A DELTA DENTAL Delta Dental of Washington

Plan Overview

Delta Dental Individual and Family - Basic Family Plan
This Plan is issued and delivered in the state of Washington and is governed by Washington State laws. This Plan Overview Page tells
you important information about the Delta Dental Individual and Family — Basic Family Plan, which provides dental benefits to you and
your dependents, and is subject to the terms set forth in the policy.

Understand your plan
This is your Plan Overview page. It shows your costs for this plan, and how much we pay for your treatment. But this
only tells you part of the story. While this plan overview shows you the types of treatment we cover, it does not list
specific procedures. For that, you need to look in your benefit booklet. That is where you will see which procedures
are covered and which are not.

Plan Information

Contract Term: The effective date of this policy is 12:01 a.m. Pacific Time on the first day of June, 2020 at
Seattle, Washington and it runs through December 31, 2020.
Benefit Period: This is when your coverage begins and ends. Your benefit period is June 1, 2020 — December
31, 2020.
Pediatric Members Adult Members
Members 18 years of age and under Members 19 years of age and older
$1,250 Annual Plan Maximum
Maximum Benefit: No Annual Maximum $1,000 Annual TMJ Maximum
$5,000 Lifetime TMJ Maximum
Plan Deductible: $85 per child per year S50 per adult per year
S350 per child per year to a maximum of
Out of Pocket Maximum:* $700 per year for families with 2 or more NA
children
Single $46.32
Premium: Single + Spouse $92.66
’ Single + Child(ren) $103.02
Family $163.82
Adult Benefits
Covered Dental Benefits Amount of Maximum Allowable Fee DDWA Pays:**
Class I: Diagnostic and Preventive Services, and Accidental Injury 100% - without having to meet your deductible

Class II: Sedation and Palliative Treatment, Restorative Services,
Oral Surgery, Periodontics, and Endodontics

Class llI: Restorative Services (Crowns), Periodontics,
Prosthodontics, Implants and Temporomandibular Joint Benefits

50% - after meeting your deductible

50% - after meeting your deductible

Pediatric Benefits
Covered Dental Benefits Amount of Maximum Allowable Fee DDWA Pays:**
Diagnostic and Preventive Services, and Accidental Injury 100% - without having to meet your deductible
Adjunctive and Restorative Services, Oral Surgery, Periodontics,
and Endodontics
Crowns and Prosthodontics 50% - after meeting your deductible
Medically Necessary Orthodontia 50% - without having to meet your deductible

70% - after meeting your deductible

*Only fees paid to a Delta Dental PPO or a Delta Dental Premier Dentist accrue to the annual out-of-pocket maximum

**DDWA has no control over the charges or billing practices of dentists who do not contract with Delta Dental. Our payments for services performed by these
dentists will be based on actual charges or DDWA's maximum allowable fees for non-participating dentists, whichever is less. You will be responsible for any balance
remaining.
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© DELTA DENTAL

Delta Dental of Washington

Delta Dental Individual and Family — Basic Family Plan

Benefit Booklet

Your all-in-one-guide to making the most out of your dental benefits.

You have 10 days to decide if you want to keep this plan. If you are not satisfied with this plan
after reading through this booklet and your Plan Overview Page, you can cancel it anytime
within 10 days of the date you received these materials by notifying us at 800-526-8323, or
returning your Policy to Delta Dental of Washington or your Producer. We will void the policy
and refund your money, less any payment we made for your dentist bills. If we do not refund
your money within 30 days after you cancel, we will pay you an additional 10% of the refunded
amount.
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Who We Are
Delta Dental of Washington (referenced here simply as DDWA) is a member of the nationwide Delta Dental
Plans Association. With a Delta Dental plan from DDWA, you join more than 60 million people across the
nation who have discovered the value of our coverage.

This document is your policy, which is a contract, and includes the Plan Overview Page. Please hold onto this
document, it has answers to many questions about your dental coverage including eligibility, enrollment,
changes to enroliment, benefits and claims administration.

The application you filled out is also part of this policy. If any part of the application is wrong, please notify
DDWA. Wrong information may affect your family’s coverage. If your answers are incorrect or untrue, we may
have the right to deny benefits or rescind this policy. It is a crime to knowingly provide false, incomplete, or
misleading information for the purpose of defrauding the company. Penalties include imprisonment, fines,
and denial of benefits.

Welcome to your Delta Dental Individual and Family — Basic Family Plan
Thank you for choosing our Delta Dental Individual and Family — Basic Family Plan for your family. We hope
you will take a few minutes to get familiar with this benefit booklet. We set it up so you will have all the
information you need right at your fingertips. If you ever need help beyond this booklet, call us at 800-526-
8323, or visit our website www.DeltaDentalWA.com.

This is a family plan. This plan includes two different sets of benefits in one plan —adult benefits and pediatric
(kids) benefits. Children through age 18 qualify for pediatric benefits. After your child turns 19, they will move to
the adult benefits. They can be your dependent on this plan up to age 26.

- Pediqtrc Benefts Adult Benefit

e L ~% 3

o

Children 0-18 years of age Adults 19 years of age and up

Smile, you are covered.
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Covered Dental Benefits
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Covered Dental Benefits

Adult Benefits

The benefits listed below are covered for adults (age 19 and over) who are enrolled in this plan. These benefits
are available only if they are performed by an individual legally authorized to perform services and when dentally
appropriate as determined by the standards of generally accepted dental practice. See the “Pediatric Benefits”
section for information about coverage for children through age 18.

Adult - Class | Diagnostic Services Covered at 100%

Diagnostic services help your dentist determine the health of your mouth. We pay 100% of the allowable expense
for these services and you do not have to pay your deductible before we pay.

> Routine diagnostic oral exams
e Enrolled family members are covered for two routine exams per benefit period. Routine exams
are not as in-depth as comprehensive oral exams.

» Comprehensive oral exams
e You are covered for only one comprehensive oral exam per dentist for the entire time you are on
this plan. If you change dentists, you are covered for a new comprehensive oral exam. After that,
if your dentist wants to do more comprehensive oral exams, we will cover additional exams at the
same rate as a routine check-up, and you would be responsible for any additional costs.

> Second opinions
e Second opinions are when you request another dentist to review the treatment diagnosis or
treatment plan of your dentist before treatment is done.
e Asecond opinion is paid as a limited oral evaluation however, there are no limitations on the
number of second opinions you can have.

» Limited or problem-focused oral exams
e Limited exams are covered two times per benefit period. They cannot be part of any other oral
exam, and must be performed by a licensed dentist or dental hygienist.

» Emergency exams

» X-rays
e One bitewing x-ray for each quadrant per benefit period.
e Complete series or panoramic x-ray are covered once every five years.
e |f x-rays are taken as part of a complete series of x-rays for a procedure, a complete series will
not be covered again for a different procedure until the five-year period has passed.

These diagnostic services are not covered
» Diagnostic services and x-rays related to treatment of temporomandibular joints (the hinge part of your
jaw) (see “Adult Temporomandibular Joint Benefits” section for information on this benefit).
» Consultations by a dentist other than the requesting dentist.
> Study models.
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Covered Dental Benefits

Comprehensive oral exams happen the first time you visit a new dentist. These visits are to help
your dentist get a general idea about your overall health. They will ask about your dental and
medical history and any medications you are taking. Your dentist will examine the areas inside
and outside of the mouth including your head, neck, teeth, tongue and gumes.

Limited oral exams are visits for dental problems or oral health complaints; dental emergencies;
or referrals for other treatment.

Adult Class | Preventive Services Covered at 100%

Preventive services help keep your teeth healthy by preventing tooth decay and gum disease. Good preventive
practices — such as visiting the dentist twice a year, brushing twice a day and flossing — can mean fewer serious
dental problems. We pay 100% of the allowable expense for these services and you do not have to pay your
deductible before we pay.

> Prophylaxis (cleaning)
e Any combination of prophylaxis or periodontal maintenance is covered twice in a benefit period.
e Additional prophylaxis or periodontal maintenance is covered (up to four treatments combined) if
your gums have pocket depth readings of 5mm or greater.

» Periodontal (gum) maintenance
e Periodontal (gum) maintenance is covered only if you have completed active periodontal
treatment.
e Any combination of prophylaxis or periodontal maintenance is covered twice in a benefit period.
e Additional prophylaxis or periodontal maintenance is covered (up to four treatments combined) if
your gums have pocket depth readings of 5mm or greater.

» Sealants
e Covered for posterior teeth that have no restorations (includes preventive resin restorations) on
the biting surface.
e Covered every two years (from treatment date) per tooth.

> Topical application of fluoride
e Fluoride treatments including fluoridated varnish.
e Fluoride treatments are covered two times in a benefit period.

» Preventive resin restoration
e Preventive resin restorations are covered only on permanent molars with no restorations on the
biting surface.
e Preventive resin restorations are not covered for two years after a sealant or preventive resin
restoration is put on the same tooth.

»  Prescription-strength fluoride toothpaste
o Covered following periodontal surgery or other covered periodontal procedures.
e Must be provided by the dental office.
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Covered Dental Benefits

e Proof of a periodontal procedure must accompany the claim or the patient’s history with DDWA
must show a periodontal procedure within the previous 180 days.

>  Prescription-strength antimicrobial rinses
e Covered following periodontal surgery or other covered periodontal procedures.
e Proof of a periodontal procedure must accompany the claim or the patient’s history with DDWA
must show a periodontal procedure within the previous 180 days.
e Antimicrobial rinse may be dispensed once per course of periodontal treatment, which may
include several visits.
e Antimicrobial rinse is available for women during pregnancy without any periodontal procedure.

These preventive services are not covered
» Plague control program which include oral hygiene instruction, dietary instruction and home fluoride kits.

Adult Class Il Sedation and Palliative Treatment Covered at 50%

Sedation plays a supporting role in your treatment, and palliative treatment is treatment to lessen pain from an
oral condition. We pay 50% of the allowable expense for these services after you pay your deductible.

» Intravenous moderate sedation
e Covered when you are having endodontic, periodontic and oral surgery services that are covered
by your plan.
e Sedation, which is either General Anesthesia or Intravenous Sedation, is a Covered Dental Benefit
only once per day.

» General anesthesia
e Covered for certain endodontic, periodontic, oral surgery, and implant surgery procedures that
are covered by your plan when medically necessary.
e Covered for physically or developmentally disabled persons when medically necessary for
services covered by your plan.

» Painrelief
e Services needed after oral surgery, called post-operative care and treatment, are considered part
of the surgery and not covered separately.
e Treatment for complications after surgery are considered part of the surgery and are included in
the cost of surgery charged by your provider. Additional costs for this treatment are not billable
separately by your provider if done within 30 days of the surgery.

These sedation and palliative services are not covered

» General anesthesia or intravenous sedation for routine procedures except as stated above.

Adult Class |l Restorative Services Covered at 50%

Fillings and treatment for cavities. We pay 50% of the allowable expense for these services after you pay your
deductible.

> Fillings
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Covered Dental Benefits

e The same surface on the same tooth once every two years, in the following cases:

o decay is visible on the tooth,
o a fracture (crack) has caused the loss of a significant part of a tooth cusp,
or, a fracture causes significant damage to an existing filing.

e Fillings for anything other than decay or fracture are not covered.

e |faresin-based composite or a glass ionomer (tooth colored) restoration is placed in a back
tooth, except those placed in the facial surface of bicuspids, it will be considered an elective
procedure and we will pay the amount for an amalgam (silver) with any difference in cost being
your responsibility.

» Stainless steel crowns
e Once per tooth every two years.

These restorative services are not covered
» Recontouring or polishing fillings.
» Overhang removal.
» Copings.
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Covered Dental Benefits

Adult Class Il Oral Surgery Covered at 50%

Oral surgery includes many common procedures that happen at the dentist’s office such as removing teeth and
treating diseases. We pay 50% of the allowable expense for these services after you pay your deductible.

vV V V V

Removal of teeth
Preparing the mouth for the insertion of dentures
Treating traumatic injuries or diseases in the mouth

Bone grafts
e Covered only when done with treatment for periodontal disease.

These oral surgery services are not covered

» Bone replacement grafting for ridge preservation.
» Bone grafts of any kind to the upper or lower jaws, except when done with treatment for periodontal
disease.
» Tooth transplants (re-implanting or relocating a tooth in the jaw).
» Placing materials in a hole in the jawbone to regrow bone (generate osseous filling) after a tooth or
implant is removed.
Adult Class Il Periodontics Covered at 50%

Periodontics is the part of dentistry that deals with the structures surrounding and supporting the teeth. In other
words, it means things as simple as removing plaque or as complicated as surgical gum treatments. We pay 50%
of the allowable expense for these services after you pay your deductible.

>

>

Surgical and nonsurgical treatment of tissues supporting the teeth (gums)
e Soft tissue grafts (per site) are covered once every three years.

Occlusion - Fixing how teeth bite together
e Covered for eight teeth or fewer once in a 12-month period.

Treating gum disease with nonsurgical periodontal scaling and root planing
e Periodontal scaling/root planing is covered every three years (from treatment date).

Localized delivery of antimicrobial agents
e |ocalized delivery of antimicrobial agents is covered when your gums have pocket depth readings
of 5mm or greater.
e Limited to two teeth per quadrant up to two times (per tooth) per benefit period.
e Must have had scaling and root planing done six weeks - six months before the treatment, or you
must be in active supportive periodontal therapy.

Periodontal surgery
e Periodontal surgery (per site) is covered once every three years (from treatment date).
e You must have had scaling and root planing done six weeks - six months before the surgery, or
you must be in active supportive periodontal therapy.
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Covered Dental Benefits

Adult Class Il Endodontics Covered at 50%

Endodontic services focus on the insides of teeth. These services work to save damaged or decayed teeth by
repairing or replacing the soft inner tissue, called the pulp. Endodontics also help maintain the health of the roots
of teeth and the “canals” they run through. We pay 50% of the allowable expense for these services after you pay
your deductible.

» Procedures for pulpal and root canal treatment including:

e Pulp exposure treatment.

e Pulpotomy.

e Apicoectomy (root end surgery).

e Root canal treatment on the same tooth is covered only once every two years (from treatment
date).

e Re-treatment of the same tooth is covered only when done by a different dentist in a different
dental office.

These endodontic services are not covered

» Internal bleaching of teeth.

Adult Class Il Periodontics Covered at 50%

These benefits are available only to those patients who have a periodontal Case Type three or four, which
includes a pocket depth of 5mm or greater. We pay 50% of the allowable expense for these services after you pay
your deductible.

> Nightguard (occlusal guard)
e Covered once every three years from the date of service.

» Repair or reline of nightguard
e Covered when done more than six months from the initial date of service.

» Complete occlusal equilibration
e Covered once for the entire time you are on this plan.

Adult Class Il Restorative Services (Crowns) Covered at 50%

Crowns can have two meanings in dentistry. Dentists call the part of your teeth you can see when you smile the
crown. But most people think of a crown as an artificial covering that gets cemented into your mouth over a
tooth. Artificial crowns cover teeth that have been severely damaged. In this section, we are talking about the
second type of crown — the artificial covering. We pay 50% of the allowable expense for these services after you
pay your deductible.

> Crowns, veneers and onlays
e Acrown, veneer or onlay on the same tooth is covered once every seven years from the seat date
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Covered Dental Benefits

e Crowns, veneers or onlays are covered benefit for treatment of cavities (visible decay) or fracture
resulting in significant loss of tooth structure (missing cusp) when teeth cannot reasonably be
restored with a filling.

e Aninlay as a single tooth restoration, will be considered as elective treatment and an amalgam
allowance will be made once in a two-year period, with any difference in cost being your
responsibility.

e Animplant-supported crown on the same tooth is covered once every seven years from the seat
date

e Crowns that support removable partial dentures are not covered unless the supporting tooth is
so decayed it needs a crown anyway.

» Crown buildups

e Crown buildups are covered once on each tooth in a seven-year period from the date of service.

e Not covered within two years of a restoration on the same tooth from the date of service.

e Covered for a posterior (back) tooth when one cusp is missing down to, or closer than, 2mm from
the gum tissue in preparation for a restorative crown.

e Covered for an anterior (front) tooth when more than 1/2 of the mesial-distal width of the incisal
edge is missing down past the junction of the incisal and middle third of the tooth in preparation
for a restorative crown.

e Covered in an endodontically treated tooth only if the above criteria are met.

e A core buildup is not billable with placement of an onlay, 3/4 crown, inlay or veneer.

> Post and core on endodontically-treated teeth
e Post and core are not covered within seven years (from treatment date) of a restoration on the
same tooth.

These restorative services are not covered
» Copings.

» A crown or onlay used to repair a microfracture when there are no symptoms, or when there is an
existing restoration and no evidence of decay or other significant pathology.

> Acrown or onlay placed because of weakened cusps or existing large restorations.

> Restorations necessary to correct vertical dimension or restore the occlusion.

Adult Class 1l Prosthodontics Covered at 50%

Prosthodontics involves making and fitting artificial teeth, also known as dentures or prosthetic appliances. We
pay 50% of the allowable expense for these services after you pay your deductible.

» Dentures
e Payment is based on seat date.
e Replacement of an existing prosthetic appliance is covered once every seven years (from the seat
date) and only when it cannot be repaired.
e We cover the cost for a full, immediate, or overdenture treatments; however any costs
associated with personalization or specialization are not covered, and are the responsibility of the
patient
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Covered Dental Benefits

> Fixed partial dentures (fixed bridges)
e Paymentis based on seat date.
e Replacement of an existing fixed partial denture is covered once every seven years (from the seat
date) and only when it cannot be repaired.

» Removable partial dentures
e Payment is based on seat date.
e Replacement of an existing removable partial denture is covered once every seven years (from
the seat date) and only when it cannot be repaired.

> Inlays
e Only when used as a retainer for a fixed partial denture (fixed bridge).

» Adjustment or repair of an existing prosthetic appliance
e Cost of a reline will be allowed towards the cost of a temporary partial or full denture.
e After the permanent denture is placed, initial relines will be covered after six months.
e Denture adjustments and relines are covered when done six months after the initial placement.
Additional relines or rebases (but not both) will be covered once a year (from the date of service).

» Surgical placement or removal of implants or attachments to implants
e |mplants and superstructures are covered once every seven years (from the treatment date).
These prosthodontic services are not covered
» Crowns in conjunction with overdentures.
Duplicate dentures.
Personalized dentures.

Copings.

YV V VYV V

Appliances that correct vertical dimension or restore the occlusion (the position of your teeth when your
jaw is closed, or more simply, your bite).

Adult Temporomandibular Joint Benefits Covered at 50%

For the purpose of this plan, Temporomandibular Joint (TMJ) treatment is defined as dental services provided by
a licensed dentist for the treatment of disorders associated with the temporomandibular joint. TMJ disorders
shall include those disorders that have one or more of the following characteristics: pain in the musculature
associated with the temporomandibular joint, internal derangements of the temporomandibular joint, arthritic
problems with the temporomandibular joint, or an abnormal range of motion or limitation of motion of the
temporomandibular joint. We pay 50% of the allowable expense for these services after you pay your deductible.

» Dental services for the treatment of disorders associated with the TMJ
e Procedures for the treatment of a documented and diagnosed temporomandibular joint
dysfunction.
e Effective for the control or elimination of one or more of the following issues which are caused by
a disorder of the temporomandibular joint: pain, infection, disease, difficulty in speaking, or
difficulty in chewing or swallowing food.
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Covered Dental Benefits

e Recognized as effective, according to the professional standards of good dental practice; and
e Not experimental or primarily for cosmetic purposes.

» Surgical treatment

» Non-surgical treatment including but not limited to:
e TMJ examination,
e  X-rays (including TMJ film and arthrogram),
e temporary repositioning splint,
occlusal orthotic device,
removable metal overlay stabilizing appliance,
fixed stabilizing appliance,
occlusal equilibration,
e arthrocentesis,
e and manipulation under anesthesia.

The amounts payable for TMJ benefits during the benefit year shall not be applied to the eligible person's annual
plan maximum for Class |, Class Il, and Class Ill Covered Dental Benefits or orthodontic benefits. Refer to your
“Plan Overview Page” for more information.

Any procedures which are defined as a TMJ service above, but which are also covered under your planin a
different class of service, will be covered under that other class of service and not under this TMJ benefit.

It is strongly recommended that you have your dentists submit a request for a Confirmation of
Treatment and Cost prior to TMJ treatment. A Confirmation of Treatment and Cost is not a
guarantee of payment, but may help you and your dentist understand which treatment is
covered under this plan.

Adult Accidental Injury Covered at 100%

DDWA will pay 100 percent of the filed fee or the Maximum Allowable Fee, whichever is less, for Class |, Class Il
and Class Ill Covered Dental Benefit expenses arising as a direct result of an accidental bodily injury. However,
payment for accidental injury claims will not exceed the unused plan maximum. A bodily injury does not include
teeth broken or damaged during the act of chewing or biting on foreign objects. Coverage is available during the
benefit period and includes necessary procedures for dental diagnosis and treatment rendered within 180 days
following the date of the accident.

Adult General Exclusions

This Plan does not cover every part of the dental care you may need. The benefits under this plan are subject to
limitations listed above which affect the benefits you receive or how often some procedures will be covered.
Additionally, there are exclusions to the type of services covered. These limitations and exclusions are detailed
with the specific benefits listed above and in this Adult General Exclusion section. These limitations and exclusions
warrant careful reading.

1. Dentistry for cosmetic reasons.
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13.
14.

Covered Dental Benefits

Restorations or appliances necessary to correct vertical dimension or to restore the occlusion. Procedures
include: restoration of tooth structure lost from attrition, abrasion or erosion and restorations for
malalignment of teeth.

Services for injuries or conditions that are compensable under Worker's Compensation or Employers'
Liability laws, and services that are provided to the eligible person by any federal or state or provincial
government agency or provided without cost to the eligible person by any municipality, county, or other
political subdivision, other than medical assistance in this state, under medical assistance RCW 74.09.500,
or any other state, under 42 U.S.C., Section 13964, section 1902 of the Social Security Act.

Application of desensitizing agents (treatment for sensitivity or adhesive resin application).

Experimental services or supplies, which include:

a. Procedures, services or supplies for which the use and acceptance as a course of dental
treatment for a specific condition is still under investigation/observation. In determining whether
services are experimental, DDWA, in conjunction with the American Dental Association, will
consider them if:

i. The services are in general use in the dental community in the state of Washington;
ii. The services are under continued scientific testing and research;
iii. The services show a demonstrable benefit for a particular dental condition; and
iv. They are proven to be safe and effective.

b. Anyindividual whose claim is denied due to this experimental exclusion clause will be notified of
the denial within 20 working days of receipt of a fully documented request.

c. Any denial of benefits by DDWA on the grounds that a given procedure is deemed experimental
may be appealed to DDWA. DDWA will respond to such appeal within 20 working days after
receipt of all documentation reasonably required to make a decision. The 20-day period may be
extended only with written consent of the eligible person.

d. Whenever DDWA makes an adverse determination and delay would jeopardize the eligible
person's life or materially jeopardize the covered person's health, DDWA shall expedite and
process either a written or an oral appeal and issue a decision no later than 72 hours after receipt
of the appeal. If the treating Licensed Professional determines that delay could jeopardize the
eligible person's health or ability to regain maximum function, DDWA shall presume the need for
expeditious review, including the need for an expeditious determination in any independent
review.

Analgesics such as nitrous oxide, conscious sedation, euphoric drugs or injections of anesthetic not in
conjunction with a dental service; or injection of any medication or drug not associated with the delivery
of a covered dental service.

Prescription drugs.

Hospitalization charges and any additional fees charged by the dentist for hospital treatment.

Broken appointments.

. Behavior management.
. Completing claim forms.
. Habit-breaking appliances which are fixed or removable device(s) fabricated to help prevent potentially

harmful oral health habits (e.g., chronic thumb sucking appliance, tongue thrusting appliance etc.), does
not include Occlusal Guard, see “Adult Periodontics’ for benefit information.

Orthodontic services or supplies.

This plan does not provide benefits for services or supplies to the extent that benefits are payable for
them under any motor vehicle medical, motor vehicle no-fault, uninsured motorist, underinsured
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Covered Dental Benefits

motorist, personal injury protection (PIP), commercial liability, homeowner's policy, or other similar type

of coverage.
15. All other services not specifically included in this plan as Covered Dental Benefits.

DDWA shall determine whether services are Covered Dental Benefits in accordance with standard dental practice
and the limitations and exclusions shown in this benefit booklet. Should there be a disagreement regarding the

interpretation of such benefits, the subscriber shall have the right to appeal the determination in accordance with
the non-binding appeals process in this booklet and may seek judicial review of any denial of coverage of benefit.
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Covered Dental Benefits

Pediatric Benefits
Benefits for Kids

The benefits listed below are covered for children through age 18 who are enrolled in this plan. These benefits
are available only if they are performed by an individual legally authorized to perform services and when dentally
appropriate as determined by the standards of generally accepted dental practice. See the “Adult Benefits”
section for information about coverage for adults age 19 and older.

Pediatric Diagnostic Services Covered at 100%

Diagnostic services help your dentist determine the health of your mouth. We pay 100% of the allowable expense
for these services and you do not have to pay your deductible before we pay.

> Routine diagnostic oral exams
e Children are covered for two routine exams per benefit period.
e Routine exams are not as in-depth as comprehensive oral exams.

» Comprehensive oral exams
e Children are covered for only one comprehensive oral exam per dentist for the entire time you
are on this plan.
e |fthey change dentists, they are covered for a new comprehensive oral exam.
e [f your dentist wants to do more comprehensive oral exams, we will cover additional exams at the
same rate as a routine check-up, and you would be responsible for any additional costs.

» Limited or problem-focused oral exams
e Limited exams.
e They cannot be part of any other oral exam, and must be performed by a licensed dentist or
dental hygienist.

» Second opinions
e Second opinions are when you request another dentist to review the treatment diagnosis or
treatment plan of your dentist before treatment is done.
e Asecond opinion is paid as a limited oral evaluation however, there are no limitations on the
number of second opinions you can have.

» Emergency exams

> X-rays - bitewing
e Bitewing x-rays look at your child’s back teeth, called premolars and molars. Your child can have
one bitewing x-ray for each quadrant every 12 months.

» X-rays — complete series

e Complete series or panoramic x-rays capture all of your child’s teeth.

e These are covered once every three years from treatment date.

e |f any number or combination of x-rays are billed for the same date of service and the cost equals
or exceeds the allowed fee for a complete series, it will be paid as a complete series. If you have
already had a complete series paid for within the last five years it will not be covered, and you will
be responsible for the cost.
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Covered Dental Benefits

» X-rays - periapical
e Periapical x-rays show the entire tooth, from the chewing surface to below the gums to the tip of
the root.
e These are covered when dentally appropriate.
NOTE: If these x-rays are taken as part of a complete series of x-rays for a procedure, they will not be
covered again if used for a different procedure.

» X-rays - occlusal intraoral
e QOcclusal intraoral x-rays show how teeth are growing in and where they are in the mouth.
e These are covered once every two years from treatment date.

» X-rays - cephalometric
e (Cephalometric x-rays show the entire side of your child’s head.
e These are covered once every two years from treatment date.

» Photographic images
e Oral and facial photographic images are covered, but only if needed to get a clear picture of the
growth and development of your child’s teeth, jaws and face.

> Pulp vitality test
e Pulp vitality tests check the health of your child’s dental pulp — the material inside each tooth.
e These tests are for diagnosis only.
e Your dentist must show that the test is medically necessary.

> Diagnostic casts
e Diagnostic casts are models of your child’s actual teeth.
e They are covered for orthodontic case studies on a case-by-case basis.

These diagnostic services are not covered
> Consultations to evaluate slides taken by another provider.

> Diagnostic services and x-rays related to treatment for temporomandibular joints (the hinge part of your
jaw).

Comprehensive oral exams happen the first time you visit a new dentist. These visits are to help
your dentist get a general idea about your overall health. They will ask about your dental and
medical history and any medications you are taking. Your dentist will examine the areas inside
and outside of the mouth including your head, neck, teeth, tongue and gums.

Limited oral exams are visits for dental problems or oral health complaints; dental emergencies;
or referrals for other treatment.

Pediatric Preventive Services Covered at 100%

Preventive services help keep your child’s teeth healthy in order to prevent things like tooth decay and gum
disease. Good preventive practices — such as visiting the dentist twice a year, brushing twice a day and flossing —
can mean fewer serious dental problems. We pay 100% of the allowable expense for these services and you do
not have to pay your deductible before we pay.
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Covered Dental Benefits

» Prophylaxis (cleaning)
e This treatment is covered twice in a benefit period.

> Periodontal (gum) maintenance
e Covered once per quadrant every 12 months.

» Topical fluoride
e Fluoride rinse, foam, and gel, as well as fluoride varnishes and disposable fluoride trays.
e Covered up to three times in a benefit period for children six years old and younger.
e Covered twice in a benefit period for children over six years old.
e During orthodontic treatment topical fluoride is covered up to three times every 12 months.
e Additional fluoride treatments are covered when dentally appropriate.

» Oral hygiene instruction
e This shows your child the correct way to brush and floss their teeth and the best way to use
toothpaste and mouth rinses.
e Covered twice in a benefit period for children eight years old and younger.
e This is not covered if given during the same visit as a cleaning.
e Theinstruction must be given by a licensed dentist or hygienist at a place that is not a dental
office or clinic — such as a school screening.

» Space maintainers
e Fixed unilateral or fixed bilateral.
e Covered one time for each of the four sections (quadrants) of your child’s mouth.
e Replacement of space maintainers are covered when dentally necessary.
e Includes removing and re-cementing.

> Sealants
e Sealants cover molars with a plastic coating to keep food and bacteria from getting into tiny
grooves and causing decay.
e This treatment is covered on molars and bicuspids that have no fillings on the biting surface.
e Covered once per tooth every two years.

» Preventive resin restorations
e This type of treatment fills in areas of shallow decay (cavities in the outer enamel layer of teeth).
e Allowed only on molars with no fillings on the biting surface.
e Covered once per tooth every two years from treatment date.
e These restorations are not covered for two years after a sealant or filing on the same tooth.

Pediatric Adjunctive Services Covered at 70%

Adjunctive services play a supporting role in your child’s treatment. For example, getting local anesthesia (often
called Novocain) to numb your child’s mouth so they will not feel any pain is a type of adjunctive service. We pay
70% of the allowable expense for these services after you pay your deductible.
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Covered Dental Benefits

> Local anesthesia

Blocking pain in a specific area as a stand-alone procedure.

» General anesthesia and intravenous moderate sedation

Like being sleepy or asleep.

Covered for certain endodontic, periodontic, and oral surgery procedures that are covered by
your plan.

Covered for children 8 years of age and younger, or for physically or developmentally disabled
children, when medically necessary for services covered by your plan.

For children from 9-18 years of age, deep sedation or general anesthesia services are covered on
a case-by-case basis.

Nitrous oxide can be used for sedation once per day.

If your child has a procedure that allows for anesthesia, they are covered for either general
anesthesia or intravenous sedation, but not both on the same day.

> Emergency treatment for dental pain

> Dentist out-of-office visits

Professional visits to nursing homes, hospitals and emergency rooms.

Your child’s dentist can visit your home or an extended care facility twice for each location while
your child is enrolled in this plan.

Your child’s dentist can make one visit per day to a hospital to care for them, inclusive of seeing
your child in the emergency room.

> Behavior management

To help your child feel safe and relaxed when they are not able to stay calm during treatment.

» Follow-up treatment

Related to complications after covered surgery.

Services needed after oral surgery, called post-operative care and treatment, are considered part
of the surgery and not billable separately.

Treatment for complications after surgery are also considered part of the surgery if given within
30 days of the surgery.

» Night guards

To protect teeth during sleep from grinding and clenching.

These adjunctive services are not covered

» General anesthesia or intravenous sedation are not covered for routine procedures needed after an
operation.

Pediatric Restorative Services Covered at 70%

In other words, filling a cavity. We pay 70% of the allowable expense for these services after you pay your

deductible.

> Restorations - fillings
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e Amalgam (often called silver) and resin (tooth-colored) fillings for primary (baby) and permanent
(adult) teeth.

e Same surface of the same tooth covered once every two years.

e Only covered when decay is visible, a fracture causes a loss of a significant part of the tooth
(missing cusp), or a fractu