under age 19 (pediatric
coverage)

-D1526 Space maintainer — removable — bilateral, maxillary — Limited to children under age
19 (pediatric coverage)

P2021-APOEHB-Essential



Coverage Class | Services Coverage Percentage
Percentage Adults and Children age

(deductible applies to these services)

Children under age 19 and older
19
In and out of In PPO Out of PPO
network Benefit network network
100% 100% 80%

D1527 Space maintainer — removable — bilateral, mandibular — Limited to«children under age
19 (pediatric coverage)

D1550 Re-cement or re-bond space maintainer Limited to children under age 19 (pediatric
coverage)
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Services Not Covered

D0170 Re-evaluation - limited, problem focused (established patient; not post-operative
visit)

D0190 Screening of a patient

D0191 Assessment of a patient

D0250 Extraoral - first film, applies against cost of full mouth series or when done as part of
root canal

D0251 Estra-oral posterior ental radiographic image

D0290 Posterior-anterior or lateral skull and facial bone survey film, once/lifetime

D0310 Sialography

D0320 Temporomandibular joint arthrogram, including injection

D0321 Other temporomandibular joint radiographic images, by report

D0322 Tomographic survey

D0364 Cone beam CT capture and interpretation with limited field of view- less'than one
whole jaw

D0365 Cone beam CT capture and interpretation with field of view of one full dental arch-
mandible

D0366 Cone beam CT capture and interpretation with field of view of one full dental arch —
maxilla, with or without cranium

D0367 Cone beam CT capture and interpretation with field of view of both jaws; with or
without cranium

D0368 Cone beam CT capture and interpretation for TMJ series including two or more
exposures

D0369 MaxillofaciabiMRI capture and interpretation

D0370 Maxillofacial ultrasound capture and interpretation

D0371 Sialoendoscopy. capture and interpretation

D0380.Cone beam CT image capture with limited field of view — less than one whole jaw

D0381 Cone beam CT image capture with field of view of once full dental arch - mandible

D0382 Cone beam CT image capture with field of view of one full dental arch — maxilla, with
or without cranium

D0383 Cone beam.CT image capture with field of view of both jaws, with or without cranium

D0384 Cone beam CT image capture for TMJ series including two or more exposures.

D0385 Maxillofacial MRI image capture

D0386 Maxillofacial ultrasound image capture

D0393 Treatment simulation using 3D image volume

D0394 Digital subtraction of two or more images or image volumes of the same modality

D0395 Fusion of two or more 3D image volumes of one or more modalities

D0415 Bacteriologic studies for determination of pathologic agents

10
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Services Not Covered

D0416 Viral culture

D0417 Collection and preparation of saliva sample for laboratory diagnostic testing

D0418 Analysis of saliva sample

D0421 Genetic test for susceptibility to periodontal disease

D0422 Collection and preparation of genetic sample material for laboratory analysis and
report

D0423 Genetic test for susceptibility to diseases — specimen analysis

D0425 Caries susceptibility tests

D0431 Adjunctive diagnostic test that aids in detection of mucosal abnormalities including
premalignant, not to include cytology or biopsy procedures

D0472 Accession of tissue, gross examination, preparation and.transmission of written report

D0473 Accession of tissue, gross and microscopic examination, preparation and transmission
of written report

D0474 Accession of tissue, gross and microscopic examination, includingassessment of
surgical margins for presence of disease, preparation and transmission of written report

D0475 Decalcification procedure

D0476 Special stains for microorganisms

D0477 Special stains, not for microorganisms

D0478 Immunohistochemical-stains

D0479 Tissue in situ hybridization, including interpretation

D0480 Processing and interpretation of cytologic smears, including the preparation and
transmission of written report

D0481 Electron microscopy-diagnostic

D0482 Direct immunofluorescence

D0483 Indirect immunofluorescence

D0484 Consultation onslides prepared elsewhere

D0485 Consultation, including preparation of slides from biopsy material supplied by
referring source

D0486 Accession of brush biopsy sample, microscopic examination, preparation and
transmission of written report

D0502 Other oral pathology procedures, by report

D0999 Unspecified diagnostic procedure, by report

D1310 Nutritional counseling for control of dental

D1320 Tobacco counseling for the control and prevention of oral disease

D1330 Oral hygiene instructions

D1354 Interim caries arresting medicament application

11
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Services Not Covered

D1555 Removal of fixed space maintainer

D1999 Unspecified preventive procedure, by report

Coverage Class Il Services Coverage Percentage
Percentage . . . i
E (deductible applies to these services) Adults and Children age
Children 19 and older
under age 19
In and out of In PPO Out of PPO
network Benefit network network
60% 60% 50%

Class Il restorative treatment is only a covered benefit when the services performed meet
generally accepted standards of dental care.

D2140 Amalgam - one surface, primary or permanent

D2150 Amalgam - two surfaces, primary or permanent

D2160 Amalgam - three surfaces, primary or permanent

D2161 Amalgam - four or more surfaces, primary. or permanent

D2330 Resin—based composite - one surface, anterior

D2331 Resin-based composite=two surfaces, anterior

D2332 Resin-based composite - three surfaces, anterior

D2335 Resin-based composite - four or more surfaces or involving incisal angle (anterior)

D2390 Resin-based composite crown, anterior- 2-year interval, same tooth surface

D2391 Resin-based composite - one surface, posterior - 2-year interval, same tooth surface,
an alternate benefit will be provided

D2392 Resin-based composite - two surfaces, posterior - 2-year interval, same tooth surface,
an alternate benefit will'be provided

D2393 Resin-based composite - three surfaces, posterior - 2-year interval, same tooth
surface, an alternate benefit will be provided

D2394 Resin-based.composite - four or more surfaces, posterior — 2-year interval, same
tooth surface, an alternate benefit will be provided

D9110 Palliative (emergency) treatment of dental pain — minor procedure

D9310 Consultation (diagnostic service provided by dentist or physician other than
practitioner providing treatment), 6 month interval, combined with all exam codes

D9610 Therapeutic parenteral drug, single administration

D9930 Treatment of complications (post-surgical) — unusual circumstances, by report

12
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Services Not Covered

D2410 Gold foil - one surface

D2420 Gold foil - two surfaces

D2430 Gold foil - three surfaces

D9120 Fixed partial denture sectioning

D9430 Office visit for observation (during regularly scheduled hours) — no ather services
performed

D9440 Office visit — after regularly scheduled hours

D9612 Therapeutic parenteral drugs, two or more administrations, different‘/medications

D9630 Other drugs and/or medicaments, by report

D9910 Application of desensitizing medicament

D9911 Application of desensitizing resin for cervicaland/or root surface, per tooth

D9920 Behavior management, by report

13
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Coverage Class Il Services Coverage Percentage

Percentage . . . i
g (deductible applies to these services) Adults and Children age
Children under age 19 and older
19
In and out of In PPO Out of PPO
network Benefit network network
50% Not Not

Covered Covered

Class Ill restorative treatment is only a covered benefit when the services performed meet
generally accepted standards of dental care

Class Il prosthetic services are a covered benefit once every 60 months. Thisdincludes
replacement.

D0160 Detailed and extensive oral evaluation - problem focused, by report 6 monthfinterval,
combined with all exam codes

D2510 Inlay - metallic — one surface, one per 60 months, including replacement, an alternate
benefit will be provided

D2520 Inlay - metallic — two surfaces, one per 60 months, including replacement, an
alternate benefit will be provided

D2530 Inlay - metallic — three surfaces, one per 60 months, including replacement, an
alternate benefit will be provided

D2542 Onlay - metallic - two surfaces, one per 60 months, including replacement

D2543 Onlay - metallic - threessurfaces, one per 60 months, including replacement

D2544 Onlay - metallic - fourormore surfaces, one per 60 months, including replacement

D2610 Inlay - porcelain/ceramic - ohe surface, one per 60 months, including replacement, an
alternate benefit wilkbe provided

D2620 Inlay - porcelain/ceramic - two surfaces, one per 60 months, including replacement,
an alternate benefit will be provided

D2630 Inlay. - porcelain/ceramic - three or more surfaces, one per 60 months, including
replacément, an alternate benefit will be provided

D2642 Onlay - porcelain/ceramic - two surfaces, one per 60 months, including replacement

D2643 Onlay - porcelain/ceramic - three surfaces, one per 60 months, including replacement

D2644 Onlay - porcelain/ceramic - four or more surfaces, one per 60 months, including
replacement

D2650 Inlay - resin-based composite - one surface, one per 60 months, including
replacement, an alternate benefit will be provided

D2651 Inlay - resin-based composite - two surfaces, one per 60 months, including
replacement, an alternate benefit will be provided

13
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Coverage Class Il Services Coverage Percentage
Percentage Adults and Children age

(deductible applies to these services)

Children under age 19 and older
19
In and out of In PPO Out of PPO
network Benefit network network
50% Not Not
Covered Covered

D2652 Inlay - resin-based composite - three or more surfaces, one per 60 months, including
replacement, an alternate benefit will be provided

D2662 Onlay - resin-based composite - two surfaces, one per 60 months, including
replacement

D2663 Onlay - resin-based composite - three surfaces, oneder 60 months, including
replacement

D2664 Onlay - resin-based composite - four or more surfaces, one per 60 months, including
replacement

D2710 Crown - resin (indirect), one per 60 months, including replacement

D2712 Crown - 3/4 resin-based composite.(indirect), oneqper 60 months, including
replacement

D2720 Crown - resin with high noble metal, one per 60 months, including replacement

D2721 Crown - resin with predominantly base metal, one per 60 months, including
replacement

D2722 Crown - resin with noble metal, one.per 60 months, including replacement

D2740 Crown - porcelain/ceramic substrate, one per 60 months, including replacement

D2750 Crown - porcelainfused to high neble metal, one per 60 months, including
replacement

D2751 Crown - porcelain fused to predominately base metal, one per 60 months, including
replacement

D2752 Crown - porcelain fused to noble metal, one per 60 months, including replacement

D2780 Crown'= 3/4 cast high noble metal, one per 60 months, including replacement

D2781 Crown - 3/4 cast predominately base metal, one per 60 months, including
replacement

D2782 Crown =3/4 cast noble metal, one per 60 months, including replacement

D2783 Crown - 3/4 porcelain/ceramic, one per 60 months, including replacement

D2790 Crown - full cast high noble metal, one per 60 months, including replacement

D2791 Crown - full cast predominately base metal, one per 60 months, including
replacement

D2792 Crown - full cast noble metal, one per 60 months, including replacement

14
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Coverage Class Il Services Coverage Percentage

Percentage . . . i
g (deductible applies to these services) Adults and Children age
Children under age 19 and older
19
In and out of In PPO Out of PPO
network Benefit network network
50% Not Not

Covered Covered

D2794 Crown — titanium, one per 60 months, including replacement

D2910 Recement or re-bond inlay

D2915 Recement or re-bond cast or prefabricated post and core

D2920 Recement or re-bond crown

D2921 Reattachment of tooth fragment, incisal edge or cusp

D2929 Prefabricated porcelain/ceramic crown — primary tooth, one per tooth per 3 year
period

D2930 Prefabricated stainless steel crown - primary tooth, one per tooth per 3 year period

D2931 Prefabricated stainless steel crown~ permanent tooth, one per tooth per 3 year
period

D2932 Prefabricated resin crown, one per tooth per 3 year period

D2933 Prefabricated stainless steel crown with resin window, one per tooth per 3 year
period

D2934 Prefabricated esthetic coated stainless steel crown - primary tooth, one per tooth per
3 year period

D2940 Protective Restoration

D2941 Interim therapeuticrestoration-primary dentition

D2950 Core buildup;, including any pins when required

D2951 Pin retention -'per.tooth, in addition to restoration

D2952 Cast post and core in addition to crown

D2954 Prefabricated post.and core, in addition to crown

D2971 Additional procedures to construct new crown under existing partial denture
framework

D2980 Crown repair, necessitated by restorative material failure

D2981 Inlay repair, necessitated by restorative material failure

D2982 Onlay repair, necessitated by restorative material failure

D2983 Veneer repair, necessitated by restorative material failure

D2990 Resin infiltration of incipient smooth surface lesions.

15
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Coverage Class Il Services Coverage Percentage

Percentage . . . i
g (deductible applies to these services) Adults and Children age
Children under age 19 and older
19
In and out of In PPO Out of PPO
network Benefit network network
50% Not Not

Covered Covered

D3220 Therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal to the
dentinocemental junction and application of medicament, limited to primary teeth

D3221 Pulpal debridement, primary and permanent teeth

D3222 Partial pulpotomy for apexogenesis-permanent tooth with incomplete root
development

D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final
restoration),
limited to primary teeth

D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final
restoration)

D3310 Anterior root canal (excluding final restoration)

D3320 Bicuspid root canal (excluding final restoration)

D3330 Molar root canal (excluding final restoration)

D3333 Internal root repair of perforation defects

D3346 Retreatment of previous reot canal therapy-anterior

D3347 Retreatment of previous root canal therapy-bicuspid

D3348 Retreatment of previous root canal therapy-molar

D3351 Apexification/recalcification — initial visit (apical closure/calcific repair of perforations,
root resorption, etc.)

D3352Apexification/recalcification — interim medication replacement (apical closure/calcific
repair of perforations, reot resorption, etc.)

D3353 Apexification/recalcification - final visit (includes completed root canal therapy, apical
closure/calcific repair of perforations, root resorption, etc.)

D3355 Pulpal regeneration — initial visit

D3356 Pulpal regeneration — interim medication replacement

D3357 Pulpal regeneration — completion of treatment

D3410 Apicoectomy/periradicular surgery - anterior

D3421 Apicoectomy/periradicular surgery - bicuspid (first root)

16
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Coverage Class Il Services Coverage Percentage

Percentage . . . i
g (deductible applies to these services) Adults and Children age

Children under age 19 and older
19
In and out of In PPO Out of PPO
network Benefit network network
50% Not Not
Covered Covered

D3425 Apicoectomy/periradicular surgery - molar (first root)

D3426 Apicoectomy/periradicular surgery (each additional root)

D3430 Retrograde filling - per root

D3450 Root amputation - per root

D3920 Hemisection (including any root removal) - not.including root canal therapy

D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or bounded teeth
spaces, once per quadrant per 36 months

D4211 Gingivectomy or gingivoplasty - one to three teeth; once per quadrant per 36 months

D4212 Gingivectomy or gingivoplasty to allow access for restorative procedure, per tooth,
once per quadrant per 36 months

D4240 Gingival flap procedure, four or more teeth, once per quadrant per 36 months

D4241 Gingival flap procedure, includingroot planing - one to three teeth, per quadrant,
once per quadrant per 36 months

D4245 Apically positioned flap, once per quadrant per 36 months

D4249 Clinical crown lengthening-hard tissue.

D4260 Osseous surgery (including elevation of full thickness flap closure), four or more
contiguous teeth or boundéd teeth spaces per quadrant, once per quadrant per 36 months

D4261 Osseous surgery (including elevation of a full thickness flap closure) - one to three
teeth, per quadrant, once per quadrant per 36 months

D4263 Bone replacement graft - first site in quadrant, once per quadrant per 36 months

D4264 Bone replacement graft - each additional site in quadrant, once per quadrant per 36
months

D4265 Biologic materials to aid in soft and osseous tissue regeneration, once per quadrant
per 36 months

D4266 Guided tissue regeneration - resorbable barrier, per site, once per quadrant per 36
months

D4267 Guided tissue regeneration - nonresorbable barrier, per site (includes membrane
removal), once per quadrant per 36 months
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D4270 Pedicle soft tissue graft procedure.

D4273 Subepithelial connective tissue graft procedures (including donor site surgery).

D4274 Distal or proximal wedge procedure (when not performed in conjunction with surgical
procedures in the same anatomical area), once per quadrant per 36 months

D4275 Soft tissue allograft, once per quadrant per 36 months

D4276 Combined connective tissue and double pedicle graft, once per quadrant per 36
months

D4277 Free soft tissue graft procedure (including donor site surgery), first tooth or
edentulous tooth position in graft.

D4278 free soft tissue graft procedure (including donor site surgery), each additional
contiguous tooth or edentulous tooth position in'same graft site.

D4283 Autogenous connectivertissue graft procedure (including donor and recipient surgical
sites) first tooth, implant or'edentulous.tooth position Once per quadrant per 36 months

D4285 Non-autogenous connective tissue graft procedure (including recipient surgical site
and donor material) each additional contiguoustooth, implant or edentulous tooth position
in same graft site Once per quadrant per.36 months

D4341 Periodontal'scaling androot planning-four or more teeth per quadrant, once per
quadrant per 24 months

D4342 Periodontal scaling@and root planning-one to three teeth, per quadrant, once per
quadrant per 24 months

D4355 Full mouthrdebridement to enable comprehensive evaluation and diagnosis, one per
lifetime

D4910 Periodontal maintenance

Adults: 6 month interval, combined with periodontal maintenance or regular adult
prophylaxis

Pediatric: 4 in 12 months combined with prophylaxis, after completion of active periodontal
therapy

D4920 Unscheduled dressing change (by someone other than the treating dentist or their
staff)

D5110 Complete denture — maxillary, one per 60 months, including replacement
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D5120 Complete denture — mandibular, one per 60 months, including réplacement

D5130 Immediate denture — maxillary, one per 60 months, including replacement

D5140 Immediate denture — mandibular, one per 60 months, including replacement

D5211 Maxillary partial denture - resin base (including any cenventional clasps, restsand
teeth), one per 60 months, including replacement

D5212 Mandibular partial denture - resin base (including any conventional clasps, rests and
teeth), one per 60 months, including replacement

D5213 Maxillary partial denture - cast metal framework with resin denture base (including
any conventional clasps, rests and teeth), one per 60.months, including replacement

D5214 Mandibular partial denture - cast metal framework with resin denture base (including
any conventional clasps, rests and teeth), one per 60 months, including replacement

D5221 Immediate maxillary partial denture — resin base (including any conventional clasps,
rests and teeth) one per 60 months, including replacement

D5222 Immediate mandibular partial denture - resin base (including any conventional clasps,
rests and teeth) one per 60 months, including replacement

D5223 Immediate maxillary partial denture — cast metal framework with resin denture bases
(including any conventional clasps, rests and teeth) one per 60 months, including
replacement

D5224 Immediate mandibular partial denture — cast metal framework with resin denture
bases (including any conventional clasps, rests and teeth) one per 60 months, including
replacement

D5225 Maxillary partial denture - flexible base (including any clasps, rests and teeth), one per
60 months,including replacement

D5226 Mandibular partial denture - flexible base (including any clasps, rests and teeth), one
per 60 months, including replacement

D5282 Removable unilateral partial denture — one piece cast metal (including clasps and
teeth), maxillary, one per 60 months, including replacement

D5283 Removable unilateral partial denture — one piece cast metal (including clasps and
teeth), mandibular, one per 60 months, including replacement

D5410 Adjust complete denture — maxillary

D5411 Adjust complete denture — mandibular
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D5421 Adjust partial denture — maxillary

D5422 Adjust partial denture — mandibular

D5511 Repair broken complete denture base, mandibular

D5512 Repair broken complete denture base, maxillary

D5520 Replace missing or broken teeth - complete denture (each tooth)

D5611 Repair resin partial denture base, maxillary.

D5612 Repair resin partial denture base, mandibular

D5621 Repair case partial framework, mandibular

D5622 Repair cast partial framework, maxillary

D5630 Repair or replace broken clasp

D5640 Replace broken teeth - per tooth

D5650 Add tooth to existing‘partial.denture

D5660 Add clasp to existing partial denture

D5670 Replace all teeth and acrylic on cast metal framework (maxillary), one per 60 months,
including replacement

D5671 Replace all teeth and acrylic on cast metal framework (mandibular), one per 60
months, including replacement

D5710 Rebase complete maxillary denture, once per 36 months

D5711 Rebase complete mandibular denture, once per 36 months

D5720 Rebase maxillary partial denture, once per 36 months

D5721 Rebase mandibular partial denture, once per 36 months

D5730 Reline complete maxillary denture (chairside), once per 36 months

D5731 Reline complete mandibular denture (chairside), once per 36 months

D5740 Reline maxillary partial denture (chairside), once per 36 months

D5741 Reline mandibular partial denture, (chairside), once per 36 months

D5750 Reline complete maxillary denture (laboratory), once per 36 months

D5751 Reline complete mandibular denture (laboratory), once per 36 months
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D5760 Reline maxillary partial denture (laboratory), once per 36 months

D5761 Reline mandibular partial denture (laboratory), once per 36 months

D5850 Tissue conditioning, maxillary, twice in 36 months

D5851 Tissue conditioning, mandibular, twice in 36 months

D6010 Endosteal Implant, one per 60 months, including replacement

D6012 Surgical placement of interim implant body, onhe per. 60 months, including
replacement

D6013 Surgical placement of mini implant, one per60 months, including replacement

D6040 Postal implant, one per 60 monthsyincluding replacement

D6050 Transosteal \implant, Including hardware, one per 60 months, including replacement

D6055 Connecting bar —implant or abutment supperted, one per 60 months, including
replacement

D6056 Prefabricated abutmeént, one. per 60 months, including replacement

D6057 Custom fabricated abutment — includes placement one per 60 months, including
replacement

D6058 Abutment supperted porcelain/eeramic crown, one per 60 months, including
replacement

D6059 Abutment supported porcelain fused to metal crown (high noble metal), one per 60
months including replacement

D6060 Abutment supparted porcelain fused to metal crown (predominantly base metal), one
per 60 months,.including replacement

D6061 Abutment supported porcelain fused to metal crown (noble metal), one per 60
months, including replacement

D6062 Abutment supported cast metal crown (high noble metal), one per 60 months,
including replacement

D6063 Abutment supported cast metal crown (predominantly base metal), one per 60
months, including replacement

D6064 Abutment supported cast metal crown (noble metal), one per 60 months, including
replacement
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D6065 Implant supported porcelain/ceramic crown, one per 60 months, including
replacement

D6066 Implant supported porcelain fused to high metal crown, one per 60.moénths, including
replacement

D6067 Implant supported metal crown, one per 60 months, including replacement

D6068 Abutment supported retainer for porcelain/ceramic fixed partial denture, one per 60
months, including replacement

D6069 Abutment supported retainer for porcelain fused to high noble metal fixed partial
denture, one per 60 months, including replacement

D6070 Abutment supported retainer forgorcelain fused to predominately base metal fixed
partial denture, one per 60 months, including replacement

D6071 Abutment supported retainer for porcelain fused to noble metal fixed partial denture,
one per 60 months, including replacement

D6072 Abutment supporteddetainer for cast high noble metal fixed partial denture, one per
60 months, including replacement

D6073 Abutment supported retainer for predominately base metal fixed partial denture, one
per 60 months, including replacement

D6074 Abutment supported.retainer for cast noble metal fixed partial denture, one per 60
months, including replacement

D6075 Implant supported retainer for ceramic fixed partial denture, one per 60 months,
including replacement

D6076 Implant supported retainer for porcelain fused to high noble metal fixed partial
denture;oneper 60 months, including replacement

D6077 Implant supported retainer for cast metal fixed partial denture, one per 60 months,
including replacement

D6080 Implant.maintenance procedures, one per 60 months, including replacement

D6090 Repair implant prosthesis, by report

D6091 Replacement of semi-precision or precision attachment, one per 60 months, including
replacement

D6092 Recement or re-bond implant/abutment supported crown, one by same dental office
after 6 months
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D6093 Recement or re-bond implant/abutment supported fixed partialdenture, one by same
dental office after 6 months

D6094 Abutment supported crown — titanium, one per 60 months, including replacement

D6095 Repair implant abutment

D6100 Implant removal

D6101 Debridement of a peri-implant defect or defectsisurrounding a single implant, and
surface cleaning of the exposed implant surfaces,including flap entry and closure, one per 36
months

D6102 debridement and osseous contouring of a peri-implant defect or defects surrounding
a single implant and includes surface cleaning of the exposed implant surfaces, including flap
entry and closure, one per 36 months

D6103 bone graft for repair of peri-implant defect = does not include flap entry and closure.
Placement of a barrier membrane.or biologic materials to aid in osseous regeneration are
reported separately

D6104 Bone graft at time of placement

D6110 Implant / abutment supported removable denture for edentulous arch - maxillary

D6111 Implant / abutment supported removable denture for edentulous arch - mandibular

D6112 Implant / abutment.supported removable denture for partially edentulous arch -
maxillary

D6113 Implant / abutment supported removable denture for partially edentulous arch -
mandibular

D6114 Implant / abutment supported fixed denture for edentulous arch - maxillary

D6115 Implant / abutment supported fixed denture for edentulous arch - mandibular

D6116 Implant /'abutment supported fixed denture for partially edentulous arch - maxillary

D6117 Implant / abutment supported fixed denture for partially edentulous arch -
mandibular

D6190 Implant Index, one per 60 months, including replacement

D6194 Abutment supported retainer crown for fixed partial denture — titanium, one per 60
months, including replacement
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D6205 Pontic - indirect resin based composite, one per 60 months, including replacement

D6210 Pontic - cast high noble metal, one per 60 months, including replacement

D6211 Pontic - cast predominately base metal, one per 60 months, including replacement

D6212 Pontic - cast noble metal, one per 60 months, including replacement

D6214 Pontic — titanium, one per 60 months, including replacement

D6240 Pontic - porcelain fused to high noble metal, ené per 60 months, including
replacement

D6241 Pontic - porcelain fused to predominately base metal, one per 60 months, including
replacement

D6242 Pontic - porcelain fused to noble metal, one per 60 months, including replacement

D6245 Pontic - porcelain/ceramic, one per 60 months, including replacement

D6250 Pontic - resin with high noble metal, one per 60 months, including replacement

D6251 Pontic - resin with prédominantly base metal, one per 60 months, including
replacement

D6252 Pontic - resin with noble metal, one per 60 months, including replacement

D6545 Retainer - ¢ast metal for resin‘bonded fixed prosthesis, one per 60 months, including
replacement

D6548 Retainer - porcelain/ceramic for resin bonded fixed prosthesis, one per 60 months,
including replacement

D6600 Inlay - porcelain/ceramic, two surfaces, one per 60 months, including replacement, an
alternate benefit:will be provided

D6601 Inlay - porcelain/ceramic, three or more surfaces, one per 60 months, including
replacement, an alternate benefit will be provided

D6602 Inlay - cast high noble metal, two surfaces, one per 60 months, including replacement,
an alternate benefit will be provided

D6603 Inlay - cast high noble metal, three or more surfaces, one per 60 months, including
replacement, an alternate benefit will be provided

D6604 Inlay - cast predominantly base metal, two surfaces, one per 60 months, including
replacement, an alternate benefit will be provided

D6605 Inlay - cast predominantly base metal, three or more surfaces, one per 60 months,
including replacement, an alternate benefit will be provided
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D6606 Inlay - cast noble metal, two surfaces, one per 60 months, including replacement, an
alternate benefit will be provided

D6607 Inlay - cast noble metal, three or more surfaces, one per 60 months, including
replacement, an alternate benefit will be provided

D6608 Onlay - porcelain/ceramic, two surfaces, one per 60/months, including replacement

D6609 Onlay - porcelain/ceramic, three or more surfaces, one per 60 months, including
replacement

D6610 Onlay - cast high noble metal, two surfaces, one per 60 months;.inclading
replacement

D6611 Onlay - cast high noble metal, three or more surfaces, one per 60 months, including
replacement

D6612 Onlay - cast predominantly base metal, two surfaces, one per 60 months, including
replacement

D6613 Onlay - cast predominantly base metal, three or more surfaces, one per 60 months,
including replacement

D6614 Onlay - cast noble metal, two surfaces, one per 60 months, including replacement

D6615 Onlay - castthoeble metal, three or more surfaces, one per 60 months, including
replacement

D6624 Inlay — titanium, one per 60.months, including replacement, an alternate benefit will
be provided

D6634/0nlay — titanium, one per 60 months, including replacement

D6710 Crown - indirect resin based composite, one per 60 months, including replacement

D6720 Crown - resin with high noble metal, one per 60 months, including replacement

D6721 Crown - resin/'with predominantly base metal, one per 60 months, including
replacement

D6722 Crown - resin with noble metal, one per 60 months, including replacement

D6740 Crown - porcelain/ceramic, one per 60 months, including replacement

D6750 Crown - porcelain fused to high noble metal, one per 60 months, including
replacement

D6751 Crown - porcelain fused to predominately base metal, one per 60 months, including
replacement
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D6752 Crown - porcelain fused to noble metal, one per 60 months, including replacement

D6780 Crown - 3/4 cast high noble metal, one per 60 months, including replacement

D6781 Crown - 3/4 cast predominately base metal, one per 60 months, including
replacement

D6782 Crown - 3/4 cast noble metal, one per 60 months, including replacement

D6783 Crown - 3/4 porcelain/ceramic, one per 60 months, including replacement

D6790 Crown - full cast high noble metal, one per60 months, including replacement

D6791 Crown - full cast predominately base metal)one per 60 months, including
replacement

D6792 Crown - full cast noble metal, one per 60 months, including replacement

D6794 Crown — titanium, one per 60 months, including replacement

D6930 Recement or re-bond fixed partial denture

D6980 Fixed partial denturesepair

D7111 Coronal remnants - deciduous tooth

D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal)

D7210 Surgical removal of erupted tooth.requiring removal of bone and/or sectioning of
tooth, and including elevation of. mucoperiosteal flap if indicated

D7220 Removal of impactedtooth - soft tissue

D7230'Removal of impacted tooth - partially bony

D7240 Removal.of.impacted tooth - completely bony

D7241 Removal of impacted tooth - completely bony, with unusual surgical complications

D7250 Surgical removal of residual tooth roots (cutting procedure)

D7251 Coronectomy - intentional partial tooth removal

D7260 Oroantral fistula closure

D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or displaced tooth

D7280 Surgical access of an unerupted tooth

D7310 Alveoloplasty in conjunction with extractions - per quadrant
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D7311 Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per
quadrant

D7320 Alveoloplasty not in conjunction with extractions - per quadrant

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

D7471 Removal of lateral exostosis (maxilla or mandible)

D7510 Incision and drainage of abscess - intraoral soft tissue

D7511 Incision and drainage of abscess - intraoral soft tissue - complicated (includes drainage
of multiple fascial spaces)

D7520 Incision and drainage of abscess - extraoral softitisSsue

D7521 Incision and drainage of abscess - extraoral soft tissue - complicated (includes drainage of
multiple fascial spaces)

D7910 Suture of recent small wounds up to 5.cm

D7921 Collection and application.of autologous blood concentrate

D7953 Bone replacement graft for ridgepreservation — per site

D7960 Frenulectomy - also known as frenectomy or frenotomy - separate procedure not
incidental to anotherprocedure

D7963 frenuloplasty

D7970 Excision of hyperplastic tissue - per arch

D7971 Excision of pericoronal gingiva

D7972 Surgical reduction of fibrous tuberosity

D9220 Deepsedation/general anesthesia - first 30 minutes

D9221 Deep sedation/general anesthesia - each additional 15 minutes

D9223 Deep sedation / general anesthesia — each 15 minute increment

D9222 Deep sedation / general anesthesia — first 15 minutes

D9239 Intravenous moderate conscious sedation/analgesia — first 15 minutes

D9241 Intravenous moderate conscious sedation/analgesia - first 30 minutes

D9242 Intravenous moderate conscious sedation/analgesia - each additional 15 minutes

D9243 Intravenous moderate (conscious) sedation/analgesia — each 15 minute interval
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D9944 Occlusal guard — hard appliance, full arch — 1 in 12 months fof patients 13'and older

D9945 Occlusal guard — soft appliance, full arch — 1 in 12 months for patients13 and older

D9946 Occlusal guard — hard appliance, partial arch — 1 in 12 months for patients 13 and
older

D9942 Repair and/or reline of occlusal guard

D9943 Occlusal guard adjustment

D9999 Unspecified adjunctive procedure, by report
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D2799 Provisional crown

D2949 Restorative foundation for an indirect restoration

D2953 Each additional cast post - same tooth

D2955 Post removal

Services Not Covered

D2957 Each additional prefabricated post - same tooth

D2960 Labial veneer (resin laminate) — chairside, one per 60 months, including replacement;
must meet the criteria for a crown

D2961 Labial veneer (resin laminate) — laboratory, one per 60 months, including
replacement; must meet the criteria for a crown

D2962 Labial veneer (porcelain laminate) - laboratory

D2970 Temporary crown (fractured tooth)

D2975 Coping

D2999 Unspecified restorative procedure, by report

D3110 Pulp cap - direct (excluding final restoration)

D3120 Pulp cap - indirect (excluding final restoration)

D3331 Treatment of root canal obstruction; non-surgical access

D3332 Incomplete endodontic therapy; inoperable or fractured tooth

D3427 Periradicular surgery without.apicoectomy

D3428 Bone graftdn conjunction with periradicular surgery - per tooth; single site

D3429 Bone graft in conjunction with periradicular surgery - each additional contiguous
tooth in same surgical site

D3431 Biologic materials to aid in soft and osseous tissue regeneration in conjunction with
periradicular surgery

D3432 Guided tissue.regeneration, resorbable barrier, per site in conjunction with
periradicular surgery

D3460 Endodontic implant

D3470 Intentional reimplantation

D3910 Surgical procedure for isolation of tooth

D3950 Canal preparation

D3999 Unspecified endodontic procedure, by report

D4230 Anatomical crown exposure 4 or more teeth
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D4231 Anatomical crown exposure 1-3 teeth

D4268 Surgical revision procedure, per tooth, once per quadrant per 36 months

D4320 Provisional splinting — intracoronal

D4321 Provisional splinting — extracoronal

D4381 Localized delivery of chemotherapeutic agents via a controlled release vehicle into
diseased crevicular tissue, per tooth, by report

D4921 Gingival irrigation - per quadrant

D4999 Unspecified periodontal procedure, by report

D5810 Interim complete denture (maxillary)

D5811 Interim complete denture (mandibular)

D5820 Interim partial denture (maxillary)

D5821 Interim partial denture (mandibular)

D5862 Precision attachment

D5863 Overdenture - complete maxillary

D5864 Overdenture - partial maxillary

D5865 Overdenture - complete mandibular

D5866 Overdenture - partial mandibular

D5867 Replacement Precision Attachment

D5875 Modification of removable prosthesis following implant surgery

D5899 Unspecified removable prosthodontic procedure, by report

D5911 Facial moulage (sectional)

D5912 Facial moulage (complete)

D5913 Nasal prosthesis

D5914 Auricular prosthesis

D5915 Orbital prosthesis

D5916 Ocular prosthesis

D5919 Facial prosthesis

D5922 Nasal septalprosthesis

D5923 Qcular prosthesis, interim

D5924 Cranial prosthesis

D5925 Facial augmentation implant

D5926 Nasal prosthesis, replacement

D5927 Auricular prosthesis, replacement

D5928 Orbital prosthesis, replacement

D5929 Facial prosthesis, replacement

D5931 Obturator prosthesis, surgical

D5932 Obturator prosthesis, definitive
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D5933 Obturator prosthesis, modification

D5934 Mandibular resection prosthesis with guide flange

D5935 Mandibular resection prosthesis without guide flange

D5936 Obturator prosthesis, interim

D5937 Trismus appliance

D5951 Feeding aid

D5952 Speech aid prosthesis, pediatric

D5953 Speech aid prosthesis, adult

D5954 Palatal augmentation prosthesis

D5955 Palatal lift prosthesis, definitive

D5958 Palatal lift prosthesis, interim

D5959 Palatal lift prosthesis, modification

D5960 Speech aid prosthesis, modification

D5982 Surgical stent

D5983 Radiation carrier

D5984 Radiation shield

D5985 Radiation cone locator

D5986 Fluoride gel carrier

D5987 Commissure splint

D5988 Surgical splint

D5991 Vesiculobullous disease medicament carrier

D5992 Adjust maxillofacial prosthetic appliance, by report

D5993 Maintenance.and cleaning of amaxillofacial prosthesis (extra or intraoral) other than
required adjustments, by report

D5994 Periodontal medicament carrier with peripheral seal - laboratory processed

D5999 Unspecified maxillofacial prosthesis, by report

D6011 Second stage implant surgery

D6051 Interim abutment

D6052 Semi-precision attachment abutment

D6199 Unspecified implant procedure, by report

D6253 Provisional pontic

D6793 Provisional retainer crown — further treatment or completion of diagnosis necessary
prior to final impression

D6920 Connector bar

D6940 Stress breaker

D6950 Precision attachment

D6975 Coping-metal
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D6985 Pediatric partial denture, fixed, one per 60 months, including replacement

D6999 Unspecified fixed prosthodontic procedure, by report

D7261 Primary closure of a sinus perforation

D7272 Tooth transplantation (includes reimplantation from one site to another and splinting
and/or stabilization)

D7282 Mobilization of erupted or malpositioned tooth to aid eruption

D7283 Placement of device to facilitate eruption of impacted tooth

D7288 Brush biopsy - transepithelial

D7290 Surgical repositioning of teeth

D7291 Transseptal fiberotomy/supra crestal fiberotomy, by report

D7285 Incisional biopsy of oral tissue - hard

D7286 Biopsy of oral tissue — soft

D7287 Exfoliative cytological sample colléction

D7292 Surgical replacement screw retained

D7293 Surgical replacement w/surgical flap

D7294 Surgical replacement without the surgical flap

D7295 Harvest of bone for use in autogenous grafting procedure

D7340 Vestibuloplasty - ridge extension (secondary epithelialization)

D7350 Vestibuloplasty.- ridge extension (including soft tissue grafts, muscle reattachment,
revision of soft tissue attachment and management of hypertrophied and hyperplastic
tissue)

D7410 Excision of benign lesion up ta 1.25 cm

D7411 Excision of benign lesion greater than 1.25 cm

D7412 Excision.of-benign lesion, complicated

D7413 Excision of malignant lesion up to 1.25 cm

D7414 Excision of malignant lesion greater than 1.25 cm

D7415 Excision.of malignant lesion, complicated

D7465 Destruction of lesion (by report)

D7440 Excision of malignant tumor - lesion diameter up to 1.25 cm

D7441 Excision of malignant tumor - lesion diameter greater than 1.25 cm

D7450 Removal of benign odontogenic cyst or tumor - lesion diameter up to 1.25 cm

D7451 Removal of benign odontogenic cyst or tumor - lesion diameter greater than 1.25 cm

32

P2021-APOEHB-Essential



Services Not Covered

D7460 Removal of benign lesion up to 1.25

D7461 Removal of Benign lesion greater than 1.25

D7472 Removal of torus palatinus

D7473 Removal of torus mandibularis

D7485 Surgical reduction of osseous tuberosity

D7490 Radical resection of maxilla or mandible

D7530 Removal of foreign body

D7540 Removal of reaction producing the foreign body

D7550 Partial ostectomy

D7560 Maxillary sinusotomy

D7610 Maxilla - open reduction

D7620 Makxilla - closed reduction

D7630 Mandible - open reduction (simple)

D7640 Mandible - closed reduction (simple)

D7650 Open reduction (simple)

D7660 Closed reduction (simple)

D7670 Alveolus closed reduction (simple)

D7671 Alveolus - open reduction (simple)

D7680 Facial bones (simple)

D7710 Maxilla - open reduction

D7720 Maxilla - closed reduction

D7730 Mandible ¢ openireduction

D7740 Mandible - closed reduction

D7750 Malar and/or zygomatic arch - open reduction

D7760Malar and/or zygematic arch - closed reduction

D7770 Alveolus - open reduction stabilization of teeth

D7771 Alveolus - closed reduction stabilization of teeth

D7780 Facial bones (compound)

D7810 TMIJ open reduction

D7820 TMJ closed reduction

D7830 TMJ manipulation

D7840 Condylectomy

D7850 Surgical discectomy

D7852 Disc repair
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Services Not Covered

D7854 Synovectomy

D7856 Myotomy

D7858 Joint reconstruction

D7860 Arthrotomy

D7865 Arthroplasty

D7870 Arthocentesis

D7871 Non-arthroscopic

D7872 Arthroscopy - with or without biopsy

D7873 Arthoscopy surgical adhesions

D7874 Arthoscopy surgical disc

D7875 Arthroscopy - surgical: synovectomy

D7876 Arthroscopy - surgical: discectomy

D7877 Arthroscopy - surgical: debridement

D7880 TMJ appliance

D7881 Occlusal orthotic device adjustment

D7899 TMIJ Therapy

D7911 Complicated suture - up to 5 cm

D7912 Complicated suture - greater than 5 cm

D7920 Skin graft

D7940 Osteoplasty deformities

D7941 Osteotomy - mandibularrami

D7943 Osteotomy.<mandibular rami with bone graft

D7944 Osteotomy.- segmented

D7945 Osteotomy - body of mandible

D7946 LeFort | (maxilla - total)

D7947 LeFort | (maxilla - segmented)

D7948 Lefort ll.orkefortlll without bone graft

D7949 Lefort Il or Lefort III'with bone graft

D7950 Bone graft - mandible or face

D7951 Sinus augmentation with bone or bone substitutes

D7952 sinus augmentation via a vertical approach

D7953 Bone replacement graft for ridge preservation - per site

D7955 Repair of maxillofacial soft and/or hard tissue defect

D7980 Sialolothotomy

D7981 Excision of salivary gland
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Services Not Covered

D7982 Sialodochoplasty

D7983 Closure of salivary fistula

D7990 Emergency tracheotomy

D7991 Coronoidectomy

D7995 Synthetic graft

D7996 Implant - mandible for augmentation purposes

D7997 Appliance removal

D7998 Intraoral placement of a fixation device

D7999 Unspecified oral surgery procedure, by report

D9210 Local anesthesia not in conjunction with operative or surgical procedures

D9211 Regional block anesthesia

D9212 Trigeminal division block anesthesia

D9215 Local anesthesia

D9230 Analgesia, anxiolysis, inhalation of nitrous oxide

D9248 Non-intravenous moderate conscious sedation

D9410 House/extended care facility call

D9420 Hospital call

D9450 Case presentation

D9941 Fabrication of athletic mouthguard

D9950 Occlusion analysis - mounted case

D9951 Occlusal adjustment -limited

D9952 Occlusal adjustment - complete

D9970 Enamel mieroabrasion

D9971 Odontoplasty 1-2 teeth

D9972 External bleaching - per arch

D9973 External bleaching - per tooth

D9974 Internal bleaching - per tooth

D9975 External bleaching for home application, per arch; includes materials and fabrication
of custom trays

D9985 Sales tax

D9986 Missed Appointment

D9987 Cancelled appointment
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Coverage Class IV Services —Medically Necessary Coverage Percentage

Percentage Orthodontic Services: Adults and Children age 19
Child d . . . d old
: renlugn e (deductible applies to these services) and older
In and out of In PPO Out of PPO
network Benefit network network
50% Not Not
covered covered

Orthodontic procedure codes which may be covered are:
8010,8020,8030,8040,8050,8060,8070,8080,8090,8210,8220,8660,8670,8680,8690,8999

Does not include services to alter vertical dimension and/or restore or maintain the
occlusion. Such procedures include, but are not limited to, equilibration, periodontal
splinting, full mouth rehabilitation, and restoration for misalignment of teeth:

Predetermination of benefits from Delta Dental isirequired for Medically Necessary
Orthodontic Services to be a Benefit under this Policy.

OPTIONAL PROCEDURES

Delta Dental will pay the Fee'for the least expensive Dental Procedure that is adequate to
restore the tooth or dental arch torcontour and function, but only if that Dental Procedure is a
Benefit under this Policy. Covered Persons will'be responsible for the remainder of the
Provider’s fee if a moreexpensive Dental.Procedure is selected, and this amount will not apply
to the member out-of-pocket maximum. The Coinsurance and Deductible will apply regardless
of which Dental Procedure is selected.

DEFINITIONS

The “Benefit Accumulation Period” begins on the Effective Date of this Policy and continues
through the end of the calendar year.

“Benefit” or “Benefits” means those Dental Procedures that are covered by Delta Dental under
the terms of the Policy, as specified in the Summary of Benefits section of this Policy.

“Coinsurance” means the percentage of the Fee paid by the Covered Person for a specific
Benefit each time that Benefit is provided under Your Policy.
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“Coverage Percentage” means the percentage of the Fee paid by Delta Dental for a specific
Benefit, as specified in the Summary of Benefits chart in this Policy.

“Covered Person” means a person who (a) is listed on the application that is a part of this
Policy; (b) has been accepted by Delta Dental for coverage; and (c) for whom the appropriate
Premium has been paid.

“Deductible” means the specified dollar amount that a Covered Person is required to pay each
Benefit Accumulation Period before Delta Dental will pay Benefits, as specified in the Summary
of Benefits section of this Policy.

“Delta Dental” means Delta Dental of Arizona

“Delta Dental PPO Provider” means any Provider who has entered into a Delta Dental of
Arizona PPO provider agreement to provide or arrange for the provision of Dental Procedures
to Covered Persons and who abides by such uniform.rules and regulations as prescribed by
Delta Dental.

“Dental Emergency” means a sudden, serious dental condition caused by an accident or dental
disease that, if not treated immediately, would.result in serious harm to the dental health of
the Covered Person.

“Dental Procedure” means dental treatment'provided to a Covered Person by a Provider and
reported to Delta Dental using the Code on Dental Procedures and Nomenclature (CDT).
“Eligible Dependent” means a person meeting the eligibility requirements under “Policyholder’s

Eligible Dependents” in the “Eligibility” section of this Policy.

“Exchange”.means the federally facilitated marketplace, which may be accessed at
www.héalthcare.gov.

“Fee” meanstthe total dollar amount allowed under the Policy for a specific Benefit. The Fee will
be reduced by any Deductible and Coinsurance the Covered Person or his/her representative is
required to pay.

“Medically Necessary Orthodontic Services” does not include services to alter vertical
dimension and/or restore or maintain the occlusion. Such procedures include, but are not
limited to, equilibration, periodontal splinting, full mouth rehabilitation, and restoration for
misalignment of teeth.

“Out-of-Network Provider” means a Provider who is not a member of the Delta Dental network
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“Policy” means this Policy, the Schedule of Benefits, the declaration page, any endorsements,
and the completed application attached to this Policy.

“Policyholder” means a person who (a) has completed and signed the application necessary for
coverage of the persons listed on the application, (b) has been accepted by Delta Dental for this
Policy, and (c) who has paid the appropriate Premium.

“PPO” means a preferred provider organization.

“Premium” means the total monthly fee due for this Policy. A Policyholder’s Premium will be
based on the Rate and the number of Covered Persons.

“Premium Payment Period” means the period of time for which.the Policyholder chooses to pay
Premium. The Policyholder may choose a Premium Payment Period of a month, sixmonths or
one year.

“Dentist” A natural person licensed to practice dentistry within the jurisdiction in which a
Dental Procedure was provided.

“Rate” means the monthly fee required for each Covered Person in accordance with the terms
of the Policy.

“Summary of Benefits” is a listing of the specific Benefits and Benefit limitations for Dental
Procedures provided under the terms of this.Policy. The Summary of Benefits is contained in
this Policy.

“We” or “Us” mean Delta Dental of Arizona.

“You” or “Yeur” means the Policyholder.
EXCLUSIONS
This Policy does NOT cover any of the following:

1. Any Dental Procedures, services, treatment or supplies provided or commenced prior to the
effective date of the Covered Person’s coverage under the Policy or after the termination
date of coverage unless otherwise indicated.

2. Charges for completion of forms.

3. Charges for consultation.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

Gold foil restorations.

Dental Procedures, services, treatment and supplies not specifically covered under this
Policy.

Prescription drugs, premedications or relative analgesia.

Charges for anesthesia other than charges by a Dentist for administering general anesthesia
in connection with covered oral surgery (cutting procedures.)

Preventive control programs.

Charges by any hospital or other surgical or treatment facility, or any additional fees
charged by a Dentist for treatment in any such facility.

Charges for treatment of, or services related to, temporomandibular joint dysfunction.

Dental Procedures, services, treatment and supplies that are determined to be partially or
wholly cosmetic in nature including, but not limited to, charges for personalization or
characterization of prosthetic appliances.

Cast restorations placed on Covered Persons under age 12.
Prosthetics placed on CoveredPersons under age 16.

Dental Procedures, services, treatment and supplies which are experimental or
investigational.

Dental Procedures, services, treatment and supplies which are for any illness or bodily
injury which occurs in the.course of:employment if a benefit or compensation is available, in
wholé orin part, under.the provision of any law or regulation or any government unit. This
exclusion applies whether or not the Covered Person claims the benefits or compensation.

Dental Procedures, services, treatment and supplies received from a dental or medical
department maintained by or on behalf of an employer, mutual benefit association, labor
union, trust, VAhospital or similar person or group.

Dental Procedures, services, treatment and supplies which are not dentally necessary or
which do not meet generally accepted standards of dental practice.

Dental Procedures, services, treatment and supplies resulting from a Covered Person’s
failure to comply with professionally prescribed treatment.
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19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Any charges for failure to keep a scheduled appointment.
Office infection control charges.

Charges for copies of a Covered Person’s records, charts or x-rays, or any costs associated
with forwarding/mailing copies of a Covered Person’s records, charts or x-rays.

Charges submitted by a Dentist which are for the same services performed on the same
date for the same Covered Person by another Dentist.

Dental Procedures, services, treatment and supplies provided free of charge by any
governmental unit, except as pursuant to Title XIX of the Social Security Act or whereé this
exclusion is prohibited by law.

Dental Procedures, services, treatment and suppliés forwhich the .CoveredPerson would
have no obligation to pay in the absence of this or any similar coverage:

Dental Procedures, services, treatment and supplies which are for specialized procedures
and techniques for which there is not@@n associated Current Dental Terminology (CDT) Code
approved by the American Dental Association:

Dental Procedures, services and treatment which are performed by a Dentist who is
compensated by a facility for similar covered services performed for Covered Persons.

Plaque control programs, oral hygiene instruction and dietary instructions.

Dental Procedures, services, treatmentiand supplies for injuries resulting from the
maintenance or use of a motorvehicle if such treatment or service is paid or payable under
a plan or.policy of motorwehicle insurance, including a certified self-insurance plan.

Dental Procedures, services, treatment and supplies for injuries resulting from war or act of
war, whether declared'or,undeclared, or from police or military service for any country or
organization.

Adjustment.of@a denture or bridgework which is made within 6 months after installation by
the same Dentist who installed it.

Use of material or home health aids to prevent decay, such as toothpaste, fluoride gels, and
dental floss and teeth whiteners.

Cone Beam Imaging, MRI and ultrasound procedures.
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33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

Sealants for teeth other than permanent molars.

Precision attachments, personalization, precious metal bases and other specialized
techniques.

Orthodontic care for dependent children age 19 and over.
Services to alter vertical dimension and/or restore or maintain the occlusion. Such
procedures include, but are not limited to, equilibration, periodontal splinting, full mouth

rehabilitation, and restoration for misalignment of teeth.

Medically Necessary Orthodontic Services if a predetermination of benefits has notbeen
approved by Delta Dental.

Orthodontic Services except for Medically Necessary Orthodontic Services.
Repair of damaged orthodontic appliances.

Replacement of lost or missing appliances.

Fabrication of athletic mouth guard.

Internal or external bleaching.

Nitrous oxide.

Topical medicament carrier.

Bone grafts when done in‘connection with extractions, apicoetomies or non-covered/non-
eligible implants.

When twoor more services are submitted and the services are considered part of the same
service to one another, Delta Dental will pay the most comprehensive service (the service
that includes the other non-benefited service) as determined by Delta Dental.

When two or more services are submitted on the same day and the services are considered
mutually exclusive (when one service contradicts the need for the other service), Delta
Dental will pay for the service that represents the final treatment as determined by Delta
Dental.

Appliances, restorations, or procedures for:
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50.

51.

52.

53.

54,

55.

56.

57.

58.

(a) increasing vertical dimension;

(b) restoring occlusion;

(c) replacing tooth structure lost by attrition, erosion, abrasion, or abfraction.

(d) correcting congenital or developmental malformations except in. newly born or
adopted children or children placed for adoption, or in conjunction with Medically
Necessary Orthodontic Services;

(e) replacement, provisional and temporary services, treatment or supplies;

(f)  splints, unless necessary as a result of accidental injury.

Dental Procedures, services, treatment and suppliés provided by an individual other than a
Dentist.

Dental Procedures, services, treatment and supplies tostreat injuries or diseases caused by
riots or any form of civil disobedience.

Dental Procedures, services, treatment and supplies to treat injuries sustained while
committing a felony or engaging in an illegal occupation.

Dental Procedures, services, treatment.and supplies to treat injuries intentionally inflicted.
Replacement ofdost.or stolen dentures or charges for duplicate dentures.

Dental Procedures, services, treatment and supplies in cases for which, in the professional
judgment of the attending Dentist, a satisfactory result cannot be obtained.

Local anesthetic is covered as part of a Dental Procedure, service or treatment. General
anesthetic’or intravenous sedation is a Benefit only when billed with covered oral surgery
(cutting procedures).

Pre-diagnostieServices, oral pathology laboratory procedures, and diagnostic tests and
examinations other than pulp vitality tests.

Surgical removal of impacted third molars if a predetermination of benefits has not been
approved by Delta Dental.
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59. Dental Procedures, services, treatment or supplies for which benefit is provided by a
medical or health plan.

ELIGIBILITY
Policyholder

You are eligible for coverage under this Policy if You are a lawful resident of Arizona, are not
incarcerated, have completed and signed the appropriate application, and have been accepted
by Delta Dental for coverage. You also may obtain this Policy to provide coverage for your
Eligible Dependents.

Policyholder’s Eligible Dependents

1. Your lawful spouse; and

2. Your legal dependents, married or unmarried, up to the end of the month when they
turn age 26. Included are newborns, children,stepchildren, persons under legal
guardianship substantiated by a court order, legally:adopted children‘and children
placed for adoption with you in accordance with applicable state or federal law.

Delta Dental may require that a Policyholder seeking coverage of an Eligible Dependent provide
written documentation, initially and annually thereafter, that the dependent child satisfies the
eligibility criteria for coverage under this Policy.

ADDING DEPENDENTS

Coverage for a Newborn/Adopted Child

For coverage to become effective for Your newborn child, newly adopted child or child newly
placed for adoption, Delta Dental must be notified in writing and receive any required premium
within 60 days of the'child’s birth, adoption or placement for adoption. Coverage is effective
on the child’s date of birth, adoption or placement for adoption. Premium for the child will be
charged from the date of birth, adoption or placement for adoption. If the Premium payment is
not made, coverage for the child will cease on the 61st day after birth, adoption or placement
for adoption.

Adding Dependent Due to Marriage

If a dependent under the age of 26 is acquired due to marriage, the effective date of coverage
of the eligible dependents will be the first of the month following the event as long as Delta
Dental receives notification and any required premium within 60 days.

Additional Special Enrollment Triggering Events
The effective date of coverage for the following dependents will be the first of the month
following the event as long as Delta Dental receives notification within 60 days.
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e Anindividual, who gains status as a citizen, national or lawfully present individual
e Anindividual who gains access as a result of a permanent move

e Loss of minimum essential coverage for reasons other than non-payment of premium,
expiration of COBRA or rescission of other coverage

Handicapped Dependents

Your dependent children over age 26 may continue coverage under this orianother Delta Dental
policy if they are incapable of self-sustaining employment because of intellectual disability or
physical disability that began before the limiting age, and are dependent on you for their
support and maintenance. Proof of incapacity must be provided to Delta Dental within 31 days
of the dependent’s 26th birthday. We may request, proof of incapacity annually after the
dependent’s 28th birthday.

Notices
Notice to Delta Dental will be considered sufficientdif mailed to Delta Dental’s regular office
address. Notices to You will be considered sufficient if mailed to Your last known address.

PREMIUMS, RENEWAL AND GRACE PERIOD PROVISIONS

Initial Period of Coverage and Renewal Periods

This Policy is valid from the effective date until the end of the calendar year. After that, You
can renew this policy for additional 12=month periods if We agree, You remain eligible and the
Premium is paid according to the procedure described below.

Rates

Delta Dental determines the Rates for this Policy and all subsequent Premiums due for all
Covered Persons. Delta Dental may change the Rates and/or Benefits under this Policy on the
first day.of any renewal period. Delta Dental will send You written notice of a Rate change at
least 30 days before any'such change takes effect for this Policy. However, when a Rate change
increases this Policy's Premium by 25% or more for a renewal period, Delta Dental must send
written notice of the new Premium to You at least 60 days before any change takes effect. The
Premium change will take effect on the first day of the renewal period as described in the
required notice.

Premium Due Dates

Your premiums for this policy are shown on page 1 of this policy. Your premium tax credit, if

any, is reflected in the amount of the premium. You are responsible for paying the amount

shown. The first premium is due the day we accept your application for coverage. The first

premium is due the day we accept your application for coverage. You can pay premiums

monthly, or annually. That time is called a “premium period.” Premiums are due by the 5th
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day of each premium period. If the charge is declined on the due date, we will tell you, and you
have to take care of paying the premium.

Grace Period

For every premium payment after Your first premium payment, You have 31 days from the
premium due date to remit the required Premium (90 days if you have paid at least one month
of premium and received advance payment of the premium tax credit). If Premium is not paid,
We will terminate Your Policy as of the last day of the premium period for which Premium was
paid (the last day of the first month of the grace period if you received advance payment of the
premium tax credit). No grace period applies to Your first premium. Your first premium must
be paid before Your Policy becomes effective.

PREDETERMINATION OF BENEFITS

After an examination, Your Dentist may recommend a treatment plan. If the services involve
crowns, fixed bridgework, implants, partial or complete.dentures, surgical removal of impacted
third molars, or Medically Necessary Orthodontic Services, ask Your Dentist t6 send the
treatment plan to Delta Dental. The available coverage will be calculated and printed on a
predetermination of benefits form. Copies of the form will be sent to You and to Your Dentist.
Predetermination of benefits is required for Medically Necessary Orthodontic Services and
surgical removal of impacted third molars. Predetermination of benefits is not required for
other services, however, Delta Dental encourages You to use this service.

Before You schedule dental appointments, You and Your Dentist should discuss the amount to
be paid by Delta Dental and Your financial.obligation for the proposed treatment.

CLAIMS

Filing a Claim

To file a claim with Delta Dental, the:Covered Person may simply present his/her identification
card to therreceptionist at the dental office. Claims should be filed within 90 days after a
Covered Person receives dental services. Covered Persons claiming Benefits under this Policy
must give Delta Dental any facts that it needs to pay the claim.

We will send You notice regarding the claim within 30 days of receipt unless special
circumstances requiré more time. This notice explains the reason(s) for payment or
nonpayment of@claim. If a claim is denied because of incomplete information, the notice will
indicate what additional information is needed.

If we need more information we will send you a notice within 15 working days after we receive
your claim to let you know.
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If You disagree with Our claim payment or denial, You may file an Appeal, as more fully
described under “Description of the appeals process.”

Dental Procedure Incurred

A Dental Procedure is incurred on the date it is completed. Dental Procedures are considered
for Benefits if they are incurred during the Policy term and a claim is filed within 15 months
after the date on which the Dental Procedure is incurred. Covered Persons will be responsible
for payment of any Dental Procedures that are completed after terminationf the Covered
Person’s coverage under this Policy.

Delta Dental pays upon completion of a procedure. Removable dentures and bridges are
considered completed when they are placed in a patient’s mouth. Fixed partial dentures and
crowns are considered completed when they are cemented in. Root canals are completed on
the date the canals are permanently filled.

CLAIMS APPEAL PROCESS

Either you or your treating Dentist can file an appeal on your behalf. Delta Dental provides a
form to be used for an appeal in the center of the Appeals Packet. You are not required to use
the form; a letter with the same information is acceptable. If you decide to appeal a decision to
deny authorization or payment of a service, you should tell your treating Dentist so the Dentist
can help you with the information you need to present.your case.

The process for an appeal is described in'detailin the Appeals Packet, a separate document,
which is provided to you when you becomea Covered Policyholder. You can request another
copy of the Appeals_Packet by visiting our website at www.deltadentalaz.com/appeals or call
800.894.2961 to request aform.

Description of the Appeals Process

There afe two types of appeals: an expedited appeal for urgent matters, and a standard appeal.
Each type of appeal has three levels. The appeals operate in a similar fashion, except that
expedited.appeals are processed much faster because of the patient’s condition.

Expedited Appeals Standard Appeals

(for urgently needed services (for non-urgent services
you have not yet received) or denied claims)

Level 1: Expedited Medical Review Informal Reconsideration?
Level 2: Expedited Appeal Formal Appeal

Level 3: Expedited External Independent Review  External Independent Medical Review
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We make the decisions at Level 1 and Level 2. An outside reviewer, who is completely
independent from our company, makes Level 3 decisions. You are not responsible to pay the
costs of the external review if you choose to appeal to Level 3.

Please read the information in your Appeals Packet for details about your rights and
responsibilities during the appeals process. These will include the procedures Delta Dental and
you must follow when participating in the appeals process, the time period applicable at each
level of appeal, whether your request for an appeal must be in writing, and notices you will
receive from Delta Dental regarding your appeal.

!Delta Dental does not provide informal reconsideration of a denied claim; our appeals process
begins at the formal appeal level.

Should you have any questions regarding the appeals process and procedures, please contact
Delta Dental at the numbers listed in your Appeals Packet. For additional assistance with
guestions regarding the appeals process, you may contact the Arizona Department of Insurance
and Financial Institutions Consumer Services Section.

TERMINATION OF POLICY

All insurance for Covered Persons under this Policy will cease on the date this Policy is
terminated. If this policy was purchased on the exchange, terminations must be done through
the exchange. This Policy will terminate under the following circumstances:

1. Nonpayment of Premiums when due, subject to the grace period provisions in this
Policy;

2. When We receive arequest from You to terminate this Policy, or any later date stated in
Your request;

3. If'We decline to'renéw this Policy;

4. The dateof Your death if there are no dependents who are Covered Persons;

5. If You engage in fraudulent conduct or furnish Us with fraudulent or misleading material
information«elating to Your application for coverage. You are responsible to pay Us for
any Benefits that We have paid.

6. Coverage under another plan begins.

7. If you no longer reside in the area where We are authorized to conduct business.
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8. If you no longer meet the terms of eligibility under this policy.

Continuation of Coverage for Dependents

If this policy is terminated for a reason other than non-payment of premiums, the other family
members covered by this policy are entitled to continue coverage under this or a similar policy,
provided they meet eligibility requirements. They must notify us and pay the premium within
31 days of termination.

Unless you purchased this Policy on the Exchange, if Your Policy terminates for any reason,
neither You nor Your dependents will be eligible to obtain a dental insurance policy from Us for
24 months.

WHEN COVERAGE ENDS

Nonrenewal

Unless otherwise prohibited by the rules of the Exchangejthis policywill automatically renew.
If you don’t want to renew this policy and purchased this policy on the exchange you must
make your request through the exchange, otherwise, send us written notice (either
electronically or through the mail) before the policy’s renewal date. If you do, this policy will
end on the last day before the renewal date. We can nonrenew this policy by sending you
written notice (either electronically or through the mail) at least 60 days before the renewal
date. If we do, this policy will end on the last day before the renewal date.

Except if you purchased this Policyen the Exchange, coverage under this Policy will end
automatically, without notice, on.the earliest of the following dates:

1. Forall Covered Persons, on the day immediately following the last day of the Policy term
in which We receive Your request to terminate this Policy, unless You specify a later
termination date;

2. Forall Covered Persons, on the day immediately following the last day of a renewal
Policy’s grace period if Your Premium has not been paid before that date;

3. Forall'Covered Persons, on the last day of the Policy term in which We decline to renew
this Policy.

4. For all Covered Persons, on the last day of the calendar year following Your move to a
permanent residence outside of the area where We are authorized to conduct business;

5. For a child who is a Covered Person, the earliest of the following dates, as determined

by Us:
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a. The date on which the child loses dependent status; or
b. The last day of the Policy term during which the child reaches age 26.

You must notify Us if a Covered Person loses eligibility for coverage under this Policy; however,
You will still be responsible for any claim payments made during the period of time the Covered
Person was not eligible for coverage under this Policy.

DELTA DENTAL’s LIABILITY

Delta Dental is not responsible for the actual care that a Covered Person receivesfrom any
person. This Policy does not give anyone any claim, right, or cause of action against Delta
Dental based on what a Dentist of dental care, services or supplies, does ordoes not do.

NOTICES

Any notice sent to Delta Dental must be sent in writing (either electronically or'through the
mail). It’s considered delivered when sent to us at the e-mail address shown below; when given
in person; or when sent registered or certified United States mail, returnreceipt requested,
proper postage prepaid, and properly addressed to:

Delta Dental of Arizona

Attn: Individual Product Unit

P.O. Box 1950

Indianapolis, IN 46206

Email: service@smilepoweraz.com

PROVISIONS REQUIRED BY LAW

Before approving a claim, Delta Dental may receive any information and records for a covered
person allowed by law whichdimay be needed to process the claim and will keep such
information and records confidential. The release of information is made only to facilitate
coverage and in accordance with state and federal laws. If you wish to authorize someone to
have access to information, you must give us a written request by sending an Authorization to
Disclose or an Authorized Representative Form. Please call 800.894.2961 to request a form.

Under Arizona law, both parents have equal rights of access to information about their children,
unless there is a court order denying such access. Absent a copy of such order, and subject to
the confidentiality provisions described above, Delta Dental provides equal parental access to
information.
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Governing Law

This Policy is issued and delivered in the State of Arizona and is governed and construed under
and pursuant to its laws and regulations. If it conflicts with any of Arizona’s laws and
regulations it will automatically conform to the state’s minimum requirements.

Nonwaiver And Severability

No delay or failure by Delta Dental to exercise any remedy or right under this Policy will impair
any such right or be construed to be a waiver of any such remedy or rights, nor will it affect any
subsequent remedies or rights that Delta Dental may have, whether or not the cirecumstances
are the same.

Entire Policy; Changes
The entire Policy of insurance between You and Delta Dental is comprised of this Policy, the
application, and all endorsements, if any.

No oral statements by anyone can change or afféct any aspect of this policy.

NOTICE OF LEGAL ACTION

No legal action can be brought against Delta Dental until at least 60 days after proof of loss has
been furnished as required by the Policy or such proof of loss has been waived, or Delta Dental
has denied payment, whichever.is earlier. No legal action can be brought against us more than
2 years after proof of loss.

PROBLEMS WITH YOUR INSURANCE

If You experience problems.with any insurance company or agent, do not hesitate to contact
them to resolve Your problem. You can contact Delta Dental at the following address and
telephone number:

Delta Dentalof Arizona
Attn: Individual Product Unit
P.O. Box 1950

Indianapolis; IN 46206
800.894.2961
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