Anthem Dental
Combined Evidence of Coverage and Disclosure Form

Anthem Family Dental HMO
High (84.8%) Actuarial Value

This combined Evidence of Coverage (EOC) and Disclosure Form contains the exact terms and
conditions of coverage. Please read it completely and carefully. Individuals with special dental
care needs should carefully read those sections that apply to them. We can provide you with a
copy of this combined Evidence of Coverage and Disclosure Form upon request.

Anthem Blue Cross
P.O. Box 1115
Minneapolis, MN 55440-1115
1 (800) 627-0004
Si necesita ayuda en español para entender este documento, puede solicitarla sin costo adicional,
llamando al número de servicio al cliente.

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross
Association. Anthem is a registered trademark of Anthem Insurance Companies, Inc.
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Introduction
Welcome to Anthem Dental
This booklet is your Evidence of Coverage for your Anthem Family Dental HMO plan. It tells you what is
covered and what is not covered under your dental plan with us. You have a right to review this Evidence
of Coverage prior to enrollment. You may obtain a copy by requesting it from us in writing at Anthem Blue
Cross, 2155 Oxnard Street, Woodland Hills, CA 91367 or by calling 1 (800) 627-0004.
Within this booklet, members are referred to as “you” or “your”. Anthem Blue Cross is referred to as “we”,
“us” or “our”. All italicized words are defined in the Definitions section of this booklet.
A statement describing our policies and procedures for preserving the confidentiality of medical records is
available and will be furnished to you upon request.

How to Contact Us
We are here to help you. Call us if:
 You have a question or problem regarding your Anthem Family Dental HMO plan.
 You need to find a dentist.
 You need to replace your dental ID card.

 1 (800) 627-0004
 Anthem Blue Cross, 21555 Oxnard Street, Woodland Hills, California 91367
 www.anthem.com/ca
When you visit our website, click on the “Health and Wellness” link for information on dental care and
more.

Timely Access to Care
Anthem has contracted with participating dentists to provide covered services in a manner appropriate for
your condition, consistent with good professional practice. Anthem ensures that its network of
participating dentists have the capacity and availability to offer appointments within the following
timeframes:
Urgent care appointments: within 72 hours of the request for an appointment;
Non-urgent appointments for primary care: within 36 business days of the request for an
appointment; and
Preventive dental care appointments: within 40 business days of the request for an appointment.
If a participating dentist determines that the waiting time for an appointment can be extended
without a detrimental impact on your health, the participating dentist may schedule an
appointment for a later time than noted above.
Participating dentists are required to have an answering service or a telephone answering machine during
non-business hours, which will provide instructions on how you can obtain urgent or emergency care
including, when applicable, how to contact another dentist who has agreed to be on-call to triage or
screen by phone, or if needed, deliver urgent or emergency care.
If you need the services of an interpreter, the services will be coordinated with scheduled appointments
and will not result in a delay of your appointment.

INDSADPHMO-ONHIX 0120

2

Your ID Card
Your ID card shows your primary care dentist what plan you are on. You will need your ID card each time
you see your primary care dentist. Keep your ID card with you and present it when asked.

How to Obtain Language Assistance
Anthem Blue Cross (Anthem) is committed to communicating with our members about their dental plan,
no matter what their language is. Interpretation services are available through all of our Member
Services call centers. Simply call the Member Services phone number on the back of your Identification
Card and a representative will be able to help you. Translation of written materials about your benefits
can also be asked for by contacting Member Services. Teletypewriter/Telecommunications Device for the
Deaf (TTY/TDD) services are also available by dialing 711. A special operator will get in touch with us to
help with your needs.
You may provide your preferred written and spoken language directly to Anthem and directly to your
provider. If you provide your language preferences to Anthem, this information will be maintained by
Anthem and will be shared with your provider when the provider calls to check eligibility or upon request.
If your preferred written language is one of your health plan’s threshold languages, you may receive
some Plan information in your preferred written language. You may update your preferred written and
spoken languages to your health plan by calling 1-855-634-3381.
Si necesita ayuda en español para entender este documento, puede solicitarla sin costo adicional,
llamando al número de servicio al cliente. (If You need Spanish-language assistance to understand this
document, You may request it at no additional cost by calling the Member Services number.)
Oral interpretation services are available in fifteen (15) languages. Auxiliary aids and services are also
available for members with disabilities as well as information in alternate formats. These aids and
services are free of charge and will be provided in a timely manner when they are necessary to ensure an
equal opportunity for members with disabilities to participate.

Notice of Non-Discrimination Required by California Law
Anthem does not discriminate, exclude people, or treat them differently on the basis of race, color,
national origin, ancestry, religion, sex, marital status, gender identity, sexual orientation, age or disability.
For people with disabilities, we offer free aids and services, and information in alternate formats, free of
charge and in a timely manner, when necessary to ensure an equal opportunity to participate. The
California Department of Managed Health Care (DMHC) is responsible for regulating health care service
plans. If you have grievance against Anthem, you should first call Anthem at 1 (800)-627-0004 (TDD: 1866-333-4823) and use Anthem’s grievance process before contacting the DMHC. Utilizing this grievance
procedure does not prohibit any potential legal rights or remedies that may be available to you. If you
need help filing a grievance, call Anthem Customer Services at 1(800)-627-0004. If you need help with a
grievance involving an emergency, a grievance not satisfactorily resolved by Anthem, or a grievance
unresolved for more than thirty (30) days, call the DMHC for assistance. The DMHC also has a toll-free
number (1-888-HMO-2219) and a TDD line (1-877-688-9891) for the hearing and speech impaired. The
DMHC’s internet web site hmohelp.ca.gov has complaint forms online.
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Benefit Matrix
THIS BENEFIT MATRIX IS A SUMMARY INTENDED TO BE USED TO HELP YOU COMPARE
COVERAGE BENEFITS. YOUR COMBINED EVIDENCE OF COVERAGE AND DISCLOSURE FORM
SHOULD BE CONSULTED FOR A DETAILED DESCRIPTION OF COVERAGE BENEFITS AND
LIMITATIONS.
If you have any questions about your Anthem Family Dental HMO plan, call us at 1 (800) 627-0004.

Summary of Dental Benefits
Annual Out of Pocket Maximum. There is an annual out of pocket maximum in this plan. This amount is
the most you will pay out of pocket in a coverage year for pediatric essential dental benefits in your
participating dental office. In a family with two or more children, copayments made by or for each
individual child for covered dental services contribute to the annual out of pocket maximum for a family.
Once the pediatric member’s annual out of pocket maximum for essential dental benefits has been met,
Anthem will pay the copayment for all covered dental services performed during the remainder of the
coverage year. Anthem recommends that you, as the party responsible for the pediatric member or the
pediatric member keep a record of payment for pediatric benefits. If you have any questions regarding
your Annual Out of Pocket Maximum, please contact the Customer Service Department at 1 (800) 6270004.
Your premium amount, charges for services that are not covered, or charges for services received from a
non-participating dentist do not apply to the annual out of pocket maximum. If you received services from
a non-participating dentist because a participating dentist wasn’t available, the charges for covered
services will apply to the out of pocket maximum. If you have coverage under another plan, amounts paid
by that plan will not apply to the annual out of pocket maximum, as those amounts were not paid by you.

Annual Out of Pocket Maximum for one (1) child ............................................................... $350
Annual Out of Pocket Maximum for two (2) or more children (family) ............................... $700
Annual Benefit Limit .......................................................................................................... None
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Summary of Benefits and Coverage Matrix
Member Cost Share amounts describe the Member’s out of
pocket costs.
Children's Dental Plan and Family Dental Plan design apply to
Individual Marketplace.
Actuarial Value

Family Dental Plan
Copay Plan
Pediatric Dental EHB
Adult Dental
Up to Age 19
Age 19 and Older
84.8%
In‐Network
None
Not applicable

Not Calculated
In‐Network
None
Not Applicable

Individual Out of Pocket Maximum
Family Out of Pocket Maximum (Two or More Children)

$350
$700

Not Applicable
Not Applicable

Office Copay
Waiting Period

$0
None

$0
None

Annual Benefit Limit
(the maximum amount the dental plan will pay in the benefit
year)

None

None

Member Cost Share

Member Cost Share

No charge
No charge
No charge
No charge
No charge
No charge

No charge
No charge
No charge
Not Covered
Not Covered
Not Covered

Individual Deductible
Family Deductible (Two or more children)

Procedure Category

Diagnostic & Preventive
Services

Service Type
Oral Exam
Preventive ‐ Cleaning
Preventive ‐ X‐ray
Sealants per Tooth
Topical Fluoride Application
Space Maintainers Fixed

Restorative Services

Restorative Procedures
See Benefits shown in
Periodontal Maintenance Services Schedule of Copayments
within this Policy.

Major Services

Periodontics (other than
maintenance)
Endodontics
Crowns and Casts
Prosthodontics
Oral Surgery

Orthodontia

See Benefits shown in
Schedule of Copayments
within this Policy.

Medically Necessary Orthodontia
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$350

See Benefits shown in
Schedule of Copayments
within this Policy.

See Benefits shown in
Schedule of Copayments
within this Policy.

Not Covered
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Dentists and Other Providers
Anthem Blue Cross has contracted a network of dental offices and dental professionals that is called
“Dental Net” to provide you with the wide range of dental services for which you are entitled to under this
plan. From these many providers, you choose a primary dentist who will thereafter provide your dental
care. Your primary dentist coordinates most of your care and is responsible for referring you to a
participating dental specialist when needed.

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM OR WHAT
GROUP OF PROVIDERS DENTAL CARE MAY BE OBTAINED
Service Area
The service area is the geographical area in which we have our dental network of selected general
dentists and specialists who have agreed to provide care to our members. You must reside or work in the
service area to enroll in the Anthem Family Dental HMO plan.

Choice of Dentists
Upon enrollment, Anthem will assign you to one of our participating provider offices. You may request a
change to a different participating provider office by contacting our Customer Service at 1 (800) 6270004. The change must be requested by the 15th of the month to become effective on the first day of the
following month. Anthem has Provider Directories available on line at www.anthem.com/ca to help with
your choice. Please see the next section PROVIDER DIRECTORIES AND FACILITIES for additional information.
Dental services provided by a non-participating office or dentist is not a benefit of your plan. You must
get all your dental care from your selected participating dental office. Unless you get emergency care or
we pre-approve on an exception basis a visit to a dentist who is not in our network, dental care by a nonparticipating dentist or office is not covered.
It is important that if you move your residence or your place of employment more than thirty (30) minutes
travel time or fifteen (15) miles from participating dentist(s) who accept your plan, you may notify Anthem
in writing or call our Customer Service to request a provider directory or assistance in finding another
participating dentist or provider office that is located within thirty (30) minutes travel time or fifteen (15)
miles of your new residence or place of employment. Anthem must be notified within thirty-one (31) days
of your move in order to ensure timely access to services near you.
 1 (877) 567-1804
 Anthem Blue Cross, P.O. Box 1115, Minneapolis, MN 55440-1115

Provider Directories and Facilities
A complete list of participating dental offices can be found on our website.
 www.anthem.com/ca
Once you’re on the website, click on Menu and then Find a Doctor. You can search as a member in this
online participating dental office/ dental provider directory using your Anthem ID card to make sure you
find a participating dentist who accepts your plan. Besides listing the dental providers located in the area
you have requested along with their office telephone number, the website provides the driving distance
and directions to the office location. You can also call our Customer Department at the telephone number
listed on your Identification Card, which is 1 (800) 627-0004 for assistance. Please note that we have
several networks and that a provider who participates for one plan may not participate for another. Be
sure to check your Identification Card or call our Customer Service Department to find out which network
this plan uses.
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How to Change Dentist Offices
You may transfer from one participating dental office to another. To do this, you must call us or write to
us. We must receive your request by the 15th of the month to make a change for the following month.
 1 (800) 627-0004
 Anthem Blue Cross, 21555 Oxnard Street, Woodland Hills, California 91367
We must approve your request for it to become effective.
Note: If you are in the process of getting a dental procedure that involves multiple visits, all of the services
must be completed by the same dental office.
Your dental office may also request you to be transferred. The request will be considered based upon the
nature of the request. See the section WHO IS COVERED AND WHEN: HOW COVERAGE ENDS for
more information.
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How to Get Care When You Need It
Your primary dentist is the first person you should consult for dental care. He or she is responsible for
providing you with dental care and determining when you need a referral for specialist care.

Making an Appointment
To see your primary care dentist you will need to call and make an appointment. When you call, identify
yourself as an Anthem Family Dental HMO member and have the following information from your ID card
available:
 Your name
 The certificate number on your ID card.
 The name of your dentist.
 A brief explanation of your symptoms, if any.
It is important to bring your ID card with you to your appointment, as the dental office will ask to see your
ID card. You must have this card to receive your dental benefits.
Your first visit to your primary care dentist will usually consist of x-rays and an examination only. By
performing these procedures first, your primary care dentist can establish your treatment plan according
to your overall dental needs.
If you are not able to keep your appointment, call the dental office as soon as possible to let them know.
Your dental office may charge you if you do not cancel your appointment at least twenty-four (24) hours
before your appointment. These charges will not be paid by us. You will be responsible to pay for any
charges for missed appointments.

Second Opinions
There may be times when you want a second opinion on your dental condition or treatment. Some
reasons to get a second opinion include but are not limited to:
 You have questions about your dental condition or the treatment your dentist prescribed;
 You have a concern about the quality of care given by your dentist; or
 Your dentist is unable to treat your condition, or current treatment is not improving your condition.
To get a second opinion, you must first contact us for approval. To request approval for a second
opinion, call or write to us at:
 1 (800) 627-0004
 Anthem Blue Cross, 21555 Oxnard Street, Woodland Hills, California 91367
Upon request for a second opinion, we will provide an authorization or denial within 72 hours after
Anthem’s receipt of the request.
If approved, you can get a second opinion through another dentist within the Dental Net network. Your
second opinion will include a consultation only. No treatment will be given at that time. You do not have
to pay extra charges for a second opinion. You are only responsible to pay any applicable copayments for
the consultation. Contact us if you need help selecting a dentist for your second opinion.
We will authorize a consultation for a second opinion by a non-participating dentist if a participating
dentist is not available. You are only responsible to pay any applicable copayment for the consultation
and Anthem will pay the difference of the non-participating dentist’s consultation fee.
If your request is denied, you can appeal the decision through our grievance procedures. See the section
titled GRIEVANCE PROCEDURES for more information.
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Referral for Specialty Care
In the course of dental treatment, you may need the care of a dental specialist. If this happens, your
assigned primary care dentist is able to refer you directly to a dental specialist. If you would like an
estimate of your out of pocket costs for the referral, your primary care dentist can submit a request to us
for a referral for specialty care. If approved, we will send a notice to you within five days of the request
with the following information:
 The services that have been approved;
 The name and phone number of specialists that will provide the services;
 The time frame in which you have to receive the services; and
 Any copayment amounts that you will need to pay for the services.

Remember, only dental services that qualify for direct referral by your primary care dentist or
approved by us will be covered.
Our payments for specialty care will be subject to the exclusions, limitations, and benefit maximums of
your plan.

Pediatric Referral For Children
If you have a dependent child or children under age seven (7), you may select a Pedodontist (a dentist
that specializes in treating children) for their dental care. Dependent children are eligible for a standing
Pediatric referral to age seven (7) This means dental services can be performed until the end of the
month in which the dependent child reaches age seven (7). Upon attaining age seven (7), the dependent
child must receive their dental care from a selected participating dental office unless referral to a
Pedodontist is required for continued dental care. Our payments for specialty care will be subject to the
exclusions, limitations, and benefit maximums of your plan.

Emergency Care
Emergency care is dental services provided for the treatment or alleviation of severe pain, uncontrollable
bleeding, or swelling. All dentists in the Dental Net network are available for emergency care 24 hours a
day, seven days a week. If possible, you should get emergency care from your primary care dentist. If it is
not possible to get emergency care from your primary care dentist, you may go to any dentist, or go to the
closest emergency room. Prior approval for emergency care is not required.
If you require emergency dental care outside of the service area, you may get care from any dentist. You
will be responsible to pay for the emergency care. You should contact us as soon as you are able after
receiving the emergency care, as we will tell you how to submit your receipt to us for reimbursement. We
will reimburse you up to $100, towards the cost of an emergency exam, palliative care and x-rays, less
any applicable copayments. Our payments for emergency care will be subject to the exclusions,
limitations and benefits of your plan.
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Your Financial Responsibility
Premiums
Your premium is the monthly charge you must pay us for this dental coverage. To keep your coverage
under this plan active, you must pay your premium by the date on your monthly statements, subject to the
grace period.

Copayments
A copayment is the amount you will pay for a dental care service. Copayments will be due at the time
you receive a service. You are not required to submit a claim for dental care received from your primary
care dentist. Your copayment amounts are listed under the section titled SCHEDULE OF COPAYMENTS.

Annual Out of Pocket Maximum
This amount is the most you will pay out of pocket in a coverage year for pediatric essential dental
benefits in your participating dental office. Once the annual out of pocket maximum for pediatric essential
dental benefits has been met, Anthem will pay the copayment for all covered dental services performed
during the remainder of the coverage year.

Other Charges
If you change your dental office, you may have to pay reasonable costs for the copy and transfer of your
dental records and x-rays to the new office.
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Continuity of Care
Termination of Dental Office
If your primary care dentist’s contract with us terminates, there are situations in which you may still be
able to receive dental care from them that is covered under this plan. This provision, however, will not
apply if the dentist’s contract is terminated for reasons of medical disciplinary reasons, fraud, or other
criminal activity.
In order to continue receiving covered dental care, the dentist must agree in writing to continue providing
care to you under the same terms and conditions of the contract with us before it was terminated. If the
dentist does not agree, we do not have to continue coverage beyond their contract termination date.

Transition Assistance
In certain situations, new members to this plan may be able to complete their dental care with a dentist
outside of our Dental Net network. We will ask the dentist to accept the terms and conditions of the
current contract we have with our Dental Net participating dentists. If the dentist does not agree to our
terms and conditions, we are not required to cover the completion of your care with them.
If you would like to request continuity of care or to obtain a copy of the written policy for continuity of care,
please contact us at:
 1 (800) 627-0041
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What is Covered
The following is a brief overview of the types of dental care that is covered under this plan. For a more
detailed listing, see the SCHEDULE OF COPAYMENTS later in this section.

Specialty Dental Care
Your plan includes specialty services given by endodontists, periodontists, oral surgeons and pediatric
dentists. Your plan does not cover services given by a prosthodontist.

Types of Services
Diagnostic Services. These are services that are used to evaluate your dental condition and determine
the type of dental care you may need.
Preventive Services. These services are given to help prevent certain dental conditions.
Restorative Services. These services are performed to restore tooth structure lost as a result of dental
decay.
Endodontic Services. These services are given to treat the nerve or pulp of the tooth that has been
injured or infected.
Periodontic Services. These services are given to treat the supporting structures of the teeth, such as
gums or underlying bone.
Prosthodontics (Removable and Fixed). These services are given to restore and/or replace missing
teeth with artificial substitutes.
Maxillofacial Prosthetics. These services are given to replace missing areas of bone or tissue and
restore oral functions such as swallowing, speech and chewing.
Implant Services. These services are related to dental implants, which are artificial teeth anchored in
the gums or jawbone to replace a missing tooth. These services are not covered for adults age 19 and
older under this plan.
Oral Surgery Services. These are surgical services to remove teeth, reshape portions of the bone in the
mouth, or biopsy suspect areas of the mouth.
Orthodontics Services. These services are used to straighten the teeth through the use of braces. See
the section Your Orthodontic Benefits for more information on coverage for orthodontic services.
Adjunctive General Services. These are various miscellaneous dental services.
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Schedule of Copayments
This is a list of dental care services that are covered by this plan for pediatric members to the end of the
month in which they turn age 19 and adult members age nineteen and older. Please note the pediatric
dental benefits comply with the Pediatric Dental Essential Health Benefit benchmark plan, as chosen by
Covered California, including any required coverage in circumstances of medical necessity as defined in
the Early Periodic Screening, Diagnoses and Treatment (EPSDT) benefit.
The following Schedule of Copayments includes copayment amounts and limitations for pediatric and
adult members. We will not cover dental care services that are not listed in this section. Adult Services
noted as Not Covered in the Schedule of Copayments, such as tooth whitening, adult orthodontia,
implants and veneers, are not covered services. All covered services are subject to conditions, terms,
limits, and exclusions of the plan.
You should read your entire Evidence of Coverage and Disclosure Form to better understand your
benefits under this plan. See the section titled “Dental Terminology” at the end of this section to help you
understand some of the common terms used in this schedule. See the “Summary of Benefits” for
information about the annual out of pocket maximums for the pediatric member(s).
In order for services to be covered under this plan, all services must be authorized by your Dental Net
participating primary dentist or by us. Dental services received from a dentist outside of the Dental Net
network are NOT covered under this plan.
IMPORTANT: If you decide to get dental care services that are not covered under this plan, your
participating primary dentist may charge you their usual rate for those services. Before the
dentist performs services that are not covered, they should give you a treatment plan that tells
you what services are to be performed and the estimated cost of each service. If you would like
more information about your dental coverage options, call us at 1 (800) 627-0004. To fully
understand your coverage, you should carefully review this Evidence of Coverage and Disclosure
Form.
Your general primary care dentist is responsible for coordinating your dental care. In the course of dental
treatment, you may need the care of a dental specialist. If this happens, your general primary care
dentist is able to refer you directly to a dental specialist. See the REFERRAL FOR SPECIALTY CARE section
in this booklet for more information.
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Code

Description

Pediatric
Copay

Adult
Copay

Pediatric Limitation(s)

Adult Limitation(s)

DIAGNOSTIC SERVICES

D0120

D0140

D0145

D0150

D0160

D0170

D0171

D0180

Periodic oral evaluation ‐
established patient
Limited oral evaluation ‐
problem focused
Oral evaluation for a
patient under three (3)
years of age and
counseling with primary
caregiver
Comprehensive oral
evaluation ‐ new or
established patient
Detailed and extensive
oral evaluation ‐ problem
focused, by report
Re‐evaluation ‐ limited,
problem focused
(established patient; not
post‐ operative visit)
Re‐evaluation – post‐
operative office visit
Comprehensive
periodontal evaluation ‐
new or established
patient

D0190

Screening of a Patient

D0191

Assessment of a patient

D0210

Intraoral ‐ complete
series of radiographic
images

D0220

Intraoral ‐ periapical first
radiographic image
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No Charge

No
Charge

Once per six (6) months

Two (2) times per
twelve (12) months

No Charge

No
Charge

Covered

Two (2) times per
twelve (12) months

No Charge

Not
Covered

Covered

Not Covered

No Charge

No
Charge

Covered

Two (2) times per
twelve (12) months

No Charge

No
Charge

Covered

Two (2) times per
twelve (12) months

No Charge

No
Charge

Covered twelve (12) times
per twelve (12) months.
Covered six (6) times per
three (3) months for
temporomandibular joint
conditions.

Two (2) times per
twelve (12) months

No Charge

No
Charge

Covered

Covered

No Charge

No
Charge

Covered

Two (2) times per
twelve (12) months

Not
Covered
Not
Covered

No
Charge
No
Charge

No Charge

No Charge

Not Covered
Not Covered

No
Charge

One complete series of x‐
rays, including bitewings,
every thirty‐six (36) months,
per provider

No
Charge

Twenty (20) films per twelve
(12) months, per provider,
includes CDT code D0230
below

15

Included as part of a
dental service
Limited to once per
thirty six (36) months
unless medically
necessary for a specific
dental problem.
Covered

D0230

Intraoral ‐ periapical each
additional radiographic
image

No Charge

No
Charge

D0240

Intraoral ‐ occlusal
radiographic image

No Charge

No
Charge

D0250

D0251
D0270
D0272
D0273
D0274

Extra‐oral – 2D projection
radiographic image
created using a stationary
radiation source, and
detector
Extra‐oral posterior
dental radiographic
image
Bitewing ‐ single
radiographic image
Bitewings ‐ two
radiographic images
Bitewings ‐ three
radiographic images
Bitewings ‐ four
radiographic images

Twenty (20) films per twelve
(12) months, per provider,
includes CDT code D0220
above
Two (2) times per six (6)
months per provider except
when documented as
essential for a follow‐
up/post‐operative exam
(such as after oral surgery)

Covered

Covered

No Charge

No
Charge

One (1) film per day

No Charge

Not
Covered

Four (4) films per day

Not Covered

Once per date of service

Two (2) sets of x‐rays
per twelve (12) months

No Charge
No Charge
No Charge
No Charge

No
Charge
No
Charge
No
Charge
No
Charge

Once per six (6) months, per
provider, ages ten (10) and
over. Six (6) months must
have passed since Complete
Full Mouth Series of x‐rays
were taken by same provider.

Shares frequency with
CDT codes, D0272,
D0273, D0274 and
D0277
Two (2) sets of x‐rays
per twelve (12) months

D0277

Vertical bitewings ‐ 7 to 8
radiographic images

No Charge

No
Charge

Covered

Shares frequency with
CDT codes D0270
D0272, D0273, and
D0274

D0310

Sialography

No Charge

Not
Covered

Covered

Not Covered

D0320

Temporomandibular joint
arthrogram, including
injection

No Charge

Not
Covered

Three (3) times per day

Not Covered

D0322

Tomographic survey

No Charge

Not
Covered

Two (2) times per twelve (12)
months, per provider

Not Covered

Once per thirty six (36)
months, per provider (except
when documented as
essential for a follow‐
up/post‐ operative exam).

Once per thirty six (36)
months unless
medically necessary for
a specific dental
problem. Shares
frequency with CDT
code D0210 (Complete
Series of X‐rays)

D0330

Panoramic radiographic
image
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No Charge

No
Charge
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D0340

D0350
D0351

D0431

2D cephalometric
radiographic image –
acquisition,
measurement and
analysis
2D oral/facial
photographic image
obtained intra‐orally or
extra‐orally
3D photographic image
Adjunctive pre‐diagnostic
test that aids in detection
of mucosal abnormalities
including premalignant
and malignant lesions,
not to include cytology or
biopsy procedures

No Charge

No Charge

Two (2) times every twelve
(12) months, per provider

Covered

No Charge

No Charge

Four times per day

Covered

No Charge

Not Covered

Covered

Not Covered

Not
Covered

No Charge

Not Covered

Covered

D0460

Pulp vitality tests

No Charge

No Charge

Covered

D0470

Diagnostic casts
Other oral pathology
procedures, by report
Caries risk assessment
and documentation, with
a finding of low risk
Caries risk assessment
and documentation, with
a finding of moderate risk
Caries risk assessment
and documentation, with
a finding of high risk
Unspecified diagnostic
procedure, by report

No Charge

No Charge

Covered

Covered unless
performed in
conjunction with
root canal
therapy
Covered

No Charge

No Charge

Covered

Covered

No Charge

No Charge

Covered

Covered

No Charge

No Charge

Covered

Covered

No Charge

No Charge

Covered

Covered

No Charge

No Charge

Covered

Covered

D0502
D0601

D0602

D0603
D0999

INDSADPHMO-ONHIX 0120
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PREVENTIVE SERVICES
D1110

Prophylaxis ‐ adult

No Charge

No Charge

One (1) time per six (6)
months, frequency includes
D1120 below.

D1120

Prophylaxis – child

No Charge

Not Covered

D1206

Topical application of
fluoride varnish

No Charge

Not Covered

D1208

Topical application of
fluoride – excluding
varnish
Nutritional counseling for
control of dental disease
Tobacco counseling for
the control and
prevention of oral
disease
Oral hygiene instructions
Sealant ‐ per tooth – for
1st, 2nd and 3rd molars.

No Charge

Not Covered

No Charge

No Charge

One (1) time per six (6)
months, frequency includes
D0111 above
One (1) time per six (6)
months, frequency includes
D1208 below
One (1) time per six (6)
months, frequency includes
D1206 above +
Covered

No Charge

No Charge

Covered

Covered

No Charge
No Charge

No Charge
Not Covered

Covered
Not Covered

Preventive resin
restoration in a moderate
to high caries risk patient
– for 1st, 2nd and 3rd
molars in a pit or fissure
of tooth
Sealant repair – per tooth
– for 1st, 2nd and 3rd
molars.

No Charge

Not Covered

Covered
One (1) time per tooth, per
thirty‐six (36) months, per
provider
One (1) time per tooth, per
thirty‐six (36) months, per
provider.

No Charge

Not Covered

One (1) time per tooth, per
thirty‐six (36) months, per
provider, on the occlusal
surfaces that are free of
decay and/or restorations.
The original provider is
responsible for any repair or
replacement during the
thirty‐six (36) month period.

Not Covered

Interim caries arresting
medicament application,
per tooth
Space maintainer ‐ fixed
– unilateral
Space maintainer‐ fixed‐
bilateral, maxillary
Space maintainer – fixed
– bilateral, mandibular
Space maintainer ‐
removable ‐ unilateral

No Charge

No Charge

Covered

Covered

No Charge

Not Covered

Not Covered

No Charge

Not Covered

No Charge

Not Covered

No Charge

Not Covered

One (1) time per quadrant
up to age eighteen (18)
One (1) time per arch up to
age eighteen (18)
One (1) time per arch up to
age eighteen (18)
One (1) time per quadrant
up to age eighteen (18)

D1310
D1320

D1330
D1351

D1352

D1353

D1354

D1510
D1516
D1517
D1520
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Two (2) times per
twelve (12)
months. Share
frequency with
D1120 and D4910
Not Covered

Not Covered

Not Covered

Covered

Not Covered

Not Covered
Not Covered
Not Covered

D1526

D1527

D1550
D1555

D1575

Space maintainer –
removable – bilateral,
maxillary
Space maintainer –
removable – bilateral,
mandibular
Re‐cement or re‐bond
space maintainer
Removal of fixed space
maintainer ‐ covered only
by provider other than
who placed space
maintainer
Distal shoe space
maintainer – fixed –
unilateral

No Charge

Not Covered

One (1) time per arch up to
age eighteen (18)

Not Covered

No Charge

Not Covered

One (1) time per arch up to
age eighteen (18)

Not Covered

No Charge

Not Covered

Not Covered

No Charge

Not Covered

Covered up to age eighteen
(18)
Covered only by provider
other than who placed space
maintainer

Not Covered

No Charge

Not Covered

Covered

Not Covered

RESTORATIVE SERVICES – FILLINGS, ONLAYS and INLAYS
D2140
D2150
D2160

D2161
D2330
D2331
D2332

D2335

D2390
D2391
D2392
D2393
D2394
D2542

Amalgam – one surfaces,
primary or permanent
Amalgam ‐ two surfaces,
primary or permanent
Amalgam ‐ three
surfaces, primary or
permanent
Amalgam ‐ four or more
surfaces, primary or
permanent
Resin‐based composite ‐
one surface, anterior
Resin‐based composite ‐
two surfaces, anterior
Resin‐based composite ‐
three surfaces, anterior
Resin‐based composite
four or more surfaces or
involving incisal angle
(anterior)
Resin‐based composite
crown, anterior
Resin‐based composite –
one surface, posterior
Resin‐based composite ‐
two surfaces, posterior
Resin‐based composite ‐
three surfaces, posterior
Resin‐based composite ‐
four or more surfaces,
posterior
Onlay ‐ metallic ‐ two
surfaces
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$25

$25

Covered

$30

$30

Covered

$40

$40

Covered

$45

$45

Covered

$30

$30

Covered

$45

$45

$55

$55

Once per tooth per twelve
(12) months for primary
teeth;
Once per tooth per thirty‐six
(36) months for permanent
teeth

Covered
Covered

$60

$60

$50

$50

Covered

$30

$30

Covered

$40

$40

Covered

$50

$50

Covered

$70

$70

Covered

Not
Covered

$185
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Not Covered

Covered

Covered

D2543

Onlay ‐ metallic ‐ three
surfaces

Not
Covered

$200

Not Covered

Covered

D2544

Onlay ‐ metallic ‐ four or
more surfaces

Not
Covered

$215

Not Covered

Covered

D2642

Onlay ‐ porcelain/ceramic
‐ two surfaces

Not
Covered

$250

Not Covered

Covered

D2643

Onlay ‐ porcelain/ceramic
‐ three surfaces

Not
Covered

$275

Not Covered

Covered

D2644

Onlay ‐ porcelain/ceramic
‐ four or more surfaces

Not
Covered

$300

Not Covered

Covered

Onlay ‐ resin‐based
composite ‐ two surfaces
Onlay ‐ resin‐based
composite ‐ three
surfaces
Onlay ‐ resin‐based
composite ‐ four or more
surfaces

Not
Covered

$160

Not Covered

Covered

Not
Covered

$180

Not Covered

Covered

Not
Covered

$200

Not Covered

Covered

D2662
D2663

D2664

RESTORATIVE SERVICES - CROWNS
D2710

D2712

D2720

D2721

D2722
D2740
D2750
D2751
D2752
D2780

Crown ‐ resin‐based
composite (indirect)
Crown ‐ 3/4 resin‐based
composite (indirect) –
once per tooth per sixty
(60) months

$140

$140
Once per tooth per sixty (60)
months; age thirteen and up

Once per tooth,
per surface, per
sixty (60) months

$190

$200

Not
Covered

$300

Not Covered

Once per tooth,
per surface, per
sixty (60) months

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up

Once per tooth,
per surface, per
sixty (60) months

Not
Covered

$300

Not Covered

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up

Not
Covered

$300

Not Covered

Crown ‐ porcelain fused
to predominantly base
metal

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up

Crown ‐ porcelain fused
to noble metal
Crown ‐ 3/4 cast high
noble metal

Not
Covered
Not
Covered

$300

Not Covered

$300

Not Covered

Crown ‐ resin with high
noble metal
Crown ‐ resin with
predominantly base
metal once per tooth per
sixty (60) months
Crown ‐ resin with noble
metal
Crown ‐
porcelain/ceramic
substrate
Crown ‐ porcelain fused
to high noble metal
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Once per tooth,
per surface, per
sixty (60) months

D2781
D2782
D2783
D2790
D2791

D2792

D2910

D2915

D2920

D2921

D2929

D2930

Crown ‐ 3/4 cast
predominantly base
metal
Crown ‐ 3/4 cast noble
metal
Crown ‐ 3/4
porcelain/ceramic
Crown‐full cast high
noble metal
Crown ‐ full cast
predominantly base
metal
Crown‐full cast noble
metal
Re‐cement or re‐bond
inlay, onlay, veneer or
partial coverage
restoration
Re‐cement or re‐bond
indirectly fabricated or
prefabricated post and
core
Re‐cement or re‐bond
crown
Reattachment of tooth
fragment, incisal edge or
cusp
Prefabricated
porcelain/ceramic crown
– primary tooth
Prefabricated stainless
steel crown – primary
tooth

$300

Once per tooth per sixty (60)
months; age thirteen and up

Not
Covered

$300

Not Covered

$310

$310

Once per tooth per sixty (60)
months; age thirteen and up

Not
Covered

$300

Not Covered

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up

Once per tooth
per sixty (60)
months

Not
Covered

$300

Not Covered

Once per tooth,
per surface, per
sixty (60) months

$25

$25

Once per tooth per twelve
(12) months per provider

$25

$25

Covered

$25

$15

Covered twelve (12) months
after initial placement of
crown by same provider

$45

$45

Covered

Covered

$95

Not Covered

Once per twelve (12)
months

Not Covered

$65

Not Covered

Once per twelve (12)
months

Not Covered

D2931

Prefabricated stainless
steel crown – permanent
tooth

$75

$75

D2932

Prefabricated resin crown

$75

Not Covered
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Once per tooth
per sixty (60)
months

$300
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Once per thirty six (36)
months. Not a benefit for 3rd
molars, unless the 3rd molar
occupies the 1st or 2nd molar
position.
Once per tooth per twelve
(12) months for primary
teeth; once per thirty‐six
(36) months for permanent
teeth. Not a benefit for 3rd
molars, unless the 3rd molar
occupies the 1st or 2nd molar
position.

Once per tooth,
per surface, per
sixty (60) months

Covered

Once per tooth
per sixty (60)
months

Not Covered

Once per tooth per twelve
(12) months for primary
teeth; once per thirty‐six
(36) months for permanent
teeth. Not a benefit for 3rd
molars, unless the 3rd molar
occupies the 1st or 2nd molar
position.
Once per six (6) months per
provider

D2933

Prefabricated stainless
steel crown with resin
window

$80

Not Covered

D2940

Protective restoration

$25

$20

$30

Not Covered

Covered

Not Covered

$45

Not Covered

Covered

Not Covered

D2941

D2949

Interim therapeutic
restoration – primary
dentition
Restorative foundation
for an indirect
restoration

Not Covered

Covered

Once per tooth
per sixty (60)
months
Once per tooth
per sixty (60)
months

D2950

Core buildup, including
any pins when required

$20

$20

Covered

D2951

Pin retention – per tooth,
in addition to restoration

$25

$20

Once per tooth

$100

$60

Once per tooth

Covered

$30

$30

Covered

Covered

$90

$60

Once per tooth

Once per tooth
per sixty (60)
months

$60

Not Covered

Covered; Not in conjunction
with root canal therapy

Not Covered

$35

$35

Covered

Covered

$35

Not Covered

Covered

Not Covered

$50

$50

Covered twelve (12) months
after initial placement or
repair of crown by same
provider

Covered

$40

$40

Covered

Covered

D2952

D2953

D2954

D2955

D2957

D2971

D2980

D2999

Post and core in addition
to crown, indirectly
fabricated
Each additional indirectly
fabricated post – same
tooth
Prefabricated post and
core in addition to crown
Post removal – not
covered in conjunction
with endodontic
treatment
Each additional
prefabricated post –
same tooth
Additional procedures to
construct new crown
under existing partial
denture framework
Crown repair
necessitated by
restorative material
failure
Unspecified restorative
procedure, by report
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ENDODONTIC SERVICES
D3110

D3120

D3220

D3221

D3222

D3230

D3240

D3310

D3320

D3330

D3331

D3332

Pulp cap ‐ direct
(excluding final
restoration)
Pulp cap ‐ indirect
(excluding final
restoration)
Therapeutic pulpotomy
(excluding final
restoration) ‐ removal of
pulp coronal to the
dentinocemental
junction and application
of medicament
Pulpal debridement,
primary and permanent
teeth
Partial pulpotomy for
apexogenesis ‐
permanent tooth with
incomplete root
development
Pulpal therapy
(resorbable filling) ‐
anterior, primary tooth
(excluding final
restoration)
Pulpal therapy
(resorbable filling) ‐
posterior, primary tooth
(excluding final
restoration)
Endodontic therapy,
anterior tooth (excluding
final restoration)
Endodontic therapy,
bicuspid tooth (excluding
final restoration)
Endodontic therapy,
molar (excluding final
restoration) ‐ covered
once per tooth on
permanent teeth only
Treatment of root canal
obstruction; non‐surgical
access
Incomplete endodontic
therapy; inoperable,
unrestorable or fractured
tooth
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$20

$20

Covered

$25

$25

Covered

$40

$35

Once per primary tooth

$40

$50

Once per tooth

$60

$60

Once per tooth

$55

Not Covered

Once per tooth

Not Covered

$55

Not Covered

Once per tooth

Not Covered

$195

$200

$235

$235

$300

$300

$50

$50

Covered

Not
Covered

$85

Not Covered
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Once per tooth
per lifetime

Covered once per tooth on
permanent tooth only
Once per tooth
per lifetime

D3333

D3346

D3347

D3348

D3351

D3352

Internal root repair of
perforation defects
Retreatment of previous
root canal therapy ‐
anterior
Retreatment of previous
root canal therapy ‐
bicuspid
Retreatment of previous
root canal therapy ‐
molar
Apexification/recalcifi‐
cation – initial visit (apical
closure / calcific repair of
perforations, root
resorption, etc.)
Apexification/recalcifi‐
cation – interim
medication replacement

$80

$80

$240

$245

Must be performed in
conjunction with endodontic
procedures and not
separately

Covered once per
permanent tooth; twelve
(12) months after initial root
canal by same provider

$295

$295

$365

$365

$85

$85

Once per permanent tooth

$45

$50

Once per permanent tooth
Covered ninety (90) days
after root canal therapy on a
permanent tooth and by
same provider or twenty‐
four (24) months after
apicoectomy/periradicular
surgery on a permanent
tooth by same provider.

Once per tooth
per lifetime

D3410

Apicoectomy ‐ anterior

$240

$240

D3421

Apicoectomy ‐ bicuspid
(first root)

$250

$250

D3425

Apicoectomy ‐ molar
(first root)

$275

$275

$110

$110

Covered

$160

$160

Covered

Once per tooth
per lifetime

$90

$90

Covered

Covered

Not
Covered

$110

Not Covered

Covered

$30

$50

Covered

Not
Covered

$120

Not Covered

Not
Covered

$60

Not Covered

$100

$100

Covered

D3426
D3427
D3430
D3450
D3910

D3920

D3950
D3999

Apicoectomy (each
additional root)
Periradicular surgery
without apicoectomy
Retrograde filling ‐ per
root
Root amputation ‐ per
root
Surgical procedure for
isolation of tooth with
rubber dam
Hemisection (including
any root removal), not
including root canal
therapy
Canal preparation and
fitting of preformed
dowel or post
Unspecified endodontic
procedure, by report
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Once per tooth
per lifetime
(permanent
teeth only)

Once per tooth
per lifetime

Covered

PERIODONTIC SERVICES

D4210

D4211

D4240

D4241

D4249

D4260

D4261

D4263

D4264

D4265

Gingivectomy or
gingivoplasty ‐ four or
more contiguous teeth or
tooth bounded spaces
per quadrant
Gingivectomy or
gingivoplasty ‐ one (1) to
three (3) contiguous
teeth or tooth bounded
spaces per quadrant
Gingival flap procedure,
including root planing ‐
four or more contiguous
teeth or tooth bounded
spaces per quadrant
Gingival flap procedure,
including root planing ‐
one to three contiguous
teeth or tooth bounded
spaces per quadrant
Clinical crown
lengthening – hard tissue
Osseous surgery
(including elevation of a
full thickness flap and
closure) – four (4) or
more contiguous teeth or
tooth bounded spaces
per quadrant
Osseous surgery
(including elevation of a
full thickness flap and
closure) – one (1) to
three (3) contiguous
teeth or tooth bounded
spaces per quadrant
Bone replacement graft –
retained natural tooth –
first site in quadrant
Bone replacement graft –
retained natural tooth –
each additional site in
quadrant
Biologic materials to aid
in soft and osseous tissue
regeneration
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$150

$150
Once per quadrant per
thirty‐six (36) months; age
thirteen and up

$50

$50
Once per
quadrant per
thirty six (36)
months

Not
Covered

$135

Not Covered

Not
Covered

$70

Not Covered

$165

$200

$265

$265

Covered

Covered‐ not on
the same day of
service as a
restorative
procedure.

Once per quadrant per
thirty‐six (36) months; age
thirteen and up
Once per
quadrant per
thirty‐six (36)
months

$140

$140

Not
Covered

$105

Not Covered

Not
Covered

$75

Not Covered

$80

$80
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Covered

Once per tooth
per area per
thirty‐six (36)
months

D4266

D4267

D4270

D4273

D4283

D4285

D4341

D4342

D4346

D4355

Guided tissue
regeneration ‐ resorbable
barrier, per site
Guided tissue
regeneration ‐
nonresorbable barrier,
per site (includes
membrane removal)
Pedicle soft tissue graft
procedure
Autogenous connective
tissue graft procedure
(including donor and
recipient surgical sites)
first tooth, implant, or
edentulous tooth
position in graft
Autogenous connective
tissue graft procedure
(including donor and
recipient surgical sites) –
each additional
contiguous tooth,
implant or edentulous
tooth position in same
graft site
Non‐autogenous
connective tissue graft
procedure (including
recipient surgical site and
donor material) – each
additional contiguous
tooth, implant or
edentulous tooth
position in same graft
site
Periodontal scaling and
root planing ‐ four or
more teeth per quadrant
Periodontal scaling and
root planing ‐ one to
three teeth per quadrant
Scaling in presence of
generalized moderate or
severe gingival
inflammation – full
mouth, after oral
evaluation
Full mouth debridement
to enable comprehensive
evaluation and diagnosis
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Not
Covered

$145

Not Covered

Not
Covered

$175

Not Covered

Not
Covered

$155

Not Covered

Not
Covered

$220

Not Covered

Once per site
per thirty‐six
(36) months
Not
Covered

$185

Not Covered

Not
Covered

$175

Not Covered

$55

$55

$30

$25

$220

$220

$40

$40
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Once per quadrant per
twenty‐four (24) months;
age thirteen and up

Once per
quadrant per
area per twenty‐
four (24)
months

Two (2) times
per twelve (12)
months

Covered

Once per
lifetime

D4381

D4910

Localized delivery of
antimicrobial agents via a
controlled release vehicle
into diseased crevicular
tissue, per tooth

Periodontal maintenance

$10

$30

$10

Covered

$30

Four (4) times per twelve
(12) months; up to twenty‐
four (24) months following
scaling and root‐planing;
Frequency is shared with the
following dental procedures:
D1110 and D1120 (adult and
child cleaning)

Not Covered

Covered

D4920

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

$15

Not Covered

Once per provider within
thirty (30) days of
gingivectomy / gingivoplasty
or osseous surgery; age
thirteen and up. Dental
codes are D4210, D4211,
D4260 or D4261.

D4999

Unspecified periodontal
procedure, by report

$350

$350

Covered; age thirteen and up
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Once per tooth
per site per
twelve (12)
months to a
maximum of six
(6) teeth per
twelve (12)
months with
prior history of
the following
dental
procedures:
D4240 and
D4241 (gingival
flap procedures)
and D4341 and
D4342, (root
planning and
scaling
procedures.
Two (2) times
per twelve (12)
months;
Frequency is
shared with the
following dental
procedures:
D1110 and
D1120 (adult
and child
(cleaning)
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PROSTHODONTIC SERVICES
REMOVABLE COMPLETE AND PARTIAL DENTURES
Complete denture ‐
maxillary

$300

D5120

Complete denture ‐
mandibular

$300

$400

D5130

Immediate denture ‐
maxillary

$300

$400

D5140

Immediate denture ‐
mandibular

$300

$400

$300

$325

$300

$325

D5110

D5211

D5212

D5213

D5214

D5221

D5222

Maxillary partial denture
‐ resin base (including
any conventional clasps,
rests and teeth)
Mandibular partial
denture ‐ resin base
(including any
conventional clasps, rests
and teeth)
Maxillary partial denture
‐ cast metal framework
with resin denture bases
(including any
conventional clasps, rests
and teeth)
Mandibular partial
denture ‐ cast metal
framework with resin
denture bases (including
any conventional clasps,
rests and teeth)
Immediate maxillary
partial denture – resin
base (including any
conventional clasps, rests
and teeth)
Immediate mandibular
partial denture – resin
base (including any
conventional clasps, rests
and teeth)
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$400

$335

$375

$335

$375

$275

$300

$275

$300
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Once per sixty (60) months.
All adjustments made for six
(6) months after the date of
service, by the same
provider, are included in the
fee for this procedure.
Once per arch per lifetime.
All adjustments made for six
(6) months after the date of
service, by the same provider
are included in the fee for
this procedure.

Once per sixty
(60) months
(coverage for
immediate or
complete, but
not both.
Coverage is for
the first denture
to be placed)

Once per sixty (60) months.
All adjustments made for six
(6) months after the date of
service, by the same
provider, are included in the
fee for this procedure.

Once per sixty
(60) months.

Once per arch per lifetime.
All adjustments made for six
(6) months after the date of
service, by the same
provider, are included in the
fee for this procedure.

Once per sixty
(60) months

D5411

Immediate maxillary
partial denture – cast
metal framework with
resin denture bases
(including any
conventional clasps, rests
and teeth)
Immediate mandibular
partial denture – cast
metal framework with
resin denture bases
(including any
conventional clasps, rests
and teeth)
Upper Partial Denture‐
flexible base (including
clasps, rests and teeth)
Mandibular partial
denture‐ flexible base
(including any clasps and
teeth)
Removable unilateral
partial denture – one
piece cast metal
(including clasps and
teeth), maxillary
Removable unilateral
partial denture – one
piece cast metal
(including clasps and
teeth), mandibular
Adjust complete denture
‐ maxillary
Adjust complete denture
– mandibular

D5421

Adjust partial denture –
maxillary

$20

$20

D5422

Adjust partial denture –
mandibular

$20

$20

D5511

Repair broken complete
denture base,
mandibular

$40

$30

D5223

D5224

D5225

D5226

D5282

D5283

D5410

D5512

Repair broken complete
denture base, maxillary
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$330

$370
Once per arch per lifetime.
All adjustments made for six
(6) months after the date of
service, by the same
provider, are included in the
fee for this procedure.

$330

$370

Not
Covered

$375

Not Covered

Not
Covered

$375

Not Covered

Not
Covered

$250

Not Covered

Once per sixty
(60) months

Once per sixty
(60) months
Not
Covered

$250

$20

$20

$20

$20

$40

$30
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Not Covered

Two (2) times per twelve (12)
months per provider; six (6)
months after initial
placement, reline or repair

Six (6) months
after placement

Two (2) times per twelve (12)
months, per arch, per
provider;

Covered

D5520

D5611
D5612
D5621
D5622

D5630

Replace missing or
broken teeth

Repair resin denture
base, mandibular
Repair resin denture
base, maxillary
Repair cast framework,
mandibular
Repair cast framework,
maxillary

Repair or replace broken
clasp

$40

$30

$40

$30

$40

$30

$40

$35

$40

$35

$50

$30

D5640

Replace broken teeth ‐
per tooth

$35

$30

D5650

Add tooth to existing
partial denture

$35

$35

D5660

Add clasp to existing
partial denture

$60

$45
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Two (2) times per twelve (12)
months per arch and up to
four (4) teeth per visit per
provider. All adjustments
made for six (6) months after
the date or repair, in the
same arch and by the same
provider are included in the
fee for this procedure.
Two (2) times per twelve (12)
months, per arch, per
provider; All adjustments
made for six (6) months after
the date or repair, in the
same arch and by the same
provider are included in the
fee for this procedure.
Two (2) times per twelve (12)
months per arch and up to
three (3) clasps per visit per
provider; All adjustments
made for six (6) months after
the date or repair, in the
same arch and by the same
provider are included in the
fee for this procedure.
Two (2) times per twelve (12)
months per arch and up to
four (4) teeth per visit per
provider; All adjustments
made for six (6) months after
the date or repair, in the
same arch and by the same
provider are included in the
fee for this procedure.
Up to three (3) teeth per visit
per provider; All adjustments
made for six (6) months after
the date or repair, in the
same arch and by the same
provider are included in the
fee for this procedure.
Up to three (3) clasps per
visit per provider; All
adjustments made for six (6)
months after the date or
repair, in the same arch and
by the same provider are
included in the fee for this
procedure.

Covered

D5710

Replace all teeth and
acrylic on cast metal
framework (maxillary)
Replace all teeth and
acrylic on cast metal
framework (mandibular)
Rebase complete
maxillary denture

D5711

Rebase complete
mandibular denture

D5720

Rebase maxillary partial
denture

D5721

Rebase mandibular
partial denture

D5670

D5671

D5730

D5731

Reline complete maxillary
denture (chairside)

Reline complete
mandibular denture
(chairside) –
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Not
Covered

$195

Not
Covered

$195

Not Covered

Not
Covered

$155

Not Covered

Not
Covered

$155

Not Covered

Not
Covered

$150

Not Covered

Not
Covered

$150

Not Covered

$60

$60

Not Covered
Covered

Once per twelve
(12) months

$80

$80
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Once per six (6) months
following D5130/D5863
(Immediate Upper Denture
and Complete Upper
Overdenture) with
extractions; Once per twelve
(12) months following
D5110/D5863 without
extractions. All adjustments
made for six (6) months after
the date of service, by the
same provider are included in
the fee for this procedure.

Once per six (6) months
following D5140/D5865 with
extractions; once per twelve
(12) months following
D5120/D5865 (Complete
Lower Denture and Complete
Lower Overdenture) without
extractions. Not a benefit
within twelve (12) months of
a laboratory reline complete
mandibular denture. All
adjustments made for six (6)
months after the date of
service, by the same provider
are included in the fee for
this procedure.

Once per twelve
(12) months

D5740

D5741

D5750

Reline maxillary partial
denture (chairside)

Reline mandibular partial
denture (chairside)

Reline complete maxillary
denture (laboratory)
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$60

$60

$90

$75

$75

$120
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Once per six (6) months
following D5211/D5213 with
extractions; once per twelve
(12) months following
D5211/D5213 without
extractions. Not a benefit
within twelve (12) months of
a laboratory reline maxillary
partial denture. All
adjustments made for six (6)
months after the date of
service, by the same provider
are included in the fee for
this procedure.

Once per six (6) months
following D5212/D5214 with
extractions; once per twelve
(12) months following
D5212/D5214 without
extractions. Not a benefit
within twelve (12) months of
a laboratory reline
mandibular partial denture.
All adjustments made for six
(6) months after the date of
service, by the same provider
are included in the fee for
this procedure.

Once per six (6) months
following D5130/D5863 with
extractions; once per twelve
(12) months following
D5110/D5863 without
extractions. Not a benefit
within twelve (12) months of
a chairside reline maxillary
denture. All adjustments
made for six (6) months after
the date of service, by the
same provider are included in
the fee for this procedure.

Once per twelve
(12) months

Once per twelve
(12) months

D5751

Reline complete
mandibular denture
(laboratory)

$90

$120

D5760

Reline maxillary partial
denture (laboratory)

$80

$110

D5761

Reline mandibular partial
denture (laboratory) –

$80

$110

D5850

Tissue conditioning,
maxillary

$30

$35
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Once per six (6) months
following D5140/D5865 with
extractions; once per twelve
(12) months following
D5120/D5865 without
extractions. Not a benefit
within twelve (12) months of
a chairside reline complete
mandibular denture. All
adjustments for six (6)
months after the date of
service, by the same provider
are included in the fee for
this procedure.
Once per six (6) months
following D5213 with
extractions; Once per twelve
(12) months following D5213
without extractions. Not a
benefit within twelve (12)
months of a chairside reline
maxillary partial denture with
resin base. All adjustments
made for six (6) months after
the date of service, by the
same provider are included in
the fee for this procedure.
Once per six (6) months
following D5214 with
extractions; Once per twelve
(12) months following D5214
without extractions. Not a
benefit within twelve (12)
months of a chairside reline
mandibular partial denture.
All adjustments made for six
(6) months after the date of
service, by the same provider
are included in the fee for
this procedure.
Two (2) times each appliance
per thirty‐six (36) months.
Not a benefit same date of
service as chairside or
laboratory reline. All
adjustments made for six (6)
months after the date of
service, by the same provider
are included in the fee for
this procedure.

Once per twelve
(12) months

Once per twelve
(12) months

Once per
twenty‐four (24)
months

D5851

D5862
D5863
D5864
D5865
D5866
D5899

Tissue conditioning,
mandibular

Precision attachment, by
report
Overdenture – complete
maxillary
Overdenture – partial
maxillary
Overdenture – complete
mandibular
Overdenture – partial
mandibular
Unspecified removable
prosthodontic procedure,
by report

$30

$35

$90

$100

$300

$300

$300

$300

$300

$300

$300

$300

$350

$400

Two (2) times each appliance
per thirty‐six (36) months.
Not a benefit same date of
service as chairside or
laboratory reline. All
adjustments made for six (6)
months after the date of
service, by the same provider
are included in the fee for
this procedure.

Once per twenty
four (24) months

Once per sixty
(60) months
Covered

Covered

MAXILLOFACIAL PROSTHETICS
D5911
D5912
D5913
D5914
D5915
D5916
D5919
D5922
D5923
D5924
D5925
D5926
D5927
D5928
D5929
D5931
D5932

Facial moulage
(sectional)
Facial moulage
(complete)
Nasal prosthesis
Auricular prosthesis
Orbital prosthesis
Ocular prosthesis
Facial prosthesis
Nasal septal prosthesis
Ocular prosthesis, interim
Cranial prosthesis
Facial augmentation
implant prosthesis
Nasal prosthesis,
replacement
Auricular prosthesis,
replacement
Orbital prosthesis,
replacement
Facial prosthesis,
replacement
Obturator prosthesis,
surgical
Obturator prosthesis,
definitive
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$285

Not Covered

Covered

Not Covered

$350

Not Covered

Not covered

$350
$350
$350
$350
$350
$350
$350
$350

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Not covered
Not covered
Not covered
Not covered
Not covered
Not covered
Not covered
Not covered

$200

Not Covered

Not covered
Covered

$200

Not Covered

Not covered

$200

Not Covered

Not covered

$200

Not Covered

Not covered

$200

Not Covered

Not covered

$350

Not Covered

Not covered

$350

Not Covered

Not covered
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D5933
D5934

D5935
D5936
D5937
D5951
D5952
D5953
D5954
D5955
D5958
D5959
D5960
D5982
D5983
D5984
D5985
D5986
D5987
D5988
D5991
D5999

Obturator prosthesis,
modification
Mandibular resection
prosthesis with guide
flange
Mandibular resection
prosthesis without guide
flange
Obturator prosthesis,
interim
Trismus appliance (not
for TMD treatment)
Feeding aid
Speech Aid prosthesis,
pediatric
Speech aid prosthesis,
adult
Palatal augmentation
prosthesis
Palatal lift prosthesis,
definitive
Palatal lift prosthesis,
interim
Palatal lift prosthesis,
modification
Speech aid prosthesis,
modification
Surgical stent
Radiation carrier
Radiation shield
Radiation cone locator
Fluoride gel carrier
Commissure splint
Surgical splint
Vesiculobullous disease
medicament carrier
Unspecified maxillofacial
prosthesis, by report

Two (2) times per twelve (12)
months

$150

Not Covered

Not covered

$350

Not Covered

$350

Not Covered

$350

Not Covered

Not covered

$85

Not Covered

Not covered

$135

Not Covered

$350

Not Covered

$350

Not Covered

$135

Not Covered

Covered

Not covered

$350

Not Covered

Covered

Not covered

$350

Not Covered

Covered

Not covered

$145

Not Covered

$145

Not Covered

$70
$55
$85
$135
$35
$85
$95

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

$70

Not Covered

Not covered

$350

Not Covered

Not covered

Not covered

Covered

Covered up to age eighteen
(18)
Covered up to age eighteen
(18)
Covered; age eighteen (18)
and up

Two (2) times per twelve (12)
months

Covered

Not covered

Not covered
Not covered
Not covered

Not covered
Not covered
Not covered
Not covered
Not covered
Not covered
Not covered
Not covered
Not covered

IMPLANT SERVICES
D6010
D6011
D6013
D6040

Surgical placement of
implant body: endosteal
implant
Second stage implant
surgery
Surgical placement of
mini implant
Surgical placement:
eposteal implant
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$350

Not Covered

$350

Not Covered

$350

Not Covered

Not Covered

$350

Not Covered

Not Covered
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Not Covered
Covered

Not Covered

D6050
D6052
D6055

D6056

D6057
D6058
D6059

D6060

D6061

D6062

D6063

D6064
D6065

D6066

D6067

D6068

D6069

Surgical placement:
transosteal implant
Semi‐precision
attachment abutment
Connecting bar – implant
supported or abutment
supported
Prefabricated abutment –
includes modification and
placement
Custom fabricated
abutment – includes
placement
Abutment supported
porcelain/ceramic crown
Abutment supported
porcelain fused to metal
crown (high noble metal)
Abutment supported
porcelain fused to metal
crown (predominantly
base metal)
Abutment supported
porcelain fused to metal
crown (noble metal)
Abutment supported cast
metal crown (high noble
metal)
Abutment supported cast
metal crown
predominantly base
metal)
Abutment supported cast
metal crown (noble
metal)
Implant supported
porcelain/ceramic crown
Implant supported
porcelain fused to metal
crown (titanium, titanium
alloy, high noble metal)
Implant supported metal
crown (titanium, titanium
alloy, high noble metal)
Abutment supported
retainer for
porcelain/ceramic FPD
Abutment supported
retainer for porcelain
fused to metal FPD (high
noble metal)
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$350

Not Covered

Not Covered

$350

Not Covered

Not Covered

$350

Not Covered

Not Covered

$135

Not Covered

Not Covered

$180

Not Covered

Not Covered

$320

Not Covered

Not Covered

$315

Not Covered

Not Covered

$295

Not Covered

$300

Not Covered

Not Covered

$315

Not Covered

Not Covered

$300

Not Covered

Not Covered

$315

Not Covered

Not Covered

$340

Not Covered

Not Covered

$335

Not Covered

Not Covered

$340

Not Covered

Not Covered

$320

Not Covered

$315

Not Covered
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Covered

Covered

Not Covered

Not Covered

Not Covered

D6070

D6071

D6072

D6073

D6074
D6075

D6076

D6077

D6080

D6081

D6085

D6090

Abutment supported
retainer for porcelain
fused to metal FPD
(predominantly base
metal)
Abutment supported
retainer for porcelain
fused to metal FPD
(noble metal)
Abutment supported
retainer for cast metal
FPD (high noble metal)
Abutment supported
retainer for cast metal
FPD (predominantly base
metal)
Abutment supported
retainer for cast metal
FPD (noble metal)
Implant supported
retainer for ceramic FPD
Implant supported
retainer for porcelain
fused to metal FPD
(titanium, titanium alloy,
or high noble metal)
Implant supported
retainer for cast metal
FPD (titanium, titanium
alloy, or high noble
metal)
Implant maintenance
procedures when
prostheses are removed
and reinserted, including
cleansing of prostheses
and abutments
Scaling and debridement
in the presence of
inflammation or
mucositis of a single
implant, including
cleaning of the implant
surfaces, without flap
entry and closure
Provisional implant
crown
Repair implant supported
prosthesis, by report
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$290

Not Covered

Not Covered

$300

Not Covered

Not Covered

$315

Not Covered

Not Covered

$290

Not Covered

Not Covered

$320

Not Covered

Not Covered

$335

Not Covered

$330

Not Covered

Not Covered

$350

Not Covered

Not Covered

$30

Not Covered

Not Covered

$30

Not Covered

Not Covered

$300

Not Covered

Not Covered

$65

Not Covered

Not Covered
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Covered

Not Covered

D6091

D6092

D6093

D6094
D6095
D6096
D6100

D6110

D6111

D6112

D6113

D6114

D6115

D6116

Replacement of semi‐
precision or precision
attachment (male or
female component) of
implant/abutment
supported prosthesis, per
attachment
Re‐cement or re‐bond
implant / abutment
supported crown
Re‐cement or re‐bond
implant / abutment
supported fixed partial
denture
Abutment supported
crown (titanium)
Repair implant abutment,
by report
Remove broken retaining
screw
Implant removal, by
report
Implant / abutment
supported removable
denture for edentulous
arch – maxillary
Implant / abutment
supported removable
denture for edentulous
arch – mandibular
Implant / abutment
supported removable
denture for partially
edentulous arch –
maxillary
Implant / abutment
supported removable
denture for partially
edentulous arch –
mandibular
Implant / abutment
supported fixed denture
for edentulous arch –
maxillary
Implant / abutment
supported fixed denture
for edentulous arch –
mandibular
Implant / abutment
supported fixed denture
for partially edentulous
arch – maxillary
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$40

Not Covered

$25

Not Covered

Covered

Not Covered

Not Covered
Covered twelve (12) months
after initial placement of
crown by same provider

$35

Not Covered

Not Covered

$295

Not Covered

Covered

Not Covered

$65

Not Covered

Covered

Not Covered

$60

Not Covered

Covered

Not Covered

$110

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Not Covered

$350

Not Covered

Not Covered

$350

Not Covered

Not Covered

$350

Not Covered

Not Covered

$350

Not Covered

Not Covered

$350

Not Covered

Not Covered

Covered
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D6117

D6190
D6194
D6199

Implant / abutment
supported fixed denture
for partially edentulous
arch – mandibular
Radiographic / surgical
implant index, by report
Abutment supported
retainer crown for FPD
(titanium)
Unspecified implant
procedure, by report

$350

Not Covered

$75

Not Covered

$265

Not Covered

Not Covered

$350

Not Covered

Not Covered

Not Covered

Covered

Not Covered

PROSTHODONTIC SERVICES – FIXED BRIDGES
D6205

Pontic, indirect resin
based composite

Not
Covered

$165

Not Covered

D6210

Pontic, cast high noble
metal

Not
Covered

$300

Not Covered

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up.
Only in conjunction with
dental procedure codes
D5211/D5212/D5213/D5214
and same date of service as
D6721/D6740/D6751/D6781/
D6783/D679

D6211

Pontic ‐ cast
predominantly base
metal

D6212

Pontic ‐ cast noble metal

Not
Covered

$300

Not Covered

D6214

Pontic – titanium

Not
Covered

$300

Not Covered

D6240

Pontic ‐ porcelain fused
to high noble metal

Not
Covered

$300

Not Covered
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Once per tooth
per sixty (60)
months
Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months

D6241

Pontic ‐ porcelain fused
to predominantly base
metal

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up.
Only in conjunction with
dental procedure codes
D5211/D5212/D5213/D5214
and same date of service as
D6721/D6740/D6751/D6781
/ D6783/D679

D6242

Pontic ‐ porcelain fused
to noble metal

Not
Covered

$300

Not Covered

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up.
Only in conjunction with
dental procedure codes
D5211/D5212/D5213/D5214
and same date of service as
D6721/D6740/D6751/D6781
/ D6783/D679

Not
Covered

$300

Not Covered

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up.
Only in conjunction with
D5211/D5212/D5213/D5214
and same date of service as
D6721/D6740/D6751/D6781
/ D6783/D679

Not
Covered

$300

Not Covered

Not
Covered

$130

Not Covered

Not
Covered

$145

Not Covered

Once per tooth
per sixty (60)
months

Not
Covered

$130

Not Covered

Once per tooth
per (60) sixty
months

Not
Covered

$200

Not Covered

Not
Covered

$200

Not Covered

Not
Covered

$200

Not Covered

D6245

Pontic ‐
porcelain/ceramic

D6250

Pontic ‐ resin with high
noble metal

D6251

Pontic ‐ resin with
predominantly base
metal

D6252

Pontic ‐ resin with noble
metal

D6545

D6548

D6549

D6608

D6609

D6610

Retainer ‐ cast metal for
resin bonded fixed
prosthesis
Retainer ‐
porcelain/ceramic for
resin bonded fixed
prosthesis
Retainer – for resin
bonded fixed prosthesis
Retainer onlay –
porcelain / ceramic, two
surfaces
Retainer onlay –
porcelain / ceramic, three
or more surfaces
Retainer onlay ‐ cast high
noble metal, two
surfaces
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Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months
Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months

Retainer onlay ‐ cast high
noble metal, three or
more surfaces
Retainer onlay‐cast
predominantly base
metal, two surfaces
Retainer onlay‐cast
predominantly base
metal, three or more
surfaces
Retainer onlay ‐ cast
noble metal, two
surfaces
Retainer onlay ‐ cast
noble metal, three or
more surfaces

Not
Covered

$200

Not Covered

D6634

Retainer onlay – titanium

Not
Covered

$200

Not Covered

D6710

Retainer crown ‐ indirect
resin based composite

Not
Covered

$200

Not Covered

D6720

Retainer crown ‐ resin
with high noble metal

Not
Covered

$300

Not Covered

D6721

Retainer crown ‐ resin
with predominantly base
metal

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up.
In conjunction with dental
procedure codes
D5211/D5212/D5213/D5214

D6722

Retainer crown ‐ resin
with noble metal

Not
Covered

$300

Not covered

$300

$300

Once per tooth per sixty (60)
months; age thirteen and up.
In conjunction with dental
procedure codes
D5211/D5212/D5213/D5214

Not
Covered

$300

Not Covered

$300

Once per tooth per sixty (60)
months; age thirteen and up.
In conjunction with dental
procedure codes
D5211/D5212/D5213/D5214

D6611

D6612

D6613

D6614

D6615

D6740

Retainer crown –
porcelain / ceramic

D6750

Retainer crown ‐
porcelain fused to high
noble metal

D6751

Retainer crown ‐
porcelain fused to
predominantly base
metal

D6752

Retainer crown ‐
porcelain fused to noble
metal

D6781

Retainer crown ‐ 3/4 cast
predominantly base
metal
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Not
Covered

$200

Not Covered

Not
Covered

$200

Not Covered

Not
Covered

$200

Not Covered

Not
Covered

$200

Not Covered

$300

Not
Covered

$300

$300

Not Covered

$300

Once per tooth per sixty (60)
months; age thirteen and up.
In conjunction with dental
procedure codes
D5211/D5212/D5213/D5214
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Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months
Once per tooth
per sixty (60)
months
Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months

Once per tooth
per sixty (60)
months

D6782
D6783
D6791

D6930

D6980

D6999

Retainer crown ‐ 3/4 cast
noble metal
Retainer crown ‐ 3/4
porcelain / ceramic
Retainer crown ‐ full cast
predominantly base
metal
Re‐cement or re‐bond
fixed partial denture
Fixed partial denture
repair necessitated by
restorative material
failure
Unspecified fixed
prosthodontic procedure,
by report

Not
Covered

$300

$300

$300

$300

$300

$40

$40

$95

$95

$350

$400

Not Covered
Once per tooth per sixty (60)
months; age thirteen and up.
In conjunction with dental
procedure codes
D5211/D5212/D5213/D5214
Covered twelve (12) months
after initial placement of
crown by same provider
Covered twelve (12) months
after initial placement or
repair of crown by same
provider
Covered

Once per tooth
per sixty (60)
months
Once per tooth
per sixty (60)
months
Covered

Covered

Covered

ORAL SURGERY
Note: Oral Surgery Services include post‐operative care, such as examinations, removal of stitches and treatment of
post‐surgical complications
Extraction, coronal
D7111 remnants ‐ deciduous
$40
$40
Covered
Covered
tooth
Extraction, erupted tooth
or exposed root
D7140
$65
$65
Covered
Covered
(elevation and/or forceps
removal)
Extraction, erupted tooth
requiring removal of
bone and/or sectioning
D7210 of tooth, and including
Covered
$120
$115
elevation of
mucoperiosteal flap if
indicated
Removal of impacted
D7220
$95
$85
Covered
tooth ‐ soft tissue
Surgical removal of third (3rd)
Removal of impacted
molars are covered only
D7230
$145
$145
Covered
tooth ‐ partially bony
when symptoms of
pathology exists.
Removal of impacted
D7240
$160
$160
Covered
tooth ‐ completely bony
Removal of impacted
tooth ‐ completely bony,
D7241
$175
$175
Covered
with unusual surgical
complications
Removal of residual
D7250 tooth roots (cutting
$80
$75
Covered
procedure)
D7260 Oroantral fistula closure
$280
$280
Covered
Covered
Primary closure of a sinus
D7261
$285
$285
Covered
Covered
perforation
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D7270

D7280
D7283

Tooth reimplantation
and/or stabilization of
accidentally evulsed or
displaced tooth is
covered.
Exposure of an
unerupted tooth
Placement of device to
facilitate eruption of
impacted tooth

$185

$185

Once per arch regardless of
the number of teeth
involved. For permanent
anterior tooth only.

$220

$220

Covered

Covered

$85

$85

Covered with orthodontia

Covered

One (1) time per arch per
date of service, regardless of
the areas involved
Three (3) times per date of
service for the removal of
the specimen only

Covered

D7285

Incisional biopsy of oral
tissue‐hard (bone, tooth)

$180

$180

D7286

Incisional biopsy of oral
tissue‐soft

$110

$110

Not
Covered

$35

Not Covered

Covered

Not
Covered

$35

Not Covered

Covered

$185

$185

$80

$80

$85

D7287
D7288

D7290

D7291

D7310

D7311

D7320

D7321

D7340

Exfoliative cytology
sample collection
Brush biopsy ‐
transepithelial sample
collection
Surgical repositioning of
teeth
Transseptal
fiberotomy/supra crestal
fiberotomy, by report
Alveoloplasty in
conjunction with
extractions ‐ four or more
teeth or tooth spaces,
per quadrant
Alveoloplasty in
conjunction with
extractions ‐ one to three
teeth or tooth spaces,
per quadrant
Alveoloplasty not in
conjunction with
extractions ‐ four or more
teeth or tooth spaces,
per quadrant
Alveoloplasty not in
conjunction with
extractions ‐ one to three
teeth or tooth spaces,
per quadrant
Vestibuloplasty ‐ ridge
extension (secondary
epithelialization)
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Covered

Covered

Once per arch per lifetime;
with active orthodontia
treatment.
Once per arch per lifetime;
with active orthodontia
treatment.

Once per
lifetime per
tooth

$85

Covered

Covered

$50

$50

Covered

Covered

$120

$120

Covered

Covered
Covered following six (6)
months of any extraction in
the same quadrant for the
same provider.

$65

$65

$350

$350
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Covered

Once per arch per sixty (60)
months

Covered

D7350

D7410
D7411
D7412
D7413
D7414
D7415
D7440

D7441

D7450

D7451

D7460

D7461

D7465

D7471
D7472

Vestibuloplasty ‐ ridge
extension (including soft
tissue grafts, muscle
reattachment, revision of
soft tissue attachment
and management of
hypertrophied and
hyperplastic tissue)
Excision of benign lesion
up to 1.25 cm
Excision of benign lesion
greater than 1.25 cm
Excision of benign lesion,
complicated
Excision of malignant
lesion up to 1.25 cm
Excision of malignant
lesion greater than 1.25
cm
Excision of malignant
lesion, complicated
Excision of malignant
tumor ‐ lesion diameter
up to 1.25 cm
Excision of malignant
tumor ‐ lesion diameter
greater than 1.25 cm
Removal of benign
odontogenic cyst or
tumor ‐ lesion diameter
up to 1.25 cm
Removal of benign
odontogenic cyst or
tumor ‐ lesion diameter
greater than
1.25 cm
Removal of benign non‐
odontogenic cyst or
tumor ‐ lesion diameter
up to 1.25 cm
Removal of benign non‐
odontogenic cyst or
tumor ‐ lesion diameter
greater than 1.25 cm
Destruction of lesion(s)
by physical or chemical
method, by report
Removal of lateral
exostosis (maxilla or
mandible)
Removal of torus
palatinus
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$350

$350

Once per arch per lifetime
with Orthodontia

Covered

$75

$75

Covered

Covered

$115

$115

Covered

Covered

$175

$175

Covered

Covered

$95

$95

Covered

Covered

$120

$120

Covered

Covered

$255

$255

Covered

Covered

$105

Not Covered

Covered

Not Covered

$185

Not Covered

Covered

Not Covered

$180

$180

Covered

Covered

$330

$330

Covered

Covered

$155

$180

Covered

Covered

$250

$250

Covered

Covered

$40

$50

Covered

Covered

$140

$140

Once per quadrant per
lifetime

Covered

$145

$140

Once per quadrant per
lifetime

Covered
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D7473
D7485
D7490
D7510

D7511

D7520

D7521

D7530

D7540

D7550

D7560

D7610

D7620

D7630

D7640
D7650
D7660

Removal of torus
mandibularis
Reduction of osseous
tuberosity
Radical resection of
maxilla or mandible
Incision and drainage of
abscess ‐ intraoral soft
tissue
Incision and drainage of
abscess ‐ intraoral soft
tissue ‐ complicated
(includes drainage of
multiple fascial spaces)
Incision and drainage of
abscess ‐ extraoral soft
tissue
Incision and drainage of
abscess ‐ extraoral soft
tissue ‐ complicated
(includes drainage of
multiple fascial spaces)
Removal of foreign body
from mucosa, skin, or
subcutaneous alveolar
tissue
Removal of reaction
producing foreign bodies,
musculoskeletal system
Partial
ostectomy/sequestrecto
my for removal of non‐
vital bone
Maxillary sinusotomy for
removal of tooth
fragment or foreign body
Maxilla ‐ open reduction
(teeth immobilized, if
present)
Maxilla ‐ closed reduction
(teeth immobilized, if
present)
Mandible ‐ open
reduction (teeth
immobilized, if present)
Mandible ‐ closed
reduction (teeth
immobilized, if present)
Malar and/or zygomatic
arch ‐ open reduction
Malar and/or zygomatic
arch ‐ closed reduction
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Once per quadrant, per
lifetime
Once per quadrant, per
lifetime

$140

$140

$105

$105

$350

Not Covered

$70

$55

Covered

$70

$69

Covered

Covered

Covered
Covered
Not Covered

Once per quadrant per same
date of service
$70

$70

Covered

$80

$80

Covered

$45

$45

Covered
Once per date of service

$75

$75

Covered

$125

$125

Once per quadrant per date
of service; Only after thirty
(30) days has passed since an
extraction

$235

$235

Covered

Covered

$140

Not Covered

Covered

Not Covered

$250

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered
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Covered

D7852
D7854
D7856
D7858
D7860
D7865

Alveolus ‐ closed
reduction, may include
stabilization of teeth
Alveolus ‐ open
reduction, may include
stabilization of teeth
Facial bones ‐
complicated reduction
with fixation and multiple
surgical approaches
Maxilla ‐ open reduction
Maxilla ‐ closed reduction
Mandible ‐ open
reduction
Mandible ‐ closed
reduction
Malar and/or zygomatic
arch ‐ open reduction
Malar and/or zygomatic
arch ‐ closed reduction
Alveolus ‐ open reduction
stabilization of teeth
Alveolus, closed
reduction stabilization of
teeth
Facial bones ‐
complicated reduction
with fixation and multiple
approaches
Open reduction of
dislocation
Closed reduction of
dislocation
Manipulation under
anesthesia
Condylectomy
Surgical discectomy,
with/without implant
Disc repair
Synovectomy
Myotomy
Joint reconstruction
Arthrotomy
Arthroplasty

D7870

Arthrocentesis

D7670

D7671

D7680
D7710
D7720
D7730
D7740
D7750
D7760
D7770
D7771

D7780

D7810
D7820
D7830
D7840
D7850

D7871
D7872
D7873

Non‐arthroscopic lysis
and lavage
Arthroscopy ‐ diagnosis,
with or without biopsy
Arthroscopy: lavage and
lysis of adhesions
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$170

Not Covered

Covered

Not Covered

$230

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$110
$180

Not Covered
Not Covered

Covered
Covered

Not Covered
Not Covered

$350

Not Covered

Covered

Not Covered

$290

Not Covered

Covered

Not Covered

$220

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$135

Not Covered

Covered

Not Covered

$160

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$80

Not Covered

Covered

Not Covered

$85

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350
$350
$350
$350
$350
$350

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

Covered
Covered
Covered
Covered
Covered
Covered

Not Covered
Not Covered
Not Covered
Not Covered
Not Covered
Not Covered

$90

Not Covered

Covered

Not Covered

$150

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered
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D7874
D7875
D7876
D7877
D7880
D7881
D7899
D7910
D7911
D7912
D7920
D7940
D7941

D7943

D7944
D7945
D7946
D7947

D7948

D7949

D7950

Arthroscopy: disc
repositioning and
stabilization
Arthroscopy:
synovectomy
Arthroscopy: discectomy
Arthroscopy:
debridement
Occlusal orthotic device,
by report
Occlusal orthotic device
adjustment
Unspecified TMD
therapy, by report
Suture of recent small
wounds up to 5 cm
Complicated suture ‐ up
to 5 cm
Complicated suture ‐
greater than 5 cm
Skin graft (identify defect
covered, location and
type of graft)
Osteoplasty ‐ for
orthognathic deformities
Osteotomy ‐ mandibular
rami
Osteotomy ‐ mandibular
rami with bone graft;
includes obtaining the
graft
Osteotomy ‐ segmented
or subapical
Osteotomy ‐ body of
mandible
LeFort I (maxilla ‐ total)
LeFort I (maxilla ‐
segmented)
LeFort II or LeFort III
(osteoplasty of facial
bones for midface
hypoplasia or retrusion) ‐
without bone graft
LeFort II or LeFort III ‐
with bone graft
Osseous, osteoperiosteal,
or cartilage graft of the
mandible or maxilla ‐
autogenous or
nonautogenous, by
report
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$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$120

Not Covered

Covered

Not Covered

$30

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$35

$50

Covered

Covered

$55

$75

Covered

Covered

$130

$150

Covered

Covered

$120

Not Covered

Covered

Not Covered

$160

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$275

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$350

Not Covered

Covered

Not Covered

$190

Not Covered

Covered

Not Covered
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D7951

D7952
D7955

D7960

D7963
D7970
D7971
D7972
D7979
D7980
D7981
D7982
D7983
D7990
D7991
D7995

D7997

D7999

Sinus augmentation with
bone or bone substitutes
via a lateral open
approach
Sinus augmentation via a
vertical approach
Repair of maxillofacial
soft and/or hard tissue
defect
Frenulectomy ‐ also
known as frenectomy or
frenotomy ‐ separate
procedure not incidental
to another procedure
Frenuloplasty
Excision of hyperplastic
tissue ‐ per arch
Excision of pericoronal
gingiva
Surgical reduction of
fibrous tuberosity
Non‐surgical
Sialolithotomy
Sialolithotomy
Excision of salivary gland,
by report
Sialodochoplasty
Closure of salivary fistula
Emergency tracheotomy
Coronoidectomy
Synthetic graft ‐
mandible or facial bones,
by report
Appliance removal (not
by dentist who placed
appliance), includes
removal of arch bar
Unspecified oral surgery
procedure, by report

$290

Not Covered

Covered

Not Covered

$175

Not Covered

Covered

Not Covered

$200

Not Covered

Covered

Not Covered

$120

$120

Once per arch

Covered

$120

$120

Covered

Covered

$175

$176

Once per arch

Covered

$80

$80

Covered

Covered

$100

Not Covered

Once per quadrant per day

Not Covered

$155

Not Covered

Covered

Not Covered

$155

Not Covered

Covered

Not Covered

$120

Not Covered

Covered

Not Covered

$215
$140
$350
$345

Not Covered
Not Covered
Not Covered
Not Covered

Covered
Covered
Covered
Covered

Not Covered
Not Covered
Not Covered
Not Covered

$150

Not Covered

Covered

Not Covered

$60

Not Covered

Once per arch per day

Not Covered

$350

$350

Covered

Covered

Orthodontics- Medically Necessary- Pediatric Member(s) only
This plan will only cover orthodontic care when it is medically necessary to restore the form and function of
the oral cavity, such as through the result of an injury or from dysfunction resulting from congenital
deformities. To be considered medically necessary orthodontic care, at least one of the following criteria must
be present:
 Spacing between adjacent teeth that interferes with your biting function.
 Overbite that causes the lower front (anterior) teeth to impinge on the roof of your mouth when you
bite.
 The position of your jaw or teeth impairs your ability to bite or chew.
 On an objective, professional orthodontic severity index (such as the HLD Index) or consistent with
current California Denti-Cal orthodontic criteria, your condition scores consistent with needing
orthodontic care.
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D8080
D8210
D8220

D8660

D8670

D8680

D8681
D8691

D8692

D8693
D8694
D8999

Comprehensive
orthodontic treatment of
the adolescent dentition
Removable appliance
therapy

Covered
Once per lifetime; age six (6)
– twelve (12)
Once per lifetime; age six (6)
– twelve (12)

Fixed appliance therapy
Pre‐orthodontic
treatment examination
to monitor growth and
development
Periodic orthodontic
treatment visit
Orthodontic retention
(removal of appliances,
construction and
placement of retainer(s)
Removable orthodontic
retainer adjustment
Repair of orthodontic
appliance

Once every three (3) months
Four (4) visits per year (paid
quarterly)

$350

Not Covered

Covered
One (1) repair per appliance
One (1) replacement per
arch per course of treatment
within twenty four (24)
months of D8680

Replacement of lost or
broken retainer
Re‐cement or re‐bond
fixed retainer
Repair of fixed retainers,
includes reattachment
Unspecified orthodontic
procedure, by report
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One (1) appliance per arch
per course of treatment

Covered
Covered
Covered
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Not Covered

How We Pay for Orthodontic Care. Because orthodontic treatment usually occurs over a long period of
time, payments are made over the course of your treatment. In order for us to continue to pay for your
orthodontic care, you must have continuous coverage under this plan.
The first payment for orthodontic care is made when treatment begins. Treatment begins when the
appliances are installed. Your dental provider should submit the necessary forms telling us when your
appliance is installed. Payments are then made at six month intervals until the treatment is finished or
coverage under this plan ends. Your copayment of $350 for medical necessary orthodontic care applies to
your course of treatment, not individual benefit years within a multi-year course of treatment.
If your orthodontic treatment is already in progress (the appliance has been installed) when you begin
coverage under this plan, the orthodontic treatment benefit under this coverage will be on a pro-rated basis.
We will only cover the portion of orthodontic treatment that you are given while covered under this plan. We
will not pay for any portion of your treatment that was given before your effective date under this plan.
What Orthodontic Care Does NOT Include:
Coverage is NOT provided for:
 Monthly treatment visits that are billed separately – these costs will already be included in the total
cost of your treatment.
 Orthodontic retention or retainers that are billed separately – these costs will already be included in
the total cost of your treatment.
 Retreatment and services given due to a relapse.
 Inpatient or outpatient hospital expenses.
 Any provisional splinting, temporary procedures or interim stabilization of the teeth.

ADJUNCTIVE GENERAL SERVICES
D9110
D9120

D9210

Palliative (emergency)
treatment of dental pain
‐ minor procedure
Fixed partial denture
sectioning
Local anesthesia not in
conjunction with
operative or surgical
procedures – once per
day

$30

$28

Once per day

Covered

$95

$95

Covered

Covered

$10

$10

Once per day

Covered

D9211

Regional block anesthesia

$20

$20

D9212

Trigeminal division block
anesthesia

$60

$60

D9215

Local anesthesia in
conjunction with
operative or surgical
procedures

$15

$15
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Included in the fee for other
procedures and is not
payable separately.
Included in the fee for other
procedures and is not
payable separately.
Covered one (1) time per day
per provider.

Covered

Covered

Covered

D9222

Deep sedation/analgesia
‐ first fifteen (15) minutes

$45

$45

Covered

D9223

Deep sedation/general
anesthesia – each fifteen
(15) minute increment

$45

$45

Covered

$15

Not Covered

Covered age thirteen and
under; not cooperative. Not
covered on the same date of
service as deep
sedation/general anesthesia
(D9220 and D9221),
intravenous conscious
sedation/analgesia (D9241
and D9242) or non‐
intravenous conscious
sedation (D9248) and when
all associated procedures on
the same date of service by
the same provider are
denied.

$60

$45

Once per date of service.

$60

$45

Each fifteen (15) minute
increment is covered once
per date of service.

$65

Not Covered

Covered under age thirteen
(13) and uncooperative.

Not Covered

D9230

D9239

D9243

D9248

D9310

D9311
D9410
D9420

D9430

Inhalation of nitrous
oxide/analgesia,
anxiolysis

Intravenous moderate
(conscious)
sedation/anesthesia ‐
first fifteen (15) minutes
Intravenous moderate
(conscious)
sedation/analgesia –
each 15 minute
increment
Non‐intravenous
conscious sedation
Consultation ‐ diagnostic
service provided by
dentist or physician other
than requesting dentist
or physician
Consultation with a
medical health care
professional
House/extended care
facility call
Hospital or ambulatory
surgical center call ‐
units are in hours
Office visit for
observation (during
regularly scheduled
hours)
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Covered in
Conjunction
with oral
surgical and
periodontal
surgical
procedures

Not Covered

Covered in
Conjunction
with oral
surgical and
periodontal
surgical
procedures

$50

$45

Covered

Once per twelve
(12) months;
only with x‐rays
and not allowed
on same day as
other service

No Charge

Not Covered

Covered

Not Covered

$50

Not Covered

Once per day

Not Covered

$135

Not Covered

Covered

Not Covered

$20

$12

No other services performed
once per day, per provider.

Covered
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D9440

Office visit ‐ after
regularly scheduled
hours.

D9450

Case presentation

D9610

D9612

D9910

D9930

D9942

D9943
D9944
D9945
D9946

Therapeutic parenteral
drug, single
administration
Therapeutic parenteral
drugs, two or more
administrations, different
medications
Application of
desensitizing
medicament
Treatment of
complications (post‐
surgical) ‐ unusual
circumstances, by report

$45

$40

Once per day, per provider

Covered

Not
Covered

No Charge

Not Covered

Covered

$30

Not Covered

Four (4) times per day

Not Covered

$40

Not Covered

Alternates to D9610, which
equals four (4) times per day

Not Covered

$20

$22

Once per twelve (12) months
per provider

Covered

$35

$50

One (1) treatment per day
per provider; within thirty
(30) days of extraction

Covered

$35

Not Covered

Once per twelve
(12) months for
bruxism
condition only;
Covered six (6)
months after
placement

$35

Not Covered

Covered

$115

Not Covered

$115

Not Covered

$115

Not Covered

Repair and/or reline of
occlusal guard

Not
Covered

Occlusal guard
adjustment
Occlusal guard – hard
appliance, full arch
Occlusal guard – soft
appliance, full arch
Occlusion guard – hard
appliance – partial arch

Not
Covered
Not
Covered
Not
Covered
Not
Covered

D9950

Occlusion analysis ‐
mounted case

$120

Not Covered

D9951

Occlusal adjustment ‐
limited

$45

$45

D9952

Occlusal adjustment ‐
complete

$210

$210

D9995

Teledentistry –
synchronous; real‐time
encounter

Not
Covered

No Charge
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Once per twelve (12) months
for analysis for
temporomandibular joint
disorder; age thirteen and up
Once per twelve (12)
months, per quadrant, per
provider and for natural
teeth only; age thirteen and
up
Once per twelve (12) months
following occlusion analysis
mounted case for
temporomandibular joint
dysfunction disorders only;
age thirteen and up
Not Covered

Once per
twenty‐four (24)
months for
bruxism only

Not Covered

Covered

Covered

Covered

D9996

D9999

Teledentistry –
asynchronous;
information stored and
forwarded to dentist for
subsequent review
Unspecified adjunctive
procedure, by report
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Not
Covered

No Charge

Not Covered

Covered

No Charge

No Charge

No Limitation

Covered
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Exclusions
The following exclusions apply to all members:


Dental services which a member would be entitled to receive for a nominal charge or without charge if
this coverage were not in force under any Worker's Compensation Law, Federal Medicare program,
or Federal Veteran's Administration program. However, if a member receives a bill or direct charge
for dental services under any governmental program, then this exclusion shall not apply. Benefits
under this plan will not be reduced or denied because dental services are rendered to a subscriber or
dependent who is eligible for or receiving medical assistance.



Procedures which are not generally accepted standards of dental practice within the organized dental
community in California.



Dental services or health care services not specifically listed in the Schedule of Copayments section
of this EOC (including any hospital charges or prescription drug charges).



Dental services completed prior to the date the member became eligible for coverage.



Analgesia, analgesia agents, medicines and drugs for surgical or non-surgical care.



Local anesthetic when billed separately from a covered service, as this is a part of the final service,
such as for restoration services (fillings, crowns).



Dental services performed other than by a licensed dentist, licensed physician, his or her employees.



Dental care services you received which you are not legally obligated to pay or dental care services
you received that would be no charge to you in the absence of insurance.



Covered services received from a person who lives in the member’s home or who is related to the
member by blood, marriage or adoption.



Dental services, appliances or restorations that are necessary to alter, restore or maintain occlusion,
including but not limited to: increasing vertical dimension, replacing or stabilizing tooth structure lost
by attrition, realignment of teeth, periodontal splinting and gnathologic recordings.



Dental services provided by dentists solely for the purpose of improving the appearance of the tooth
when the tooth structure and function are satisfactory and no pathologic conditions (cavities) exist.
This include tooth whitening agents, bonding, and veneers or restorations (such as fillings) placed for
preventive purposes.



Incomplete services where the final permanent appliance (denture, partial, bridge) or restoration
(filling, crown) has not been placed.



Athletic mouth guards, enamel microabrasion and odontoplasty.



Bacteriologic tests.



Cytology sample collection.



Separate services billed when they are an inherent component of another covered service.



Services for the replacement of an existing partial denture with a bridge, unless the partial denture
cannot satisfactorily restore the case.



Additional, elective or enhanced prosthodontic procedures including but not limited to, connector
bars.



Cone beam images.



Anatomical crown exposure.
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Exclusions (continued)


Temporary anchorage devices.



Incomplete endodontic treatment and bleaching of discolored teeth.



Services or supplies that are not medically necessary.



Stress breakers.



Hemisection for pediatric members



Crowns are not covered unless the tooth is damaged by decay or fracture with loss of tooth structure
to the point it cannot be restored with an amalgam or resin restoration.



Inlays.

The following exclusions apply to members age 19 and older:
 Services of anesthesiologists.


Analgesia, analgesic agents, medicines, or drugs for non-surgical care.



Any material implanted or grafted onto bone or soft tissue, including procedures necessary for guided
tissue regeneration, dental implant procedures and associated fixtures, or surgical removal of
implants.



Orthodontic treatment services, including surgical exposure of impacted or unerupted teeth solely for
orthodontic purposes.



Corrections of congenital conditions during the first 24 months of continuous coverage under this
plan.



Retreatment or additional treatment necessary to correct or relieve the results of treatment previously
benefited.



Incomplete root canals.



Dental implant maintenance or repair to an implant or implant abutment.



Intentional reimplantation.



Surgical repositioning of teeth.



Temporary, provisional or interim crown
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Who is Covered and When
This section tells you who is eligible for coverage under this plan and when that coverage begins and
ends. Families purchasing this plan must have at least one adult age 18 or older who has also purchased
a medical plan that is a Platinum, Gold, Silver or Bronze qualified health plan through the Exchange. If a
dependent child is enrolled in a family dental plan, all dependent children in the family under age 19 must
also be enrolled in the same family dental plan.

Who is Eligible for Coverage
Subscriber. To be eligible for membership as a subscriber under this plan, the applicant must:
1. Be determined by the Exchange to be a qualified individual for enrollment in a qualified health plan
(QHP);
2. Be a United States citizen or national; or
3. Be a lawfully present non-citizen for the entire period for which coverage is sought; and
4. Be a resident for the State of California; and meet the following applicable residency standards;
a. For a qualified individual age 21 and over, the applicant must:
i. not be living in an institution
ii. be capable of indicating intent
iii. not to be receiving option state supplementary payments (ssp)
b. For a qualified individual under age 21, the applicant must:
i. not be living in an institution
ii. not be emancipated
iii. not be receiving optional state supplementary payments (ssp)
5. Reside in the service area of the Exchange;
6. Reveal any coordination of benefits arrangements or other dental benefit arrangements for you or
your dependents as they become effective;
7. Agree to pay the premiums that Anthem requires; and
8. Not be incarcerated (except pending disposition of charges).
For purposes of eligibility, a qualified individual’s service area is the area in which the qualified individual:
1. resides, intends to reside (including without a fixed address);
2. is seeking employment (whether or not currently employed); or
3. has entered without a job commitment.
For qualified individuals under age 21, the service area is that of the parent or caretaker with whom the
qualified individual resides.
For tax households with members in multiple Exchange service areas:
1. All of the members of a tax household are not living within the same Exchange service area, any
member of the tax household may enroll in a QHP through any of the Exchanges for which one of
the tax filers meets the residency requirements.
2. If both spouses in a tax household enroll in a QHP through the same Exchange, a tax dependent
may only enroll in a qualified health plan through that Exchange, or through the Exchange that
services the area in which the dependent meets a residency standard.
Dependents. To be covered as a dependent, you must be listed on the enrollment form completed by the
subscriber, be determined by the Exchange to be a qualified individual, and meet all dependent eligibility
criteria. The following dependents of a subscriber may be covered under this plan:
1. Your legal spouse.
2. Your domestic partner, as long as you and your domestic partner are in a legally registered and
valid domestic partnership. Coverage will be provided equally to a spouse or domestic partner.
This includes coverage for a spouse or domestic partner’s children, as long as eligibility
requirements are met. All references to spouse in this EOC will include domestic partners.
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3. Dependent children up to the age of 26, including:
a. your and your spouse’s natural-born and legally adopted children;
b. children for whom you or your spouse are the legal guardian;
c. stepchildren; and
d. grandchildren who are financially dependent on you and reside with you or your spouse
continuously from birth.
4. Disabled children who have reached age 26 if:
a. they are primarily dependent upon you or your spouse;
b. they are incapable of self-sustaining employment by reason of developmental disability,
mental illness or disorder, or physical disability; and
c. were disabled before they reached age 26.
An enrolled dependent child who reaches age 26 during a benefit year may remain enrolled as a
dependent until the end of that benefit year. The dependent coverage shall end on the last day of the
benefit year during which the dependent child becomes ineligible. A dependent who has turned age 26
and is disabled may remain on the plan if proof of disability is submitted upon receipt of our letter
requesting verification. Upon confirming the disability and after two years of continuing coverage has
passed, Anthem will request proof of disability annually to ensure continued eligibility. Your failure to
provide this information could result in termination of a dependent’s coverage.
Newborn and Adopted Child Coverage. Your or your spouse’s newborn children will be covered for an
initial period of 60 days from the date of birth. Coverage for newborns will continue beyond the 60 days,
provided you submit a form through the Exchange to add the child under this plan. The form must be
submitted along with the additional premium, if applicable, within 60 days after the birth of the child.
A child will be considered adopted from the earlier of: (1) the moment of placement for adoption; or (2) the
date of an entry of an order granting custody of the child to you. The child will continue to be considered
adopted unless the child is removed from your home prior to issuance of a legal decree of adoption.
Qualified Medical Child Support Order. If you are required by a Qualified Medical Child Support Order
court order, as defined by applicable state or federal law, to enrollee your child under this policy, and the
child is otherwise eligible for the coverage, you must request permission from the Exchange for your child
to enroll under this plan, and once approved by the Exchange, we will provide the benefits of this plan in
accordance with the applicable requirements of such order.
A child’s coverage under this provision will not extend beyond any dependent age limit. Any claims
payable under this plan will be paid, at our discretion, to the child or the child’s custodial parent or legal
guardian, for any expenses paid by the child, custodial parent, or legal guardian. We will make
information available to the child, custodial parent, or legal guardian on how to obtain benefits and submit
claims to us directly.

Open Enrollment
As established by the rules of the Exchange, qualified individuals are only permitted to enroll in a QHP, or
as an enrollee to change QHPs, during the annual open enrollment period or a special enrollment period
for which the qualified individual has experienced a qualifying event.
An annual open enrollment period is provided for qualified individuals and enrollees. Qualified individuals
may enroll in a QHP and enrollees may change QHPs at that time according to rules established by the
Exchange.
American Indians are authorized to move from one QHP to another QHP once per month.
Changes Affecting Eligibility and Special Enrollment. A special enrollment period is a period during
which a qualified individual or enrollee who experiences certain qualifying events or changes in eligibility
may enroll in, or change enrollment in, a QHP through the Exchange, outside of the annual open
enrollment period.
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Length of Special Enrollment Periods: Unless specifically stated otherwise, a qualified individual or
enrollee has 60 calendar days from the date of a triggering event to select a QHP.
The Exchange must allow qualified individuals and enrollees to enroll in or change from one QHP to
another as a result of the following triggering events:


A qualified individual or dependent loses his or her Minimum Essential Coverage. The term
Minimum Essential Coverage means any of the following: Government sponsored programs;
coverage under an eligible employer-sponsored plan; coverage under a health plan offered in the
individual market within a state; coverage under a grandfathered health plan, and such other
health benefits coverage, such as a state health benefits risk pool, or as the Secretary of HHS
recognizes;



A qualified individual gains a dependent or becomes a dependent through marriage, birth,
adoption or placement for adoption, placement in foster care, or through a child support court
order (see “Court Ordered Dental Coverage” below);



An individual is mandated to be covered as a dependent pursuant to a valid State or federal court
order (see “Court Ordered Dental Coverage” below);



An individual has been released from incarceration;



A qualified individual loses a dependent or is no longer considered a dependent through divorce,
legal separation, or dissolution of domestic partnership as defined by State law in the State in
which the divorce, legal separation, or dissolution of domestic partnership occurs, or if the
individual, or his or her dependent, dies;



Qualified Individual or dependent newly meets the following requirements:
o

An applicant shall be a citizen or national of the United States, or a non-citizen who is
lawfully present in the United States, and is reasonably expected to be a citizen, or not
previously a citizen, national, or lawfully present gains such status or a non-citizen who is
lawfully present for the entire period for which enrollment is sought;

o

An applicant shall not be incarcerated, other than incarceration pending the disposition
(judgment) of charges.



An individual receiving services from a contracting Provider under another health benefit plan
where that Provider is no longer participating in the health benefit plan may qualify for special
enrollment;



A qualified individual’s enrollment or non-enrollment in a QHP is unintentional, inadvertent, or
erroneous and is the result of an error of the Exchange or the Department of Health and Human
Services (HHS), or its instrumentalities as determined by the Exchange. In such cases, the
Exchange may take such action as may be necessary to correct or eliminate the effects of such
error;



An enrollee demonstrates to the Exchange that the QHP in which he or she is enrolled
substantially violated a material provision of its contract in relation to the enrollee;



A qualified individual or dependent enrolled in the same QHP is determined newly eligible or
newly ineligible for Advance Payments of the Premium Tax Credit or has a change in eligibility for
cost-sharing reductions, regardless of whether such individual is already enrolled in a QHP;



Individuals whose existing coverage through an eligible employer sponsored plan will no longer
be affordable or provide minimum value for his or her employer’s upcoming plan year are
permitted to access this special enrollment period prior to the end of his or her coverage through
such eligible employer-sponsored plan;



A qualified individual or enrollee or dependent gains access to new QHPs as a result of a
permanent move; provided he or she had Minimum Essential Coverage in effect for one (1) or
more days of the sixty (60) days prior to the move.
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A qualified individual or enrollee demonstrates to the Exchange, in accordance with HHS
guidelines, that the individual meets other exceptional circumstances as the Exchange
may provide.



An individual is a member of the reserve forces of the United States military returning from active
duty or a member of the California National Guard returning from active duty (also see
“Reinstatement of Coverage for Members of the Military” below);



A qualified individual or dependent is enrolled in any non-calendar year group health plan or
individual health insurance coverage, even if the qualified individual or their dependent has the
option to renew such coverage (the date of the loss of coverage is the last day of the plan or
policy year);



An qualified individual who loses medically needy coverage may qualify for a special enrollment
only once per calendar year (the date of the loss of coverage is the last day the consumer would
have medically needed coverage);



A qualified individual or enrollee who is a victim of domestic abuse or spousal abandonment or is
a dependent or unmarried victim within a household, is enrolled in Minimum Essential Coverage,
and sought to enroll in coverage separate from the perpetrator of the abuse or abandonment may
qualify for a special enrollment;



A qualified individual who is a dependent of a victim of domestic abuse or spousal abandonment,
on the same application as the victim, may enroll in coverage at the same time as the victim;



The qualified individual or enrollee, or their dependent, adequately demonstrates to the Exchange
that a material error related to plan benefits, service area, or premium influenced the qualified
individual’s or enrollee’s decision to purchase a QHP through the Exchange; or



A member of a federally recognized American Indian tribe may enroll at any time and may
change plans once per month.

If You cannot find your situation or if you have questions regarding qualification for a special enrollment
period, contact your agent / broker or call Us. We can only enroll based on events defined by State
and/or federal law.
Note: Special enrollment for marriage – only applies if at least one (1) spouse was enrolled in an
Exchange plan at least one (1) day in the sixty (60) days before marriage; or lived abroad for one (1) or
more days in the sixty (60) days before marriage; or is an American Indian or Alaskan Native.
Effective Date. Your coverage begins on the effective date, which is the first day of the coverage year
following your selection made during the Exchange’s annual open enrollment period.
Effective dates for special enrollment period:
1. In the case of birth, adoption or placement for adoption, coverage is effective on the date of birth,
adoption, or placement for adoption. Advance payments of the premium tax credit are not effective until
the first day of the following month in which you provided notice, unless the birth, adoption, or placement
for adoption occurs on the first day of the month; and
2. In the case of marriage, or in the case where a qualified individual loses his or her Minimum Essential
Coverage, coverage is effective on the first day of the following month in which you provided notice.
Notice of Changes in Eligibility. You are responsible to notify the Exchange of any changes that will affect
your or your dependents’ eligibility under this plan. The Exchange must be notified of changes as soon as
possible, but not later than within 60 days of the event. This includes changes in address, marriage, divorce,
domestic partnership status, death, and change in number of dependents. Failure to notify the Exchange
when you or your dependents are no longer eligible for services will not obligate us to pay for such services.
All notifications must be in writing (with all necessary information about the change) and on approved forms,
or as otherwise required by the Exchange.
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Court Ordered Dental Coverage
If you are required by a court order, as defined by applicable State or federal law, to enroll your child
under this agreement, and the child is otherwise eligible for the coverage, you must request permission
from the Exchange for your child to enroll under this agreement and once approved by the Exchange, we
will provide the benefits of this agreement in accordance with the applicable requirements of such order.
A child's coverage under this provision will not extend beyond any dependent age limit. Any claims
payable under this agreement will be paid to the child or the child's custodial parent or legal guardian, for
any expenses paid by the child, custodial parent or legal guardian. We will make information available to
the child, custodial parent or legal guardian on how to obtain benefits and submit claims to us directly.

Reinstatement of Coverage for Members of the Military
Members who are members of the United States Military Reserve and National Guard who terminate their
coverage of this plan as a result of being ordered to active duty on or after January 1, 2007, may have
their coverage reinstated. Please contact Member Services at 1-855-634-3381 for information on how to
apply for reinstatement of coverage following active duty as a reservist.

How Coverage Ends
This section will tell you how your coverage ends. Unless otherwise stated, your coverage will end on the
last day of the month following the event. We will send notice of cancellation 30 days before your
coverage ends. Coverage for dependents, if any, will end when you’re (the subscriber’s) coverage ends.
Your coverage will end in the following situations listed below.
You Tell Us to Cancel Your Coverage. You must notify us in writing that you want to cancel your
coverage. If you do not provide a cancellation date, your coverage will end on the first of the month
following our receipt of your written notice.
You Tell the Exchange to Cancel Your Coverage. If you would like your coverage to be cancelled prior
to the end of your contract year, you must provide reasonable notice of at least 14 days. Your coverage
will end on:
a. the cancellation date you specify, if reasonable notice of 14 days is provided;
b. fourteen (14) days after the cancellation is requested, if you do not provide reasonable
notice; or
c.

on a date Anthem determines if we are able to implement cancellation in fewer than
fourteen (14) days and if you have requested an earlier cancellation date.

Non-Payment of Premiums. If you do not pay your premium by the end of the grace period, your
coverage will be cancelled.
You or Your Dependent is no Longer Eligible. If you or a dependent no longer meets the eligibility
requirements listed in the WHO IS ELIGIBLE FOR COVERAGE section your coverage may be cancelled.
Fraud or Misuse of Benefits. If you or your dependent knowingly engages in any fraud or misuse of the
benefits of this agreement, your coverage may be cancelled. Coverage will end on the date we send
written notice of cancellation.
Fraudulent Misstatements. If you make any fraudulent misstatements on your application, your
coverage may be cancelled. We will send written notice of cancellation at least 15 days before your
coverage ends.
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When a Child’s Coverage Ends. Covered children of this plan will receive the pediatric dental essential
health benefits through the end of the month in which they turn age 19. Upon reaching age 19, unless we
receive notice to cancel, the covered child will receive benefits under the Adult Dental Benefits of this plan
until the end of the coverage year in which they reach age 26. Dependent children that are disabled may
continue coverage beyond this age. Please see the WHO IS ELIGIBLE FOR COVERAGE section for more
information.
Renewability. This plan will continue as long as your premiums are paid, subject to the grace period and
as long as you are considered a qualified individual by the Exchange.
We reserve the right to withdraw this plan from the market and terminate the plan, by giving you written
notice at least 31 days prior to the renewal date. Termination of the plan will result in loss of coverage for
all members. If the plan is terminated, the rights of the members are limited to covered services incurred
before termination. Termination is without prejudice to any claim originating while the plan was in force.
If you think we should NOT have ended (terminated) your coverage. We cannot end your coverage
because of your dental needs or dental condition. If you think that we wrongly ended your coverage, you
can file a complaint with us as described in the GRIEVANCE PROCEDURES section.
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Coordination of Benefits
Special coordination of benefits (COB) rules apply when you or members of your family have additional
dental care coverage through other dental plans, including another Anthem insurance plan.
All benefits provided under this agreement are subject to this provision. However, benefits will not be
increased by this COB provision. This provision applies if the total payment under this agreement absent
this provision and under any other contract is greater than the value of covered services.
Primary Coverage and Secondary Coverage. When a member is also enrolled in another dental plan,
one coverage will pay benefits first (be primary) and the other will pay second (be secondary). The
decision of which coverage will be primary or secondary is made using benefit determination rules.
When we provide secondary coverage, we first calculate the amount that would have been payable had
we been primary. Then we coordinate benefits so that the combination of the primary plan's payment and
our payment does not exceed the amount we would have paid had it been primary.
If there is more than one other insurance plan, this provision will apply separately to each plan. If another
plan has a coordination of benefits provision that applies to only part of its services, the terms of this
paragraph will be applied separately to that part and to any other part.
Anthem will not determine the existence of any other contract, or the amount of benefits payable under
any other contract except this agreement. The payment of benefits under this agreement shall be
affected by the benefits payable under other contracts only when Anthem is given information about other
contracts.
If the rules of this plan and the other plan both provide that this plan is primary, then this agreement is
primary. When Anthem determines that this plan is secondary under the rules described below, benefits
will be coordinated so that our payment will be the lesser of either the amount we would have paid in the
absence of any other dental benefit coverage, or your out of pocket costs payable under the primary plan.
Order of Benefit Determination Rules
1. If pediatric dental essential health benefits are included as part of your medical plan, the medical plan
will be the primary coverage and this dental plan will be secondary.
2. If you have two dental plans, the plan which includes pediatric dental essential health benefits will be
the primary coverage.
3. If neither of the above applies, the Order of Benefit Determination Rules below will determine the
coordination of benefits.
4. If you are covered under one plan as a primary insured and another plan as a dependent, the plan
under which you are the primary insured will be the primary coverage.
5. As required by law, if you or a dependent also has coverage under Medicare, this plan will always be
primary.
6. For children who are covered under both parents' plans, the following will apply:
a. The plan of the parent whose birthday occurs earlier in the calendar year will be primary.
b. When parents are separated or divorced, the following special rules will apply:
i. If the parent with custody has not remarried, that parent’s plan will be primary.
ii. If the parent with custody has remarried, that parent’s contract will be primary and the
stepparent’s plan will be secondary. The benefits of the plan of the parent without
custody will be determined last.
iii. The rules listed above may be changed by a court decree:
 A court decree that orders one of the parents to be responsible for health care
expenses will cause that parent’s plan to be primary, but only if the entity
providing the benefits in this case is notified of the court decree before applying
benefits.
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If the court decree does not state that one of the parents is responsible for health
care expenses and both parents have joint custody, the plan of the parent whose
birthday occurs earlier in the calendar year will be primary.
7. If the other plan includes the gender rule, then that rule will be used instead of the rules listed
above. The gender rule states that the father’s plan will be primary for the children.
8. If there are situations not covered above, then the plan that has been in effect the longest period
of time (without interruption) will be primary. There is an exception to this rule. The plan that
covers a working employee (or his dependent) will be primary. The plan of a laid-off employee, a
retired employee, or a person on continuation of coverage options under federal or state law will
be secondary.
9. If another plan has different rules from those listed above other than the gender rule, that plan will
be primary.


If payments should have been made under this agreement under the rules of this provision, but they have
been made under any other plan, Anthem may pay an entity (provider, other carrier, etc.) that has paid
any amounts it determines will meet the intent of this provision. These amounts shall be deemed to be
benefits paid under this agreement. Upon this payment, Anthem will no longer be liable under this
agreement.
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General Provisions
Independent Contractors. Our relationship with the participating dental office is that of an independent
contractor. Dentists and other dental professionals within the participating dental office are not our
agents or employees, nor are we, or any of our employees, an employee or agent of any participating
dental office. We are not responsible for any damages or injuries as a result of receiving services from
participating dental offices.
Worker’s Compensation Insurance. This plan does not affect any requirement for coverage by worker’s
compensation insurance. It also does not replace that insurance.
Public Policy Participation. We have established a public policy committee that we call our Consumer
Relations Committee. This committee includes providers, members of the plan, and a member of our
Board of Directors. If you would like to be considered for this committee, please write to us at Anthem
Blue Cross, PO Box 659444, San Antonio, TX 78265. The Committee advises our Board of Directors
(the Board) about how to assure the comfort, convenience, and dignity of our members. The Committee
may also review our financial information, as well as information about the complaints we receive.
Benefits Not Transferable. You and your dependents are the only persons able to receive benefits
under this plan. You are not able to transfer your benefits to anyone else.
Continuation of Care. Upon the termination of the contract or other agreement with any participating
dentist, we shall be liable to pay the cost of covered services (other than any applicable copayment)
rendered by that participating dentist to a member who retains eligibility under this plan or by operation of
law, and who is under the care of that participating dentist at the time of such termination, and that
participating dentist shall continue to provide such services for treatment in progress to the member in
accordance with the terms of this plan, until the treatment in progress is completed, unless reasonable
and medically appropriate provision is made for the completion of treatment in progress by another
participating dentist.
Circumstances Beyond Our Control. In the event of circumstances beyond our control, including but
not limited to a major disaster, epidemic, the complete or partial destruction of facilities, riot, civil
insurrection, labor disputes not within our control, disability of a significant part of a participating dentist’s
personnel or similar causes, or the rendering of dental care services provided under this EOC is delayed
or rendered impractical, we will make a good faith effort to arrange for an alternative method of providing
coverage. In such event, we and participating dentists will render dental care services provided under this
plan insofar as practical, and according to their best judgment; but the plan and participating dentists will
incur no liability or obligation for delay, or failure to provide or arrange for services if such failure or delay
is caused by such an event.
Modifications. We have the right upon renewal, or at any time during the duration of your plan to modify
or otherwise change the terms and conditions of your plan provided that we give you thirty (30) days
written notice of such modifications or changes. Such modifications or changes may alter any term or
benefit of this plan, including without limitation, premiums, covered services, and deductibles.
Right of Recovery. When the amount we paid exceeds our liability under this EOC, we have the right to
recover the excess amount. This amount may be recovered from you, the person to whom payment was
made, or any other plan. The request for recovery must be made within 365 days of the initial payment.
Conformity with Law. Any provision of this EOC which is in conflict with the laws of the state in which it
is issued, or with federal law, is hereby automatically amended to conform with the minimum
requirements of such laws.
Provider Reimbursement: Participating dentists are paid a capitation fee, a set and agreed to dollar
amount per member each month for dental services, plus required copayments paid by the member for
treatment received. Specialists are paid through an agreed-upon amount for covered dental services, plus
the required copayment paid by the member. In no event will you be responsible for any sums owed to
Participating Dentists or Specialists by Us.
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Grievance Procedures
Grievances
If you are dissatisfied about any aspect of the Anthem Blue Cross Dental services or claim processing or
the services or treatment received by a dentist participating in our network, you may file a grievance
verbally by contacting the Customer Service Department toll free telephone number identified on your
member ID card or in writing to Anthem Blue Cross Dental Grievances and Appeals, P.O. Box 659444,
San Antonio, TX 78265. Also, you may access the company web site at www.anthem.com/ca which
provides a method for a member to file a grievance online. All grievances relating to dental care and
coverage are referred to the Anthem Dental Grievances and Appeals Department for investigation and
response. You may file a grievance for at least 180 days following any incident or action that is the
subject of your dissatisfaction. If you need assistance filing a grievance please let your provider or
customer service representative know.
Grievance resolution may involve review of your records and x-rays, which, if needed will be requested by
the Grievance and Appeals analyst, Dental Director, or dental consultant, utilizing mail, fax or secure
email. Grievances will be resolved within thirty (30) calendar days from Anthem’s receipt of your
expression of dissatisfaction.
If you are dissatisfied with the resolution of your grievance, or if your grievance has not been resolved for
more than 30 calendar days, you may submit your grievance to the California Department of Managed
Health Care for review (see the DEPARTMENT OF MANAGED HEALTH CARE section below). If your case
involves an imminent threat to your health, you are not required to complete our grievance process, but
may immediately submit your grievance to the Department of Managed Health Care for review.

Department of Managed Health Care
The California Department of Managed Health Care is responsible for regulating health care service
plans. If you have a grievance against your health plan, you should first telephone your health plan at 1800-607-0004 and use your health plan's grievance process before contacting the department.
Utilizing this grievance procedure does not prohibit any potential legal rights or remedies that may be
available to you. If you need help with a grievance involving an emergency, a grievance that has not
been satisfactorily resolved by your health plan, or a grievance that has remained unresolved for more
than 30 days, you may call the department for assistance. You may also be eligible for an Independent
Medical Review (IMR). If you are eligible for IMR, the IMR process will provide an impartial review of
medical decisions made by a health plan related to the medical necessity of a proposed service or
treatment, coverage decisions for treatments that are experimental or investigational in nature and
payment disputes for emergency or urgent medical services. The department also has a toll-free
telephone number (1-888-466-2219) and a TDD line (1-877-688-9891) for the hearing and speech
impaired. The department's Internet Web site (http://www.hmohelp.ca.gov) has complaint forms,
IMR applications forms and instructions online.
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Binding Arbitration
ALL DISPUTES INCLUDING BUT NOT LIMITED TO DISPUTES RELATING TO THE DELIVERY OF
SERVICES UNDER THE PLAN OR ANY OTHER ISSUES RELATED TO THE PLAN AND CLAIMS OF
MEDICAL MALPRACTICE MUST BE RESOLVED BY BINDING ARBITRATION, IF THE AMOUNT IN
DISPUTE CAN BE SUBMITTED TO BINDING ARBITRATION UNDER APPLICABLE FEDERAL AND
STATE LAW, INCLUDING BUT NOT LIMITED TO, THE PATIENT PROTECTION AND AFFORDABLE
CARE ACT. It is understood that any disputes relating to the delivery of services under the plan/policy,
including any dispute as to medical malpractice, that is as to whether any medical services rendered
under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently
rendered, will be determined by submission to arbitration as permitted and provided by federal and
California law, and not by a lawsuit or resort to court process except as California law provides for judicial
review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their
constitutional right to have any such dispute decided in a court of law before a jury, and instead are
accepting the use of arbitration. YOU AND ANTHEM BLUE CROSS AGREE TO BE BOUND BY THIS
ARBITRATION PROVISION AND ACKNOWLEDGE THAT THE RIGHT TO A JURY TRIAL OR TO
PARTICIPATE IN A CLASS ACTION IS WAIVED FOR BOTH DISPUTES RELATING TO THE
DELIVERY OF SERVICE UNDER THE PLAN OR ANY OTHER ISSUES RELATED TO THE PLAN AND
MEDICAL MALPRACTICE CLAIMS.
The Federal Arbitration Act shall govern the interpretation and enforcement of all proceedings under this
Binding Arbitration provision. To the extent that the Federal Arbitration Act is inapplicable, or is held not
to require arbitration of a particular claim, state law governing agreements to arbitrate shall apply.
The arbitration findings will be final and binding except to the extent that state or federal law provides for
the judicial review of arbitration proceedings.
The arbitration is initiated by the member making a written demand on Anthem Blue Cross. The
arbitration will be conducted by a single neutral arbitrator from Judicial Arbitration and Mediation Services
(“JAMS”), according to JAMS’ applicable Rules and Procedures. If for any reason JAMS is unavailable to
conduct the arbitration, the arbitration will be conducted by a single neutral arbitrator from another neutral
arbitration entity, by agreement of the member and Anthem Blue Cross, or by order of the court, if the
member and Anthem Blue Cross cannot agree. If the parties cannot agree on the individual neutral
arbitrator, the arbitrator will be selected in accordance with JAMS Rule 15 (or any successor rule).
The costs of the arbitration will be allocated per the JAMS Policy on Consumer Arbitrations. Unless you
or Anthem Blue Cross agrees otherwise, the arbitrator may not consolidate more than one person's
claims, and may not otherwise preside over any form of a representative or class proceeding.
Please send all Binding Arbitration demands in writing to:
Anthem Blue Cross
PO Box 659444
San Antonio, Texas 78265
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Definitions
The meanings of key terms used in this plan are shown below. When any of the terms below are
italicized in your booklet, you should refer to this section.
Copayment – is the amount you will pay for a dental care service. Your copayment amounts are listed in
the SCHEDULE OF COPAYMENTS section within this booklet.”
Coverage Year. Your coverage year is January 1st through December 31st at 12:01a.m. Pacific Standard
Time.
Covered Services. Services or treatments that are performed, prescribed, directed or authorized by a
dentist. Covered services are listed in the SCHEDULE OF COPAYMENTS section in this booklet. To be
considered covered services, services must be:
 within the scope of the license of the dentist performing the service;
 given while you are covered under this plan;
 a service that is not excluded or limited under this plan; and
 specifically listed as a benefit within this booklet.
Dentist. A person who is licensed to practice dentistry by the governmental authority having jurisdiction
over the licensing and practice of dentistry.
Dependent. A member of the subscriber’s family who is eligible to enroll in this plan. See the WHO IS
COVERED AND WHEN section in this booklet for more information on which dependents are eligible.
Effective Date. The date your coverage begins under this plan. Your effective date will be listed on your
ID card.
Evidence of Coverage (EOC). This booklet, which are the terms and conditions of your dental benefits.
Experimental or Investigative. Services that are not recognized and accepted by the American Dental
Association (ADA) as standard dental practice.
Grace Period is the 31 days, that is granted for the payment of each premium falling due after the first
premium and after date of notification that the premium is due, in which the policy shall continue in force
(subject to the right of the insurer to cancel in accordance with the cancellation provision hereof.
Medically Necessary. Procedures, supplies, equipment or services that we find to be:
 Appropriate for the symptoms, diagnosis or treatment of a dental condition;
o Provided for the diagnosis or direct care and treatment of the dental condition;
 Within the standards of good dental practice within the organized dental community;
 Not primarily for the convenience of the patient’s dentist or other provider;
 The most appropriate procedure, supply, equipment or service that:
o Has valid scientific evidence showing that the expected health benefits are clinically
significant and produce a greater likelihood of benefit, without disproportionately greater risk
of harm or complications for the patient, than other possible alternatives; and
o When other generally accepted forms of treatment that are less invasive have been tried and
found to be ineffective or are otherwise unsuitable.
Medically Necessary Orthodontic Care. See Medically Necessary Orthodontic Care in the SCHEDULE OF
COPAYMENTS section for more information.
Member. Any subscriber or dependent that is covered under this plan.
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Non-Participating Dentist. A dentist who has NOT signed a written agreement with us to service the
dental program identified in this booklet.
Participating Dentist (“Primary Care Dentist”). A dentist who has signed a written agreement with us
to service the program identified in this booklet. Participating dentists have agreed to accept the member
copayment as payment in full for covered services.
Pediatric Dental Essential Health Benefits (EHB). For the purposes of this coverage, those pediatric
oral services that we are required to cover under the Patient Protection and Affordable Care Act and any
other application regulations. EHB and its provisions apply to members through the end of the month in
which they turn 19.
Plan. The entire set of benefits, conditions, exclusions and limitations that make up your coverage. It
consists of this booklet, your application and any endorsements or amendments that may be attached.
Qualified Health Plan (QHP). A health or dental plan that is certified to be sold on the Exchange.
Qualified Individual. An individual who has been determined eligible to enroll through the Exchange in a
QHP in the individual market.

Specialist – a provider that gives dental care that cannot be performed by your dentist and has entered
into a contract with us to participate in the network for this plan.
Subscriber. The person that has applied for coverage and been accepted by us to be covered under this
plan.
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Get Help in Your Language
Language Assistance Services
Curious to know what all this says? We would be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also
be able to get this letter written in your language. For free help, please call right away at 1-888-254-2721.
(TTY/TDD: 711)

Separate from our language assistance program, we make
documents available in alternate formats for members with visual
impairments. If you need a copy of this document in an alternate
format, please call the customer service telephone number on the
back of your ID card.
Spanish
IMPORTANTE: ¿Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla.
También puede recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al
1-888-254-2721. (TTY/TDD: 711)
Arabic
 كما يمكنك أيضًا الحصول على ھذا الخطاب. فيمكننا االستعانة بشخص ما ليساعدك على قراءتھا، ھل يمكنك قراءة ھذه الرسالة؟ إذا لم تستطع:مھم
.(TTY/TDD:711) 1-888-254-2721 يُرجى االتصال فورًا بالرقم، للحصول على المساعدة المجانية.مكتوبًا بلغتك
Armenian
ՈՒՇԱԴՐՈՒԹՅՈՒՆ. Կարողանո՞ւմ եք ընթերցել այս նամակը: Եթե ոչ, մենք կարող ենք տրամադրել
ինչ-որ մեկին, ով կօգնի Ձեզ՝ կարդալ այն: Կարող ենք նաև այս նամակը Ձեզ գրավոր տարբերակով
տրամադրել: Անվճար օգնություն ստանալու համար կարող եք անհապաղ զանգահարել 1-888-2542721 հեռախոսահամարով: (TTY/TDD: 711)
Chinese
重要事項：您能看懂這封信函嗎？如果您看不懂，我們能夠找人協助您。您有可能可以獲得以您的語言而
寫的本信函。如需免費協助，請立即撥打1-888-254-2721。(TTY/TDD: 711)
Farsi
 ﻣﯽﺗﻮاﻧﻴﻢ ﺷﺨﺼﯽ را ﺑﻪ ﺷﻤﺎ، ﺁﻳﺎ ﻣﯽﺗﻮاﻧﻴﺪ اﻳﻦ ﻧﺎﻣﻪ را ﺑﺨﻮاﻧﻴﺪ؟ اﮔﺮ ﻧﻤﯽﺗﻮاﻧﻴﺪ:ﻣﻬﻢ
 هﻤﭽﻨﻴﻦ ﻣﯽﺗﻮاﻧﻴﺪ اﻳﻦ ﻧﺎﻣﻪ را.ﻣﻌﺮﻓﯽ ﮐﻨﻴﻢ ﺗﺎ در ﺧﻮاﻧﺪن اﻳﻦ ﻧﺎﻣﻪ ﺷﻤﺎ را ﮐﻤﮏ ﮐﻨﺪ
 هﻤﻴﻦ ﺣﺎﻻ ﺑﺎ، ﺑﺮاﯼ درﻳﺎﻓﺖ ﮐﻤﮏ راﻳﮕﺎن.ﺑﻪ ﺻﻮرت ﻣﮑﺘﻮب ﺑﻪ زﺑﺎن ﺧﻮدﺗﺎن درﻳﺎﻓﺖ ﮐﻨﻴﺪ
ﺷﻤﺎرﻩ
(TTY/TDD:711). ﺗﻤﺎس ﺑﮕﻴﺮﻳﺪ1-888-254-2721
Hindi
मह वपण
ू :र् क्या आप यह पत्र पढ़ सकते ह? अगर नहीं, तो हम आपको इसे पढ़ने म मदद करने के िलए िकसी को

उपल ध करा सकते ह। आप यह पत्र अपनी भाषा म िलखवाने म भी सक्षम हो सकते ह। िनःशु क मदद के िलए,
कृपया 1-888-254-2721 पर तुरंत कॉल कर। (TTY/TDD: 711)
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Hmong
TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj
peev xwm cia lwm tus pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv
no sau ua koj hom lus thiab. Txog rau kev pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721.
(TTY/TDD: 711)
Japanese
重要：この書簡を読めますか？もし読めない場合には、内容を理解するための支援を受けることができます。また、この書
簡を希望する言語で書いたものを入手することもできます。次の番号にいますぐ電話して、無料支援を受けてください。 1888-254-2721 (TTY/TDD: 711)
Khmer
សំខាន់៖ េតើអនកអាចអានលិខិតេនះេទ? េបើមិនអាចេទ េយើងអាចឲយនរណាមានក់អានវាជូនអនក។ អនកក៏អាចទទួលលិខិតេនះេដាយសរេសរជាភាសារបស់អនកផងែដរ។ េដើមបីទទួលជំនួយឥតគិតៃថល សូមេហៅទូរស័ពទភាលមៗេទៅេលខ 1-888254-2721។ (TTY/TDD: 711)
Korean
중요: 이 서신을 읽으실 수 있으십니까? 읽으실 수 없을 경우 도움을 드릴 사람이 있습니다. 귀하가
사용하는 언어로 쓰여진 서신을 받으실 수도 있습니다. 무료 도움을 받으시려면 즉시 1-888-254-2721로
전화하십시오. (TTY/TDD: 711)
Punjabi
ਮਹੱਤਵਪੂਰਨ: ਕੀ ਤੁ ਸ ਇਹ ਪੱਤਰ ਪੜਹ੍ ਸਕਦੇ ਹੋ? ਜੇ ਨਹ , ਤਾਂ ਅਸ ਇਸ ਨੂ ੰ ਪੜਹ੍ ਨ ਿਵੱਚ ਤੁ ਹਾਡੀ ਮਦਦ ਲਈ ਿਕਸੇ ਨੂ ੰ ਬੁਲਾ ਸਕਦਾ ਹਾਂ ਤੁ ਸ ਸ਼ਾਇਦ
ਪੱਤਰ ਨੂ ੰ ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ ਿਲਿਖਆ ਹੋਇਆ ਵਬੀ ਪਰ੍ਾਪਤ ਕਰ ਸਕਦੇ ਹੋ। ਮੁਫ਼ਤ ਮਦਦ ਲਈ, ਿਕਰਪਾ ਕਰਕੇ ਫੌਰਨ 1-888-254-2721 ਤੇ ਕਾਲ
ਕਰੋ। (TTY/TDD: 711)
Russian
ВАЖНО. Можете ли вы прочитать данное письмо? Если нет, наш специалист поможет вам в этом.
Вы также можете получить данное письмо на вашем языке. Для получения бесплатной помощи
звоните по номеру 1-888-254-2721. (TTY/TDD: 711)
Tagalog
MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa
pagbasa nito. Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika.
Para sa libreng tulong, mangyaring tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)
Thai
หมายเหตุสําคัญ: ท่านสามารถอ่านจดหมายฉบับนีห
้ รือไม่ หากท่านไม่สามารถอ่านจดหมายฉบับนี้
เราสามารถจัดหาเจ ้าหน ้าทีม
่ าอ่านให ้ท่านฟั งได ้ ท่านยังอาจให ้เจ ้าหน ้าทีช
่ ว่ ยเขียนจดหมายในภาษาของท่านอีกด ้วย
หากต ้องการความช่วยเหลือโดยไม่มค
ี า่ ใช ้จ่าย โปรดโทรติดต่อทีห
่ มายเลข 1-888-254-2721 (TTY/TDD: 711)
Vietnamese
QUAN TRỌNG: Quý vị có thể đọc thư này hay không? Nếu không, chúng tôi có thể bố trí người giúp quý
vị đọc thư này. Quý vị cũng có thể nhận thư này bằng ngôn ngữ của quý vị. Để được giúp đỡ miễn phí,
vui lòng gọi ngay số 1-888-254-2721. (TTY/TDD: 711)
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It’s important we treat you fairly
That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate,
exclude people, or treat them differently on the basis of race, color, national origin, sex, age or disability.
For people with disabilities, we offer free aids and services. For people whose primary language isn’t
English, we offer free language assistance services through interpreters and other written languages.
Interested in these services? Call the Member Services number on your ID card for help (TTY/TDD: 711).
If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our
Compliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160,
Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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