Exclusions & Limitations
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Plan Exclusions

Services which are covered under worker’s compensation or employer’s liability laws.
Services which are not necessary for the patient’'s dental health as determined by the Plan.
'(D)losmetic, elective or aesthetic dentistry except as required due to accidental bodily injury to sound natural teeth as determined by the
an.
Oral surgery requiring the setting of fractures or dislocations.
Services with respect to malignancies, cysts or neoplasms, hereditary, congenital, mandibular prognathism or development malformations
where, in the opinion of the Plan, such services should not be performed in a dental office.
Dispensing of drugs.
Hospitalization for any dental procedure.
Treatment required for conditions resulting from major disaster, epidemic, war, acts of war, whether declared or undeclared, or while on
active duty as a member of the armed forces of any nation.
Replacement due to loss or theft of prosthetic appliance.
Procedures not listed as covered benefits under this Plan.
Services obtained outside of the dental office in which enrolled and that are not preauthorized by such office or the Plan (with the exception

" of out-of-area emergency dental services).
12.

13.
14.

Services related to the treatment of TMD (Temporomandibular Disorder) except if TMD is caused by severe, dysfunctional, handicapping
malocclusion that requires medically necessary orthodontia services.

Elective surgery including, but not limited to, extraction of non-pathologic, asymptomatic impacted teeth as determined by the Plan. The
prophylactic removal of these teeth for medically necessary orthodontia services may be covered subject to review.

Non-medically necessary orthodontia is not a covered benefit under this policy. A discount is provided to members through the Plan’s
agreements with its participating orthodontists. The provider agreements create no liability for payment by the Plan, and payments by the
member for these services do not contribute to the Out-of-Pocket Maximum. The Invisalign system and similar specialized braces are not
a covered benefit. See limitation #28 concerning medically necessary orthodontia.

Plan Limitations
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24.

25.

26.
27.

28.
29.

One evaluation (D0120, D0140, D0145, D0150,D0160, D0180) is covered once per six months, per patient. D0O150 limited to once in 12
months.

One (1) teeth cleaning (D1110 or D1120) per 6 months, per patient.

One (1) fluoride application every 6 months, per patient.

One (1) set of bitewing x-rays are covered per six (6) months, per patient starting at age two.

One (1) set of full mouth x-rays or panoramic film is covered every five (5) years. Panoramic x-rays are limited to ages 6-18. No more than
one set of x-rays are covered per visit.

One (1) sealant per tooth is covered per 36 months, per patient up to age 18 (limited to occlusal surfaces of posterior permanent teeth
without restorations or decay).

One (1) space maintainer (D1510, D1520, D1515 or D1525) is covered per 24 months per patient, per arch. D1575 limited to once per lifetime.
Replacement of a filling is covered if it is more than three (3) years from the date of original placement.

Replacement of a primary stainless steel crown (under age 15), crown, denture, or other prosthodontic appliance is covered if it is more
than five (5) years from the date of original placement.

. Crown and bridge fees apply to treatment involving five or fewer units when presented in a single treatment plan. Additional crown or

bridge units, beginning with the sixth unit, are available at the provider’s Usual, Customary, and Reasonable (UCR) fee, minus 25%.
Relining and rebasing of dentures is covered once per 24 months, per patient.

Root canal treatment is covered once per lifetime.

Periodontal scaling and root planing (D4341 or D4342), limited to one (1) per 24 months, per patient, per quadrant.

. Scaling in presence of generalized moderate or severe gingival inflammation - full mouth, after oral evaluation and in lieu of a covered

D1110/D1120, limited to once per two years.

. Osseous surgery (D4260 or D4261), gingival flap procedure (D4240), and gingivectomy or gingivoplasy (D4210 - D4212) are limited to one

(1) per 36 months.
Full mouth debridement is covered once per lifetime, per patient.

. Procedure Code D4381 is limited to one (1) benefit per tooth for three teeth per quadrant; or a total of 12 teeth for all four quadrants per

twelve (12) months. Must have pocket depths of five (5) millimeters or greater.
Periodontal surgery of any type, including any associated material, is covered once every 24 months, per quadrant or surgical site.

. Periodontal maintenance is covered twice per calendar year in addition to adult prophylaxis, within 24 months after definitive periodontal

therapy.

. Denture rebase and denture reline is limited to 1 in a 36 month period 6 months after initial placement.
. One (1) 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, per two (2) years.

. Coronectomy, intentional partial tooth removal, one (1) per lifetime.
. Anesthesia requires a narrative of medical necessity be maintained in patient records. A maximum of 60 minutes of services are allowed

for general anesthesia and intravenous or non-intravenous conscious sedation. General anesthesia is not covered with procedure codes
D9230, D9239 or D9243. Intravenous conscious sedation is not covered with procedure codes D9222, D9223 or D9230. Nonintravenous
conscious sedation is not covered with procedure codes D9222, D9223 or D9230. Analgesia (nitrous oxide) is not covered with procedure
codes D9222, D9223, D9239 or D9243.

Occlusal guards are covered by report for patients 13 years of age or older when the purpose of the occlusal guard is for the treatment of
bruxism or diagnoses other than temporomandibular dysfunction (TMD). Occlusal guards are limited to one per 12 consecutive

month period.

Deep sedation/general anesthesia and intravenous conscious sedation are covered (by report) only when provided in connection with

a covered procedure(s) when determined to be medically or dentally necessary for documented handicapped or uncontrollable patients or
justifiable medical or dental conditions.

Fixed partial dentures, buildups, and posts and cores for members under 16 years of age are only covered if deemed necessary by the
Plan.

Onlays, crowns, and posts and cores for members 12 years of age or younger are only covered if deemed necessary by the Plan. Cast
posts and cores (D2952) are processed as an alternate benefit of a prefabricated post and core. Posts are eligible only when provided as
part of a crown buildup or implant and are considered integral to the buildup or implant.

Orthodontics is only covered if medically necessary as determined by the Plan. Patient copayments will apply to the routine orthodontic
appliance portion of services only. Additional costs incurred will become the patient’s responsibility.

Teledentistry, synchronous (D9995) or asynchronous (D9996), limited to two per calendar year (when available).
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