Monthly Premiums
Self - $14.48
Self &1 - $26.58

. Metlife Family - $32.63

Schedule of Benefits
Benefits provided by SafeGuard Health Plans, Inc., a MetLife company

Direct Referral Dental Plan* MET290

This SCHEDULE OF BENEFITS lists the Covered Services available to You and Your Dependents under Your
dental plan, as well as Your and Your Dependent’s costs for each Covered Service. Your and Your
Dependent’s costs may include Co-Payments for a Covered Service.

*Care under this plan is provided through a network of Selected General Dentists. Your Selected General
Dentist is responsible for determining when the services of a Specialty Care Dentist are needed, and facilitating
any necessary referral. You and Your Dependents will be advised of the name, address and telephone number
of the Specialty Care Dentist in Your or Your Dependent’s Service Area.

Missed Appointments: If You or Your Dependents need to cancel or reschedule an appointment, please notify

the Selected General Dental Office as far in advance as possible. This will allow the Selected General Dental
Office to accommodate another person in need of attention. If You or Your Dependents fail to do this in a timely
fashion, You or Your Dependents may be charged a missed appointment fee.

Your and Your
Dependent's
Code Service Co-Payment

«  Office visit - per visit (including all fees for sterilization and/or infection control) $5
Your and Your

Dependent's
Code Service Co-Payment

Diagnostic Treatment
Periodic oral evaluation - established patient. An evaluation performed on a patient

of record to determine any changes in the patient's dental and medical health status
D0120 |since a previous comprehensive or periodic evaluation. This includes an oral cancer $0
evaluation, periodontal screening where indicated, and may require interpretation of
information acquired through additional diagnostic procedures. The findings are
discussed with the patient. Report additional diagnostic procedures separately.

D0140 |Limited oral evaluation - problem focused $0

D0145 Oral evaluation for a patient under three years of age and counseling with primary $0
caregiver

D0150 |Comprehensive oral evaluation - new or established patient $0

D0160 |Detailed and extensive oral evaluation - problem focused, by report $0

Do170 |Re-evaluation -limited, problem focused (established patient; not post-operative $0
visit) -

DUL71 " TRe-evaluation — post-operative office visit U

Comprehensive periodontal evaluation - new or established patient. This procedure
is indicated for patients showing signs or symptoms of periodontal disease and for
patients with risk factors such as smoking or diabetes. It includes evaluation of
D0180 |periodontal conditions, probing and charting, an evaluation for oral cancer, the $0
evaluation and recording of the patient's dental and medical history, and general
health assessment. It may include the evaluation and recording of dental caries,
missing or unerupted teeth, restorations, and occlusal relationships.

D0190 Screening of a patient $
DO191 Assessment of a patient 0
Radiographs / Diagnostic Imaging (X-rays) $

D0210 A radiographic survey of the whole mouth, usually consisting of 14-22 periapical g

and posterior bitewing images intended to display the crowns and roots of all.
D0220 |Intraoral — periapical first radiographic image 0
$
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Your and Your
Dependent's

Code Service Co-Payment
D0230 |Intraoral — periapical each additional radiographic image $0
D0240 |Intraoral —occlusal radiographic image $0
D0250 |Extra-oral — 2D projection radiographic image created using a stationary radiation $0
sotrce;, and-detector

D0251 |_ | o e $0
CAU A0 AU PUSLITTIUT UTTTial Tauiougidprine mmiiage

DO270 [o 0 TSP R ereey ° $0
DILUVVIIIs DIIISLU auiv Id.|JIIIb nmriagc

bo272 Bitewings—tworadiographicimages S0

bo273 Bitewings—threeradiographicimages 30

bo274 Bitewings = four radiographicimages 30

D0277 Vertical bitewindgs — 7 to 8 radiographic images $0

D0330 . o . =T = $0
Panoramic radiographic image

D0340 k . . . . $0
2D cephalometric radiographic image — acquisition, measurement and analysis

D0350 ' S S i Y 30

2D oral/facial photographic image obtained intra-orally or extra-orally

D0364
036 Cone beam CT capture and interpretation with limited field of view — less than one $180

ol
WITTOIT Jaw

D0365 |Cone beam CT capture and interpretation with field of view of one full dental arch - $180
ITial Idlbiv
D0366 |Cone beam CT capture and interpretation with field of view of one full dental arch - $180

maxitta; withrorwithoutcraniom

D0367 |Cone beam CT capture and interpretation with field of view of both jaws, with or $180

without eranium
WHEH HEHA

oot Crar

D0372 A radiographic survey of the whole mouth intended to display the crowns and roots $0
of all teeth, periapical areas, interproximal areas and alveolar bone including
D0373 edentulous areas. COmprenensive Series of radiographic images. $0

Tood | 4 4l H lo H ol o [ H s
I 0T AU TOTTTOS YITUTESTS™ DITEWNTTE TaUTU ST APTTIC TITTA g

D0374 $0

Tt | 4+ 41 H H M 1 AT i : -
D380 one beam CT image captore with imited felcof view—tess thar one whole jaw 5180
po3s1 Cone-beam-CHimage-capture-with-fietd-ofviewof one-futt-dentatarch—mandibte $180
D0382 ] o ] ] $180
Cone beam CT image capture with field of view of one full dental arch — maxilla,
with or without cranium
DO383  |cone beam CT image capture with field of view of both jaws, with or without $180
cranium
D0391 |Interpretation of diagnostic image by a practitioner not associated with capture of $0
the image, including report
D0396 3D printing of a 3D dental surface scan $0
Tests and Examinations
D0415 |Collection of microorganisms for culture and sensitivity $0
D0425 |Caries susceptibility tests $0
Adjunctive pre-diagnostic test that aids in detection of mucosal abnormalities
D0431 |including premalignant and malignant lesions, not to include cytology or biopsy $50
procedures
D0460 Putp vitatity tests $
D047(Q |Diagnosticcasts 0
$
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Your and Your
Dependent's

Code Service Co-Payment
Accession of tissue, gross examination, preparation and transmission of written
D0472 |, eport $0
D0473 Access!on. of tlssm?, gross and microscopic examination, preparation and $0
transmission of written report
Accession of tissue, gross and microscopic examination, including assessment of
D0474 gy rgical margins for presence of disease, preparation and transmission of written $0
report
D0480 Accession of exfoliative cytologic smears, microscopic examination, preparation $0
and transmission of written report
D0486 Laboratory accession of transepithelial cytologic sample, microscopic examination $0
preparation and transmission of written report
D0502 |Other oral pathology procedures, by report $0
Preventive Services
D1110 Removal of plaque, calculus and stains from the tooth structures and implants in the $5
permanent and transitional dentition. It is intended to control local irritational factors.
* Additional-adult prophylaxis (maximum of 2 additional per year) $45
D1120 |Removal of plaque, calculus and stains from the tooth structures and implants in the $5
primary and transitional dentition. It is intended to control local irritational factors.
= Additional-child prophylaxis (maximum of 2 additional per year) $35
D1206 |Topical application of fluoride varnish $0
D1208 (Topical application of fluoride — excluding varnish $0
D1310 |Nutritional counseling for control of dental disease $0
D1320 |Tobacco counseling for the control and prevention of oral disease $0
D1330 |Oral hygiene instructions $0
. Includes periodontal hygiene instruction
D1351 [Sealant - per tooth $0
Preventive resin restoration in a moderate to high caries risk patient - permanent
D1352 $0
tooth
D1353 SedidiTt Tepdir = per tootl $0
Apptication of caries arresting mediCament — per tooth. COnservative treatment of
an active, non-symptomatic carious lesion by topical application of a caries
D1354 |arresting or inhibiting medicament and without mechanical removal of sound tooth $0
structure.
Caries pi‘c‘\/ci"lti‘\/c medicament app“\.atiu"'l per tooth
D1355 Q HY P £ ol H Y 1 | 4 - Lol Al ad o] la $0
SPALT TTIANTIANTET = TIATU, "UTTALET dl = PTT (UdUT Al TU EALTUUTS a UTsidl STTUT SPdLE
D1510 |maintainer $25
Space maintainer = fixed = bilateral, maxillary
b1516 Space-maintainer—fixed—bilateral-mandibular $25
D1517 Space maintainer = removable unilateral = per qu::udmnf $25
D1520 . . . $35
Space maintainer = removable = bilateral, mm{lllnry $35
D1526 Space maintainer — removable — bilateral, mandibular
D1527 . . . $35
Re-cement or re-bond bilateral space maintainer — maxillary
DI551 ' i $15
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Your and Your
Dependent's

Code Service Co-Payment
D1552 |Re-cement or re-bond bilateral space maintainer — mandibular $15
D1553 |Re-cement or re-bond unilateral space maintainer — per quadrant $15
D1556 |Removal of fixed unilateral space maintainer — per quadrant $15
D1557 |Removal of fixed bilateral space maintainer — maxillary $15
D1558 |Removal of fixed bilateral space maintainer — mandibular $15

Distal shoe space maintainer — fixed, unilateral — per quadrant
D1575 |Fabrication and delivery of fixed appliance extending subgingivally and distally to $25

guide the eruption of the first permanent molar. Does not include ongoing follow-up

or adjustments, or replacement appliance, once the tooth had erupted

Restorative Treatment

D2140 |Amalgam —one surface, primary or permanent $12
D2150 |Amalgam —two surfaces, primary or permanent $20
D2160 |Amalgam — three surfaces, primary or permanent $23
D2161 |Amalgam —four or more surfaces, primary or permanent $25
D2330 |Resin-based composite — one surface, anterior $12
D2331 |Resin-based composite — two surfaces, anterior $20
D2332 |Resin-based composite — three surfaces, anterior $23
D2335  [Resin-based composite — four or more surfaces (anterior) $25
D2390 [Resin-based composite crown, anterior $30
D2391 [Resin-based composite — one surface, posterior $30
D2392 [Resin-based composite = two surfaces, posterior $45
D2393—Resin-basedcomposite=three surfaces, posterior $65
D2394—Resin-basedcomposite=fourormoresurfaces, posterior $65

Crowns

» An additional charge, not to exceed $150 per unit, will be applied for any procedure using noble, high noble
or titanium metal. There is a $75 Co-Payment per molar, for the use of porcelain.

« Cases involving seven (7) or more Crowns, implants and/or fixed Bridge units in the same treatment plan
require an additional $125 Co-Payment per unit in addition to the specified Co-Payment for each Crown,
implant or Bridge unit.

D2510 |Inlay — metallic — one surface $270
D2520 |Inlay — metallic — two surfaces $270
D2530 |Inlay — metallic — three or more surfaces $270
D2542 |Onlay — metallic — two surfaces $270
D2543 |Onlay — metallic — three surfaces $270
D2544 |Onlay — metallic — four or more surfaces $270
D2610 |Inlay — porcelain/ceramic — one surface $290
D2620 |Inlay — porcelain/ceramic —two surfaces $290
D2630 |[Inlay — porcelain/ceramic — three or more surfaces $290
DZ642Z [Onlay — porcelain/ceramic — two surfaces $290
D2643 [Ontay — porcetain/ceramic — three surfaces $290
D2644[Ontay — porcetain/ceramic — four or more surfaces $290
D2650intay=Tesin-based composite=one surface $290
D265 —Intay=resin-basedcomposite=two surfaces $290
NosL LD Tinl M [N A 'y Fy N £ [ ZaYaYal
UZ00Z 1lll.d.y 1o Toascu L,UIIIIJUDII.C aneTcuUr 1mmorc oultTatcs $bZL7U
NYL LD Nnlay, e H N pu| e HS gy A [ ZaYaYal
UZ00U4 Uliiay e odasCU CUTTIPUSITT (WO SUTTaltTS P70
N2AA2 Onlayvy racin.hacad ~AmM~NA~ciEA thran crirfacrac 29N
U000 T TCommT ToCTu \vUIIIrJUJII-\/ e ouUriac o B 2= A4
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Your and Your
Dependent's

Code Service Co-Payment
D2664 |Onlay - resin-based composite — four or more surfaces $29
D2710 |Crown - resin-based composite (indirect) 0
D2712 |Crown —%aresin-based composite (indirect) $29
D2720 |Crown —resin with high noble metal 0
D2721 |Crown — resin with predominantly base metal $29
D2722 |Crown —resin with noble metal 0
D2740 |Crown — porcelain/ceramic $29
D2750 |Crown — porcelain fused to high noble metal 0
D2751 |Crown — porcelain fused to predominantly base metal $29
D2752 |Crown — porcelain fused to noble metal 0
D2753 |Crown — porcetain fused to titanium and titanium atloys $29
D2780 |CrOWn =7 cast highnobte metat 0
D2781 |Crown =i cast predominantly base metat $31
D2782 |Crowm= 7zcastobte metat 0
D2783 |CrowWIT= ¥4 porcetain/ceramic $29
D2790 CIUVVII fu“. L,Clbt hlgh IIUb{U Illctd{ O
Do797 [Erown futt-eastpredominantty base-metat

Crown—full eacst noblemaetal $29
D2792 |70 A EEeR TR TR 0

Crown —titanium-and-titanium-allovs
D79 —{Crown=1titanium-andtitanium-al $29

Interim-crown =further treatment or completion-of diagnosis necessary priortofinal

impression. Further treatment or completion of diagnosis necessary prior to final 0
D2799 impressjon. Not to be used as a temporary crown for a routine prosthetic %,?895

restoration.

Re-cement or re-hond inlay, onlay, veneer or partial coverage restaration $29
D2910 |Re-cement or re-bond indirectly fabricated or prefabricated post and core O$O
D2915 |Re-cement or re-bond crown $§Q,
D2920 |prefabricated porcelain/ceramic crown — permanent tooth 0§0
D2928 |prefabricated stainless steel crown — primary tooth §265
D2930 |Prefabricated stainless steel crown — permanent tooth 325
D2931 |Prefabricated resin crown &
D2932 |Prefabricated stainless steel crown with resin window ®$45
D2933 |Protective restoration £2%
D2940 |Interim therapeutic restoration - primary dentition O$0
D2941 |Core buildup, including any pins when required $%9
D2950 |Pin retention — per tooth, in addition to restoration &75
D2951 |Post and core in addition to crown, indirectly fabricated 29
D2952  |Each additional indirectly fabricated post — same tooth $50
D2953  |prefabricated post and core in addition to crown ESe)
D2954  |Post removal %30
D2955  [Each additional prefabricated post — same tooth $10
U2797 ILabial veneer (resin laminate) — chairside $30
Efzoy Labial veneer (resin laminate) — laboratory $250
D270 | abial veneer (porcelain laminate) — laboratory $300
B2962 $350
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Your and Your
Dependent's

Code Service Co-Payment
Additional procedures to customize a crown to fit under an existing partial denture
D2971 |framework. This procedure is in addition to the separate a crown procedure $50
documented with its own code.
D2976 |Band stabilization — per tooth $7
D2980 |Crown repair necessitated by restorative material failure $0
D2981 |Inlay repair necessitated by restorative material failure $0
D2982 |Onlay repair necessitated by restorative material failure $0
D2983 [Veneer repair necessitated by restorative material failure $0
D2989 |Excavation of a tooth resulting in the determination of non-restorability $0
D2990 [Resin infiltration of incipient smooth surtace lesions $0
Endodontics
« All procedures exclude final restoration.
D3110 |Pulp cap - direct (excluding final restoration) $5
D3120 |Pulp cap - indirect (excluding final restoration) $5
D3220 |[Therapeutic pulpotomy (excluding final restoration) — removal of pulp coronal to $40
the-dentinocementatjunction-ant-apptlication-of-medicament
D3221 Pulpal-debridement, primary-and-permanentieeth $55
D3222 . . o $40
Partial pulpotomy for apexogenesis - permanent tooth with incomplete root
development
D3230 Pulpal therapy (resorbable filling) — anterior, primary tooth (excluding final $40
restoration)
D3240 - . . o $40
Pulpal therapy (resorbable filling) — posterior, primary tooth (excluding final
D3310 |restoration) $115
D3320 |Endodontic therapy, anterior tooth (excluding final restoration) $185
D3330 |Endodontic therapy, premolar tooth (excluding final restoration) $265
D3331 |Endodontic therapy, molar tooth (excluding final restoration) $85
D3332 |Treatment of root canal obstruction; non-surgical access $110
Incomplete endodontic therapy; inoperable, unrestorable or fractured tooth
D3333 $85
Internal root repair of perforation defects: Non-surgical seal of perforation caused by
D3346 |resorption and/or decay but not iatrogenic by same provider. $230
D3347 |Retreatment of previous root canal therapy — anterior $280
D3348 |Retreatment of previous root canal therapy — premolar $325
Retreatment of previous root canal therapy — molar
D3351 $70
Apexification/recalcification — initial visit (apical closure / calcific repair of
D3352 perforations, root resorption, etc.) $70
D3353 Apexification/recalcification — interim medication replacement $70
Apc)\iﬁbatiun/i'c&,ql.\.,iﬁ\,q.tiui"l finatvisit (iruludea bu:ﬂplet"d root-cantt thef'aﬁy
D3355 apicatctostrefcatcific repairof perforations, rootresorption,etc:) $70
D3356 | $35
D3357 rulpdllchIIUIdLIUII = ITTtiat VIoTL $7O
D3410 Putpatregeneration=interimmedication reptacement $95
Pilinal vacsamaead: - ramlati A ~f 4 Fimn A~
rutpatti t:sm IcTrativltr cormpictiuimurtrcatimicTit
D3421 A~ PN Nt $95
D3425 lebUUbLUIIIy alrrtcTiul $95
Anicoactomy — nromaolar (firct root)
I_\I\JIUUVULUIII I\ll\./IIIUI-UI \Jlldl LASAY4Y 4
Apicoectomy — molar (first root) Page 6 of 21
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Your and Your
Dependent's

Code Service Co-Payment
D3426 |Apicoectomy (each additional root) $80
D3428 |Bone graft in conjunction with periradicular surgery - per tooth, single site $180
D3429 Bone z.c.f,raf’[ in conjunctpn Wl.th periradicular surgery - each additional contiguous $95
tooth in the same surgical site

D3430 |Retrograde filling — per root $60

D3431 |Biologic materials to aid in soft and osseous tissue regeneration in conjunction with $95
periradicular surgery

D3432 Gw_ded.tlssue regeneration, resorbable barrier, per site, in conjunction with $215
periradicular surgery

D3450 |Rootamputation — per root $110

D3460 |Endodontic endosseous implant $555

D3471 |Surgical repair of root resorption — anterior $72

D3472 |Surgical repair of root resorption — premolar $72

D3473 |Surgical repair of root resorption — molar $72

D3501 |Surgical exposure of root surface without apicoectomy or repair of root resorption — $54
anterior

D3502 |Surgical exposure of root surface without apicoectomy or repair of root resorption — $54
premolar

D3503 |Surgical exposure of root surface without apicoectomy or repair of root resorption — $54
molar $0

D3910 . . . . ton
Surgicat procedure for isotation of tooth with rubber dam $70

D3920 Hemisection (incfuding anyroot Temovat), ot nctuding Toot canat therapy $4%

03921 Decoronation or submergence of an erupted tooth $15

D3950

Canatpreparation and fitting of preformeng'eor\{v(geéSFl%gt

« Periodontal charting for planning treatment of periodontal disease is included as part of overall diagnosis and
treatment. No additional charge will apply to You or Your Dependent or Us.

D4210

Gingivectomy or gingivoplasty — four or more contiguous teeth or tooth bounded
spaces per quadrant

$150

D4211

Gingivectomy or gingivoplasty — one to three contiguous teeth or tooth bounded
spaces per quadrant

$100

D4212

Gingivectomy or gingivoplasty to allow access for restorative procedure, per tooth

$30

D4240

Gingival flap procedure, including root planing — four or more contiguous teeth or
tooth bound spaces per quadrant: A soft tissue flap is reflected or resected to allow
debridement of the root surface and the removal of granulation tissue. Osseous
recontouring is not accomplished in conjunction with this procedure. May include
open flap curettage, reverse bevel flap surgery, modified Kirkland flap procedure,
and modified Widman surgery. This procedure is performed in the presence of
moderate to deep probing depths, loss of attachment, need to maintain esthetics,
need for increased access to the root surface and alveolar bone, or to determine
the presence of a cracked tooth or fractured root. Other procedures may be
required concurrent to D4240 and should be reported separately using their own
unique codes.

$170

GCERT2012-DHMO-S0OB
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Code

Service

Your and Your
Dependent's
Co-Payment

D4241

Gingival flap procedure, including root planing — one to three contiguous teeth or
tooth bound spaces per quadrant: A soft tissue flap is reflected or resected to allow
debridement of the root surface and the removal of granulation tissue. Osseous
recontouring is not accomplished in conjunction with this procedure. May include
open flap curettage, reverse bevel flap surgery, modified Kirkland flap procedure,
and modified Widman surgery. This procedure is performed in the presence of
moderate to deep probing depths, loss of attachment, need to maintain esthetics,
need for increased access to the root surface and alveolar bone, or to determine
the presence of a cracked tooth or fractured root. Other procedures may be
required concurrent to D4240 and should be reported separately using their own
unique codes.

$130

D4245

Apicatty positioned ftap

$16

D4249

Etinicat crowntengthening=tard tissue

D4260

Osseous surgery (inctuding etevationof a futt thickness ffapandctosure)/—fourot
more contiguous teeth or tooth bounded spaces per quadrant

$16

D4261

OssSeous surgery (including elevation of a jull thickness flap and closure) — one to
three contiguous teeth or tooth bounded spaces per quadrant

§348

D4263

Bone replacement graft — retained natural tooth — first site in quadrant

$180

D4264

Bone replacement graft — retained natural tooth — each additional site in quadrant

$95

D4265

Biologic materials to aid in soft and osseous tissue regeneration, per site. Biologic

materials may be used alone or with other regenerative substrates such as bone
and barrier membranes, depending upon their formulation and the presentation of
the periodontal defect. This procedure does not include surgical entry and closure,
wound debridement, osseous contouring, or the placement of graft materials and/or
barrier membranes. Other separate procedures may be required concurrent to
D4265 and should be reported using their own unique codes.

$95

D4266

Guided tissue regeneration, natural teeth — resorbable barrier, per site: This
procedure does not include flap entry and closure, or, when indicated, wound
debridement, osseous contouring, bone replacement grafts, and placement of
biologic materials to aid in osseous regeneration. This procedure can be used for
periodontal defects around natural teeth.

$215

D4267

Guided tissue regeneration, natural teeth — non-resorbable barrier, per site: This
procedure does not include flap entry and closure, or, when indicated, wound
debridement, osseous contouring, bone replacement grafts, and placement of
biologic materials to aid in osseous regeneration. This procedure can be used for

$255

D4268

$0

D4270

$250

D4273

Mesial/distal weddge nrocedure _single tooth fiwhen not nerformed.-in coniunction
Mesiat/distarweagde pt aure;singdle tooth-twhen not perormedtn confinction

$75

D4274

7l
with surgical procedures in the same anatomical area)

P~ 4 L Ading roninian + it A Aoy
U

$100

D4275

Neop-—ataganaHe e EXTUPNE 3 graft Ll Ain < e {40~
T™NUTT QULUSUI TOUS CUTITTC T TTIVE TISSUT slcu olrretaat ls T Cbl’JlCllL ST Urr

material) first tooth, implant, or edentulous tooth position in graft

$380

D4276

ComDbined connective tissue and pedicCle grart, per tooth. Advanced gingival

recession often cannot be corrected with a single procedure. Combined tissue
grafting procedures are needed to achieve the desired outcome.

$75

D4277

Free soft tissue graft procedure ((ncluding recipient and donor surgicat sites) first
tooth, implant or edentulous tooth position in graft

$260

D4278

Free soft tissue graft procedure (inctuding recipient and donor surgicat sites) each
additional contiguous tooth, implant or edentulous tooth position in same graft site

$130

GCERT2012-DHMO-S0OB
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Your and Your
Dependent's

Code Service Co-Payment
Autogenous connective tissue graft procedure (including donor and recipient
D4283 |surgical sites) — each additional contiguous tooth, implant or edentulous tooth $38

position in same graft site
Non-autogenous connective tissue graft procedure (including recipient surgical

D4285 |site and donor material) — each additional contiguous tooth, implant or edentulous $190
tooth position in same graft site
D4322 |Splint - intracoronal; natural teeth or prosthetic crowns $95
D4323 |Splint - extracoronal; natural teeth or prosthetic crowns $85
Da341 |Periodontal scaling and root planing — four or more teeth per quadrant $50
D4342 |Periodontal scaling and root planing — one to three teeth per quadrant $38
$5

D4346 |Scalingin presence of generalized moderate or severe gingival inflammation — full

mouth _after oral evaluation
outhafterorateV HoR

D4355 |Full mouth debridement to enable a comprehensive periodontal evaluation and $50
diagnosis on a subsequent Visit.

D4381 : . P : ; e $65

Localized delivery of antimicrobial agents via controlled release vehicle into PO

daU

nao1q |diseased crevicular tissue, per tooth
Periodontal maintenance

©®©
D

D4920

1 b adhHadl HEWZ PN P VAN 1 41 + $im s A $ieod $la st
UTTSLTTTUUICTU UTT S ST CITAlTgST (U SUTNMTTCUTTC ULTIET TIiUTt ircUltirng Uctitiot ur triciy

° _ staff) $55

Additional periodontal maintenaR@PRIERIG-ES AsEPORONHES 12 months)
« Delivery of removable and fixed Prosthodontics includes up to 3 adjustments within 6 months of delivery date
of service.

D5110 [Complete denture — maxillary $44
D5120 |Complete denture — mandibular a
D5130 |Immediate denture — maxillary s
D5140 |Immediate denture — mandibular g
D5211 |Maxillary partial denture — resin base (including, retentive/clasping materials, $44
rests, and teeth) 6
D5212 Mandibular partial denture — resin base (including, retentive/clasping materials, a4
D5213 rests, and teeth) £40
Maxillary partial denture - cast metal framework with resin denture bases (including § 28
D5214 retentive/clasping materials, rests and teeth) $480
Mandibular partial denture - cast metal framework with resin denture bases
D5291 (including retentive/clasping materials, rests and teeth) $405
Immediate maxillary partial denture - resin base (including retentive/clasping
materials, rests and teeth) Includes limited follow-up care only; does not include
D5222 future rebasing/relining procedure(s) Immediate mandibular partial denture - resin $405
base (including retentive/clasping
materials, rests and teeth) Includes limited follow-up care only; does not include
D5223 |future rebasing/relining procedure(s) Immediate maxillary partial denture - cast metal $480
framework with resin denture bases
(including retentive/clasping materials, rests and teeth) Includes limited follow-up
D5224 |care only; does not include future rebasing/relining procedure(s) Immediate mandibular $480
D5225 |partial denture - cast metal framework with resin denture $480
D5226 |bases (mcludzng retenttve/claspmg matertals rests and teeth) Includes llmlted $480
fUlLUVV U|J cafre Ullly, UUCD IIUI. IIIL,I.UUU IULUIC ICUCI.DIIIS/II Clinills IJIU\.CdUIU\D) ™ IOJ\I”.U. y
Pal le.l. UUI ILUIU - IlUAIUlU Ud.bb' \uu,luuutg urty blub[JD, ICDLD uuu lCUlll/

Mandibular partial denture — flexible base (including any clasps, rests and teeth)

Page 9 of 21
GCERT2012-DHMO-SOB MET290_SOB_TX (01/24) Fs/f



Your and Your
Dependent's

Code Service Co-Payment
D5227 Immediate maxillary partial denture - flexible base (including any clasps, rests and $405
teeth)
D5228 Immediate mandibular partial denture — flexible base (including any clasps, rests $405
and teeth)
D5282 Removable unilateral partial denture — one piece cast metal (including clasps and $360
teeth), maxillary
D5283 [Removable unilateral partial denture — one piece cast metal (including clasps and $360
teeth)-mandibular - -
D5284 |Removable unilateral partial denture — one piece flexible base (including clasps $180
D5286 ;na reeth) = pgr quadrant ) ] _ (including clasps and teeth) $180
emovable unilateral partial denture — one piece resin $20
D5410 |- perquadrant $20
D5411 |Adjust complete denture — maxillary $20
D5421 |Adjust complete denture — mandibular $20
D5422 |Adjust partial denture — maxillary $50
D5511 [Adjust partial denture — mandibular $50
D5512 [Repair broken complete denture base, mandibular $40
D5520 [Repairbroken complete denture base, maxillary $50
D5611 |Replace missing or broken teeth — complete denture (each tooth) $50
D5612 |ReEpair resin partial denture base, mandibutar $50
D5621 |Repair resin partiat denture base, maxittary $50
D5627  |Repaircast partiat framework, mandibutar $70
D5630 |Repair cast partiat frarmework, maxittary $20
D5640 [Repairorreptace brokenretentive cltasping materiats=per-tooth $60
D5650 Reptacebrokenteeth——pertooth $70
D5660 Addtooth-toexisting partiat-denture $165
ey AAA ~Alacn + dimes o dial Al At nar 4+ 41
55671 Replace altteeth-andacrylic on cast metatframenork (12027 T
D5710—(Reptace-attteeth-and-acrytic-on-castmetatframewerk (mandibular) 175
5741 —Rebasecomplete-maxillary-denture 125
p5720—{Rebase-complete- mandibulardenture $125
p5724—|Rebase maxillary partial denture $125
B5725 Rebase mandibular p:\rfi:\l denture $100
p5730—[Rebase hyhrir*l prncfhncic $100
D5731 |Reline complete maxillary denture (chairside) $90
D5740|Reline complete mandibular denture (chairside) $90
D5741 |Reline maxillary partial denture (chairside) $436
D5750 |Reline mandibular partial denture (chairside) $430
D5751 |Reline complete maxillary denture (laboratory) $436
D5760 [Reline complete mandibular denture (laboratory) $130
D5761 [Reline maxillary partial denture (laboratory) $130
D5765 |Reline mandibular partial denture (laboratory) $230
D5810 |Soft liner for complete or partial removable denture — indirect $230
D5811 |Interim complete denture (maxillary) $160
D5820 |Interim complete denture (mandibular) $170
D5821 |Interim partial denture (maxillary) "
Interim partial denture (mandibular)
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Your and Your
Dependent's

Code Service Co-Payment
D5850 [Tissue conditioning, maxillary $40
D5851 |Tissue conditioning, mandibular $40
D5862 Precision attachment, by report. Each pair of components is one precision $160

attachment. Describe the type of attachment used.
Add metal substructure to acrylic full denture (per arch). Use of metal substructure
D5876 |. . $110
in removable complete dentures without a framework
Implant Services
Pre-Surgical Services
D6190 ‘Radiographic/surgical implant index, by report $130
Surgical Services
D6010 |Surgical placement of implant body: endosteal implant $1,005
. S . . $770
D6012 |Surgical placement of interim implant body for transitional prosthesis: endosteal 1.00
implant $1,005
D6013 Surgical placement of mini implant $1,860
D6040 Qllrgiral plnrpmnnf' npnt:h:\nl impl:mf $1,170
D6050 Surgical placement: transosteal implant $123
D6051 |1nterim implant abutment placement. A healing cap is not an interim abutment $240
D6100 Surgical removal of implant body
D6101 |Debridement of a peri-implant defect or defects surrounding a single implant, and $39
curfaca claaning nftha avnocad imnlant curfacacs including flan antrv and eclosura
surfacecleaning of the exposedimplant surfaces;including flap-entryand closure
Debridement and osseous contouring of a peri-implant defect or defects
D6102 surrounding a single implant and includes surface cleaning of the exposed implant $75
surfaces, including flap entry and closure
D6103 |Bone graft for repair of peri-implant defect — does not include flap entry and closure $100
D6104 |Bone graft at time of implant placement $100
D6105 |Removal of implant body not requiring bone removal nor flap elevation $240
Guided tissue regeneration — resorbable barrier, per implant. This procedure does
not include flap entry and closure, or, when indicated, wound debridement, osseous
D6106 |contouring, bone replacement grafts, and placement of biologic materials to aid in $215
osseous regeneration. This procedure is used for peri-implant defects and during
implant placement.
Guided tissue regeneration — non-resorbable barrier, per implant. This procedure
does not include flap entry and closure, or, when indicated, wound debridement,
D6107 |osseous contouring, bone replacement grafts, and placement of biologic materials $255

to aid in osseous regeneration. This procedure is used for peri-implant defects and
during implant placement.

Implant Supported Prosthetics

» An additional charge, not to exceed $150 per unit, will be applied for any procedure using noble, high noble
or titanium metal. There is a $75 Co-Payment per molar, for the use of porcelain.

« Cases involving seven (7) or more Crowns, implants and/or fixed Bridge units in the same treatment plan
require an additional $125 Co-Payment per unit in addition to the specified Co-Payment for each Crown,
implant or Bridge unit.

D6055 |[Connecting bar —implant supported or abutment supported $345
D6056 |Prefabricated abutment —includes modification and placement $245
D6057 |Custom fabricated abutment — includes placement $335
D6058 |Abutment supported porcelain/ceramic crown $685
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Your and Your
Dependent's
Code Service Co-Payment
D6059 |Abutment supported porcelain fused to metal crown (high noble metal) $66
D6060 |Abutment supported porcelain fused to metal crown (predominantly base metal) 0
D6061 |Abutment supported porcelain fused to metal crown (noble metal) $64
D6062 |Abutment supported cast metal crown (high noble metal) 0
D6063 |Abutment supported cast metal crown (predominantly base metal) $64
D6064 [Abutment supported cast metal crown (noble metal) 5
D6065 [Implant supported porcelain/ceramic crown $65
Implant supported crown - porcelain fused to high noble alloys. 5
D6066 |A single metal-ceramic crown restoration that is retained, supported and stabilized $220
by an implant .
D6067 Implant supported crown - high noble alloys. A single metal crown restoration that is ;72
retained, supported and stabilized by an implant 0
D6068 |Abutment supported retainer for porcelain/ceramic FPD §72
D6069 |Abutment supported retainer for porcelain fused to metal FPD (high noble metal) 5563
Abutment supported retainer for porcelain fused to metal FPD (predominantly base
D6070 $595
metal) en
D6071 |Abutmentsupported retainer for porcelain fused to metal FPD (noble metal) 8635
D6072 |Abutment supported retainer for cast metal FPD (high noble metal) $625
D6073 |Abutment supported retainer for cast metal FPD (predominantly base metal) $445
D6074 |Abutment supported retainer for cast metal FPD (noble metal) $640
D6075 Imptantsupported retainer forceramic FPD $720
D6076 ?r?)r%rgiﬁ iﬁggrir for a fixed partial denture that gains retention, support énd stability $700
Imptantsupportedretainer formetatFPB=highnobteattoys-A-metatretainerfora
D6077 |fixed partial denture that gains retention, support and stability from an implant $510
D6080 Implant maintenance procedures when prostheses are removed and reinserted, $55
including cleansing of prosthesis and abutments
D6081 Scaling and debridement in the presence of inflammation or mucositis of a single $20
implant, including cleaning of the implant surfaces, without flap entry and closure
D6082 |Implant supported crown — porcelain fused to predominantly base alloys $640
D6083 |Implant supported crown — porcelain fused to noble alloys $645
D6084 |Implant supported crown — porcelain fused to titanium and titanium alloys $650
D6086 |Implant supported crown — predominantly base alloys $640
D6087 |Implant supported crown — noble alloys $720
D6088 |Implant supported crown — titanium and titanium alloys $650
D6089 [Accessing and retorquing loose iImplant screw — per screw $0
D6090 |Repair implant supported prosthesis, by report $190
D6091 |Replacement of replaceable part of semi-precision or precision attachment of $170
implant/abutment supported prosthesis, per attachment
B6092—Re=cement or re=hond implant/abutment supported crown 350
B6693—Re-cement or re-bond implant/abutment supported fixed partial denture £70
Page 12 of 21

GCERT2012-DHMO-SOB MET290_SOB_TX (01/24) Fs/f



Your and Your
Dependent's

D6197

retained implant supported prosthesis, per implant.

Code Service Co-Payment
D6094 Abutment supported crown - titanium and titanium alloys. A single crown restoration $650
that is retained, supported and stabilized by an abutment on an implant nn
D6095 |Repairimplant abutment, by report o
D6096 |Remove broken implant retaining screw ;’::n
D6097 |Abutment supported crown — porcelain fused to titanium and titanium alloys eeon
D6098 |Implant supported retainer — porcelain fused to predominantly base alloys ;Zq;'
D6099 |Implant supported retainer for FPD — porcelain fused to noble alloys ;;;;
D6110 |Implant/abutment supported removable denture for edentulous arch-maxillary ;QQR
D6111 [|Implant/abutment supported removable denture for edentulous arch-mandibular 5945
D6112 |Im p{ant/abutment supported removable denture for partially edentulous arch-
maxillary
Implant/abutment supported removable denture for partially edentulous arch-
D6113 mandibular $345
D6114 1M pllant/‘af)urment supportea. t!xeu. olentu re for eolentullous aI’C!']-maXIl.l?.l'yl $2.380
D6115 fmpllanT/laPuFmenT supporfec! '[!xec! dlenFure tor ede.r.]tﬂlous.' ar.cnl—mandltlaular $2.380
D6116 i[nplldﬂf/ldl[)uf[ﬂeﬂf supporfeul I!Xe(]l (]IEHEU e IOT pdrfldlllly e(]Ienfullous clr(,lﬂ'[T]c:lXIlllf:lryI $1,410
D6117 illl[):.t:lllt/c,lL)ULIH?II'I.J bUE)[..)UFLeU mXead Iut?.'nture ’IJUI pimd.uy t‘(.]e‘IJI I;U:UUb dr(.,llll'llldll(.ll[)uldr $1,410
D6120 1mpoiart SupPpuricu lUl.d.!IICI = PpUILcidiir tascu i LILd.I'IIUIII dlTu ttarmurTr atioys $520
II I Iplld.l It DUIJIJUI tcd 1 Ctd.ll 1 fUI LI IUtd.l. FPD |JI CdUI rrratl It{y bClDC O.H.be
D6121 . $445
Implantsuppertedretatnerformetal FPB—neblealleys
D6122 ® P Y $640
Implant supportedretainerformetal FPB—titaniumand-titanivm-alloys
D6123 b ik 7 $520
Semi-precision-abutment=placement
D6191 ' = " $335
06197 Semi-precision-attachment = placement $I57
Abutment supported retainer crown for FPD — titanium and titanium alloys. A
retainer for a fixed partial denture that gains retention, support and stability from an
D6194  |abutment on an implant $520
Abutment supportedretainer—porcelainfusedto titanium-and-titanium-alloys
D6195 ] ) ) $510
——Reptacementof restorative Tateriat usedtocloseamaccess opening of ascrew=—— 930

Crowns/Fixed Bridges - Per Unit

« An additional charge, not to exceed $150 per unit, will be applied for any procedure using noble, high noble
or titanium metal. There is a $75 Co-Payment per molar, for the use of porcelain.

« Cases involving seven (7) or more Crowns, implants and/or fixed Bridge units in the same treatment plan
require an additional $125 Co-Payment per unit in addition to the specified Co-Payment for each Crown,
implant or Bridge unit.

D6205 |Pontic —indirect resin based composite $290
D6210 |Pontic — cast high noble metal $290
D6211 |Pontic — cast predominantly base metal $290
D6212 |Pontic — cast noble metal $290
D6214 |Pontic — titanium and titanium alloys $290
D6240 |Pontic — porcelain fused to high noble metal $290
D6241 [Pontic — porcelain fused to predominantly base metal $290
D6242  [Pontic — porcelain fused to noble metal $290
D6243 [Pontic — porcelain fused to titanium and titanium alloys $290
D6245  [Pontic — porcelain/ceramic $310
D6250[Pontic=resin withrhigh mobte metat $290
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Your and Your
Dependent's
Code Service Co-Payment

D6251 |Pontic —resin with predominantly base metal $290
D6252 |Pontic — resin with noble metal Further treatment or completion of diagnosis $290

necessary prior to final impression.
D6253 . . . . $85

Not to be used as a temporary pontic for a routine prosthetic restoration.
D6545 [Retainer — cast metal for resin bonded fixed prosthesis $120
D6548  |Retainer — porcelain/ceramic for resin bonded fixed prosthesis $120
D6549 [Resin retainer — for resin bonded fixed prosthesis $90
D66UU [Retainer inlay — porcelain/ceramic, two surfaces $290
D660T |Retainer intay — porcelain/ceramic, three or more surfaces $290
D6602 " [Retainer intay — cast high noble metat, Two surfaces $290
D6603—Retainerintay = casthighmobte metat, three or more surfaces $290
B6604—Retainerintay =cast predomimantty base metat, two surfaces $296
InVAVaals Dadat M | + | H | la ol Ll £ f[oZaYaYal
DO0OUO RELANTCT TTdy = LasS U PredormidaiTity Dase Tietdal, thinec O TTore suitdies $PZLTU
DAAODA Deadat + Il Lol 4 £ [odoYeYa)
A A AT A REAlrer 1may LAl TTOUIETITELAL, tTWO SUTTdlts Y 7V
InYANalyi Ratainar inlayy cract nAalA mAAtal s A A ArA o efa e [o&sYeYa\
|=AvAv vy NCamnmict IIILG.y CaAstTmupicITIieial, trmeT urtmurc surmactcs B AY
D6608 —Retaineronlay—porcelainfeeramic,two-surfaces $290
D6609 Retaineronlay—porcelain/ceramic, three ormore surfaces $290
D6610 [Retaineronlay——casthigh-noble metal two-surfaces $290
D6611 |Retaineronlay = cast high noble metal, three or maore surfaces $290
D6612 |Retainer onlay = cast predominantly base metal, two surfaces $290
D6613 [Retainer onlay — cast predominantly base metal, three or more surfaces $290
D6614 |Retainer onlay — cast noble metal, two surfaces $290
D6615 |Retainer onlay — cast noble metal, three or more surfaces $290
D6624 |Retainer inlay — titanium $290
D6634 |Retainer onlay — titanium $290
D6710 |Retainer crown —indirect resin based composite $290
D6720 |Retainer crown — resin with high noble metal $290
D6721 |Retainer crown — resin with predominantly base metal $290
D6722 |Retainer crown — resin with noble metal $290
D6740 |Retainer crown — porcelain/ceramic $290
D6750 |Retainer crown — porcelain fused to high noble metal $290
D6751 |Retainer crown — porcelain fused to predominantly base metal $290
D6752 |Retainer crown — porcelain fused to noble metal $290
D6753 |Retainer crown — porcelain fused to titanium and titanium alloys $290
D6780 [Retainer crown — % cast high noble metal $290
D6/781 [Retainer crown — 7 cast predominantly base metal $290
D6782  |Retainer crown — 7 cast noble metat $290
D6783[Retainer crown — ¥ porcetain/ceramic $290
B6784—Retaimer crown="4 titamumrand titanmunrattoys $290
NL700 Dot £ el 11 1 [ ZaYaYal
Uo7 70 RELANNTET CTOWIT = TUtit Cast Illgll nmopteiretdt $LTU
D(J?r)l RUtd;IICI CIUOWTT fuu bdbl. |JICL,IUIIIIIIC|.I|L|.y UG.DC |IICLC|.L $2()O
D700 £.11 <200
LA I'\Cl.ClIIICI CIrUOWTT Ut bClDl. IIUUlCIIICLCll Y& 7Y

Interimpo onticFurthertreatmentore i'“p tion fdldsll\.}blb fecessary }JIIUI to-finat

illlplebblull. NUt Jl:U bU UbUU dod LUIII}JUIdly IULd.IIIUI CIOWIT IUI d IUUI.IIIU plUbLllb‘LlL

restoration.
D6793 $85
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Your and Your
Dependent's

Code Service Co-Payment
D6794 |Retainer crown — titanium and titanium alloys $290
D6930 |Re-cement or re-bond fixed partial denture $0
D6940 |Stress breaker $110
D6950 |Precision attachment. A pair of components constitutes one precision attachment, $195

that is separate from the prosthesis.
D6980 $45

Fixed partial denture repair necessitated by restorative material failure

Oral Surgery

« Includes routine post operative visits/treatment.

» The removal of asymptomatic third molars is not a Covered Service unless pathology

(disease)exists.

D7111 |Extraction, coronal remnants — primary tooth $5

D7140 |Extraction, erupted tooth or exposed root (elevation and/or forceps removal) $5
Extraction, erupted tooth requiring removal of bone and/or sectioning of tooth and

D7210 P A & & $50
including elevation of mucoperiosteal flap if indicated

D7220 |Removatofimpacted tooth = soft tissue $50

D7230 Removall o‘[ !mpactedl toot!w = part|a.lly b.orlmy $65

D7240 Semovall OT !mpaCIeol toorln = complletelly anny N | B O $135

D7241 Hemovall OI |mpallc1ela IOOIIn = comple.tely Dony,’wn\n unusuat surgicat comptications $150

D7250 Removatof resrduattoothroots(catting procedure) $40
€oronectomy=intentionatpartiattoothrremovat, impacted-teethonty-Intentionat

5 partial tooth removal is performed when a neurovascular complication is likely if the $135
D7251 entire tooth is removed.
raanteal fiotila Al
D7260 Primarv clacure of 3 sinte narforation $270
nary-closure of a-sinus-perforatio

D7261 Toothreimplantation-and/orstabilization-of accidentally evulsed or displaced tooth $275

D7270 Exposure of an uneri |p1'r:\ri tooth $80

D7280 Mobilization-of erupted or malpositioned-tooth to aid eruption $$100

D7282 90
Placement of an attachment on an unerupted tooth, after its exposure, to aid in its

D7283 eruption. Report the surgical exposure separately using D7280. $90
II Ib;biUl Ict{ blupay Uf Ul d.l. tiabuc - hd.l d (bUIlC, tUUth/‘

D7285 | .. . L. . $150
IICIST0TAat DIOPSY OO at tissue = 5011

D7286 . . . $60

D7287 Exfotiative \.'y'tultugi\,all aai"ﬁpltc cottection $50
Priich hin Fran IENT 1 2N HEN PSS | 1 ESPNTY
Drastt UIUIJDy uaal IDU'JII.I cliatrsaitl I|JI.U ConCCuonT

D7288 Tranccantal fibaratam s /oiimes ~ ol filbhart iy, by et $50

D7291 IIO.IIDOC'JI.O.L IIUCIULUIIIy/QU'JIClL'ICDI.CH.IIUCIULUIIIy, Uy IC'JUIL $4O
Alveoloplasty in conjunction with extractions — four or more teeth or tooth spaces,

D7310 per quadrant $40

D7311 Alveoloplasty in conjunction with extractions — one to three teeth or tooth spaces, $25
per quadrant

D7320 Alveoloplasty not in conjunction with extractions — four or more teeth or tooth $190
spaces, per quadrant

D7321 Alveoloplasty not in conjunction with extractions — one to three teeth or tooth $65
spaces, per quadrant

D7340 [|Vestibuloplasty — ridge extension (secondary epithelialization) $370
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Your and Your
Dependent's
Code Service Co-Payment

Vestibuloplasty — ridge extension (including soft tissue grafts, muscle

D7350 |reattachment, revision of soft tissue attachment and management of $990
hypertrophied and hyperplastic tissue)

D7450 |Removal of benign odontogenic cyst or tumor — lesion diameter up to 1.25 cm $130

D7451 Removal of benign odontogenic cyst or tumor — lesion diameter greater than $335
1.25¢cm

D7471 |Removal of lateral exostosis (maxilla or mandible) $80

D7472 |Removal of torus palatinus $60

D7473 |Removal of torus mandibularis $60

D7485 |Reduction of osseous tuberosity $60

D7510 |Incision and drainage of abscess — intraoral soft tissue $35

D7511 Incision and drainage of abscess — intraoral soft tissue — complicated (includes $35
drainage of multiple fascial spaces)

D7520 |Incision and drainage of abscess — extraoral soft tissue $35

D7521 |Incision and drainage of abscess — extraoral soft tissue — complicated (includes $35
drainage of multiple fascial spaces)

D7550 |Partial ostectomy/sequestrectomy for removal of non-vital bone $125

D7560 |Maxillary sinusotomy for removal of tooth fragment or foreign body $505

D7910 |Suture of recent small wounds up to 5 cm $25

D7921 |collection and application of autologous blood concentrate product $95
Osseous, osteoperiosteal, or cartilage graft of the mandible or maxilla — autogenous

D7950 $600
or nonautogenous, by report

D7951 Sinus augmentation with bone or bone substitutes via a fateral open approach $825

D7952 |oiNUS augmentation via a vertical approach $825

D7953 |Bone reptacement graft for ridge preservation — per site $100

D7961 Buccal/ tabiat frenectomy (frenufectomy) $90

D7962 tinguatfrenectomy(frenutectomy) $90

D7963 Frenutoptasty $90

D7970 Excisionof-hyperplastic tisste—perareh $55

vetcinn ~Af naria Ayl Sl o

D7971 E/\\,ID.IUII Ul }JCII\,UIUIICl.L 5|||5|va ] $4O
Surgical raduection of fihrouc tuharocity

D7972 [THretTetTEEEEREI R E R TESTy $125

Orthodontics
« Benefits cover twenty-four (24) months of usual & customary Orthodontic treatment and an additional twenty
four (24) months of retention.
» Comprehensive Orthodontic benefits include all phases of treatment and fixed/removable appliances.

D8010 |Limited orthodontic treatment of the primary dentition $1,095
D8020 [Limited orthodontic treatment of the transitional dentition $1,095
D8030 |Limited orthodontic treatment of the adolescent dentition $1,095
D8040 |Limited orthodontic treatment of the adult dentition $1,095
D8070 |Comprehensive orthodontic treatment of the transitional dentition $2,095
D8080 |Comprehensive orthodontic treatment of the adolescent dentition $2,095
D8090 [Comprehensive orthodontic treatment of the adult dentition $2,095
D8660 |Pre-orthodontic treatment examination to monitor growth and development %35

D8670 [Periodic orthodontic treatment visit $35
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D8680 %;t&zcelf(gjjc retention (removal of appliances, construction and placement of $§OO
D8681 |Removable orthodontic retainer adjustment >
D8698 |Re-cement or re-bond fixed retainer — maxillary ig
D8699 |Re-cement or re-bond fixed retainer — mandibular :U
D8701 |Repair of fixed retainer, includes reattachment — maxillary :E
D8702 |Repair of fixed retainer, includes reattachment — mandibular i
. Thereis a Co-Payment of $250 for Orthodontic treatment planning and records
*  (pre/post x-rays (cephalometric, panoramic, etc.), photos, study models).
There is a Co-Payment of $25 per visit for Orthodontic visits beyond twenty-four (24)
months of active treatment or retention.
Adjunctive General Services

Palliative treatment of dental pain per visit: Treatment that relieves pain but is not
D9110 |curative; services provided do not have distinct procedure codes. This is typically $10

reported on a “per-visit” basis for emergency treatment of dental pain. Fixed partial
D9120 |denture sectioning $0
D9210 |Local anesthesia not in conjunction with operative or surgical procedures $0
D9211 |Regional block anesthesia $0
D9212 |Trigeminal division block anesthesia $0
D9215 |Local anesthesia in conjunction with operative or surgical procedures $0
D9219 [Evaluation for moderate sedation, deep sedation or general anesthesia $0
D9222 |Deep sedation/general anesthesia — first 15 minutes $60
D9223 [Deep sedation/general anesthesia — each subsequent 15 minute increment $60
D9230 [Inhatation of nitrous oxide/anatgesia, anxiotysis Intravenous moderate (Conscious) $15
D9239 [sedation/anatgesia- first 15 minutes igg
D9243 |Intravenous moderate (conscious) sedation/analgesia — each subsequent 15 minute 3;15

increment $0
D9248 |Non-intravenous conscious sedation $0
D9310 |consultation - diagnostic service provided by dentist or physician other than $0
D9311 requesting dentistorphysican $36

Consuttatiomwithamedicathreatthcare professionat $6
D9430 o , , : $15

Office visit for observation (during regularly scheduled hours) — no other services
D9440 |performed $25
D9450 |Office visit — after regularly scheduled hours $15
D9610 |[Case presentation, subsequent to detailed and extensive treatment planning. $15
D9612 [Therapeutic parenteral drug, single administration $6
D9630 [Therapeutic parenteral drugs, two or more administrations, different medications $55
D99710 |Drugs or medicaments dispensed in the office for home use $55
D9930 |Application of desensitizing medicament $55
D9937 [ Treatmentof comptication (post=surgicat/=unusuat circumstances, by report $55
D9933 [Cleaning andinspection of removabte comptete denture, maxittary $46
D993Z [Cleaningand inspection of removabte comptete denture, mandibutar $16
D9935 [Cleanmingandinspectionof removabte partiat demnture, maxittary $85
D994 2 Cleamngandinspectionof removabte partiat denture, mandibutar
D9943 Repail dlld/IUI retineofocctusat guat o
D9944—Occtusat guard-adjustment

OL\.{UDQ{ gud.l d hd.l d Cl}J[J“ClI LT, fu“. dl bh
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Code Service Co-Payment
D9945 |Occlusal guard — soft appliance, full arch $85
D9946 |Occlusal guard — hard appliance, partial arch $64
D9951 |Occlusal adjustment — limited $30
D9952 |Occlusal adjustment — complete $100

Infiltration of sustained release therapeutic drug, per quadrant. Infiltration of a
D9613 |sustained release pharmacologic agent for long acting surgical site pain control. Not $15

for local anesthesia purposes.
D9954 |Fabrications and delivery of oral appliance therapy (OAT) morning repositioning $16

device
D9955 [Qralappliance therapy (OAT) titration visit $10
D9986 ) ) ] Not to exceed

Missed appointment (less than 24-hr notice) $25

: : $0
D9987 |Cancelled appointment (if less than 24-hr notice, see D9986)
Current Dental Terminology © American Dental Association
Page 18 of 21

GCERT2012-DHMO-S0OB

MET290_SOB_TX (01/24) Fs/f



Dental benefits: Limitations and additional charges
General

1. Specialty Care Dentists will accept the contracted fee for all Covered Services.

2. General anesthesia or IV sedation is a Covered Service only if it is provided in a Selected General Dental
Office, administered by the Selected General Dentist or Specialty Care Dentist, and is in conjunction with
covered oral and periodontal surgical procedures or when deemed necessary by the Selected General
Dentist or Specialty Care Dentist.

3. Sterilization and infection control are not billable to Us or You or Your Dependent and are included within
the charges for other services provided on that date of service.

a. Local Anesthetic is included in all restorative and surgical procedure fees.
b. All adhesives, liners, bases and occlusal adjustments are included as a part of the restorative procedure.

Diagnostic

1. Panoramic or full mouth x-rays (including bitewings): once every three (3) years, unless Dentally
Necessary for a specific dental problem.

2. All costs for additional periapical and bitewing x-rays provided on the same day that a full mouth x-ray is
provided to You or Your Dependent are included in the costs for the full mouth x-ray.

Preventive

1. Routine cleanings (oral Prophylaxis), periodontal maintenance services (following active periodontal
therapy) and fluoride treatments are limited to twice a year. Two (2) additional cleanings (routine and
periodontal) are available at the Co-Payment listed in the SCHEDULE OF BENEFITS. Additional
Prophylaxis are available, if Dentally Necessary.

2. Sealants and/or preventive resin restorations: Plan benefit applies to primary and permanent molar teeth,
limited to age 19, one (1) per tooth, per thirty-six (36) months, unless Dentally Necessary.

3. Space maintainers are covered to age 14 once per area, per lifetime. Replacement of lost space
maintainers are not a Covered Service.

Restorative Treatment

Crowns, Implants and Fixed Bridges

1. An additional charge, not to exceed $150 per unit, will be applied for any procedure using noble, high noble
or titanium metal.

2. Cases involving seven (7) or more Crowns, implants and/or fixed Bridge units in the same treatment plan
require an additional $125 Co-Payment per unit in addition to the specified Co-Payment for each Crown,
implant or Bridge unit.

3. Thereis a $75 Co-Payment per molar, for the use of porcelain.

4. Prefabricated stainless steel Crowns or prefabricated resin Crowns are limited to no more than one (1)
replacement for the same tooth surface within five (5) years.

5. Charges for temporary Crowns/restorations are included within the costs of the permanent Crown/restoration.

6. Provisional Crowns/restorations are to be used for an interim of at least six (6) months duration. Interim
Crowns/restorations are to be used for a period of at least two (2) months duration. These procedures are
to be utilized during restorative treatment to allow adequate time for healing or completion of other
procedures. They are not to be used as temporary restorations.

7. Replacement of any Cast Restorations with the same or a different type of Cast Restoration are limited to
no more than once every five (5) years.

8. Core buildups are limited to no more than once per tooth in a period of five (5) years.

9. Post and cores are limited to no more than once per tooth in a period of five (5) years.

10. Labial veneers are limited to no more than once per tooth in a period of five (5) years.

Prosthodontics

1. Relinings and rebasings are limited to one (1) every twelve (12) months.

2. Dentures (full or partial): Replacement only after five (5) years have elapsed following any prior provision of

such Dentures under a SafeGuard Plan, unless due to the loss of a natural tooth which cannot be added to the
existing partial. Replacements will be a benefit under this Plan only if the existing Denture is unsatisfactory and
cannot be made satisfactory as determined by the treating Selected General Dentist or Specialty Care Dentist.

3. Replacement of an immediate full Denture with a permanent full Denture if the immediate full Denture cannot
be made permanent and such replacement is done within twelve (12) months of the installation of the
immediate full Denture.

4. Adjustments of Dentures if at least six (6) months have passed since the installation of the existing removable Denture.
5. Delivery of removable and fixed Prosthodontics includes up to three (3) adjustments within six (6) months of
delivery date of service.

6. Tissue conditioning eligible one (1) per appliance each twenty-four (24) months.
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7. Provisional prostheses are to be used for an interim of at least six (6) months duration. Interim prostheses are
to be used for a period of at least two (2) months duration. These procedures are to be utilized during
restorative treatment to allow adequate time for healing or completion of other procedures. They are not to be
used as temporary restorations.

Implant Services

1. Implants are limited to no more than once for the same tooth position in a five (5) year period.

2. Repairs of implants are limited to not more than once in a twelve (12) month period.

3. Implant supported prosthetics are limited to no more than once for the same tooth position in a five (5) year period:

- when needed to replace congenitally missing teeth; or

« when needed to replace natural teeth.

4. The following are limited to no more than two (2) each per year: Implants, Implant supported prosthetics,
and Implant abutments.

Endodontics

1. The Co-Payments listed for Endodontic procedures do not include the cost of the final restoration.

2. Materials used for canal irrigation are included in the Endodontic procedure fees.

Oral Surgery

1. The removal of asymptomatic third molars is not a Covered Service. Pathology (disease) must exist for it to be
covered by the program.

2. Includes routine post operative visits/treatments.

Periodontics

1. Irrigation (such as Chlorhexidine), is included with the other services rendered that day.

2. Local chemotherapeutic agents are limited to no more than six (6) teeth per arch. Treatment plans involving
more than six (6) teeth per arch, require prior Plan approval.

3. Periodontal maintenance is eligible following active periodontal therapy, which includes scaling and root
planing, surgery, etc.

4, Periodontal scaling and root planing, is limited to not more than once per Quadrant in any twenty-four (24) month period.

5. Periodontal surgery, including gingivectomy, gingivoplasty and osseous surgery, is limited to no more than
one surgical procedure per Quadrant in any thirty-six (36) month period.

6. Periodontal charting for planning treatment of periodontal disease is included as part of overall diagnosis
and treatment. No additional charge will apply to You or Your Dependent or Us.

Orthodontics

1. If You or_Your Dependent require the services of an orthodontist, a referral must first be facilitated by Your
Selected General Dentist. If a referral is not obtained before the Orthodontic treatment begins, You will be
responsible for all costs associated with any Orthodontic treatment.

2. If You or-Your Dependent terminate coverage from the SafeGuard Plan after the start of Orthodontic
treatment, You will be responsible for any additional charges incurred for the remaining Orthodontic treatment.

3. Orthodontic treatment must be provided by a Selected General Dentist or Specialty Care Dentist whose specialty
is orthodontics or pediatric dentistry for the Co-Payments listed in this SCHEDULE OF BENEFITS to apply.

4. Plan benefits shall cover twenty-four (24) months of usual and customary Orthodontic treatment and an
additional twenty-four (24) months of retention. Treatment extending beyond such time periods will be
subject to a charge of $25 per visit.

5. The retention phase of treatment shall include the construction, placement, and adjustment of retainers.

6. If You or Your Dependent started orthodontic treatment before Your coverage for Yourself or that
Dependent started under this group contract, Continuing Orthodontic treatment is available under this group
contract for You or Your Dependent under any of the following circumstances:

a. You were covered under the terms of a dental plan provided by SafeGuard and, due to an acquisition,
are now covered under the terms of this group contract;

b. You were covered under the terms of a dental plan provided by a carrier other than SafeGuard and are
now covered under the terms of this group contract because the Contractholder subsequently contracts
with SafeGuard;

c. You become eligible for DHMO benefits under the terms of this group contract because of Your status as
a new employee; or

d. You were covered under the terms of a dental plan and received orthodontic services which were not
covered because that dental plan did not offer orthodontic coverage.

Upon receipt of a completed Continuing Orthodontic Form by Us, with all supporting documentation, We will

accept liability for continuing payment of the remaining balance owed, up to a maximum of $1,500 times the

percentage of the total treatment remaining as of this group contract’s Effective Date, subject to the section titled

DENTAL BENEFITS: LIMITATIONS AND ADDITIONAL CHARGES and DENTAL BENEFITS: EXCLUSIONS.

Continuing Orthodontic treatment will be available if You enroll within 30 days of the date You become

eligible for benefits under the terms of this group contract.
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Dental benefits: Exclusions

1. Any procedures not specifically listed as a Covered Service in this SCHEDULE OF BENEFITS or dental
procedures or services performed solely for Cosmetic purposes (unless specifically listed as a Covered
Service in this SCHEDULE OF BENEFITS), are not covered.

2. Covered Services must be performed by Your Selected General Dental Office or a SafeGuard Specialty
Care Dentist to whom You are referred in accordance with the terms of Your evidence of coverage and
SCHEDULE OF BENEFITS. Services performed by any Dentist not contracted with SafeGuard are not
Covered Services, without prior approval by SafeGuard or Your Selected General Dentist, in accordance
with the terms of Your evidence of coverage and SCHEDULE OF BENEFITS (except for out-of-area
emergency services).

3. Dental procedures started prior to Your or Your Dependent's eligibility under this SCHEDULE OF
BENEFITS or started after Your or Your Dependent's benefits have ended. For example, teeth prepared for
Crowns, root canals in progress (the tooth has been opened into the pulp (nerve chamber)), or full or partial
Dentures for which an impression has been taken.

4. Any dental services, or appliances, which are determined to be not reasonable and/or necessary for
maintaining or improving You or Your Dependent's dental health, as determined by the Selected General
Dentist, and Us based on generally accepted dental standards of care.

5. Orthognathic surgery.

6. Inpatient/outpatient hospital charges of any kind, including prescriptions or medications, except for palliative
care for an Emergency Dental Condition. General anesthesia or IV sedation is not covered for any reason if
rendered in an out patient facility or hospital. Dental charges will be covered, if the procedure performed is
covered by the Plan.

7. Replacement of Dentures, Crowns, appliances or Bridgework that have been lost, stolen or damaged.

8. Treatment of malignancies, cysts, or neoplasms, unless specifically listed as a Covered Service in the
SCHEDULE OF BENEFITS. Any services related to pathology laboratory fees.

9. Procedures, appliances, or restorations whose primary purpose is to change the vertical dimension of
occlusion, correct congenital malformation, developmental, or medically induced dental disorders including,
but not limited to, treatment of myofunctional, myoskeletal, or temporomandibular joint disorders unless
otherwise specifically listed as a Covered Service in this SCHEDULE OF BENEFITS.

10. Dental services provided for or paid by a federal or state government agency or authority, political
subdivision, or other public program other than Medicaid or Medicare.

11. Dental services required while serving in the armed forces of any country or international authority.

12. Dental services considered Experimental or Investigational in nature. If We make a determination that a
Dental service is Experimental or Investigational in nature, this Adverse Determination may be appealed as
described in the section titled APPEAL OF ADVERSE DETERMINATION in Your Evidence of Coverage.

13. Treatment required due to an accident from an external force, unless otherwise listed as Covered Service in
this SCHEDULE OF BENEFITS.

14. The following are not included as Orthodontic benefits:

*  Repair or replacement of lost or broken appliances;
*  Retreatment of Orthodontic cases;

*  Treatmentinvolving:
- Maxillo-facial surgery, myofunctional therapy, cleft palate, micrognathia, macroglossia;

- Hormonal imbalances or other factors affecting growth or developmental abnormalities;
- Treatment related to temporomandibular joint disorders;

« Composite or ceramic brackets, lingual adaptation of Orthodontic bands and other specialized or
. Cosmetic alternatives to standard fixed and removable Orthodontic appliances.
Invisalign services are excluded.
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