OHIO AFSCME CARE PLAN

To All Eligible Participants:

The Ohio AFSCME Care Plan is administered by a Board of Trustees comprised of
saven Union representatives and seven Employer represeritatives. The Ohic AFSCME
Care Plan receives contributions from your employets pursuant o the provisions of the
coliective bargaining agreement between your Union and your Employer. The Board of
Trustees uses those contributions to provide a benefit plan.

This bookiet describes your dental bensfits. The benefit s provided directly from the
Care Plan. Your life Insurance, vision, prescription drug, and hearing aid benefits are
described in other bookiets which will be provided 1o you if you are eligible o receive
those benefits, and your Employesr and your Union have negotiated for the provision of
these benefits from the Care Plan, The rules regarding eligibiiity for the dental benefit, a
description of the benefit, and amounts payable for the benefit are set forth in this book-
lel, You must follow the provisions of the Plan for dental benefits 1o be paid. in all cases
which are not emergency in nature, and in which will ba proposed cowrse of treatment
wil cost more than $500, your dentist must obtaln a pre~dstermination of benefits, by
submiting the Examination and Treatment Record and periodontal charting describing
sach procedure necessary to fully compiete reatment of the case. In all cases where
pre-determination is necessary, that is in all cases over $500, xrays or study models
must be submitted with the Examination and Treatment Record.

In all cases over $500, whers necessary pre-determination of benefits is not obtainad,
the maximum fes paid by the dental benett program may be limited fo 80% of the
amauints shown in the Table of Allowances for Dental Procedurss.

Please carefully read the Information In this booklet and the other booklets so that you
will become familiar with ail the benefits provided 1o you and your eligible dependents
under the Plan.

Sincerely,
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COBRA
CONTINUATION COVERAGE

“Wery Important Notice”

Introdoction

You are getting this notice because you recently gained coverage under a group
health plan (the Plan). This notice has important information about your right to
COBRA continuation coverage, which is & temporary extension of coverage under
the Plan. This notice explains COBRA continuation coverage, whan it may become
avaitable to you and your family, and what you need to do to protect your right to-get
it. When you become eligible for COBRA, you may also become eligible for other
coverage options that may cost less than COBRA continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA
continuation coverage can become avalilable to you and other members of your
family when group health coverags would ctherwise end. For additional informa-
tion about your rights and obligations under the Plan and under federal law, you
should review the Plan's Benafit booklet or contact the Plan Administrator.

You may have other options available to you when you lose group health cov-
erage. For example, you may be eligible to buy an individual plan through the
Health Insurance Marketplace. By enrolling in coverage through the Marketplace,
you may qualify for lower costs on your monthly premiums and lower out-of-pock-
et costs. Additionaily, you may qualify for a 30-day special enroliment period for
another group haalth plan for which you are eligible {such as a spouse’s plan),
gven if that plan generally does not acespt late enrollees.

What is COBRA Gontinuation Coverage?

COBRA continuation coverage is a continuation of Plan coverage when coverage
would otherwise end because of a life event known as a “gqualifying event” Specific
gualifying events are listed latsr in this notice. After & qualitying event, COBRA con-
tinuation coverage must be offered to each parson who is a “qualified beneficiary”
You, your spouse, and your dependent children could become qualified beneficia-
ries if coverage under the Plan is lost because of the qualifying event. Under the
Ptan, qualified bensfictaries who elect COBRA continuation must pay for COBRA
continuation coverage.

if you are an employae, you will become a qualified beneficiary if you lose your cover
age under the Plan because either one of the following qualifying events happens:
* Your hours of employment are reduced, or

¢ Your employment ends for any reason other than your gross misconduet.
if you are the spouse of an employee, you will become a qualified beneficiary if

you lose your coverage under the Plan because any of the following qualifying
evenls happens:

* Your spouse dies;
* Your spouse’s hours of employment are reduced;



* Your spouse’s employment ends for any reason other than his or her gross
misconduct;

* Your spouss becomes entitled 1o Medicare benefits (under Part A, Part B, or
hoth), or

* You become divorced or legally separated from your spouse.

Your dependent children will become qualified bensficlaries if they lose coverags
under the Plan because any of the following qualifying events happens:
* The parent-employee dies;

* The parent-employee’s hours of employment are reduced;

= The parent-employes’s empioyment ends for any reason other than his or
her gross misconduct

» The parent-employer hecomes entitled to Medicare benefits (Part A, Part B,
ot both}; '

* The parents become divorced or legally separated; or

* The child stops being eligible for coverage under the plan as a “dependent chitd!
When is COBRA Coverage Available?

The Plan wilt offer COBRA centinuation coverage to qualified beneficiaries

only after the Plan Administrator has been notified that a gualifying event has
oceurred. When the qualifying event is the end of employment or reduction

of hours of employment, death of the employee, or the employes’s becoming
entitted to Medicare henefits {Undar Part A, Part B, or both), the employer must
notify the Plan Administrator of the qualifying event.

You Must Give Notice of Some Qualifying Evenis

For the other gualifying events {divorce or legal separation of the
emplioyee and spouse or a dependent child’s fosing eligikility for
coverage as a dependent child), you must notify the Plan Ad-
ministrator within 60 days after the qualifying event ocours. You
miust provide this notice ta your applicable Plan office:

CLEVELAND

1803 East 27th Street TOLEDO

Cleveland, Ohio 44114 420 South Reynolds Rd,

(218} 781-6420 Suite 108

{800} 826-7201 Toledo, Ohito 43615
{419) B36-0880

CINCINNATI {800) 2372831

1213 Tennsssee Avenue

Cinclnnati, Ohlo 458229
(513} 641-4111
{800) 582-1822



How is COBHA Coverage Provided?

Onice the Plan Administrator receives notice that a qualifying event has occurred,
COBRA continuation coverage will be offerad to each of the qualified beneficlaries.
Each qualified beneficiary will have an Independent right 1o slect COBRA continu-

ation coverage. Covered employees may elect COBRA continuation coverage on
behaslt of thelr children.

COBRA continuation coverage is & temporary continuation of coverage, When the
qualifying event is the death of the empioyes, the employee’s becoming entitied
to Medicare beneflts (under Part A, Part B, or both), employee's divorce or legal
separation, or a depsndent child losing eligibility as a dependent child, COBRA
continuation coverage lasts for up to a total of 36 months. When the qualifying
event is the end of employment or reduction of the employes’s hours of em-
ployment, and the employee became entitled to Medicars benefis less than 18
months before the qualifying event, COBRA continuation coverage for qualified
heneficiaries other than the employee lasts until 36 months after the date of
Medicare entitlement. For example, if a covered employee becomes entitled to
Medicare sight months befora the date on which his employment terminates, CO-

BRA continuation coverage for his spouse and children can last up to 36 months
after the date of Medicare entitiement, which is equal to 28 months after the

date of the qualilying event (36 months minus 8 months), Otherwise, when the
qualifying event is the end of employment or reduction of the employee’s hours of
employment, COBRA continuation coverage generally lasts for only up to a total

of 18 months. There are two ways in which this 18-month period of COBRA
continuation coverage can be sxtended.

Disability extension of 18-month pericd of continuation coverage

if you or anyone in your family coverad under the Plan is determined by the So-
cial Security Administration (88A) fo be disabled and your netify the Plan Adminis-
trator in a Umely fashion, you and your entire famlly may be entitled to receive up
o an additional 11 months of COBRA continuation coverage, for a total maximum
ot 29 months, The disability would have to have started at some time befors the
60th day of COBRA continuation coverage and must last at ieast untii the end of
the 18-month perlod of continuation coverage. You must notify the Plan of your
disability within the initial 18-month period of the continuation coverage or if later,
within sixty (60} days after SSA Issues the disability datermination.

Second qualifying event extension of 18<month pariod of continuation coverage

i your family experiences ancther qualifying event while receiving 18 months

of COBRA continuation coverage, the spouse and dependent children in your
family can get up to. 18 additional months of COBRA continuation coverage, for a
maximum of 38 months, if notice of the second gualifying event is properly given
1o the Plan. This extension may be available to the spouse and any dependent
children recelving continuation coverage if the employee orformer amployes
dies, becomes entitied to Medicare benefits {under Part A, Part B, or hoth), or
gets divorced or legally separated, or if the dependent child stops heing eligible
under the Plan as a dependent child, but only if the event would have caused the



spouse or dependent child to lose coverage under the Plan had the first qualify-

Ing event not occurred. In all these cases, you must make sure that the Plan Ad-
ministrator is notified of the sscond qualifying event within 60 days of the second
gualifying event, You must provide this notice ta'your applicable Plan office:

CLEVELAND

1603 East 27th Strest
Cleveland, Ohic 44114
(216) 781-8420

{(800) B826-7201

GINCINNATI

1213 Tennessee Avenue
Cincinnati, Ohio 45229
(513) 841-4111

(800) 562-1822

TOLEDO

420 South Reynolds Rd.
Suite 1086

Toledo, Chio 43618
(419) 5360880

(800) 237-2631

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other
coverage oplions for you and your family through the Health Insurance Market-
place, Medicaid, or othst group health plan coverage options (such as a spouse's
ptan) through what is called a “spacial enroliment period” Some of these options
may cost isss than COBRA continuation coverage. You can loarn more about
many of these options at www.healthcars.gov.

Trade Act of 2002

it you qualify for Trade Adjustment Assistance (TAA} as defined by the Trade Act
ot 2002, then you will be provided with an additional 50-day enrcliment period,
with continuation coverage beginning on the date of such TAA approval.

If You Have Questions

Questions regarding your Plan or your COBRA continuation coverage rights
should be addressed to the contact or contacts identified helow. For more infor
mation about your rights under ERISA, including COBRA, the Patient Protection
and Affordable Care Act, and other laws affacting group health Plans, contact the
nearest Regionat or District Office of the U.8. Department of Labo!’s Empioyee
Benefits Security Administration (EBSA) in your area or visit the FBSA websits at
hitp://www.dol.goviebsa. {Addresses and phone numbers of Regional and District
£85A Offices are available through EBSAs website.) For more information about
the Markstplace, visit www.HealthCara.gov.
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- Keep Your Plan Informed of Address Changes

in order to protect your family's rights, you should keep the Plan Administrator in-
formea of any changes in the addresses of family members. You shouid also keep
a copy, for your records, of any notices you send to the Plan Administrator.

Plan Contact information

It you have changed marital status, of you, your spouse, or dependenis have

changed addresses, please notify the plan administrator at Ohic AFSCME Care
Plan at one of the following addresses:

CLEVELAND
1603 East 27th Street
Claveland, Chioc 44114
(216) 781-6420
{800) 526-7201

CINCINNATI

1213 Tennesseae Avenue
Cincinnati, Ohio 45229
(513) 641-4111

{800) 562-1822

TOLERD

420 South Reynolds Rd.
Suite 106

Toledo, Ohio 43615
{419} 536-0880

(B800) 237-2681

USERRA CONTINUATION COVERAGE

if you ara called into military service {active duty or inactive duty training) or
cartain types of service in the National Disaster Medical System, you may elect
to continue your health coverage, as required by the Uniformed Services Employ-
ment and Reemployment Rights Act of 1984 (USERRA).

If vou are called into military service for up 1o 31 days, your group health care
coverage will continue if you make the required smployes contributions, if
applicable. i you are calied into military service for more than 31 days, you and
your eligible depsndents may continue coverags by paying the required monthly
premiumes for up to 24 months under USERRA.

Your coverage will continue until the earlier of:

= The dale you or your dependenis do not make the reguired premium payment;

+ The date you become eligible for coverage under the Ohio AFSCME Care Plan;
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* The end of the pericd during which you are eligible 1o apply for re-employ-
ment in accordance with USERRA;

« The last day of the month afier 24 consecutive months: or

* The date the Ohio AFSCME Care Plan terminates.
You need to notify the Plan Administrator at one of the Local offices at least 30
days prior 1o the date you will leave for the military. For more information-about

the slection of USERRA coverage and payment of the required premiums, con-
tact one of the following:

CLEVELAND

1603 East 27th Street
Cleveland, Ohio 44114
{218) 781-8420

{800} 526-7201

CINCINNATI

1213 Tennesses Avenue
Cincinnatl, Chio 45229
(513)641-4111

(800) 582-1822

TOLEDO

420 South Reynolds Rd.
Sisite 106

Toledo, Ohic 436815
(419) 636-0880

(800} 237-2631

If you do not elect to continue coverage under USERRA, your coverage will end
immediately when you enter military service, Your eligible dependents may corntin
ue coverage under the Ohlo AFSCME Care Plan by electing and making self-pay-
ments for COBRA Continuation Coverage.

Upon your discharge from military service, you may apply for reemployment with
an employer in accordance with USERRA. Such teemployment includes the
right 1o elect reinstatement in-any health insurance coverage offered under the
Ohio AFSCME Care Plan. According to USERRA guidelines, reamploymant and
reinstatement deadlines are based on your length of military service and your
honorable discharge from that setvice,

The following information outlines the deadlines that apply to your rights to
resmployment and reinstatement of bealth care coverage. When you are dis-
charged or released from military service that lasted:

» Lass than 31 days, you have one day after dis- chatge (allowing eight hours for
travel} to return to work for an employer;

+ More than 30 days but'less than 181 days, you have up to 14 days after dis-
charge 1o return to work for an emplover; '
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= More than 180 days, you have up 1o 90 days after discharge 1o refurm to work
for an employer.

When you are discharged, if you are hospitalized of recovering from an Hlness or
injury that was incutred during the military service, you have until the end of the
period that is necessary for you to recover 10 refurm to work for an employer.

it you take military leave but do not elect USERRA coverage within sixty days of
the recelpt of the notice of your right to elect the coverage, your health insurance
coverage offered under the Chio AFSCME Care Plan will terminate. When you
meet the re-employment deadiines and return to work with an employer, your
health Insurance coverage will be rainstated upon your re-employment date with-
out regard to any wailing periods or pre-existing condition limitations,

i. ELIGIBILITY
A, Employee

1. Effective Date of Your Benefit Coverage. You are gligible to receive
benefits as a Participant of the Ohio AFSCME Care Plan on the first day
of the month on which your employer is first required to make a monthly
contribution to the Plan on your behalf in accordance with the provisions
of either your collective bargaining agreement or participation agreement.

2. Termination Date of Your Benefit Coverage. You will no longer be
efigitle fo recaive benefts as of the last day of the month for which your
employer is last required to make a contribution to the Plan on your behalf in

accordance with the provisions of sither your collective bargaining agreement
or participation agresment.

3. Exceptions to the Termination of Your Beneflt Coverage,

a. Approved Leave of Abseneae. if your beneflt coverage terminates
because of approved leave of absence, your beneft coverage may be
continued during the petiod of approved leave of absence but not for longer
than twelve (12) months, provided you pay the required contributions 1o the
Plan in advance for each month for which your benefit coverage isto be

continued beginning with the first month following the termination of your
gligibility for benefit coverage.

b. Disability. If your benefit coverage terminates because of disability, your
eligibiiity for benefit coverage will be extended for three (3) months subject
1o submission of any information required by the Plan 1o verlty your
disability. At the end of three {3) months, benelit coverage may be
continued during the period of your disability but not for. longer than nine (9
months provided you pay the required contributions to the Plan for each
month foliowing the termination of your eligibility for benefit coverage.

¢. Cobra Continuation Coverage. Se¢ the Cobra Continuation Coverage
“Very important Notice” for a summary of your rights and obligations to
continue coverage for a limited time period through self-payment to the Plan.



4. Waiver of Coverage. You have the right to elect o not receive coverage
under this Plan by notifying the Plan Administrator in writing.

2. Benefit Plan Coverage For Your Dependents

1. Befinition of Dependent. Dependent means only (1) your spouse, of (2} your
child, including a tegally adopted.child or any stepchild who is less than twenty-eight
{28) years of age. The term “dependant” will not include any person who is in full-ime
military, naval or air service status.

2. Pependents’ Eligibility Date. You become eligible for coverage for your
depsndents on the later of (1) your eligibility date for benefit coverage, or (2) the date
you acquire your first dependent.

3. Dependents’ Effective Rate. The benefit coverage jor each eligitle depen-
dent will become effective on the date he or she gualifies as a dependent.

4. Termination of Dependents’ Benefit Coverage. Your dependents’
bensfit

coverage-will automatically terminate on the sarlier of (a) the date your bensfit cov-
erage terminates, or (b) the date he or she ceases to qualify as a dependent.

5. Exceptions to the Tormination of Your Dependents’ Benefit Coverage.

a. Dependent children are eligible 1o participate in the Plan up t0 age 28. The
beneft coverage of a dependent child will not cease solely because the ¢hild
has passed the upper age limit for dependent children as iong as the chiid is
not capable of self-support bacause of mental or physical disability and:

1 the disablity began before the upper age limit was reached under the Plan
and the dependent disabled child was an sligible dependent under the Plan
when he/she reached the upper age limit; and

2. is unmarried and depends on the Employes for financial support,

The Plan may require pericdic proof of mental or physical disability, i
not provided garlier, writien notice of mental or physical disability must
be provided 1o the Plan office within 31 days of when the dependent
child aitains age 28. This extension will continue until the earliest of (1)
the date he or she ceases to be eligible for reasons other than age, (2)
the date he or she ceases to be incapacitated, or {3) the thirty-firat
(31st) day after we request additional proof of his or her incapacity if
you fall 1o furnigh-such proof.

h. COBRA Centinuaticit Coverage. See the COBRA Continuation
Coverage “Very important Notice” for a summaty of your rights and obliga-
tions to continue covarage for a limited time pariod through self-payment
o the Plan.

8. Waiver of Coverage. You have the right fo slect 1o not receive coverage for
vour Dependents under this Plan by notifying the Plan Administrator in writing.



1. SUMMARY OF DENTAL BENEFITS
For You and Your Dependents

Dental Expense Benefit. The Plan will hsip pay for necessary dental
expenses incurred by you and your dependents while coversd under this dental
Plan. The benefits are described below and payment wil be limited 10 the lesser
of either the Usual, Customary and Reasonabie percentages specified for the
dentat procedures, or the gpecified percentages for the dental procedure multi-
plied by the fes actually charged by the dentist for the dental procedure shown
in the Table of Allowances for Denial Procedures. Dental Expense is deemed 1o

be incurred on the date on which the service or supply which gives rige to the
expenise is rendsred or obiained.

L COVERED DENTAL EXPENSE

The term “Covered Dental Expenss” means only expense incurred for
treatment received from a Dentist which, in the geographical arsa where treat-

ment is rendered, is the usual and customary procedurs for the condition being

treated. The percentage payable for a Covered Dental Expense wili not excead
the percentage specified in the Tabie of Allowances for Dental Procedures for

the procedures reported on any one Attending Dentist's Statement. If the dental
procedure performed Is not listed in the Table, we will determine the applicable

amount for such procedure on the basis of a dental procedure of squivalent gravi-
ty and severity listed in the Tabls.

Orihodantic Benelit for Eligible Dependent Chlldren Under Age
19,

Orthodontic benefits shall be provided only 1o sligihle dependent chitdren under age
19 as follows:

1. Govered Orthadontics are defined as the procedures performed by
a licensed dendist, involving the use of an active orthodontic appliance and
post-treatment retentive appliances for traatment of malalignment of teeth
and/or jaws which significantly interferes with their function.

2. All payments shall be on a pericdic basis.

3. The Plan will pay 0% of the iesser of the usual, customary and
reasonabie fee or the fes actually charged by a dentist for Orthodontics.

4. The maximum lifetime amount payable for Orthodontic services rendered to
an eligible patient shall be $1,500.00, and the limitations on maximum
amounts payable during a cadendar year for other Covered Dental Expenses
shall not apply to Orthodontics.

5. Appltication of $500 Increase in Maximum Life-time Amount.
The plan will pay a pro-rata share of the $500 increase in the maximum
lifetime amount for an Orthodoniic treatment plan prior to March 1, 1997,
The pro-rata share of the $500 increase will be determined by dividing the
numbet of full ronths remaining in the Orthodontic freatment plan after
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March 1, 1897 by the number of full months involved in the Orthodontic
treatment plan. The resulting percentage would then be multiplied times
$500 to equal an additional payment amount. However, any additionai
payment amount will be limited so that the plan does not pay more than
50% of the lesser of the usual, customary and reasonable fee or the fee
actually charged by a dentist for QOrthodontics for the ime period remaining
in the treatment plan after March 1, 1987

8. Exclusions and Limitations. |n addition to the Dental Limitations

stated In this section, the following exclusions shall apply to Orthadontic
services,

a. The obligation of the Plan to make monthly or other periodic pay-
ments for an Orthodontic treatment Plan begun prior 1o the eligibili-
ty date of the patient shall commance with the first payment due fol-
lowing the eligible dependent’s eligibllity date. The above mentioned
maximum amount payable will apply fully to this and subsequent
paymenis.

b. The obligation of the Plan to make monthly or other periodic pay-
ments for Orthodontic Sarvices shall tarminate on the payment due
date next following the date the dependent child loses eligibility, or
the employee ioses eligibility, or upon lermination of treatment for
any reason prior 1o completion of the case, or upon the termination

date of participation in the Plan by your empioyer, whichaver shall
occur firgt,

¢. The Plan will not make any payment for repair or replacement of an
Orthodontie appliance furnished, in whole or part, under this Plan.

Pre-Determination Reguirement, In all cases which are not emergency
in nature, and in which the proposed treatment will cost more than $500, your
Dentist must obtain a pre-determination of benefits, by submiiting the Examina-
tion and Treatment-Récord and. pericdontal charting fully completed 1o describe
each procedure necessary to fully complete treatment of the case. in all cases
where pre-determination is necessary, that is in all cases over $800, x-rays or
study models and perio charts if applicable must be submitied with the Exam-
ination and Treatment Record,

in all cases aver $500, where necessary pre-determination of
benefits is not vhtained, the maximum fee paid by the dental
benefits program may be Hmited to 80% of the amounis which
would otherwise be payable to the Plan.

Extension of Dental Expense Benefit. if within one {1) month after
you cease to be eligible for this Dental Expense Benefit, Coverad Dental
Expense is incurred for services or supplies furnished in connegtion with a
dental procedure which began prior to the date the benefit coverage ceased,
benefits will be payable for such expense provided the Dental Benefit is still
tn foroe under the Plan on the date the expense is incurred. Howevet, x-rays

E



and prophylaxis treatment will not be considered as the beginning of a den-
tal procedurs.

SUMMARY OF MATERIAL MODIFICATIONS
Effective July 1, 2016 for
Dental Benefit Plan Level 2-4

Effective July 1, 2018, Dental Benefit Plan Lavel 2-A is amended by the
addition of the following Implant Benafit provisions in the Section |l Covered
Dental Expense and the addition of the following Maximum Allowances to
the Table of Allowances for Dental Procedures:

Implant Benefit.

implants and implant related services when in the aplinion of the Plan dental
consuliant the services are clinically necessary,

1 The Plan will pay up to the total amount shown in the Table of Allow-
ances for Dental Procedures for the condition being treatsd, but no
maore than the Usual, Customary, and Rgasonable charges for the
dental procedure or the fee actually charged by the Dentist for the

dental procadure shown in the Table of Allowances for Dental
Prccedures.

2. The maximum lifetime amount payable for the Implam Services and

implant Retated Services rendered to an eligible patient shall be
$1500.00.

3. Exclusion and Limitations: in additicn to the Dental Limitations speci-
fled in this section, the following exclusions and limitations apply to
Implant Services and Implant Related Services:

a. Implants placed for temporary anchorage during orthedontic traat-
ment are coversd only under the Grthodontic Benefit, (if any), and
subject to Orthodontic Benefit limitations and exclusions.

b. Payments for implant and non-implant related services will not
exceed the Plan annual maximum.

¢. Removable implant stabilized prostheses will be covered as an
alternate bensfit for the most similar conventional removable
appliance subject 1o limitations and axclusions for conventional
removable appliances and the Plan annual maximum,

d. implants, implant supported abutments, implant supported pontics,
routine implant services, adjunctive services primarily for implants,
fixed full implant supported dentures, and fixed partiat implant
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supported dentures, are covered under the terms and conditions
for the implant benefit only. Hybrid dentures are considerad as fixed
dentures for Dental Expense Benefit purposes.

e. Individual implant borne crowns are coverad as implant supported
crowns untll the litetime Implant benefit is exhausted. Charges wilf
accrue first to the implant benefit and then paid up to the annual
maximum for an alternate benefit as pontics. |If more than
one-half the crown benefit can bs pald under the implant benefit,
the Plan will complete payment for an implant-supported crown
under the annual maxdmum benefit. if less than half of the
implant-supported crown can be paid under the implant benefit,
the entire crown will be paid as an alternate beneft subject to
the annual maximum.

f. Routine preventive setvicas for implants and remaval of implants
will be covered as an alternate benefit under the annual maximum.,

For example, prophylaxis, including natural teeth and implants, will
be congiderad 1o be one (1) prophylaxis.

g. Alternate banefit for prophylaxis will be applied if performed on a
separale date from prophylaxis for remaining natural teeth. if
prophylaxis/periodontal maintanance is performed on same date
as implant maintenance, the implant maintenance will be
considered to be & part of the prophylaxis. Frequency limit is once
per calendar year,

h. Provisional pontics are excluded unless treatment such as peri-
odontal surgery delays final crown by mors than 3 months.

DENTAL LEVEL i1-A
Dental Limitations and Exclusions.
This Plan DOES NOT PAY expenses for:
* More than two oral éxaminations during any calendar year; or
* Dental procedures for cosmetic reasons; or
¢ More than twe prophylaxis treatments during any catendar year; or

= Orthodontic, Including surgical procedures performed for orthodontic pUrpos-
es except as specifically allowed for dependent children under the age of 19.

* Replacement of an existing prosthesis which is or can be made satisfactory; or
 Replacement of a lost or stolen appliance; or

* Replacement of a prosthesis or lab-processed restoration, except a crown
necessary for restorative purposes only, for which benefits were paid under
this Plan i the replacement ocours within five (5Y years from the date the
expense was Incurred, uniess (a) the replacement is made necessary by the
initial placement of an opposing full prosthesis or the exiraction of natural
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teath, (b) the prosthesis is a stayplate or similar temporary. partial prosthests,
and within four months is being replaced by a permanent prosthesis, or (c)
ihe prosthesis, while in the mouth, has been demaged beyond repair as a
result of injury while sligible for coverage; ot

Any procedure which began before the date you eligible for coverage, or
ahy supplies furnished In connection with such procedure, except X-rays and

prophylaxis treatment will not be considerad as the beginning of a dentaj
procedute; or

More than 34,000.00 for treatment incurred during any calendar year for you
and for each dependent; or

Any Injury or sickness covered by any workars' compensation or occupation-
al ciseass law; or

Any injury or sickness arising from or sustained in the cowrse of any occupa-
tion or employment for compensation, profit, or gain; or

More than $2,000 lifetime for periodontal surgical services for you or for each
dependent; of

Procedures used primarily {o alter vertical dimension; or

With the excepticn of nightguards, services for the treatment of temporoman-

dibutar joint (TMJ) disorders, cranio-facial pain disorders and orthognathic
sugery,; ofr

Bervices covered under the participant’s madical Plan; or

Placement of bone grafis or extracral substances In the treatment of peri-
odontal disorders or for ridge augmentation; or

Chargss for ridge augmentation or implant procedures in excess of $1500
jifatime; or

Treatment for congenital malformations except dental care which would oth-
erwise he coverad (2.9.. replacement of a congenitally missing tooth); or

Chatges for procedures which are experimental in nature, or not génerally
recognized by the dental profession as the usual and customary senvices for
the condition being treated; or

Customization of dental prosthesis, Including personalized, slaborate, or
precision attachment dentures or bridges, or specializéd techniques unless

the prosthasis cannot be made to function without the specialized technique;
of

Fixed prostheses on pariodontally compromised teeth with significant bone
loss, uniess 1t is certified by an independent periodontist that needed therapy
is complete and that the prognosis for the affected tooth (testh) is good; or

Fixed prostheses on endodontically compromised teeth, unless it ig certified
by an independent endodentist that needed therapy is complets and that the
prognosis is good; or
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* All malignant lesions and non-malignant lesions greater than 2.5 om, unless
specifically covered by the Dental Schedule of Benefits; or

* Any ptocedure not listed in the Table of Allowances for Dental Procedures,

When multiple procedures are performed on the same operative sitg, the benefit
is limited to the most comprehensive inclusive service. Related services will be
pro-tated for non-redundant parts of those services,

V. DEFINITIONS

“Calendar Year” means the period of twelve (12) consecutive months begin-
ning with the first day of each January,

“Expense Incurred” means only fees and prices regularly and customarily
charged for dental care generally furnished in the particular geographical area
concemed, Expenss is considered 1o be incurred on the date the service or sup-
ply Is rendered or obtained. .

“Dentist” means only the person licensed fo practice as a Dentist, Doctor of
Medicine or Doctor of Osteopathy.

“Hospital” means an institution which (1) has permanent, full-time facilities for
bed care of five (5).or more resident patients, (2) has a doctor in requiar atten-
dance, {3} pravides twenty-four (24) hours a day setvice by Registered Nurse, (4)
primarily provides diagnostic and therapautic facilities for the medical and stirgical
care of patients, and (5} is not a rest home, nursing home, convalescent home, or
a place for the aged or drug addicts, The term *Hospital” will also include a com-
munity mental health facility or alcoholic treatment facility certified by the appro-

priate regulatory agency of the State of Ohio or approved by the Joint Commities
on Accreditation of Hoespitals.

“CT/TPS — Chairtime/Type of Provider and Severity” the amount
payable for the procedures is determined based on review by ihe Care Plan's
dental consuitant of the chairtime, typs of provider and severity using a scheduie
prepared by the Care Plar's dental consultant.

#CT/L - Chairtime/Laboratory” the amount payable for the procedures Is
determined based on review by the Care Plan's dental consultant of the chairtime
and laboratory using a schedule prepared by the Care Plan's dental consultant.

“CT/S ~ Chairtime/Severity” the amount payable for the procedures is deter-
mined based on review by the Care Plan's dental consultant of the chairtime and
severily using a schedule prepared by the Care Plan's dental consuliant.

“CT - Chairtime” the amount payabie for the procedures is determined based
on review by the Care Plan's dental consultant of the chairtime using a schedule
prepared by the Care Plan's-dental consuitant.

V. COORDINATION OF BENEFITS
Paymerit of Dental Benefits under the Plan is subject to Coordination of Benefits.

“Coordination of Benefits” means that if you or your eligible dependents
are covered under mote than one Plan, the total amount payable under This
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Plan, when added to the amount or value of the benefits or services provided
by ali Other Plans, will not exceed the amount of the Allowed Expense which is
incurred. in no event witl the amount paid by us be more than would be paid if

there were no Other Plan. Coordination of Benefits provisions will be appliedon a
calenday year basis.

The term “Other Plan” means any other coverage for dentai benefits undar: {a}
an insurance policy, a service Plan contract, a pre-payment Plan or other non-in-
surad Plan, or {b) Medicars,

Other Plan does not include: (a) an accidental injury policy provided through

a school for students through grade twelve {12}, (b} a hospital indemnity Plan
except as allowed by law, {¢) the Civillan Health and Medical Program of the
Uniformed Service (CHAMPUS), nor {d) an Individual policy except one which
providaes “no-fault” automobile Insurance or I8 issued on & franchise basis. “No-
fault” automobile insurance means coverage under which personal injury benefits
are paid as expenses accrue without regard to fault.

The term “Allowed Expense” means the charge for dental care which is
customary, needed and reasonable and for which the claimant is entitied to

payment Under one or more Plans. When any Other Plan provides servicss rather

than cash payment, the reasonable cash value of gach service will be an Allowed
Expense,

Effective March 1, 1989 for all dental care incurred on or after March 1,
1989; If a person is covered under This Plan and under one or mare Other Plans,

the following rules will apply. In these rules, the Plan which pays first does so
without ragard to coverage under Other Plans,

1. A Plan which does not provids for Coordination of Benefits will pay its
benefits first.

2, A Plan which covers a person other than as & dependent will pay its bene-
fits before the Plan which covers the person as a dependent,

3. When a child is covered by the Plans of both parents, unless they are
divorced or legally separated, the Plan of the parent whose birthday ocours
eatlier in the Calendar Year, regardless of the year of birth, will pay first,
However, If the Other Plar's Coordination of Benefits provisions do not use
the parents’ birthdays to determine which of the parents™Plans pays first,
the Other Plan's provisions will make the determination.

4. If a child's parents are diverced or legally separated, payment will be made:
(8) under the Plan of the parent with custody before the Plan of the steppar
ent or of the parent without custody, or {b} under the Plan of a stepparent
befors tha Plan of the parent without custody, However, if, by court decres,
one parent is held responsible for the child's health care expenses, payment
will be made lirst under the Plan of that parent.

5. When the rules above do not apply, the Plan which has covered the person for

the longer period of time will pay its bensfits first. A new Plan is not established
when coverage by one carrier is replacsd within one day of that another,

With the consent of the coverad person, we may release to-0r obtain from the Other
Plan any data needed to carry out these provigions or those of Other Plans.
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Wae have the right to recover from Other Plans or persons any payments made
which exceed those requiired by these provisions. We alse have the right o make
direct payment to Other Plans or persons of amounts paid by them which should
have besn paid by us. Such payment will be deemed benefits paid under This
Plan-and will discharge our liability to the extent of the payment.

Vi. BENEFIT CLAIM PROCEDURE

in order to receive payment of your dental benefit, a claim form must be submitted to:
CLEVELAND

1803 Eagst 27th Street
Cleveland, CH 44114
(216) 7816420
(800} 528-7201

CINCINNATI

1213 Tennessee Avenus
Cincinnati, Ohio 45229
{513) 841-4111

(800) 562-1822

TOLEDO

420 South Reynoids Rd.
Suite 106

Toledo, Chio 43615
{419) 538-0880

{800) 237-2631

Amounts payable for claims will be paid to the claimant upon receipt by the
Care Plan office of due wrilten proof of Dental Expense incurred. Oncs the
covered person has authorized it, in an application or otherwise, we may pay
Dental Expense benefits directly to the person rendering dental services,

unless we are previously notified to the contrary, and in writing, by the cov-
ered person.

The Care Plan reserves the right to have the covered person examined by a den-
tist of the Care Plan's choice prior 1o certifying the pre-determination of benefits,
and it in the opinion of the dentist chosen by the Cars Plan, such dental services
are not appropriate under tha circumstances, benefits payable must be reduced
0 amounts determined as appropriate,

We will pay the Dental Expense benefits to you. |f any benefits are payabie
after your death, we may pay the benefit t¢ any person related 1o you whom

we deem is entitled to the payment; we will then be discharged to the extent of
payment,

All benefit claims must be submitted by December 31 after the
end of the calendar vear in which the expense for the dental ben.
efit was paid. For example, all benefit ciaims for 2013 must be
submitted to the proper Plan office by December 31, 2014,
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Vil. GENERAL INFORMATION

No fegal action on claims will be taken within sixty (60} days after a bensiit claim
Is submitted as required by the benefit Plan hor later than ihree (3) years after the
benefit claim is required to be submitted to the Plan office.

The Plan does not replace nor affect any requirement for coverage by workers'
compensation insurance.

Any provision of the beneflt Plan which is in conflict with the laws of the governing
jurisdiction Is hereby amended to conforim to the minimum tequirements of such law.

Viil. INFORMATION REQUIRED BY THE EMPLOYEE
HETIREMENT INCOME SECURITY ACT OF 1874

The Ohio AFSCME Care Plan {The Plan) Is adminigtered by a joint Board of
Trustees, consisting of fourteen (14) Trustees, saven (7) appeintsd by the Employ-
ers participating in the Plan, and seven (7} appointed by the Union. The Board of
Trustees has been designated as the agent for the service of legal process.

The joint Board of Trustees is responsible for the operation and administration of
the Plan. As of Decembet 1, 2017, the members of the Board of Trustees are:

Employor Trustiees

Ms. Deborah Allison

City of Cincinnati

805 Central Avenue

Suite 100, Centennial Two
Cincinnati, Ohio 45202

Mr. Mark E, Owans

Clerk of Dayton Municipal Court
301 Wast 3rd Street

Dayton, Chic 45402

Mr, Michael Stern

Senior VP and Chief of Staff
The MetroHealth System
2500 MetroHealth Drive
Claveland, Ohio 44100-1998

Mr. Richard Jackson
Director, Human Resources
Trumbuil County

180 High Street, Fifth Fioor
Warren, Ohio 44481

Ms. Joni Harbaugh
Benefits Manager
Cuyahoga County
2073 East 9th Street
Cleveland, Chio 44115
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Mr. Michae! Rhiilips

Senior Vice Prasident, Chief Legal Officer
The Metro Health System

2500 Metro Health Drive

Cleveland, Ohlo 44109

Mr. Thomas J. Ritchie Sr.

Dayton Civil Service Board Member
1644 Spaulding Rd,

Dayton, Ohio 45342

Unioit Trustees

Mr. John A, Lyall

Pragident

AFSCME Ohto Council 8, AFL-CIO
6800 North High Strest
Worthington, Ohio 43085

Me. Harold F Mitchsil

First Vice President

AFSCME Ohia Council 8, AFL-CIO
8800 North High Street
Worthingion, Ohio 43085

Mr. Jack Filak

Regional Director

AFSCME Ohie Council 8, AFL-CIO
180 South Four Mile Run Rd,
Youngstown, Ohio 44515

Ms. Marsia Knox

Diractor of Field Services

- AFSCME Ohio Council 8, AFL-CIO
18 Gates Street

Dayton, Ohio 45402

Ms, Pamsla D. Brown

Cleveland Regional Vice President
President-AFSCME Local 1746

Cuyahoga County Depariment of Human Services
1603 East 27ih Street

Cleveland, Ohio 44114

Mr. R, Sean Grayson

General Counsel

AFSCME Ohio Council 8, AFL-CIO
6800 North High Street
Worthington, Ohio 43085
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i you wish fo contact the Board of Trustees, you may do soin eare of Qhio
AFSUME Care Plan, 1603 East 27th Street, Cleveland, Ohio 44114

The Board of Trustees is designated as the Plan Administrator. This mbans that
the Board of Trustees is responsibie for seeing that the information vegarding

the Plan is disclosed to Plan participants and beneficiaries and to governmen-
tal agencies in accordance with the requirements of the Emplovee Retirement
income Security Act of 1974 (ERISA). Day-to-day details for the Plan are handed
for the Board of Trustees by the Plan Administrator who may be reached at 1603
East 27th Street, Cleveland, Ohlo 44114, (216) 781-6420.

Plan participants and beneficiaries may write to the Board of Trustees to find out
it a particular employer is one of the contributing employers on behalf of partici-
pants working under a collactive bargaining agreement, and, if so, o find out the
employer's address. The Plan is maintained pursuant to collective bargalning
agreements, and Plan pariicipants may obtain a copy of any such agresment for
a reasonable charge by writing to the Board of Trusiees.

The Plan's henefits for eligible participants ate provided through employer

contributions mads 1o the Plan under either the applicable eollective bargaining
agreement of participation agresment.

Ali asseis of the Plan ars held in Trust by the Board of Trustees. The Plan is an
employee welfare benefit Plan maintained for the purpose-of providing, as appli-
cable in each collective bargaining agreement or participation agreement, loss
of life benefits, Inciuding accidental death and dismemberment benafits, dental
benefits, vision benefits, hearing aid benefits, and prescription drug benefits. A
detailed written description of the Plan benefits that you, as a particihant, are
entitied o, is available at the Plar's administrative office, and you may also obtain
a free copy of the hooklets that describe the benefits available to you by writing
or calling the administrative office at the address and telsphone number shown
above. If you wish to inspect or recelve copies of any documents relating to the
Plan, contact the Plan administrative office. You will be charged a reasonable fee
to cover the cost of any matertal you wish to receive.

The number assigned to the Board of Trustees by the Internal Ravenue Service
is 34-8728788, the number assigned to the Plan by the Board of Trustess is 501.
The financial records of the Plan are maintained on a fiscal pericd commencing
March 1 and ending on the following February 28 of each year.

The Plan provides for different benefits for different groups of employees. The
benelits-available o you vary according 1o the collective hargaining agresment or
participation agreement under which you are working. The rules which describe
your eligibility for benefits are contained in the Plan description booklets issued to
you. if you have any questions concerning your sligibility, you may call or write the
Plan administrative office.

As a participant in this Plan, you are entitied to certain rights and protec-

tions under the Employee Retirement income Security Act of 1974 (ERISAS,
ERISA provides that all plan participants shall be entitied te:
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Receive Information About Your Plan and Benefits

Examine, without chargs, at the plan administrator's office and at other specified
locations, such as worksites and union halls, all documenis governing the plan
inciuding Insurance.contracts and collective bargaining agresments, and a copy
of the latest annual report (Form 5500 Series) filed by the plan with the 1.8,
Department of Labor and available at the Public Disclosure Room of the
Employee Benefits Security Administration.

Obtain, upon written request to the plan administrator, copies of documents
governing the operation of the plan, including insurance contracts and ecliective
bargeining agreements, and coples of the latest annual report {Form 8500

Series} and updated summary plan description. The administrator may make a
reasenable charge for the copies.

Receive a summary of the plan's annual financial report. The plan administrator

is required by faw to furnish each participant with a copy of this summary annual
teport. :

Cantinue Group Health Plan Coverage

Continue health.care coverage for yourssli, spouse, or dependents if there is
a loss of coverage under the plan as a result of 2 qualifying event, You or your
dependents may have to pay for such coverage, Review this surmmary plan
description and the documents governing the plan on the rules governing your
COBRA continuation coverage rights.

Priident Actions by Plan Fiduciaries

in addition to creating rights of plan participants ERISA imposes duties upon the
people who are responsible for the operation of the employes benefit plan. The
peopie who operate your plan, called “fiduciaties” of the plan, have a duty to do
SO prudently and in the interest of you and other plan participants and beneficia-
rles. No one, including your employer, your union, or any other person, may fire
you or ctherwise discriminate against you in any way to prevent you from obtain-
ing a welfare benefit or for exercising your rights under ERISA.

Enforce Your Rights

If your claim for a walfare benefit is deniad or ighared, in whole or in part, you
have a right to know why this was done, to obtain copies of documents relating
to the desision without.charge, and to appeal any denial, all within a certain time
schedules. Under ERISA, there are steps you can take 1o enforce the above
rights. Forinstance, it you request a copy of plan documents or the latest annual
report from the plan and do not receive them within 80 days, you may file suit

in federal court. In such a cass, the court may require the plan administrator to
provide the materials and pay you up to $110.00 a day until you receive the mate-
rals, uniess the materials were not sent because of reasons beyond the control
of the administrator. If-you have & claim for benefits which is dented or ignored,
in whole or in part, you may file sult in state or Federal court. in addition, if you
disagree with the plan's decision or lack thereof concerhing the qualified status

of a medical child support order, you may file suit in Federal court, if it should
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lappen that the plan fiduciaries misuse the plan’s money, or if you are discrim-

inated against for asserting your rights, you may seek assistance from the U.S.

Department of Labor, or you may file sult in federal court. The court will decide
who should pay court costs and legal fees, | you are successiul, the court may
order the person you have sued to pay these cosis and fess. if you lose, the

court may order you o pay these costs and fees, for example, if it finds your claim
is frivolous.

Assistance with Your Questions

If you have any qusstions about your Plan, you should contact the plan adminis-
trator. ¥ you have any questions about this statement or about your rights under
ERISA, or if you need assistance in obtaining documents from the plan admin-
istrator, you should contact the nearest office of the Employse Benefits Secutity
Administration, U.B. Depariment of Labor, listed in your telephone directory or the
Division of Technical Assistance and Inguiries, Employee Benelits Security
Administration, U.S. Department of Labor, 200 Constitution Avenus N.W,,

Washington, D.C. 20210. You may also obtain certain publications about your

rights and responsibiiities under ERISA by calling the publications hotiine of the
Employee Benefits Security Administration.

i, CLAIMS FILING AND APPEAL PROCEDURE
To make a claim for benetits under this Plan, follow these instructions:

Filing of Claims. To be rsimbursed for aill benefits, obtain a claim form from the
Plan administrative office or submit a claim form provided by your dentist,

Ali claims submitted must be accompanied by any bills, prool, or information
reasonably required to process the claim submitted,

Upon receipt of the completed forms, a decision on your claim will be made within
ninety (90} days. f further time Is required for a decision, you will be notified with
an explanation of why morg tme is necessary, and in that case, a decision then
vill be made on your claim within one hundred eighty (180} days after raceipt of
your compieted application.

Appeal and Review Procedure, if your claim for beneftts Is denied in whole
orin part, you wiil receive wrifien notification stating the specific reason or reasons
for the denial, specific reference to Plan provisions on which the-denial is hased,
and, if applicable, a description of any additional material or information necessary
to complete the claim with an explanation of why the material or inforimation is
required. You will also recelve an explanation of the claims appeal procedure.

If you are not satisfied, or do not agree with the reasons for the denial of your
claim, you may appeal and request a review within sixty (60) days of the dale you
received the letter denying your ¢laim. The appeal must be in writing, and can be
made either by you or your authorized representativa. In it you. must set out your
disagreemeant, You may also request an opportunity 1o review necessary and
pertinent documents which may affect your appeal.
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Who ls Responsible to Make a Docision on Your Appeal? The review
shall be by the Board of Trustess of the Plan, Send your appeal to:

Boartd of Trustess

Chio AFSCME Care Plan
1603 East 27th Street
Cleveland, Ohio. 44114

An applicant who has not received a decision on his elaim for bonefits within nine-
ty {90} days (or one hundred eighty [180] days if you have been notified of special
ciroumstances} may request a review of his claim.

Your claim appeal will be promptly veviewed, and you will be advised of a decision
within sixty (60) days after receipt of your appesl, unless special circumstances
require an extension of time for processing, in which case a decision shall be
macde within one hundred twenty (120) days. The decision will be in wriling and
will includs the specific reasons for the decision and specific raferences to Plan
provisions on which the decision is based.

TABLE OF ALLOWANCES FOR DENTAL PROCEDURES

The procedures Ingluded in the “Code for Most Fraquently Reported Dental
Pracedures” are the procedures most often benefited under dental Plans and

therefore remain the principal administrative aid 1o most dentists and their ofiice
staffs. It is printed here for convenient raference.

Coding System. The code is & five-digit system to identify dental procedures
and services, The basic categories are:

Calegory of Service Code Series
|, Diagnostic DO160-D0OSs
il Preventive D106G-D12389
lil. Restorative D2000-D200g
V. Endodontics D3000-D399g
V. Periodontics 34000-D 4958

Vi, Prosthodontics, removable DE000-D&98S
Vi, Prosthodontics, fixed D6000-DE9sY
Vil Oral and Maxillofacial surgery D7000-D7009

IX. Orthodontics {38000-08999

X. Adjunctive Genegral Services £9000-Dogss

implant Services

OMHIO AFSCME CARE PLAN SCHEDULE OF BENEFITS

Level LA
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BU160-B0934 1. DIAGROSTICS

CLINICAL ORAL EXAMINATIONS

DOTI0  INIAl EXAMINAION 1o i iceie s nsremns i stacnrsorncsesn e nsersressosenes 24,00
D020 Poriodic Oral EXAMINANON coivvv e ee oo csssnseens e frrr e e 24.00
D140 Limited Oral Evaluation-Problam FOOUSING .vocervre e cceser e, 38,00
D018 Comprehensive Oral EXaMINGUON .oe s vsccscorriecssesonsear e s, 39.00

RADIOGRAPHS

DO210  Intraoral Complete Series-inctuding Bitewings .............................................. 66.00
DO2Z20C  Intracral-Periapical-Fiast Fliim .. Ferrree et e rae s irne 1300
DO230  intracral Periapical-Each Addmonai Fiim nvivemrecrranesiotoreonenmes 1100
D0240  Intraoral QOCIUSA! FHML .ot caes vt en et earin e ens 20,00
DOZB0  EXHacral-FUST FilITl e oo con s es e neaes e evrensnibeaas 27.00
D0260 Extraoral-Each AdAHONal FilM e oo erreres s, SO 28.00
D270 Bitewing-8ingle FllM. .. e i aesnc e 14,00
DO272 BIEWING-TWO FIlMS. i i e rne s cesiasim sissessssssssainsssssensrenmnins 2200
D273 Biewing-TIEa FlMS ... oo err s cremmens e e aeessseces o eestensieens v s s somnens 28.00

00274 Bltewing-Four Fims... et SO0

D0290 Posterior-Anterior or E.aterai Skuii & Famal cha Suwey Faim....f.-" .......... o 95,00
DO30 Siglography ... O OO DU U PSP CONURUUUORPOU - 2 410
DO3R0 Panoramic Fiim O TS PSR D U OO PP U STROYURUOPROPSNRORR o . % ¢
D0340  Cophalomatne FllM i e e v e s s Vekeascuren 70.00

Max. Rlowance

TESTS AND LABORATORY EXAMINATIONS
Do415 Bactericlogicsl Studies for Détermination of Pathologic Agents.c.uanan.  CTA
DO480  Pulp VY TOSIS e cenin s e st sns e ssee s resitescsnnrecne | 26.00
DOAT0  DIAgnosto GaBIS v verecneie i s ss st s s cearents e e st arieseneeerens | B5.00
DOATT DIBgNOSHC PROIOS eer o iiisracrerasssssecosrvaes s anessasresssonsesvmeseeessrespeans 35.00
D0501  Histopathologie EXAMINAONS ..o\ s st cosrsnntesres e ersarmeer s sereess 40,00
DO502 Other Oral PAtholagy ProcotUres .. ..o corenor oo rsssraceraes

e s BR
D0898  Unspecified DIAgNosc PrOCBTUIBS. ..o correncrnvcreissmesmriomistomsionnonon GT/L

B1600-01998 i, PREVENTIVE

DENTAL PROPHYLAXIS

D110 Prophylads-AtUS . .o e s srrcrnnc s e s sseas st ssn e ennes onnieresnen 48,00
D120 Prophylaxis-Child.. .o 33,00

TOPICAL FLUGRIDE APPLICATION TREATMENT - Office Procedure

P1201 Topleal Application of Fluoride (Indluding Prophylaxis-Child......cvminnn.,  47.00
D1203 Topical Application of Fluoride (Excluding Prophylaxis-Child) ....oovvevnnenns 19.00
Di2od4  Toploaf Application of Fiucride (Excluding Prophylaxis-Adult) woienea.... 20,00
D1205 Topical Application of Fluoride (Including Prophytaxis-Adult} .....coovee. 69,00

OTHER PREVENTIVE SERVICES

D131 Nutrllonal Counseling for Controd of Dental DISSase e ecrriro i 29.00
D330 Oral Hygione INSHUCTON. ..ot tireenr e neces st scar s caraasns v rreas s cenns sarsnas rans 18.00
D1361 Sealant-Per Tooth-Through Age 18 e cvnecornnn v e s 2700
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BSPAGE MAINTENANGE {Passive Appliance}

D1510  Space MaintainerFixed Unilaterat........ ., 145.00
D1515  Space Maimainer-Fixed BIAIOIE .o cves oo ens 202.00
D1520 Space MaintainerRemovable Unilateral ............. 164.00
D1525 Space Maintainer-Removeables Biataral ..o, 22100
DISH0  Recement Space MailtalNer .o oo ieeeeseeeesees oot et tste e 34.00
BZ000-B2899 . RESTORATIVE

AMALGAM RESTORATIONS (Including Polishing)

D210 Amaigam-0ne SUMECE-PIIMAIY c.corcrimriim i consronre s resseverios oo 46,00
D2120 Amalgam-TWO SUHBOESPIIMAIY ..o, corecre e eoissecsrveseseeretsraeeseneseoseeess oo esesssos 60.00
D130 Amaigam-Three SUraces-PUMANY ..o e s serer e s ceemens 7100
B2131  Amalgam-Four or More SUracas-PrIMAIY ..o oerorseeere s e senmenns §0.00
D2140 Amaigam-0ne Suraca-Permantnt.,. .. e oo oo 52,00
D2150 AMalgam-TWo SUIHECEE-PGIMANBNL. ..o oeees e censses s s 64.00
D2160 Amaigam-Three SUMRCES-PEIMAaNeNt....coovco oo 78,00
D2161 Amalgam-Four or Mors Surtaces-Permanent ... 98.00
SILICATE RESTORATIONS

D2210 Silicats Cament-Per ReStorlioNn ... i eesenr e sreesss s ceoesesss s seee 23.00
FILLER OR UNFILLED RESIN RESTORATIONS

02330 Resin-One SUECE~AMEIOl ..o e seeeer st ers s mesr e, 60,00
D2331 Hesin-Two Surfaces-Anterior ..o vsns DSOS OUTTR TR 76.00
D2332 Resin-Three Surfaces-Anterior.,. ver 86.00
02335 Resin-Four or More Surfaces or invo!mng Inc:sai Angte H2.00
D2336 Composite Resin Crown-aAntenor-Pr;mary",.,,._...,_..m..‘..,.,...A...,‘....‘.....‘....,. 120.00
D2380 Resin-One Surtace-PosterionPrimary ... £8.00
2381 Resin-Two Suﬁacesapostenor-i?’r;mary v 80.00
D2382 Resin-Thrae or More Surfaces- Posterior»?»’rmmry 86.00
D2385 Rasin-Ons Surface-Postarior Permanent,(...‘...,.......,. ................................... 88.00
D2386 Resin-Two Surfaces-PosteriorParmaneiit. ., . e ceesreraereenn. 9260
D2387 Resin-Three or More SUraces-PostBHOrPRIMANENT ..o e eeenn s 116.00
D2388 Resin-Four or Mors Surfaces-PosterionParmanent ..., v 136.00
INLAY RESTORATIONS

DR510  Infay-Metalic-One Surtace ... . 182.00
P2520 infay-Metallic-Two, Surfaces . 21700

DR530  Inlay-Metallic-Three or More Surfaces vrveriore

D2643 Onlay-Mstallic-Three Surfacesn..,.‘..“‘....”.‘..,.....‘...‘.,,
D2544 Onlay-Metallic-Four or More Suraces.. ...,
02810 Inlay-Porcelal/CeramiC-C0n8 SUITBCE e rcirsnrease reerrasibesesseesaessass
D52820 Inlay-Porcalain/Caramit-TWO SUITEOEES .ot e ctee v eere et e eer st evasrren

verremireennnne. 250.00
v vimrerrnens 260,00

e AT0.00
. RR7O0

£240.60
02630 Inlay-Porcelain/Coramic-Three SUMRCES ......ccc. v eoresirncorsoseren e . 257,00
D2642 Onlay-Porcelain/Ceramic-Two SUMBCESs ..o cicenccnin e OIS 250.00
D2643 Onlay-Porcalain/Ceramic-Three SUMBLES oo RO 270.00
02644 Onlay-Porcelain/Caramic-Four or Mora Surfaces ..., .. 28B5.00

02850  Inlay-Compasite/Resin-Cne SUMACE-LaD ..o renenrmscrsseonssrens
D2651  inlay-Composite/Resin-Two Suwrfaces-Lab.......ocoiie e e
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D2652 Inlay-Compaosite/Resin-Thrae or Mors SUMRes-La ..o 168.00
D2662 Onlay-Composite/Resin-TWo SUMBCES-LAD v oo 198,00
D2663 Onlay-Composita/Resin-Three Surtaces-Lab .. oo 227.00
D2664  Oniay-Composie/Resin-Faur or More SUraces-Lab. ..o e oo, 245.00

CROWNS-SINGLE BESTORATION ONLY

DE710° Crown-Fesin-LADOIBIONY oo coveesessessssseste s messs e e etemme s e 12700
L2720 Crown-Resin with High Noble Metal. ..o oeoeoeeoeeoee e 300.00
D2721 Crown-Rasin with Predominantly Base Met@h. ..o oooeoseesis oo, 300.00

D2722 Crown-Resin with Noble MBIEL.......ociii e crsvenrenvee e s oo 300,00
D2740  Crown-Porcelain/Ceramic SUDSIALE .....o..cvm v ircceres s vemr s srrnsasssercos s son e, 300.00
D2750 Crown-Porcelain Fused to High NOBIS Metalue. v oo eresose e, 280,00
D2781 Crown-Porcelain Fused 1o Pradominantly Bass Metal.......vonevecoreoneins., 275.00
D2752 Crown-Poresiain Fused 10 NODIS MBIR ..o vcr oo s sonscssssis oo 275.00
2780 Crown-Full Cast Noble MB18L. .. vt cen oo eee e oo 273.00
D2791  Crown-Full Cast Prodominantly Base Metal ...oeeoeceeeosee e e 275.00
02792 Crown-Full Cast Noble Matal....c.....c.oie e e eens s smsesom s oeesonne. 275,00

OTHER RESTOHATIVE SERVICES

D2810 Recement infay .., st e aesnte e eriesrononeeonne | 20,00

D2820 Recemant Crown e e 20,00
2930 Prefabricated Stamless Steel Crown anary Tooth PPN OUR USRI £ X0 1+
D2831 Prefabricaled Stainless Steel Crown-Permanent Taoth 70.00
02832 Prefabricated Resin Crown... boeorcaom s 7000
D2833 Frefabricated Stainioss Steei Grown«W?h Hesm Window ............................. 70.00
D2940 Sedative Filling... ; . 2700

D2880 Core Buildup- Inciudmganypzns ettt aene e 85,00

D2851  Pin Retention-Per Tooth in Addmon t0 Restorat;on ........................................ 17.00
22852 Cast Post & Core In AGION 10 CROWIM v vsres et ove i s senses eeineoraes 1006.00
D2ohd  Prefabricated Post & Core in Addition o Crown .. - oo 82,00
D2955 Post Removal-Not i Conjunction with Endodomlc Therapy fovminionne TG0
132860 Labial Veneer {Resin Laminate) - Chalrsids.,.. O OTRTROIPIIRN 1o N¢ ¢

D2961 Lablal Veneer (Resin Laminate) - Laboratory.,.‘.,‘...m.‘.-.-.‘--u.,..‘..!.‘..,.-,..*.‘..... 96.00
02982 lLabial Venser {Porcalain Laminate) - LADOIAtONY .o v orecroeescevren s, 260.00
DRO70 Temporary Crown (Fractlied TOOth .. ceecveessoesssess s reere e iene e 50,00

D2880  Crown Repain, BY REDOIT i et e eesssereeesesses et es s eseesaeans feveresnraen 50.00
D299 Unspecified Restorative Procedurs, BY Report . s SR SRV 50.00
B3000-D3488 IV, EXDODINTICS

PULF CAPPING

D310 Pulp Cap-Direct (Excluding Final Restoraion. .. avmmen oo 15,00
(33120 Pulp Cap-indivect (Excluding FINal Restoratlon ..o oo ses s e e 15.00
PULPOTOMY

D3228 Therapsutic Puipotomy (Excludmg Final Restoration}.... st 33.00
D3230 Pulpal Therapy-AnterorPamary Teeth. ... e ereFae e edb s g et renrrnen 60.00
03240 Pulpal Therapy-PosterionPrimary T’ogth ..................................... e anssrs snnas 75.00

ROOT CANAL THERAPY {Includes Primary Teeth Without Succedancous
Teeth-and Permanent Teeth, Pulpectomy is Part of Root Canal Therapy ~
Including Treatment Plan, Clinical Procedures, and Follow-up Care)
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D3310  Anterior Root Canal (EXciuding Final ReStOrHON] .. .ccoe e ovv et cers oo 190.00
L3320 Bicuspid Root Canal (Bxcluding Final Bestoration] ... v oesnn.... 232.00
D3B30 Molar Root Canal (Excluding Final ROSIOMHON). veve oo oonsens s, 290.00
233248 Retreatment-Anterior, BY REEOM ... c.ivincorccaminmcnmmcronrsrne s seeisss, 2AB.00G
D3347 Retreatment-Biouspid, BY RODOI . . oo erereeeon oo s eoeeoeonn. 200,00
D3348 Retreatmant-Molar, BY REpott . ..o eeeeesceeerssresssssass e e 350.00
D8351 Apexification/Recalcification-tnitial Visit {Apical Closure/Caicific Repair of
Perforations, Root Resorption, Bte.).., resoraitns ORIV 0 925
083582 Apexification/Becalcification-intenm Madscsmon Ftep!acement {Apzcdi
Closure/Calcific Repair of Perforations, Root Resorption, Bt v, CTis
(33358 Apexification/Recalcification-First Visit {Includes Complets Root Canal Therapy,
Apical Closura/Calcific Repalr of Perforations, Root Resorption, E6.)...... CT/S
PERIAPICAL SERVICES
03410  Apicosctomy/Periradicular Surgery-Anterior .., cervssensnen e 210,00
D3421 Apicoectomy/Periradicular Surgery-Bicuspid (Flrst Fioot) oo 21000
03425 Apleoectomy/Periradicutar Surgery-hMolar {First ROo .o e corene 210.00
03426 Apicosctomy/Petiradicular Surgery-(ﬁach Additonal Root} v, 8700
D3430 Retrograde Filling-Per Root... OO PO PO PURRROIOOVTOPPRVRUUPRE - 1 3 1
D3450 Root Amputation-Par Boot... eveseieteerenermienann e ene 140,00
D3470 Intentional Reimplantation (inciud ng Splinting) T UOUSPOORPUNROTOUY &4 ¥ 1
CTHER ENDODONTIC PROCEDURES
D3810  Surgical Procedure for isclation of Tooth with Rubber Dam v 13.00
03920 Hemisection (Including Any Root Removal) Nat Including Rocot Canal Therapy ... 84.00
D3960 Canal Preparation and Fitting of Preformed Dowel of Post .ce.vecenver., CT/PS
03960 Bleaching of Discolored Teeth ~ {NONVITAN .o et 3B.00
03989 Unspecified Endodontic Procedurg, By REROM ... coreowiron e rerresnans 33.00
B4000-04899 V. PERIJDORTICS
SURGICAL SERVICES (including Usual Postoperative Care)
D4210  Gingivectomy/Gigivopiasty-Par QUAUIBIT ... ereeesecenrseer e ces CU/TPS
D42t Gingivectomy/Gigivoplasty-Per Tooth ... diaveerenemaansen s G T P8
D4220 Gingival Cureiage Surgical-Per Quadrani By Heaort et BT PS
D4240 Gingival Flap Procedurs, Inciuding Reot Planing-Per Quadram,.‘..."..4.,'.,..,CT{’TF’S
B4249 Clinical Crown Langthening-Hard TISSUS...oevvvea v s st e GTTPS
D4260 Mucagingival Surgery-Per Quadrant... e GT/TRS
D4280 Osseous Surgery {Including Flap Entry and Closuret - Per Ouadrant WCTTPS
D4263 Bons Replacement Grat-First Site in Quadrant ., veerionnn GTfTPS
D4284 Bone Replacement Graf-Each Additional Site in Quadrant rerrierennns CTTPS
D4266 Guided Tissue Regeneration-Resorbable Barrier, Par Site, Per Tooth .......... CTTPS
D4287 Guided Tissue Regeneration-Nonrssorbable Barisr, Psr Site, Per Tooth
{Includes Membrane Removal) ... i s, CTATPS
04270 Padicle Soft Tissue Giraft Prcc:edarsa rren e CTTES
D4271 Free Soft Tissue Graft Procedure {lnc!ud;ng Donor Site Surgery} e GHTPS
D4273 Subepithelia Connective Tissue Graft Procedure (Including Donor Site Swg,ery} . CTITPS
D4274 Distal or Proximal Wetge Procedure (When Not Performed in Conjunction with

Surgical Procedures in Same AnstomiCal ArBAY ..o cverecoreeeereerisioronien CTPs
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ADJUNCTIVE PERICDONTAL PROCEDURES
DA320 Provisional SpHAting~INracoronal ...........oe cecveesreonseissreess oo OTATES

D431 Provisional Splinding-EXracoronal ... oo oo SOUPRPRIo CT/TPS

04341 Sealing & Root Planing-Per QUAIIANT ... e ccece i er e OTITES

D4368  Full Mouth Debridement .. e ~CTTPS

04381 Localized Delvery of Chemo herapeutlc Agents Vla a Cont;o!ied Raiease Vehicle |
Into Diseased Crevicular Tisaus, Par Tooth, Per SHe .. oo CT/IPS

OTHER PERIGDONTAL PROCEDURES

D4g10 Periodontal Maintenance Procedures (Faliowing Active THETARY) 1ccrvicinmonsironne 3700

04920 Unscheduled Drassing Change By Someone Other Than Treating Dentisti30.00
04999 Unspedlfied Pericdontal Procedure (By REDOM) v ar oo onn . GTITPS

£5000-D5388 Vi, PROSTRODONYIGS (Removabis}

COMPLETE DENTURES (Including Routine Postdslivery Care)

D10 Complete Dentur@-MadHay...........c..ccoeimin v conianmresnmoric s e 365,00
05120 Compiete Dentura-MandiDUIN .. v mnsamin eneon... 368,00
D&130  Immediate Denture-Maxiflary weosvennn..

FRYFRFIRSLAINRI Y LN AR AR AN RN Y S L N TR 400:0@
D540 Immediate Denfure-Mandibular

PARTIAL DENTURES {Inciuding Routine Postdelivery Care)

B5211  Maxilary Partial Denture-Resin Base {including Any Conventional Clasps, Rests,
) and Teeth) ... s . 300,00
D212 Mandibular Partim Denture ﬁesm Bﬁse finciuding Any Conventionai Ciasps
Rests, and Teeth) 350.00
D5213 Maxilary Parfial Denture-Cast Metal F’ramewark With Resin Dcnture Bases
{Including Any Conventional Clasps, Fests, and T98th) v e v e, 395.00
DB214  Mandibular Partial Denture-Cast Metal Framework With Resin Denture Bases
{Including Any Conventional Clasps, Bests, and TEEH) ..o v veneeeeeres s 365.00
D661 Removable Unitateral Partial Denture-Cne Piece Cast Matal {including Clasps
ANATROIH] e e et n s e 2B2.00

ADJUSTMENT YO DENTURES

D5410  Adjust Complste Denture-MaxiBany.......coccm i ierinieein s oereenee 20,00
DB8411  Adjust Complete Denture-MandiBUIar ... e e s 20.00
05421 Adiust Partial Demure-MAaxillary. o e seersoreier reeer s srensrennee s 20,00
D3422  Adjust Complate DentUre-MandiDUIar ... oo mecoenn 2000
REPAIHRS TO COMPLETE DENTURES

D5516  Repalr Broken Complots DEntie BASH e eorcreerssorsesrorssoniessseeerses 74.00
D5620 Replace Missing or Broken Testh-Cornplete Denture {(Each Toothy e, 32,00

REPAIRS TO PARTIAL DENTURES
08610 Repair Rasin DentUre Bame. . ... vorinrismcsnss v s rnss s ssimrsimnsesienes | 42,00

05820 Repair Cast FIEITIBWOrK . e e cmrcns srsscemeasscaenesreesserssnne snteseennnnenns 7200
D5630 Repalr or Replace Broken Clasp....... ekt vt e e e ebe e St et s ran s areian 55.00
DEB4D Replace Broken Toath-Par Taoth ..o rcvenie et evcr et 35.00

DE6ES  Add Tooth fo Existing Partial Dentire ..c....coow e ieo e enssinessrse i 990,00
D568 Add Clasp to Existing Partial Denture ... eevcvsir s 3700
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RENTURE BEBASE PROCEDURES

D5710
D&711
Da720
P72

DE730
DEY3
D5740

RBebase Complete Maxillary Dentute........vvesreerins . 13700
Rebase Complate Mandibular DENTUIE .........occeoeeeecerecre e et ee oo 13700
Rebase Mexillary/Partial Dentlre......o.ocvivins s ssseresaeennens. 137,00
Rebage Mandibular Partial DERtUIE ....c.o.ccaviiirinr oo ceereseire e esesnseeresinen. 13700
DENTUHRE RELINE PROCEDUBRES
Heline Complate Maxiliery Denture (ChaSIHE) oo coesereasse oo 75.00
Reline Complete Mandibular Danture {Chairside) ... veveeran, 75.00
Reline Maxillary Partial Denturs {Chairgide) ......ovv e, 75.00
Reline Mandibular Partial Denture (Chairside) ... 75,00

D5741
D5780
DB751
DE760
De781

Reline Complete Maxillary Denture {Laboratory) ...

- 10700

Reling Complate Mandibidar Denture (Laboratory} .. cor e ccesoreseons 10700
Reline Maxiiary Partial Donture (Laboraiony) ..oerr oo cvierncinens 10700
Reline Mandibutar Partial Denture (Laboratony) ..o eecceneonosens ornnn 10700

OTHER REMOVABLE PROSTHETIC SERVICES

DSB10  Interim Complete Denturg-Maxillary........ rren . 135,00
D511 Interim Complete Denture-MantiDular ... coneinai i ecarsiomos vemecn: 138.00
D5820 interim Partial Denture-Maxiliary........, nrmrnc e rensscmenen 139,00
DE821 Interim Partial Denture-Mandibulay ..o i ceeeereeeeeen e, 338,00
05850 Tissue Condifoning=-MaXilRrY ... s e 35,00
D58581 Tissus Condiioning-MandiBuIAr. ... einernecrroncocesremmnscnsimene 35,00
06860 Cverdenturs-Complate, BY REDOM ..o s i menacsee CTA.
03861 Overdenture-Parilal, By Report..... CTiL
D5862 Precision AHACHMENt, BY RBPOT . .c.oimr i s iesseentesnieresresereserssesscssmsssssssss o CTA.
DA299  Unspecified Removable Prosthodontic Procadurs, By Renoif.. . roven. CTiL
De200-DE88I VIl PROSTHODONTIOS, FIXED

{Each Abutment and Eachi Pontic Constitates a Unit In a Bridge)

BRIDGE PONTICS

D6210  Pontic-Cast High NOBIE MBI ..ovovvvieereccciveas i e ses s nene. 270.00
06211 Pontic-Cast Predominantly Base Metal ..oooeovvoniicne i e o 280,00
06212 Pontic-Cast Noble Matal .. e 276,00
D624C Pontic-Porcelain Fused o Hsgh Nobie Meial RTOPYRUUURUUPPPUPTPTURPPIOR -y £ 4.6
36241 Pontic-Porcelain Fused to Predominantly Base Mmai ................................... 255.00
D642 Pontic-Porcetain Fused fo Nobls Matal,,. ....cvvciecn s sisn s b 270,00
DE2E0  Pordic-Resin with High Noble Metal ..o e e v corsnve e 240,00
D625t Pontic-Redin with Pradominantly Base Metal ..o vvnne o s cesnensien,. 150.00
DB252 Pontic-Resin with Nobla Metal...........ccoos cricvornsrisnecsevsnens b rerratirareiatraaatades 200.00
RETAINERS

DEE20  Inlay-Metallic-Two SuHRCBS ... i ian e irne s s e oe 24000
DBE30  Inlay-Metallic-Thrae or More Burfaces. ..o vcnevieiniens TR 175.00
6643 Onlay-Metallic-Three Surfages... eererconratanais arnersnssnne eeranee 2B2.00
DBs44d  Onlay-Metallic-Four or Marg Smfaces . s 285.00
D545 Retainer-Cast N‘ietai for Besin Bonded thed Pmsmesis .............................. 112.00
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BRIDGE RETAINERS - CROWNS

06720 Crown-Resin With High Noble Metal oo e,

06721 Crown-Resin With Predominantly Base Metal ..., revens
D6722 Crown-Resin With Noble Metal.., ‘ brerrrenireeere 232,00
RB7E0  Crown-Porcelain Fused o High Noble Meta! e e SO0E0
B8781 Crown-Porcelain Fused to Predominantly Base Metai 280.00
B6782 Crown-Porcelain Fused to NOBIe MEIal ... e coeseeoneoreras e 385,00
DE780  Crown-3/4 Cast High Noble MEtal....o.o..i v eeeomeensrernsnrssimsssssssen, wreer g 297.00
DE780  Crown-Full Cast High Noble Metal . et s ee s, 287.00
D6781  Crown-Full Cast Predominantly Base Metal .u.ieesorion.

om0 00
DB782  Crown-Full Cast NODIE MBISL. oo e v cmiere et eseremeeear s cotisnees o 28700

- 238.00
w 278,00

OTHER FIXED PROSTHETIC SERVICES

D820 Connaclor Bar .. ST UNSU VNPT 1< 110
DBY3C Recement szed Pamai Denture .................................... basverariinenber e ereeries 35,00
D840 Stress Breaker . oo et an e e ntr b e e e st e derezeban foretor s ber e s varraes 60,00
D890 Precision Attachment.,. SRR NTORIPINTITI |7 44 3]
D697G Cast Post and Core in Acidit on rca szed Par ;ai Demure Ratamer o 9700
D6971 Cast Postas Part of Fixed Partial Denture Ret@insr ..coovveeoevcoons oo, 80.00

Dsa72 Prefabricated Post & Core in Addition to Fixed Partial Denture Botainer......, 80.00
DE878 Core Buildup for Retalner, Enciucﬁng ANY PINS. i erncsrinens . 85,00
0675 Coplng Metal ., 75.00
DBs8G Fixed Partial Demure Repaiz By Report ....................................................... CT/L
026988 Unspecified Fixed Prosthetic Procadure By RepPort.....ovecciiveenevneens OTAL

D7000-B7589 Vil ORAL AND MAXILLOFAGIAL SURGERY

EXTRACTIONS ~ INCLUDES LOCAL ANESTHESIA, QﬁTHRlNG iF NEES‘EQ,
AND BOUTINE POSTOPERATIVE CARE

D710 SHIe 00 oot mire st ree e en et e e aen e sre e s va s e siens e (3800
D7120 Each AddMonal TOOMN ..o eeeee e oeeeee e reeareeseeseessr s so e s eems e 34.00

D7130 Root Removal — Exposed FooS ... i vieeranesonesens SN cTs

SURGICAL EXTRACTIONS ~ INCLUDES LOCAL ANESTHESIA, SUTURING
IF NEEDED, AND ROUTINE POSTOPERATIVE CARE

D7210  Surgical Removal of Eruptad Tooth Requiring Elsvation of Micopsridsteal Flap

and Removal of Bone andfor S8action of Tooth) v e e e CT/8
D7220 Removal of Impacted Tooth-Sof TISSUS i v e cerressmen covenresenerncens 8G.00
D7230 Removal of Impacted TOO-Partially BONY e rinren s onnes 107.00
07240 Removal of Impacted Tooth-Compiotely BOMY. .o crsmecor ion. 125.00
D7241 Removal of mpacted Tooth-Completely Bony With Unusual

Surgical Comiplications ... U SRUURTURUUTUPR £ ¥':)
D7250 Removal of Residual Tooth Rocts (Cuttmg Procedure} e GT/S
QTHER SURGICAL PROCEDURES
07280 Oroantral Fistula Closure .. wesronen, CTIS
D7270 Tooth Reimplantation and/or S%abmzataon of Acctdentally Evutsed or Displaced

Tooth and/or Alvaotus .. ..., SO TRPRRUNOPIN CT/8

D7272 Tooth TransPlantation (includss Relmplantation From One Sids To Ancther and
SBplinting andior S1abilization]). e vttt OTHS
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D72680 Surgical Exposure of Impacted or Unerupted Tooth for Orthodontic Reasons

{including Orthodontic Attachments)... TR e CT/S
D7281 Surgical Exposure of Impacted or Unerup‘ted Tooth to A d Eruptlon ............. CT/8
D7285 Bicpsy of Oral Tissue-Hard .. B PP UUO RN €13 I -
D7286 BiopsyofOralTissue—Soﬁ.....,.......u,.‘..(..,......,...,,......“..,.........‘..‘.,x..........“.. CT/8
D7290 Surgical Repostioning of TOON ..o GTES
D7291 Transseptal FIDorOomy, BY RepOM oo eeeeeeee e eoieene e OOTIE

ALVEOLOPLASTY-SURGICAL PREPARATION OF RIDGE FOR DENTUHES

D731 Alvecioplasty in Conjunction with Extractions (Per QUadrant) ..o, 7200
D7320 Aleoioplasty Not in Conjunction with Extractions (Per Quadrant)............... 66.00
VESTIBULOPLASTY

07340 Vestibuloplasty-Ridge Extension (Secondary Epithelialization) ..o CT/8

L7350 Vsstibuloplasty-Ridge Extension {including Soft Tissue Grafts, Muscle
Reattachmant, Revision of Boft Tissue Attachment and Management of
Hypertrophied and Hyperplastic Tissue} Surgical Excision of Reactive
inflammatory Lesions (Scar Tissus of Looalized Congenital Lesions) ... CT/8

D7410 Radical Excision-Lesion Diamatet Up 10 125 0o osesienncronsennen OTIS

7420  Radical Excision-Lesion Diamater Greater Than 1250 v, CT/8
REMOVAL OF TUMORS, CYSTS, AND NECPLASMS

D7430 Exclston of Benign Tumor-Lesion Diameter up 10 125 6y v ieoinen  80.00
D7431  Excision of Benign Tumor-Legion Diameter Greater Than 1.25 om..evveene, . CT/S
D7450 Removal of Odoniogenic Cyst or Tumor Legion Diameter 510 125 6. vrrievnceens 75.00
D7451  Hemoval of Odentogeric Cyat or Turmar Legion Diameter Groader Than 1256 am ... Ci/8
B746¢  Remaval of Nenodontogsnic Cyst or Tumur Lasion Diametey upto 125 T ..., 72.00

D7481  Removal of Nonodontogenie Cyst or Tumaor Leslon Diamsler Greater Than 126om  CT/S
7465 Destruction of Lesion(s} by Physical or Chamical Method, By Report......... CT/3

EXCISION OF BONE TISSUE

DB7470 Removal of Exostosis-Maxilia or Mandible ... e viemnscranee CT/8
D7480  Partial Ostectomny {Guttering or SauCeIZaI0NY . an v aminnemnnas OT/S
SURGICAL INCISION

Y510 [sclation and Dralnage of Abscess-Intradoral SO TISSUE . e ve v 35,00

D7520 Incision and Drainage of Abscess-Extraoral SO TISSUS ..vvccmnirecncrmvennnne CT/8
D7630 Removal of Foreign Body, Skin, or Subcutansous Areolar Tissue .....covvene. CT/S
D7540 Removal of Reaction-Producing Foreign Bodies-Musculoskeletal System ... CT/S
D76580 Sequestractomy for Osteomyelltit.... i i s CT/8
C7660 Maxilary Sinusctomy for Bemaovat of Tooth Fragment or Foreign Body ... CTis

REPAIR OF TRAUMATIC WOUNDS
D7¢10 Suture of Recent Small WoundB up 10 8 M cciore i censierscrsvens e 30,00

COMPLICATED SUTURING

{Reconstruction Requiring Delicate Handling of Tissues and Wide Under
mining for Meticulous Closure)

D7¢11 Complicated SUaJp 10 B G . e cnriiniisnearissinssns s imeennne o 143
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OTHER REPAIR PROCEDURES

D7960  Frenuwectomy (Frenectomy or Frenotomy) — Separate Procedwte ............... CT/S
D7970. Excigion of Hyperplastic TISSUS-PEr AtGH .o oo oo oTs
B7871 Excision of Paricoronal Ginglva ... CTis

D7999 Unspecified Oral Surgery P.rccedure By Fieport vrrenionee. OIS
BIOCG-D85GT IX, ADJUNGTIVE GENERAL SERVICES
UNCLASSIFIED TREATMENT

D8110  Palilative (Emergency) Treatmert of Dental Pain-Minor Procedure. ............. 25.00
ANESTHESIA
09210 Local Anssthesia Not in Conjunction With Operative o Surgical Proceduores...,... 23.00
DO220 General Anesthesia-First 30 MINUBSE oo eeees e ses o oseses e 100.00
Do221 General Anesthesia-Each Addifional 15 MIULES. .o ooereeereoeeooeeoeoeoee 8% .00
Do230  Analgesia, Anxiolysis, Inhalation of Nitrous Oxide-First 20 minwies............  60.00
Each Addiional 15 MINUBS ... e et ereee s e 32,00
D8240 Intravenous Sedation-First 30 Minutes. ... (1 FR b et restas Sraerer st s aneein e rrntenremactes 60.00

anh Addi?ianai 15 Min,\jtes R L R Ty T P NP R R RTINS T IR RIS TIrE] 32;60

PROFESSIONAL CONSULTATION (Diagnostic Service Provided by Dentist
or Physician Other Than Practitioner Providing Treatment)

D3 Consultation (Diagnostic Service Provided by Dentist or Physiclan Other Than
Practitionar Providing Treatment. e ceo e vcrereicsissoses oo 30.00

PROFESSIONAL VISITS
D09410 House Call...

20.00

09420 Hospital Ca!i ) cerneenenene 5000
D9430 Office Visit for Observai:on {Durmg Fieguiariy Scheduied Hours)

-~ No Other Services Performed... Hrreris s st et e ranrmreereenns 20,00
Dga4Q  Oflice Visit-After Reguiarly Scheduied Hours rraterrrie s canne e s 3200
DRUGS
DEG10  Therapeutic Drug Infection, BY Baport.. .o ioeesseeesesnn 3700
D630 Other Drugs andfor Medicaments, By ReDOM v e iaonioens aerreerereras 1700
MISCELLANEOUS SERVICES
D8Y10  Application of Desensitizing Medicaments... e cenensnene ressrstn s 18,00
D992G Behavior Management, By F{aport ............................... CT/s
D9830 Trealiment of Complicat sons{Posf-Surgcai -~ Unusuat Circumstances, By Repo*'..(.....' CT/8
DSe40  Occlusion Guard, BY BEROIl uwwmniarimmmesirmesssonsoraeronenesnenres. 140,00
D9%41 Fabrication of Athistic Mouthguard ............................................................... 110.00
Deas0  Doclusion Analysis-Mountad CaSB........occren v icensrescssiaie e 47.00
DGO51  Ccclusion AUSENONT-LIMBEU. .o cnicste e irae st corenenrnnes | 30,00
Dess2 Qcclusion AdUSIMEN-COMIPIBIO v i eeess e, et arraen e raes 80.00
08a98  Unapecified Adjunctive Procedure, By Beport...v.ceeen SRPTOURSTURTON CT/S

IMPLANY SERVICES EFFECTIVE JULY 1, 2016.

00364 Cone Beam CT Capiure and Interpretation With Limited Field of View -
Less Than One Whole Jaw................ e et s b n o eecenanion 282.00

DO385 Cone Beam CT Captwre and Interpretation With Field of Ore Full Dental Arch -
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DO366
DOas7
Do3s5dg
DO38G
00381
00382
00383

D4285
D4275
D4277

D4278

04283
D4z85
06610
D&

Degi2

DPE013
D8g4an
28050
28051
Do0s2
D653

DE0L4

DB055
DEORG
De0s7
DeGss
Ds0s8
08080

DBGst
D602
DH06S
Dgos4
DB085
060686

MARTINIE 1ottt ot et crat s ev e e s ses s ares s ctensrane s 262.00
Cans Beam CT Capture and !nte rpretation With Field of One Full Dental Arch -

Mawitia, WIth or WIHNGUE CraniUm ... o evonieonennoncorersmmssose s oo 262.00
Cone Beam CT Capture and Interpretation With Fieid of View of Solh Jaws: With or
Without Cranium .. . 282.00
Cone Beam CT Captu re and §nteypretahon fm Tw Senes inczudmg Two o1 Mora
Exposures .., . 252,00
Cone Beam CT Emage Capture With L:mtted Fz@id 01‘ \r’iew Lass Than One

VOB JAIW .ot i s nss s s e csrsars ceen ceecrssgorns T TEL00
Cone Beam CT Image Capture With Field of View of Ong Full Dental Arch -
MENGIBIB 1. iiis i i e arss taas s abessesssa st erscresaess seeter et eseseseraneros 172,00
Cong Beam CGT image Capture With Figld of View of One Full Dental Arch -
Maxilia, With of WHROUE CTaRIET oo ccceesees eeecer s e es s te et vt emees s 172,00
Cone Beam CT. Imags Caplure With Field of View of Both Jaws, With or

WWALHOUL CBIIUM Lcriiiiniininnisinseci v cson s cessmeosatessssnrmsarassesseasossnms cosssiessenssssonee 172.00
Blologic Materials to Ald in Soft and Qagecus Tissus Reganeration ... 38.00
SOl TISSUE AHOGIAT .. oottt s so e coe e tenss eramesmnes 83.00

Free Boit Tissue Gralt Procedure (!nciudmg Lonor Site Surgery), First Tooth or
Edentulous Tooth Posion In Gral .. mmmmmoen i 5300

Free Soft Tissue Graft Procedurs (Ineluding Donor Site Surgery), Each Additional

Contiguous Toothor Edentulous Tooth Posttion in Same Graft Site .......... 42,00
Autogenous &T Grak - Each Additional Contiguous Tooth SHe ..o, 81.00
Nor-Autogencus CT Graft - Each Additional Contiguous Tooth Site ..vvvean. 32.00
Surgical Placement of Implant Body: Endosteal Implant ..o e 591,00
Second Stage INPIANt SUMGEIY ..v.i et eeresatasseomr et 41.00
Burgical Placemsnt of interim Implant Body for Transitional Prosthesis: ...
Endosteal implant ... SO ORUTOUUUCIURRIORY: (4 Y A0
Surgical Placement: of Mlm lmpiant BSOSO URERPNPORPOOPPI 1 § X104
Surgical Placemant: Eposteal implant B TOUTURTOY |29 LI R ¢
Surgical Placsment: Transosieal !mpiam e e sneeesons $404,00
interlm Abutment .. W 103.00
Semi-Progision Attachment Abutmem L 178.00
Implant/Abutment Supported Remc}vame Denture for Compteteiy Edentul&us

Arch ., R i . 834,00
implanﬁﬁ.butment Supporied Removabie Denture for Qartnany Edentuéous

Arch . . .. 650.09
Connectmg Bar - impiant Supported or Abutmant Supported e 75300
Profabricated Abutrment - includes Modification and Piacement riveenn o 18B.00
Custorn Fabricatad Abutment - Includes Plaeemont .o ninvcenens. 22800
Abutment Supportad Porcelain/Ceramic Crown . - vorenreeennees SB700

Abutment Supported Porcelain Fused to Metal Crown {H;gh Nobia Metai) . 387.00
Abitment Supported Porcelain Fused to Metal Crown (Predominantly Basge

VIBEELY. cevreir e ee e cerrattrseessceescrsraae e cerseaebes e ene s et s b atae s e e s e eren s raa b ereanes 349.00
Abttment Supported Poreelain Fused to Metal Crown (Noble Matal) ... 355.00
Abutment Supported Cast Metal Crown {High Noble Matal) ..o, - 367.00
Aputment Stupported Cast Metal Crown {(Predominantly Base Metal) .......... 343.00
Abutment Supported Cast Metal Crown (Nobie Metall vev o vveee e cveniarne 350.00
Implant Supported Porcelain/Ceramic Crown .. . 386.00

implant Supported Porcelaln Fused to Motal Crown (T :tanzum, thamum Aiioy_

33



D687

D606s
Daoss

08070

Deg71

Doo7e
D873

06074

DBg7S
Deore

Deo7Y

DGo78

DEL78
D8osa

DB0s0
D6091

06082
56093
06084
56100
DE101

D12

DB163

D164
08110

De111
DB112
08113

De114

High NODIE MBIAD oo e oo s ottt 391.09

Implant Supported Metal Crown (thamum T|tanium Afloy, Migh Noble- Matai}
398 00
Abutment Supported F{etalner for Porceiameeramac FPD v 368.00
Abutment Suppoerted Retainer for Porcelain Fused to Metal FPD (Hagh MNoble
Metai) ... . 370.00
P&Jutment Supported Ftetafnar for Porcelam Fused to Meta! FPD {Predommamiy
Base Meial)... TP . 348,00
Abutrment Suppor ed Ratamer for Parce{aln Fuaed to Metal FPD (Nobis Netai}
. 3561 00
Abuiment Supported ﬁetalner for Gast Meta! FDD (H;qh Nobie Mata!) . 367.00
Abuiment Supported Retainer for Cast Metal FPD- (Predominanﬂy Baae Metai}
. 348.00
Abuimml Supported Retaiﬂer for Cast Metai FPD (Nobfe Me{al) e 348.00
implant Supported Retainer for Caramic FPD e 38700
implant Supported Rstainer for Poroelain Fused to Metal FPE {Thtanium,
Titanium Alloy, or High Noble Metal) ... . B92.00
Implant Supported Retainer for Cast Metaf FPD {Ttamum Tltanzum Aiioy,
or High Noble Metal) ... e e 388,00
implant/Abutment Supported sted Denture fer Compiete y Ederﬁuiauq Ach e,
. .. 1485.00
ImplanUAbu{mam Supported F:xeci Dentuxe fer Parila!iy Edeﬂ%woas Aroh .. 1067.00

Implant Maintenance Procetures When Prosthases Are Removed and
Reinserted, including Cleansing of Prosthesfs and Abutments .............. N 74.00
Repair Implant Supported Prosthasis (By Report) ... PR . 189.00
Replacement of Semi-Frecision or Pragision Attachmem {Male ol Female Compo
nent) of Implant/Abutment Supported Prosthesis, per Atachment................ 154.00
Hecement Implant/Abutment Supperted Crown... e 25,00
Racement implantAbulment Supported Fixed Partiai Denture e I5.00
Abutment Supported Crown - (Tﬂanlum) 341,00
tmplant Removal {By REPOrt) .o oo e ons e 84,00
Debridement of a Periimplant Defect and Surface Cleaning of Exposed
Implant Burfaces, Insluding Flap Entry and Closure .. . 135.00
Debridement and Osseous Contouring of a Paritmplant Defet.t 1nciudes Surface
Cleaning of Exposed Implant Surfacss, Including Flap Entry and
Closure.,. L 17800
Bone Gra‘ft for Repaw of Per;zmpiam Defect Not Imludmg Fiap Entry and
Closure or, When lndieated, Placement of & Barriar Membrans or Biologio
Materials to Aig in Osseous Regenaration ... eimecane v s . 180.00
Bone Graft at Time of implant Placement .. . 183.00
implant/Abutment Supported Removable Demur‘e for Edeniutous Arch
BRHIBIY Lottt o201 22t s ee e aes e eenr e enmranearerase s 365.00
implant/Abutment Supported Removable Denture for Edentulous Areh -
MENTTDUIAR ..o it e e e e bt e e 365.00
Implant/Abutment Supported Removabie Denture for Partially Edentulous
Arch -~ Maxdllary .., e . 395.00
implani/Abutment Supported Ramovabie Denture for Partiafiy Edentulcue
ATEH - MBNAIDUIRL ..ot ese et see oo rr e s eeteetaer 355.00
Implant/Abutment Supported Fixed Danture for Edentulous Arch -
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De115
‘06116
De{1?

D6180
08205
D6214
D624
06242
DE245
DB2ZBD
D28y
D252
6253

7235

(7350

D796t

D7952
L7953

Doe23
09243

Maxilary ... Frare st rra et iar i AT Lt e At nrn ahoY et o Asr A0t men s Fre e e e bt BR
Implan/Abutment Supported Fixed Denture for Edentulous Arch -

Mandibular .., v BR
!mplamfAbutmeanupported F;xed Danture for Partially Edentuious

ATCN = IEXHIBIY Lot ccinmrimsin ceriaercrmsiee st st ase et on e en e vt e orat e e BR
Implant/Abutment Supported Fixed Dentura for Partially Edentulous

Arch - Mandibuiar .. ermesmtmrenees e enamrnnevees BR
Radsograph{cfSurgica! lmplant Endex ( By Report} ......................................... 98.00
Pontic» indirect Resin Based COMPOSHE ...vvininccmmicrm o consennes. 285,00
Pontic - Tianium,., s e 218,00
Pentie - Porcelain Fuseci to Fredommantly Base Metal crrnrmnreieneninee 27100
Fontic - Porcelain Fused to Noble Metal. ... v e e, 27800
Pontic » Poreelain/Ceramic, ., OO USSR URPOPPTOPPR- ¥ & 14| )
Pontic - Resin With High Nobﬁe Metal rrreresienanssaear i et 280,00
Pontic - Resin. With Pradominanty Esase Metesi s i 273,00
Pontle - Resin With Noble Metal .. Hevmrebeerrtecars . 274.00
Provistonal BPentie - Further Treatme nt or Completion of Dmgnoszs Necessary

Prior ®o Final impression.......... e ber ik r ity r AT ELe R vR 1Rt e vrara v e r e tnen e o8 185.00
Harvest of Bone for Use in Autogenously Grating Procedure (Coverage

Only for Implant) v cecnan v 11600

Osseous, Osteaperiosteal, or Car iiage Gra of the Maﬂdibie ar Maxilla - Autoga-
nous or Nonautogenous {By Report) (Coverage Only for Implant) .............. 72100
Sinus Augrnentation With Bone or Bone Substitutes Via a Lateral Open

Approach {Coverage Only for Implant).... . 742.00

Sinus Augmentation Via g Vertical Appmach (Coverage On!y for impianﬁ 326.00
Bona Replacement Graft for Ridge Preservation - Per Site {Coverage Only

FOF IMIPIBNT ettt ar s e st s bs bt ses et r e anernenn s b 142.00
Ceep Sedation/General Anesthesia - Each 15 Minute Increment. ... oo 5200
IV Moderate Sedation/Analgesia. ..o e eicicinscmrsvisrssssrescnanns 102,00
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