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About This Brochure

This brochute contains a general description of your dental care program for your use as a
convenient reference. All benefits are governed by the provisions of your group’s contract with Delta
Dental of New Jersey, Inc. This is nota summary plan description designed to meet the requirements
of ERISA.

About Delta Dental

Delta Dental of New Jersey covers more than one million people in commercial, school board, and
government programs. It is our mission to promote oral health to the greatest number of people by
providing accessible dental benefits programs of the highest quality, service, and value.

Since 1969, Delta Dental, a not-for-profit dental service corporation, has led the industry in offering
innovative programs designed to control costs while ensuring quality of benefits.

Delta Dental is a member of the Delta Dental Plans Association, a national system of not-for-profit
dental service corporations covering 28 million people across the country. The national Delta Dental
system is the oldest and largest dental benefits system in the country.

How to Use Your Program

At the time of your first appointment, tell your dentist that you are covered under this Delta Dental
program. Give him or her your group’s name and group number, as well as your Social Security
number. Your dependents, if covered, also must give your Social Security numbet.

After your dentist performs an examination, he or she may submit a Pre-Treatment Estimate of
benefits to Delta Dental to determine how much of the charge will be your responsibility.

Before treatment is started, be sure you discuss with your dentist the total amount of his or her fee.
Although Pre-Treatment Estimates are not required, Delta Dental strongly recommends you ask your
dentist to submit a Pre-Treatment Estimate for treatment costing $300 or more, This is especially
important when using a non-participating dentist because the Pre-Treatment Estimate lets you know
in advance how much of the costs are your responsibility. Please keep in mind that Pre-Treatment
Estimates are only estimates and not a gunarantee of payment.




Locating a Dentist

Delta Dental offers two easy ways to locate a participating dentist 24 hours a day, 7 days a week.
Subscribers may either:

¢ Call 1-800-335-8265
s Search the Internet at www.deltadentalnj.com

By calling the toll-free number, you may obtain a customized list of participating dentists within the
geographic area of your request. Delta Dental mails the list to your home.

By searching on the Internet, you may obtain a list of participating dentists in a specific town. The
list may be downloaded immediately, and you may search for as many towns as needed.

Using either method, you may request a list of Delta Dental participating dentists within a
designated area. You may specify listings of general dentists only or specialists only. Participating
dentist information may be obtained for dentists nationwide.

Why Select a Participating Dentist?

All Delta Dental participating dentists have agreed, in writing, to abide by our claims processing
procedures. Through their commitment and support, we, in turn, can provide you with a program
that’s tailored to meet your dental health wants and needs.

e Participating dentists have agreed to accept the least of their actual charge, their prefiled fee, or
Delta Dental’s maximum allowable fee for the program as payment in full and to not charge
patients for amounts in excess of those indicated in the “patient payment” portion of the
Notification of Delta Dental Benefits.

e Participating dentists will usually maintain a supply of claim forms (also referred to as
Attending Dentist’s Statements) in their offices. You may be asked to complete a portion of the
form when you visit.

e Participating dentists will complete the rest of the form, including a description of the services
that were performed or will be performed in the case of a Pre-Treatment Estimate, and require
that you sign the claim form in the appropriate place. For denfists who submit claims
electronically to Delta Dental, you will need to authorize your denfist to maintain your signature
on file.

s Participating dentists will mail, fax, or electronically submit the elaim form, together with the
appropriate diagnostic materials, directly to our offices for processing.

e Participating dentists agree to abide by Delta Dental processing policies. For example,
participating dentists agree not to bill separate charges for infection control measures. Non-
participating dentists are not bound by such policies.




e Participating dentists will, in the case of dental services which have been completed, receive
payment directly from Delta Dental for that portion of the treafment plan which is covered by
your dental program. You will receive a Notification of Delta Dental Benefits with a detailed
description of covered benefits and the amount of your obligation.

e Ifyou visit a non-participating dentist, you will be responsible for payment. Delta Dental will
reimburse you for the portion of your services covered by your program.

We advise that you check with your dentist to confirm whether he or she participates in the Delta

Dental program under which you are covered. While a dentist may participate with Delta Dental, he
or she may not participate in all of our programs.

Where Do I Cal/E-mail?

Question Phone Number E-mail/Internet Address
Customer Service 800-452-9310 service(@deltadentalnj.com
Obtain claim forms 800-452-9310 service(@deltadentalnj.com
Notification of Delta Dental

Benefits statement 800-452-9310 service@deltadentalnj.com
Status of a claim 800-452-9310 service(@deltadentalnj.com
Eligibility information 800-452-9310 service(@deltadentalnj.com
Benefits information 800-452-9310 service@deltadentalnj.com
Completing the claim form 800-452-9310 service@deltadentalnj.com
COBRA matters 073-285-4145 administration@deltadentalnj.com
Participating dentist list 800-DELTA-OK www.deltadentalnj.com

800-335-8265

Please note that all calls to our toll-free number first go through our Inferactive Voice Response
(IVR) system. Information available on the VR includes eligibility, benefits, remaining maximum,
deductible, claim payments, and ordering claim forms. Your question may be answered more quickly
by the IVR, where there is never a wait. You may also use this system to speak with a Customer
Service representative. Note: A touch-tone phone is required.

We offer the following services for our non-English speaking and hearing-impaired subscribers:

Language Line Helper - a non-English speaking subscriber may also use our tol-free number. When
the call is received, a translator will be obtained for the language in which the caller is fluent and a
three-way conversation will be held among the caller, translator, and a Delta Dental customer service
representative,

TDD Line - a hearing-impaired subscriber may call 1-800-246-1010 and be connected with a TDD
machine to also access our Customer Service representatives.




If You Have Coverage Through Another Plan--Coordination of Benefits

Generally, if you are covered by more than one group dental plan and in some cases a group medical
plan, your expenses witl be shared between the plans, up to the full amount of the allowable charges.
This includes dual Delta Dental coverage, as well as coverage by Delta Dental and another group
plan.

Make sure you inform your dentist that you are covered by more than one plan. If you are covered
by more than one Delta Dental of New Jersey plan, you just need to submit the claim once, and we
will coordinate your benefits. If you are covered by Delta Dental and another group plan, you need
to submit the claim to the primary group plan first. After the primary group plan has issued a
statement of benefits, you need to send that statement of benefits to the second group plan along with
a claim form.

Some groups coordinate benefits according to the birthday rule and some groups coordinate benefits
according to the gender rule. Please see the Eligibility section to determine which rule your group
follows for coordination of benefits.

By coordinating benefits, we avoid duplication of payment for the same services thereby managing
your benefits dollars for future procedures and ensuring your group that we are effectively
administering your benefits,

Continuation of Coverage (COBRA)

Under the Consolidated Omnibus Budget Reconciliation Act (COBRA), you and/or your eligible
dependents may have the right to elect to continue certain group health coverage which would
otherwise end as a result of any of the following events:

¢ your termination of employment for reasons other than gross misconduct;

e a reduction of your hours so that you or your dependents no longer meet the eligibility
requirements for coverage;

e your death;

e your legal separation or divorce;

¢ your child no longer qualifying as a dependent.

¢ your or yout spouse’s entitlement to Medicare.

If coverage is to continue, you and/or your eligible dependents will be responsible for paying the
contributions and fees required for that coverage. Please see your plan administrator for additional
information about COBRA.




Claims and Appeal Procedure

Delta Dental will notify you if any services are denied, in whole or in part, stating the reason(s} for
the denial, references to pertinent sections of the brochure, additional information you must provide
to improve your claim and the procedure available for further review of your claim on Notification
of Delta Dental Benefits which will be sent to you. Within 60 days after receipt of a notice of denial,
you may make a written request for review of such denial by addressing your request to Delta Dental
of New Jersey, Inc., Customer Service Department, P.O. Box 222, Parsippany, NJ 07054-0222. You
must state the reason(s) you believe Delta Dental should reconsider its determination of benefits.

You must also provide:

the name(s) and address(es) of the subscriber(s) and the patient(s);
your Social Security number;

the claim number(s) you request to be reviewed;

the name of the dentist;

the date(s) of the service(s);

detailed description as to the basis of your appeal.

Y ou must include any additional information or documentation which you believe may support your
claim(s). Before making a formal written request for review, you are encouraged to discuss your
claim with your plan administrator.

Delta Dental may require additional information for its review. Certain review requests may be
referred to one of Delta Dental’s consultants, Unless referral to a consultant is required or other
unusual circumstances arise, you should receive a written decision on your request for review within
30 days but no longer than 60 days after Delta Dental receives your request, If special circutnstances
require an extension of time, a written notice of the extension will be sent to you and a decision will
be made no later than 120 days after the receipt of the review. Notification of the decision will be
clearly described and will specify the reasons for the decision.

Health Care Fraud

It is insurance fraud to submit false information to a plan in order to obtain a larger payment than
you are entitled to receive. False claims include submitting a claim for a service not actually
rendered, misdescribing a service which was rendered, misrepresenting the amount of the fee the
dentist charged and intended to collect (including failing to disclose that the dentist will waive all or
patt of the patient’s copayment), or using an incorrect date for the actual rendering of the dental
service.

Insurance fraud hurts everyone because it reduces the funds available to pay bona fide claims and
may result in the termination of benefit plans due to increased costs. It has severe criminal and civil
consequences to those who participate in the preparation or submission of such claims. We urge all
plan participants to refrain from submitting or participating in the submission of false claims and to
contact us at 973-285-4167 if you suspect that a false claim has been submitted.




Frequently Asked Questions

Do I need to have an assigned dentist?

No, this plan allows you to be treated by any licensed dentist of your choice. Generally, the
least out-of-pocket expense may be achieved by using a dentist who participates with your
specific plan type (e.g., Delta Dental Premier, Advantage Program, or Delta Dental PPO).
Also, payment for services will be sent directly to a participating dentist. If you are treated
by a non-participating dentist, benefits will be paid to you, not to the dentist.

[ ]

Do I need a referral to a specialist?

You are not required to have a referral to a specialist if you or your dependents require
specialized care. Generally, you will maximize your benefits by utilizing the services of'a
specialist who participates with Delta Dental.

Is it required to have a Pre-Treatment Estimate (pre-determination of benefits)?

No, it is not required by Delta Dental that you obtain a Pre-Treatment Estimate of benefits
prior to treatment. If your dentist indicates the need for treatment with dental charges in
excess of $300, it is strongly recommended that you request an estimate of dental benefits
before receiving the treatment. Both you and your dentist will receive a voucher from Delta
Dental showing the estimated payable benefit. It will also indicate your estimated patient
responsibility including deductible if applicable. Your dentist needs to complete this voucher
and submit it for payment when work has been completed. Pre-Treatment Estimates are only
estimates and not a guarantee of payment. Payment of the approved services ate subject to
eligibility and to contract limitations (e.g., annual maximums) at the time services are
rendered.

¢ Do Tneed an ID card as proof of coverage when I visit a dentist?

If your employer has issued an identification card, you should show it to your dentist.
However, it is not required that a dentist see an ID card before rendering treatment. An 1D
card does not verify active coverage. You or your dentist may obtain your group number,
current eligibility and benefit information by contacting Delta Dental at (800) 452-9310 . . .
24 hours a day, 7 days a week.

s Whom may [ call if | have questions about my benefits?

You may call our Customer Service Department at (800) 452-9310 and speak to a
representative Monday to Thursday, 8:00 a.m. to 7:00 p.m. EST and Friday, 8:00 a.m. to
5:00 p.m. EST. Also, our interactive voice response system can provide benefit, eligibility,
remaining maximum and deductible information, and history of your recent claims 24 hours
a day, 7 days a week.




¢ How do I file a claim for dental charges?

There are several easy ways to submit a claim. Your dentist may complete a Delta Dental
claim form or an ADA (American Dental Association) approved form and mail it to: Delta
Dental of New Jersey, P.O. Box 222, Parsippany, NJ 07054-0222. The claim form may also
be faxed to 1-800-324-7939. If your dentist files claims electronically through his or her
computer, no claim form is required. This method also speeds processing time.

Each individual patient must have his or her own claim filed separately from another family
member’s claim. Also, each different dentist visited must submit a separate claim. However,
an individual dentist may submit a claim for payment and a Pre-Treatment Estimate on the
same claim form.

o How do eligible children attending college away from home find a participating dentist?

A customized list of participating dentists for a specific geographic location may be obtained
by calling 1-800-DELTA-OK or 1-800-335-8265. This list will be mailed or may be faxed in
case of an emergency situation, Also, listings of participating dentists throughout the country
are available on our website at www.deltadentalnj.com.

¢  What form of full-time student documentation will be necessary to file a claim for my college
age dependent?

Students may need to provide Delta Dental with verification of full-time student status with
the first claim of every new school year if required under your employer’s benefit contract,
Examples of student documentation are: a copy of a paid tuition statement, a registrar’s
certificate or grades showing at least 12 credits, or a current valid student ID card, All
documents should reflect the school year which corresponds with dates of treatment provided
by your dentist.

o Tsthere a time limit for submitting dental claims?

Yes, you have one full year from the date of service to submit your dental claims. Ifthere is
coordination of benefits involved and Delta Dental is not the primary carrier, you have one
year from the date on which the primary carrier(s) issues a statement of benefits. If the claim
is submitted more than one year from the date the service is rendered, the service will not be
covered.

¢ How is my plan maximum calculated?

Your maximum benefits payable are either based on a calendar year or a coverage period
(determined by your employer). All procedures that are paid by Delta Dental will be applied
to your plan maximum. If your contract provides benefits for orthodontia or other specific
benefits such as TMJ coverage, they may have their own separate annual or lifetime limits.
In addition, you may have an individual annual maximum or a combined family maximum
for everyone under your coverage.
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¢ If'Iam not located in the same state as my employer’s headquarters, where do I call?

No matter where you are located in the country, you may still call the same toll-free number
(800-452-9310) to reach our Customer Service Department, Monday to Thursday 8:00 a.m.
to 7:00 p.m. EST and Friday 8:00a.m, to 5:00p.m. EST. Our Inferactive Voice Response
system is available 24 hours a day, 7 days a week.

¢  What is an alfernative benefit provision and how does it work?

The alternative benefit provision of your group contract is applied when there are two ways
to treat a dental condition and both procedures are covered. In such cases your benefit is
based on the treatment that costs Iess. This does not mean that your dentist made a poor
recommendation. In fact, you may use Delta Dental’s payment towards the treatment you
choose. Since Delta Dental’s payment is the same no matter which treatment you choose,
you may have higher out-of-pocket expenses if you choose the treatment that costs more.




& DELTA DENTAL

See reverse for instructions

Dental Claim Form

HEADER INFORMATION

1. Type of TransxGon (¢hck all zpplicable boxes)
_  Staterent of Actual Sendces —OR - - Request for Predetermination/Preauthorization
EPSDT/Tatle XIX

2. Predetermination/Preawthotizalion Numbar

PRIMARY MEMBER INFORMATION

12. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

PRIMARY PAYER INFORMATION

3. Name, Address, City, State, Zip Code
Dellz Dental of New Jessey, Inc.

carry out paymeat 2ctivifies In connestion with this

X

Patient/Guardian signaturs Date

P.Q. Box 222 13. Date of Birth (MM/DD/YY) 14, Gendar 15. Members Identifier (SSN or IDY)
Parsippany, NT 07054 - Male _ Female
OTHER COVERAGE 16, Plan/Groigp Number 17. Employer Name
4. Other Dental or Medical Coverage?  _ No (Skip5-11)  _ Yes (Complete 5-11)
5. Members Nama (Last, Fiest, Middte Initial, Suffix) PATIENT INFORMATION
18, Relationship to Pimary Member (check zpplicable box) 19. Studant Status
6. Date of Birth 7. Gender 8. Member Identifier (SSN or IDF} _ Self _ Spowss . Dependent Child, _ Other . FIS8 _ PIS
(INDDAYY) - Male . Female 20. Wame {(Last, First, Middle Initial, Suffiz City, State, Zip code
9. Plan/Group Number 10. Relationchip to Pamary Mamber {Check applicable box) =
. Self _ Spouss _ DependentChild  _ Othes
11. Other Carrier Name, Address, City, State, Zip Code N
23, Patient ID/Accotant # (Assigned by
Dentist)
RECORD OF SERVICES PROVIDED
24. Procedure Date 25. Area 26. 27 3L
(VMDDIYY) Tooth Number(s) . Fee
1
2
3
4
5
6
7
8
9
1
1]
MISSING TEETH INFORM. Primary 32. Other
, fee(s)
C D E F G H I ¥
34, (Plave an ‘X7 on cach mi R o 7?r O N M L K
33. Total Fee
35. Remarks
AUTHORIZATIONS = ANCILLARY CLADVWTREATMENT INFORMATION
36. 1have been informed of 1he treatment plan and associat 38. Place of Treatment {check applicable box) 39. Number of Enclosures (00 to
dental services and materials rot paid by my denital benefits plar law, or the treating 9%)
dantist or deatal practice has 2 coalractual agrezment with my p fportion of such charges. . Provider'sOffice . Hospital _ ECF _  Other Radiograph{s} Oral Image(s)
To the extent parmitted by law, I consent ta your: Zalth information 1o Modsl(s)

40. 15 Treatment for Orthodontics? 41. Pate Appliance Placed
(MMDD/YY}

. No (skip 41-52) -~ Yes (Complets 41-42)

37. 1hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to the below
narnad dentist or dental entily.

X

Member signaturs Date

44. Date Prior Placement

MMDDYY)

42 Months of Treatment
Remaining

43. Replacernent of Prosthesis?

— No _ Yes{Complete-H}

45, Treamment Resalting from (Check applicable box)

_ Occupational iflnessfinjury .. Auto accident  _  Other aocident

46. Date of Accident (MM/DD/YY) 47. Auto Accident State

BILLING DENTIST OR DENTAL ENIITY {lzave blank if dentist or dental entily is not submilting claim on
behalf of the patient or insured/member)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

53. L hereby certify that the precedures as indicated by date are in progress (for procedures that require

48. Name, Address, City, State, Zip Code

multiple visits) or have been completed and that the fees submitted are the actual fees I have charged and
intend fo collect for those procedures.

X

Signed (Treating Dentist) Date

3. Provider ID 55. Licensa Number

56. Address, City, State, Zip Code

49. Provider ID 30. Licensz Number 51 SSNorTIN

52. Phone Number { ) -

57. Phoas Number () - 5%, Treating Provider Specialty




General Instruetions:

The form is designed so that the Primary Payer’s name and address (Ttem 3) is visible in a standard #10 window envelope, The upper right blank space is

provided for inseriion of the third-party payer’s claim or control number.

a) All data elements are required unless noted fo the contrary on the face of the form or in the Data Element Specific Instructions that follow,

b) When a name and address field is required, the full entity or individual name, address and zip code must be entered (i.e., ltems 3, 11, 12, 20,and 48).

¢)  All dates must include the two-digit year (i.e., Items 6, 13, 21, 24, 36, 37, 41, 44, and 53).

dy  Ifthe number of procedures being reporied exceeds the number of lines available on one claim form the remaining procedures must be listed on a
separate, fully completed claim form. Both claims forms are submitied to the third-party payer.

Data Element Specific Instructions

1. EPSDT/ Title XIX — Mark box if patient is covered by state Medicaid’s Early and Periodic Screening, Diagnosis and Treatment program for persons
under age 21.

2. Enter number provided by the payer when submitting a claim for services that have been predetermined or preauthorized.

4-11. Leave blank if no other coverage.

8. The member’s Social Security Number (85N} or other identifier (ID#) assigned by the payer.

15. The member’s Social Security Number (SSN) or other identifier (ID#) assigned by the payer.

16. Member’s or employer group’s Plan or Policy Number. May also be known as the Certificate Number (not the member’s identification number).

19-23.  Complete only if the patient is not the Primary Member (i.e., “Self” not checked in Item 18).

19. Check “FTS” if patient is a dependent and full-time student; “PTS” if a part-time student. Otherwise, leave blank.

23. Enter if dentist’s office assigns a unique number to identify the patient that is not the same as the Member Identifier nunber assigned by the payer
{e.g., Chart#).

25. Designate tooth number or letter when procedure code directly involves a tooth. Use area of the oral cavity code set from ANSVADA/ISO
Specification No. 3950 ‘Designation System for Teeth and Areas of the Oral Cavity’.

26. Enter applicable ANSI ASC X12 code list qualifier. Use “JP” when designating teeth using the ADA’S Universal/National Tooth Designation
System. Use “JO” when using the ANSI/ADA/ISO Specification No 3950.

27. Designate tooth number when procedure code reported directly involves a tooth. If a range of teeth is being reported, use a hyphen (°-*) to separate
the first and last tooth in the range. Commas are used fo separate individual tooth numbers or ranges applicable to the procedure code reported.

28. Designate tooth surface(s) when procedure code reported directly involves one or more tooth surfaces. Enter up to five of the following codes,
without spaces:
B = Buccal; D = Distal; I = Facial; L = Lingual; M = Mesial; O = Occlusal,

29. Use appropriate dental procedure code from current version of Code on Dental Procedures and Nomenclature.

3L Dentist’s full fee for the dental procedure reported.

a2 Used when other fees applicable to dental services provided must be recorded. Such fees include state taxes, where applicable, and other fees
imposed by regulatory bodies.

33. Total of all fees listed on the claim form.

34. Report missing teeth on cach claim submission.

35. Use “Remarks” space for additional information such as ‘reports’ for ‘999’ codes or multiple supermumerary tecth,

36. Patient Signature: The patient is defined as an individual who has established a professional relationship with the dentist for the delivery of dental

health care, For matters relating to communication of information atnd consent, this term includes the patient’s parent, caretaker, guardian, or other
individual as appropriate under state law and the circumstances of the case.

37. Member Signature: Necessary when the patient/insured and dentist wish to have benefits paid directly to the provider. This is an authorization of
payment. It does not create a contraciual relationship between the dentist and the payer.

38. ECF is the acronym for Extended Care Facility (e.g., nursing home).

48-52.  Leave blank if dentist or dental entity is not submitting claim on behalf of the patient or insured/member.

48. The individual dentist’s name or the name of the group practice/corporation responsible for billing and other pertinent information, This may differ
from the actual trealing dentisé’s name. This is the information that should appear on any payment or correspondence that will be remitted to the
billing dentist.

49, Identifier assigned to Billing Dentist of Dental Entity other than the SSN or TIN. Necessary when assigned by carrier receiving the claim.

50. Refers to the license number of the billing dentist. This may difter from that of the treating (rendering) dentist that appears in the treating dentist’s
signature block.

52. The Internal Revenue Service requires that either the Social Security Number (SSN) or Tax Identification Number (TIN) of the billing dentist or

dental entity be supplied only if the provider aceepts payiment directly from the third-party payer, When the payment is being accepted directly report
the 1) SSN if the billing dentist is unincorporated; 2) Corporation TIN if the billing dentist is incorporated; or 3) Entity TIN when the billing isa
group practice or clinic.

33. The freating, or rendering, dentist’s signature and date the claim form was signed. Dentist should be aware that they have ethical and legal obligations
to refund fees for services that are paid in advance but not completed.

56. Full address, including city, state and zip code, where treatment was performed by treating (rendering) dentist.

58. Enter the code that indicates the type of dental professional rendering the service from the ‘Dental Service Providers® section of the Healthcare

Providers Tavonomy code list. The curtrent list is posted at: http://svww.wie-edi.com/codes/codes.asp. The available taxonomy codes, as of the first
printing of this claim form, follow in boldface.

122300000X Dentist — A dentist is a person of qualified by a Other dentists practice in one of nine specialty areas recognized by the

doctorate in dental surgery {0.D,S.) or dental medicine (D.M.D.) American Dental Association:
licensed by the state to practice dentistry, and practicing within the
scope of the license. 1223D600IX Dental Public Health £223P0221X Pediatric Dentistry
1223E0200X Endodontics (Pedodontics)
. N - " . 1223P0106X  Oral & Maxillofacial Pathology 1223P0300X  Pericdontics
Many dentists are general practitioners who handle a wide variety of 1553100068 Gral & Maxillofacial Rediology 1223P0700X Prosthodontics
dental needs. 122380112X Oral & Maxillofacial Surgery

1223G0001X  General Practice 1223X0400X  Orthodontics




Delta Dental Offers Enhanced Explanation of Benefits Statements

Delta Dental’s Explanation of Benefits statement is presented in a readable, user-friendly format, Developed in
consultation with dentists and members, the new form containg more irformation than before and has been
reformatted, making it easier to read.

What Delta Dental’s Improved Explanation of Benefits Statement Offers
1. CONTACT INFORMATION, including a special Customer Service toll-free phone number.

2. A PAYMENT SUMMARY BOX, providing at a glance details about charges, payments, deductibles and patient
obligations.

LW Dentist Amount Non Billable, which shows the amount the patient is not billable for.

3. PATIENT INFORMATION, including patient’s name, date of birth, relationship to subscriber, group ID and
name, and plan type.

M EV/ Benefit Period, which shows the benefit period for the patient.
4. NEW! CLAIM NUMBER INCREASED, from 9 digits to 15.

continued on other side

RN NEBVNTRN ARy~ Feoote

Explanation of Benefits — Dentist Copy

Defta Dental of New Jersey, Inc.

P.O, Box 222 — PAYMENT SUMMARY

Parsppany, NJ 07054

Cialm lnqulrias 800-452-9310  Visit us on the Internet: www.defadentaln).com Total APPI'OVEd Charges $000.00
Delta Dental’s Tolal Payment $000.00
JOHN SMITH DMD Your Other Insurance Paid $000.00
1234 ANY STREET Applied to Deductible ‘w $000.00
SAMPLETOWN, NJ 0C000-0000 Dentist Amount Non Billable )"}EJ $000.00
Patient Out of Pocket Payment Obligation $000.00

DO NOT SEND PAYMENT TO DELTA DENTAL

\

PATIENT: ROBERT JONES CLAIM NUMBER: 00000000000000@ 3\15‘}‘”

PATIENT DATE OF BIRTH: 00/00/0000 DATE OF 1SSUE: 00/C0100

RELATIONSHIP: SUBSCRIBER CHECK NUMBER: QOGOCO0000
o GROUP ID: GO00-0000 DENTIST ID NUMBER: 12345N)

GROUP NAME: ABC CORPORATION DENTIST NAME: DR. JOHN SMITH

PLAN TYPE: 1 I PREMIER PAR STATUS: PREMIER

BENEFIT PERIOD: ] EWY GOIOB/0000 — CO/00/0000

Annual PLAN MAXIMURM: \j Wl $0000.00 Individual Used to Date: $000.00

Lifetime THJ MAXIMURS: Me $0000.00 Individual Used o Date: $0.00

SUBMITTED PAID

TGOTH NO. OR DATE OF SUBMITTEG | APPROVED JAMTUSEC FOR DELTADENTAL] PROGESSING

° LETTER SURFAGE seavice | PROGEDURE | PROCEDURE | i0unr AMOUNT  |BEMERTCALG] DBP % COPAY FAYMENT POLICIES
XX XA 00/00/0000 2391 2140 $000.00 $000.00 $000.00 | 500.00 000 $000.00 {000, 000, 000

*PROCEDURE NO. / DESCRIPTION l__l N W[
2391 Resin based composite — one surface, posterior
2140 Amalgam — one surfags, posterior

PROCESSING POLICIES

Line One :
FI TR e T T T T AL TTECPTTRIS PP :
Line Three

PLEASE SEE REVERSE SIDE OF THIS FORM FOR INFORMATION RELATED TO OUR NOTICE
OF PRIVACY PRACTICES, DEFINITIONS, AND OTHER IMPORTANT INFORMATION.




IMPORTANT NOTICE TO CLAIMANTS

1. Informal Review {Optional to Subscriber)

The covered person (or authorized representative) and/or treating dentist
may, within 60 days of the date of mailing of this £EOB, request that we
informally reconsider this claim decision by following the procedure
described in No. 5 below; we will respend within 80 days and notify the
subscriber (or authorized representative) and freating dentist of our
decision and the reason(s) therefor. If no request is submitled within 60
days, only a formal appeal may be filed. A request for informal review does
not constitute an “appeal” for ERISA appeals purposes.

2. Formal Appeal

The covered person {or authorized representative) may, within 240 days of
tho date of maling of this EOB, formally appeal this claim decision by
following the procedure described in No. 5 below; we will issue our decision
to the subscriber (or authorized representative) within 30 days of our receipt
of the appeal for ERISA claims and within 45 days of our receipt of the
appeal for non-ERISA claims.

3. Right to Sue

A covered person must timely file a formal appeal (as described in No. 2
above) and receive our decision aon the appeal as a precondition 1o
commencing any legal proceading challenging the claim determination.

4, Right to Receive Rules, Guidelines or Detailed Explanations

If the front side of this form indicales that a rdle or guideline was relied
an, you have & right fo receive it free of charge. If ths front side indicates
that payment was not made for services because they were experimental
or not medicafly necessary, you have a right to receive an explanation of
the basis for that decision. To receive either, send your written request to

Della Dental, Atin: Corresponderce Departmant, P.O. Box 222, Parsippany,
NJ 07054,

8. Procedure for Requesting Informal Reviews and Formal Appeals
Submit the following information and documentation:
{a) Dentist name, office namse, address and license number
(t} Subscriber name, social security number and date of birth
(c) Patient name, social security number and date of birth
(d} Claim number
(e} Whether this is for an informal review or a formal appeal
(i Description of the reasons why Dsita Dental should change
its initial decision ¢n the claim and the specific decision
which you request
(g} Any supplemenial information or diagnostic materials
relevant to the claim in question
thy In lieu of (&), {b), {c} and (d), attach a copy of the claim
and the ctaim determination you are appealing

A form is available for you 1o use at
http/iwvn deltadentalnj.com/HIPAARaw comphance shtml.

You must sign your request; if you are authorized te act for the covered
person, you must state that. You may include information and/or
decumantation pertinent lo the claim even if you had not previously
submitted i fo us. Informal review requesls must be addressed to Delta
Dental, Altn: Corrasponidence Depadment, P.O. Box 222, Parsippany, NJ

07054, Formal appeals must be addressed to Delta Dental, Attn: Earmal
Avpeals Depardment. P.O. Box 601, Parsippany, NJ 07054,

6. Potential Voluntary Alternative Dispute Optiens

You and your plan may have other voluntary alternative dispute resolution
options, such as madiation, One way to find out what may be available s
o contact your local U.S. Department of Labor Office and your Siate
insurance regulatory agency. Those persons covered under a self-funded
program may also have a voluntary appeals program available to them;
check with your Human Resources Depariment or Summary Plan
Description (SPD) if applicable.

7. Nolice of Privacy Practices

You may access Delta Dental's Motice of Privacy Praclices on our
wehsite at www.deltadentalnj.com. You may alse obtain a hard copy of
this notice by contacting our compliance manager at (866) 861-4716.

8. Coardination of Benefils

If you are coverad by more than ane health benefit plan, you should file
all your claims with each plan and provide each plan with information
regarding the other plans under which you are covered.

You should always submit your claim first to your primary carrier and,
after receiving their determinalion, submit your claim to your secondary
or tartiary carrders {if applicable).

9. Terminology and Definitions

Approved Amount: The total amount which the dentist is permitted to collect
as payment in full for the specified service. It includes the dental benefit
plan's payment as well as the patient’s deductible and/or copay.

Amount Used for Benelit Calculation: The fes amount that the dental
benefit plan provides for use in calculating the dental benefit plan
payment for the specified service. The dental benefit plan payment may
be less than this fee amount due to patient deductible, copay, plan
limitations or exclusions.

10. Any procedures which are disallowed resulting in no Delta Dental
payment or patient liability are in accordance with the group contract and
dentist participation agreement.

11. Payment for all services is determined in accordance with the ferms
of the group’s dental plan and/or with the terms of Della Dental's dentist
patticipalion agreements.

5. DENTIST INFORMATION, including the Delta Dental program in which he or she participates for that claim.

6. MEVW MAXIMUM INFORMATION EXPANDED, to include all maximuums applicable to the plan the patient is

covered under instead of showing plan maximum only.

7. DETAILED EXPLANATIONS AND DESCRIPTIONS OF INFORMATION IN THE COLUMNS, including
descriptions of each procedure number and explanations, if appropriate, of processing policies (up to 3 per line

item allowed).

AEYY! Separate ‘Submitted Procedure No.” and ‘Paid Procedure No.” added, to better illustrate when an

alternative benefit has been applied.

For questions about specific claims, contact the number for Claims Inquiries on your Explanation of Benefits
statement, or e-mail Customer Service at service@deltadentalnj.com.
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Description of Covered Services

See following page for program descriptions
* Table of Allowances

Preventive & Diagnostic Services (No Deductible

» Exams, Cleanings, (each twice per calendar year per person, ages 14 and older are
considered adults)

v X-rays-full mouth series or panoramic {either one, once in three years)

» X-rays-bitewing (twice per calendar year)

» X-rays-single films (multiple x-rays on the same date of service will not exceed
the benefit of a full-mouth series)

» Fluoride Treatment (once per calendar year, for eligible children to age 19,
combinations with cleanings are applied fo time limits for both)

» Space Maintainers {once per space for missing posterior primary teeth, for
children under age 14)

» Consultations are counted as exams for purposes of frequency limitations

Remaining Basic {No Deductible)

» Fillings—composite and amalgam (composite fillings on back teeth are given the
alternate benefit of an amalgam filling, payable once per year for decay or fracture
only)

» Extractions, Oral Surgery (impacted wisdom teeth claims should first go to
medical carrier}

» Endodontics {(root canals on permanent teeth and root surgery each once per tooth
per 24 months)

» Periodontics (have specific frequency limitations, pre-freatment estimate is
strongly recommended - e.g. surgery once per 36 months)

« Sealants (1* and 2" permanent, decay-free molars, once in a lifetime per tooth,
for children to age 16)

Prosthodontics & Crowns (No Deductible L ' 100%*

= Crowns and crown-related procedures (post and core, core buildup, etc., once per
tooth every five years, permanent teeth only, for ages 12 and older)

= Bridge Work (once every 5 years, for ages 16 and older) (bridges with four or
more missing teeth in that arch may be given an alternate benefit of a partial
denture}

= Repair of Dentures (Repair of existing prosthetic appliances)

= TFull and Partial Dentures (either one, once every 5 years, partial dentures for ages
16 and older) (fixed bridges and removable partial dentures are not benefits in the
same arch; benefits will be provided for the removable partial denture only)

» Inlays {inlays are only payable when done in conjunction with an onlay; by
themselves they are given the alternate benefit of an amalgam filling)

» Perio Surgery




Calendar Year Maximum {per person) - Unlimited -
Calendar Year Deductible

v Individual NIA
»  Family (family deductible is accumulated by individual! deductibles) N/A
Orthodontia (Dependent Children to Age 19 Only) s 100%

Orthodontic treatment is a benefit limited to once every five years.
*  Maximum (Lifetime)
= Deductible (Lifetime)

Description of Programs

Delta Dental PPO®™ - See Explanation under "Product Descriptions” section at back of booklet,

*Table of Allowances - See explanation under "Product Descriptions™ section at back of booklet.

Under all programs, non-participating dentists may balance bill above the maximum ailowable charge.

Payment

If your dentist is a Delta Preferred dentist, then payment will be based upon the least of the doctot’s
filed fee, charged fee, Delta Preferred fee or the fee listed in the attached Schedule of Allowances.

If your dentist is a Delta Premier dentist or participating specialist, then payment will be based upon
the least of the doctor’s filed fee, charged fee or the fee listed in the attached Schedule of Allowances.

If your dentist is non-participating, then payment will be based on the lower of the charged fee or the
fee listed in the attached Schedule of Allowances.
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Orthodontic Payment Schedule

Payment for comprehensive orthodontics will be processed in two (2) equal payments (subject to
continuation of treatment and/or eligibility for orthodontic benefits at the time services are rendered).

The first payment will be made upon insertion of appliances. The second and final payment will be
made upon the completion of the first twelve (12) months of treatment. These payments will represent
Delta Dental’s full liability.

When the appliances are inserted prior to the effective date of eligibility, orthodontic benefits will be
pro-rated.

Eligibility

You and your dependents are eligible on the first of the month following two (2) full months of
continuous full time employment.

Dependenti(s) are your lawful spouse and unmarried dependent children, including step-children,
foster children and legally adopted children until the end of the calendar year in which the dependent
reached their twenty-third (23™) birthday while remaining unmartied and dependent on Member for
more than fifty per cent of his/her sustenance. Enroliment may be continued beyond age 23 for an
unmarried child who is incapable of self-support because of mental retardation or physical incapacity
that began before age 23 for as long as these conditions continue to exist. Proof of disability must be
furnished to Delta Dental in order for coverage to be continued.

Termination of Coverage

Coverage for employees and their eligible dependents shall cease on the date of:
1) Termination of employee’s employment

2) Death of employee

3) Retirement

4) The Group Policy expires

5) You stop making contributions where required

Coverage for dependent spouse shall terminate on the date of divorce from the covered employee.

Coverage for a dependent child shall terminate upon the end of the calendar year in which attaining
the limiting contract age (see eligibility section above).

Change in Enrollment
If you want to change you dependent coverage, consult your County Plan Administrator and Delta
Dental. Anemployee who is single, but marries, or an Employee who has a new child, should contact

the County Plan Administrator and Delta Dental immediately to complete a Universal Benefit form.

For coordination of benefits, your group follows the __ birthday _ rule.
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TABLE OF ALLOWANCES

DIAGNOSTIC (00100-00999)

00100 Clinical Oral Examinations

00110 Initial oral examination

(00120 Periodic oral examination

00130 Emergency oral examination

00140 Limited oral evaluation

00150 Comprehensive oral evaluation

00160 Detailed and extensive oral evaluation

00200 RADIOGRAPHS

00210 Intraoral-complete series (including bitewings)
00220 Intraoral-single film

00230 Intraoral-cach additional film

00270 Bitewing-single film

00272 Bitewing-two films

00273 Bitewing-three films

00274 Bitewing-four films

00280 Bitewing-each additional

00400 TESTS & LABORATORY EXAMINATION
00460 Pulp Vitality Tests

PREVENTIVE (01000-01999)

01100 Dental Prophylaxis

01110 Adults

01120 Children

01200 Fluoride Treatments

01201 Topical Application of fluaride (including prophylaxis)-child
01203 Topical Application of fluoride (excluding prophylaxis)

OTHER PREVENTIVE SERVICES
01500 Space Maintainers

01510 Fixed, unilateral

01515 Fixed, bilateral

01520 Removable, unilateral

01525 Removable, bilateral

RESTORATIVE (02000-02999)

02100 Amalgam Restorations (including polishing)
02110 Amalgam-one surface, deciduous

02120 Amalgam-two surfaces, deciduous

02130 Amalgam-three surfaces, deciduous

02131 Amalgam-four surfaces, deciduous

02140 Amalgam-one surface, permanent

02150 Amalgam-two surfaces, permanent

02160 Amalgam-three surfaces, permanent

02161 Amalgam-four or more surfaces, permanent

$30.00
$30.00
$25.00
$25.00
$30.00
$30.00

$40.00
$ 4.00
$-4.00
$ 4.00
$ 8.00
$12.00
$16.00
$ 4.00

$9.00

$35.00
$30.00

$66.00
$36.00

$ 75.00
$120.00
$100.50
$100.50

$35.00
$50.00
$60.00
$65.00
$50.00
$60.00
$46.50
$54.00




TABLE OF ALLOWANCES

02200 Silicate Restorations

02210 Composite resin-one surface

02310 Acrylic or plastic restoration
Resin Restorations

02330 Composite-one surface

02331 Composite resin-two surfaces

02332 Composite resin-three surfaces

02335 Composite — four or more surfaces (involving incisal angle)

02380 Composite-one surface-posterior primary
02381 Composite rein-two surfaces-posterior primary

02382 Composite resin-three surfaces-posterior primary
02385 Composite resin-one surface-posterior permanent
02386 Composite resin-two surfaces-posterior permanent
02387 Composite resin-three surfaces-posterior permanent

02500 Gold Inlay Restorations

02510 Inlay, metallic-one surface

02520 Inlay, gold-two surfaces

02530 Inlay, three surfaces

02610 Inlay, porcelain/ceramic-one surface
02620 Inlay, porcelain/ceramic-two surfaces
02630 Inlay, porcelain/ceramic-three surfaces
02700 Crowns-Single Restorations Only
02710 Plastic (acrylic} (lab)

02720 Resin with high noble metal

02721 Resin/base metal

02722 Resin/noble metal

02740 Porcelain

02750 Porcelain/high noble

02751 Porcelain/base metal

02752 Porcelain/noble metal

02780

02781

02782

02790 Gold (full cast)

02791 Gold (full cast)

02792 Gold (full cast)

02810 Gold (3/4 cast)

02900 OTHER RESTORATIVE SERVICES
02910 Recement-inlay

02920 Recement-crown

02930 Crown-Prefabricated stainless steel primary
02931 Crown-Prefabricated stainless steel permanent
02940 Sedative filling

02952 Cast post and core

$21.00
$21.00

$28.50
$28.50
$28.50
$28.50
$21.00
$32.00
$47.00
$22.50
$38.00
$55.00

$ 81.00
$117.00
$166.50
$120.00
$120.00
$120.00

$147.00
$186.00
$186.00
$186.00
$232.50
$229.50
$229.50
$229.50
$177.00
$177.00
$177.00
$199.50
$199.50
$199.50
$177.00

$15.00
$30.00
$48.00
$48.00
$16.50
$64.50




TABLE OF ALLOWANCES

ENDODONTICS (03000-03999)
03110 Pulp cap-direct (over pulp exposure)

03200 Palpotomy
03220 Vital puipotomy (excluding final restoration)

03300 ROOT CANAL THERAPY (INCLUDES TREATMENT PLAN,

CLINICAL PROCEDURES AND FOLLOW UP CARE)
03310 Anteriors (excludes final restoration)

03320 Pre-molars (excludes final restoration)

(3330 Molars (excludes final restoration)

03351 Apexification-initial visit

03352 Apexification-interim medical replacement

03353 Apexification-final visit

03440 PERTAPCIAL SERVICES

03410 Apicoectomy, perforimed as separate surgical procedure
03421 Apicoectomy-bicuspid-first tooth

03425 Apicoectomy-molar-first root

03426 Apicoectomy-(per tooth}-each additional root

03430 Retrograde filling-per root

PERIODONTICS (04000-04999)

04200 SURGICAL SERVICES

04210 Gingivectomy or gingivoplasty-per quadrant
04211 Gingivectomy or gingivoplasty-1 tooth
04212 Gingivectomy or gingivoplasty-2 teeth
04213 Gingivectomy or gingivoplasty-3 teeth
04214 Gingivectomy ot gingivoplasty-4 teeth
04220 Gingival curettage '

04225 Curettage-1 tooth

04226 Curettage-2 teeth

04227 Curettage-3 teeth

04228 Curettage-4 teeth

04260 Osseous surgery per quadrant

04284 Osseous surgery-1 tooth-prorated
04285 Osseous surgery-2 teeth-prorated
04286 Osseous surgery-3 teeth-prorated
04287 Osseous surgery-4 teeth-prorated

04300 ADJUNCTIVE PERIODONTAL SERVICES
04341 Periodontal scaling and root planing (per quadrant)
04345 Scaling-gingival inflamation

04346 Scaling and root planing-1 tooth

04347 Scaling and root planing-2 teeth

$9.00

$28.50

$150.00
$200.00
$250.00
$ 55.50
$ 55.50
$ 55.50

$67.50
$67.50
$67.50
$67.50
$55.50

$ 91.50
$ 19.50
$ 54.90
$ 54.90
$ 91.50
$ 15.00
$ 9.00
$ 9.00
$ 9.00
$ 15.00
$108.00
$ 64.80
$ 64.80
$ 64.80
$108.00

$40.00
$32.00
$24.00
$24.00




TABLE OF ALLOWANCES

04348 Scaling and root planing-3 teeth

04349 Scaling and root planing-4 teeth

04355 Full mouth debridgement for evaluation/diagnosis
04381 Delivery of chemotherapeutic agents-1 site

04382 Delivery of chemotherapeutic agents-2 sites
04383

(04384

04910 Periodontal maintenance following active therapy

PROSTHODONTICS, REMOVABLE (05000-95999)
05100 COMPLETE DENTURES

05110 Complete upper

05120 Complete lower

05130 Immediate upper

05140 Immediate lower

05200 PARTIAL DENTURES-INCLUDING SIX MONTHS POST-

DELIVERY CARE

05211 Upper, without clasps, acrylic base

05212 Lower partial-acrylic base (including any conventional clasps and
rests)

05213 Upper partial-predominantly base cast base with acrylic saddles
(including any conventional clasps and rests)

05214 Lower partial-predominantly base with cast base with acrylic saddles
(including any conventional clasps and rests)

REPAIR TO COMPLETE DENTURES

05610 Repair broken complete or partial denture
05620 Repair cast framework

05640 Replace broken teeth-per tooth

05650 Add tooth to existing partial denture

05660 Partial add clasp

05730 Relining upper or lower complete denture (office)
05731 Reline lower complete

05740 Relining upper or lower partial denture (office)
05741 Reline partial lower (office)

05750 Relining upper or lower complete denture (lab)
05751 Retine lower complete (lab)

05760 Relining upper or lower partial denture (lab)
05761 Reline lower partial (lab)

$24.00
$40.00
$32.00
$28.00
$40.00
$ 7.50
$11.25
$15.00

$327.00
$327.00
$367.50
$367.50

$279.00
$279.00

$396.00

$396.00

$ 39.00
$ 60.00
$ 15.00
$ 28.50
$ 84.00
$ 75.00
$ 75.00
$ 75.00
$ 75.00
$125.00
$125.00
$125.00
$125.00




TABLE OF ALLOWANCES

PROSTHODONTICS, FIXED (06000-06999) Fixed Bridges (each
abutment and each pontic constitutes a unit in a bridge)
06200 BRIDGE PONTICS

06210 Cast Gold

06211 Pontic-cast/base metal

06212 Pontic-cast/noble metal

06240 Porcelain-fused-to-gold

06241 Porcelain with base metal

06242 Porcelain with noble metal

(06245 Pontic-porcelain

06250 Plastic-processed-to-gold

06251 Pontic-resin/base metal

06252 Pontic-resin/noble metal

06600 REPAIR OF FIXED BRIDGES

06770 CROWNS AS ABUTEMENTS
06720 Plastic-processed-to-metal
06721 Plastic/nonprecious metal
06722 Resin/base metal

(6750 Porcelain-fused-to-metal
(6751 Porcelain/base metal
06752 Porcelain/noble

06780 ¥ cast noble metal

06781

06782

06790 Full cast’/high noble
06791 Fuil/base metal

06792 Fuil/noble metal

ORAL SURGERY (07000-07999)
07100 EXTRACTIONS

07110 Single tooth

07120 Each additional tooth

07200 SURGICAL REMOVAL

07210 Extraction of tooth, erupted

07220 Extraction of tooth, non-imipacted

07230 Extraction of tooth, impacted

07240 Extraction of tooth, impacted fully bony

07250 Root recovery (surgical removal or residual root)
07285 Biopsy and examination of oral tissue (hard)
07286 Biopsy and examination of oral tissue (soft)

07300 ALVEOPLASTY (surgical preparation of ridge for dentures)
07310 Alveoplasty in conjunction with extractions
07320 Alveoplasty NOT in conjunction with extractions

$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00

$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00
$225.00

$50.00
$40.00

$16.50
$22.50
$42.00
$75.00
$45.00
$31.50
$31.50

$49.50
$34.50




TABLE OF ALLOWANCES

07400 REMOVAL OF TUMORS, CYSTS, AND NEOPLASMS
07430 Surgical excision

07431 Surgical excision

07440 Surgical excision

07441 Surgical excision

07450 Removal of cyst

07451 Removal of cyst

07460 Removal of cyst

(07461 Removal of cyst

07500 SURGICAL INCISION
07510 Incision and drainage of abscess, intraoral
07520 Incision and drainage-extraoral abcess

07600 TREATMENT OF FRACTURE-SIMPLE
07610 Fracture-u open reduction

07620 Fracture-u closed reduction

07630 Fracture-L open reduction

07640 Fracture-L closed reduction

07650 Fracture-zygo-open reduction

07660 Fracture-zygo-closed reduction

07670 Fracture-alveolus-open reduction

07700 TREATMENT OF FRACTURE-COMPOUND
07710 Fracture u-open reduction

07720 Fracture u-closed reduction

07730 Fracture L-open reduction

07740 Fracture L-closed reduction

07750 Fracture zygo-open reduction

07760 Fracture zygo-closed reduction

07770 Fracture alveolus-open reduction

07800 REDUCTION OF DISLOCATION AND MANAGEMENT OF
OTHER TEMPOROMANDIBULAR JOINT DYSFUNCTIONS

07810 Surgical excision-open reduction

(7820 Treatment of dislocation-closed reduction

07900 REPAIR OF TRAUMATIC WOUNDS
07910 Suture of recent small wounds up to 5 cm.
07911 Suture of complicated wounds up to 5 cm.
07912 Suture of complicated wounds greater than 5 cm.

GENERAL SERVICES (09000-09999)

09110 Palliative (emergency treatment of dental pain, minor procedures
09310 Consultation

09940 Occlusal guard, by report

$ 84.00
$139.50
$ 84.00
$139.50
$ 55.50
$139.50
$ 39.00
$ 84.00

$27.00
$55.50

$280.50
$210.00
$280.50
$210.00
$421.50
$421.50
$112.50

$280.50
$210.00
$280.50
$210.00
$421.50
$421.50
$112.50

$55.50
$22.50

$27.00
$55.50
$55.50

$ 25.00
$ 15.00
$141.00




Exclusions and Limitations: Services Not Covered by This Dental Plan

¢ To be eligible for coverage, a service must be required for the prevention, diagnosis, or treatment
of a dental disease, injury, or condition. Services not dentally necessary are not covered benefits.
Your dental plan is designed to assist you in maintaining dental health. The fact that a procedure
is prescribed by your dentist does not make it dentally necessary or eligible under this program.
We may request proof (such as x-rays, pathology reports, or study models) to determine whether
services are necessary. Failure to provide this proof may cause adjustment or denial of any
procedure performed. _

¢ Services for injuries or conditions which are compensable under Workers Compensation
Employers Liability Laws; services provided to the eligible patient by any Federal or State
Government Agency or provided without cost to the eligible patient by any municipality, county,
or other political subdivision.

+ Services with respect to congenital or developmental malformations (including TMJ and replacing
congenitally missing teeth), cosmetic surgery, and dentistry for purely cosmetic reasons (e.g.,
bleaching, veneers, or crowns to improve appeatance).

¢ Services provided in order to alter occlusion (change the bite); replace tooth structure lost by
wear, abrasion, attrition, abfraction, or erosion; splint teeth; or treat or diagnose jaw joint and
muscle problems (TMI).

s Specialized or personalized services (e.g., overdentures and root canals associated with
overdentures, gold foils) are excluded and a benefit will be allowed for a conventional procedure
(c.g., benefiting a conventional denture towards the cost of an overdenture and the root canals
associated with it. The patient is responsible for additional costs.)

¢ Prescribed drugs, analgesics (pain relievers), fluoride gel rinses, and preparations for home use.

¢ Procedures to achieve minor tooth movement.

o Experimental procedures, materials, and techniques and procedures not meeting generally
accepted standards of care.

¢ Educational services such as nuiritional or tobacco counseling for the control and prevention of
oral disease, Oral hygiene instruction or any equipment or supplies required.

Services rendered by anyone who does not qualify as a fully licensed dentist.
Charges for hospitalization including hospital visits or broken appointments, office visits, and
house calls.

¢ Services performed prior to effective date or after termination of coverage. Benefits are payable
based on date of completion of treatment.

¢ Services performed for diagnosis such as laboratory tests, caries tests, bacterial studies, diagnostic
casts, or photographs.

+ Temporary procedures and appliances, pulp caps, occlusal adjustments, inhalation of nitrous
oxide, analgesia, local anesthetic, and behavior management.

¢ Procedures or preparations which are part of or included in the final restoration (bases, acid etch,
or micro abrasion).

¢ Transplants, implants, and procedures directly associated with implants including crowns and
bridgework and their restoration and their maintenance or repair.

s Periodontal charting, chemical irrigation, delivery of local chemotherapeutic substances,

~ application of desensitizing medicine, synthetic bone grafts, and guided tissue regeneration.

s Post removal (not in conjunction with root canal therapy).

» Completion of claim forms, providing documentation, requests for pre-determination, and services
submitted for payment more than twelve (12) months following completion.
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e Separaie fee for infection control and OSHA compliance.
¢ Maxillofacial surgery and prosthetic appliances.

This is a general description of your dental plan to be used as a convenient reference, and some
exclusions and limitations may not be listed. All benefits are governed by your group contract.
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Glossary
Term
Alternate Benefit

Amalgam

Birthday Rule

Bitewing

Calendar Year

Claim Form

COB

COBRA

Completion Date

Composite

Consultation

Definition

A provision in a dental plan contract that allows the third-patty payer to
determine the benefit based on an alternative procedure that is generally
less expensive than the one provided or proposed. Patient financial
liability is dependent upon the treatment chosen.

A silver material used to fill cavities that is placed on the tooth surface that is
used for chewing because it is a particularly durable material.

Coordination-of-benefits regulation stipulating that the primary payer of
benefits for dependent children is determined by the parents’ birth dates.
Regardless of which parent is older, the dental benefits program of the parent
whose birthday falls first in a calendar year is considered primary.

A dental x-ray showing approximately the coronal (crown) halves of the
upper and lower jaw.

For benefit determinations based on a calendar year, this refers to the period
of one year beginning with January | and ending December 31.

The paper form the dentist must file for reimbursement for services
rendered.

Coordination of Benefits. A method of integrating benefits payable under
mote than one plan.

Consolidated Omnibus Budget Reconciliation Act. A law that requires
certain employers to offer continued health insurance coverage to eligible
employees and/or their dependents who have had their health insurance
coverage terminated.

The date a procedure is completed. It is the insertion date for dentures and
partial dentures. It is the cementation date (regardless of the type of cement
used) for inlays, onlays, crowns, and fixed bridges.

White resin material used to fill cavities. It is used primarily because the
color more closely resembles the natural tooth than does the color of
amalgam.

A discussion between the patient and the dentist where the dentist offers

professional advice for the proposed treatment plan,
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Contract Year

Covered Family
Members

Deductible

Dentist

Endodontist

Gender Rule

General Dentist

IVR

Maximum Benefit

Non-Participating
Dentist

Notification of
Delta Dental
Benefits

Oral Pathologist

A period of one year beginning with the effective date of the group
contract.

You and your spouse and dependent children who are covered under this
program,

The amount of dental expense your group requires you to pay before Delta
Dental assumes any liability for payment of benefits, Deductible may be an
annual or one-time charge, and may vary in amount from program to
program.

A person licensed to practice dentistry by the appropriate authority in the
area where the dental service is given.

A dentist who specializes in diseases of the tooth pulp, performing such
services as root canals.

Coordination-of-benefits regulation stipulating that the primary payer of
benefits for dependent children is determined by the gender of the parents.
The dental benefits program of the parent of a specified gender is considered
primary.

A dentist who provides a full range of dental services for the entire family.

Interactive Voice Response system. Information can be accessed by
touch-tone telephone 24 hours a day on: eligibility, benefits, claim
information, and ordering claim forms.

The maximum dollar amount a program will pay toward the cost of dental
care incurred by an individual or family in a specified period, usually a
calendar year.

A state-licensed dentist who does not have a written participation
agreement with Delta Dental,

A statement that explains how your claim was processed, payment by Delta
Dental, your responsibility, and other pertinent information. Also referred to
as an EOB (Explanation of Benefits) or Notification of Payment (NOP).

A dentist who is concerned with recognition, diagnosis, and management of
the diseases of the mouth, jaws, and surrounding structures.
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Oral Surgeon

Orthodontist
Participating
Dentist

Participating
Specialist

Pediatric Dentist

Periodontist

Pre-Treatment
Estimate

Prevailing Fee

Prophylaxis

Pro-rated

Prosthodontist

Sealant

A dentist who removes teeth, including impacted wisdom teeth, repairs
fractures of the jaw and performs surgery on the mouth, jaws, and
surrounding structures.

A dentist who corrects misaligned teeth and jaws, usually by applying
braces.

A state-licensed dentist who has a written agreement with a Delta Dental
Plan to perform services and receive payment under this program.

A participating dentist with Delta Dental of New Jersey who holds a
specialty permit in endodontics, periodontics, prosthodontics, oral surgery, or
orthodontics; limits his/her practice to that specialty; and has registered with
Delta Dental as a specialist.

A dentist who generally limits histher practice to children and teenagers
and the handicapped. Also known as Pedodontist.

A dentist who treats diseases of the gums.

Pre-authorized estimate of services detailing payment of allowable
benefits.

The lowest fee for a single procedure which equals or exceeds the fee for that
procedure which Delta Dental has determined will satisfy the majority of
dentists in the pertinent geographic location.

Prevention of disease by removal of calculus, stains, and other extraneous
materials from the teeth, The cleaning of the teeth by a dentist or dental
hygienist,

For subscribers whose orthodontic coverage begins after treatment has
begun, payments are divided proportionately over the course of the treatment
and Delta Dental’s payment is based on the portion during which the
subscriber has coverage.

A dentist who generally specializes in ways to replace missing natural
teeth with bridges and dentures.

An adhesive material bonded to the tooth surface to retard decay by shielding

the tooth from exposure to the oral environment. This includes preventive
resin restorations,
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Table of Allowance A program under which a group’s table of allowances represents the

Program maximum fees which are recognized for benefit purposes by Delta Dental.
The patient’s out-of-pocket liability will depend upon the particular program
in which the patient is covered.

Treatment Plan A written report prepared by a dentist showing the dentist’s recommended
treatment of any dental disease, defect, or injury.

UCR The Usual, Customary, and Reasonable fee level as determined by Delta
Dental for the pertinent geographic location,

Product Descriptions

Table of Allowance Programs
With a Table of Allowances Program, Delta Dental will make payment based on the program described
below, but in no event will Delta Dental’s payment be greater than the Table of Allowances.
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*Important Note: Aﬂpmwdmwdwmaynotbélhtadonﬁhtabh?mfasuﬁmwbichdonﬂ

Delta Dental of New Jersey, Inc.
NJ Delta Dental PPO™
_ Fee Schedule - Effective 1/1/2013

manncr designed 10 generate approximately the seme percentage of savings as unalogous fee(s) set forth in this Table,
In addition, all procedures listed on this table may ot be 5 covered benefit
To verify covemge of a particular paticat, visit us at www.dcHadeirtalni.com and click on “Dentists” fcoa to Yog onto Benefits Connection.

Jan-13

appear on the Table will be determined by the Corporation in 2

CODE DESCRIPTION FEE CODE DESCRIPTION FEE .
Diagnostic . Restorative - Continued
DO120 | periodic oral evaluation-established patient 33 D2390 | resin-based composite rown, anterior 207
DO14) | limited oral evaluation-prodlem focused : 39 D2391 | resin-based composite - one surfisce, posterior 107
Don4s | ol ov! mfgrﬁ;?:;mt@pqthmym of age and 39 D2392 | resinbased composite - two surfaces, pasterior 119
DO150" | comprehiensive oral evaluation - new or established patient 39 D2393 | resin-based composite - three surfaces, posterior 155
DO160 mﬂ and extensive oral evaluztion-probleza focused, by 39 D2394 resin-based composite - four or more surfaces, posterior 159
DO170 mmm‘“m focused (established paticat. | 39 T'D2510 | tnlay - metallic - one surface 310
DO1go | Soppicbensive perfodontal ovaluationnow or established | 5 D2520 | inkay - metallic - two surfices 465
D0210 | intraoral-complets series of radiographic images 81 D2530 | inlay - metallic - three or more surfaces 580
D022) | intraoral-periapical first radiographic image 16 D2542 | onlay - metallic - two surfaces 497
D0230 | intraomal-pesiapical each additional radiographic image 11 D2543 onlay - metatlic - thres surfaces 735
D0240 | intraoral-occlusa! radiographic image 26 D2544 onlay -~ metallic - four or more surfaces 775
DO27G | bitewing-single radiographic imags 16 D2610 inlay - porcelaln/ceramic - one surface 538
D272 | bitewings-two radiographic images 24 D2620 Inlay - porcelain/ceramic - two surfaces 596
D273 | bltewings-thres rediographic iuages 32 D2630 inlay ~ porcelal/ceramic - three or more surfaces 650 .
DO0274 | bitewings-four radiographio images 40 D2642 onlay - porcelain/oeramic - two surfaces T2
DO0277 | vertical bitewings-7 to 8 radiographic images 81 D2643 onlay - porceluin/ceramic - three surfeces 776
0330 | panoramic radiographic image 81 - D2644 onlay « porcelain/cecamic - four or more surfaces 810
-DO340 | cephalometrio rudiographic image 70 D2650 inlay - resin-based composits - one surface 513
adjunctive pre-diagnostio test that aids in detection of D2651  { Inlay - resin-based composite - two surfaces 560
abnomalifies inchuding premiallgnant and mali, -
post ;zlimdf to include c;h;!hmlﬁjg;ﬁr biopsy proeelh:me: e D2652 | inlay - resin-based composits - three or more surfiaces 609
DO460 | pulp vitality tests R N 32 D2662 onlay - resin-based composits - two surfiges 610
D470 | diagnostic casts 51 D2663 | onlay - resin-based composite - thres surfces 642
Preventive D2664 onlay - resin-based composite - four or moro surfaces 740
DI1110 | prophylaxis-adult 67 D2710 | crown -resin-based composite (indirect) 688
D1120 | prophylaxis-child 143 D2712 | erown - % resin-based composite (indirect) 734
D1203 | topical application of fuoride - child 24 D2720 | crown - resin with high noble metal 723
DI234 | ‘topical spplication of fluoride - adult 24 D2721 Crown - iesin with predominantly base metal 595
D206 | topicel application of fuoride vamish 24 D2722 | crown -resin with noble metal 658
Di208 | topical application of fluoride 124 D2740 | crown - porcelain/ceramis substrate 776
DI351 | sealant-periooth 33 -3 D2750 crown - poreelain fused to high noble medat 800
DI510 | spacc maintainer-fixed - unllateral 207 D2751 _ | crown - porcelain fused to predominantly base metal 658
D1515 | space maintafner-fixed - bilateral 290 D2752 crown - porcelain fused to noble metal | 742
D1520 | space maintainer-removable - unilateral 209 D2780 crown - ¥ cast high noble metal 380
D1525. | space matntainer-remavable < bilateral 273 - D2781 crown - ¥ cast predominantly base metal 730
D1550 | re-cementation of space matntaines’ 40 D2782 crown - % cast noble metat -1 796
D1555 | memoval of fixed space maintainer 40 1 D2783 crown - % porcelain/oeramic 810
Restorative - D2720 [ crown - full cast high noble metal 828
D2140 } amalgam - ono surface, primery o¢ permansat 77 D2791 crown - full cast predominantly base metal 656 .
D2150 | amalgam - two surfaces, primary or peaanent 99 D2792 | crown - full cast noble metal 755
D2160 | emalgam - three surfaces, primary of permancat 124 D2794 | crown - titanium 828
D2161 | amalgam - four or mors surfices, primary or permancat 150 7o | B onal “""‘“‘m‘gﬁf”{m‘“?ﬁm of {145
D2330 | resin-based composite - one surface, anterior 85 D2910 | recement intay, oalay, or partial caverage restoration 58
D2331 | resin-based composits - two surfaces, anterior 91 D2915 | recement cast or profabricated post and core 58
D2332 { resin-based composite - three surfaoes, anferior 129 D2920 | recement crown 58
D2335 m"fm‘f”“ motesufaces or avolving | 4, D2929 | prefabricated porcelainfoeramic crown - primary tooth | 226
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CODE

rests and teethy

CODE DESCRIPTION "FEE DESCRIPTION FEE
Restorative - Continued Perlodontics .
. ingivectomy of gingi ~ four or more contiguous
D2930 | prefubricatod stalnless stoel crown - primary tooth 180 D4210 ﬁfwmmmwm 300
R . ingiveciomy or gingive - ont to three contiguous
D2931 | prefabricated stainles steel crown - peeaneat tooth 28 | Daan | EEEen o Eeivoplaty- onoto i 174
. . ingivectomy or gingiv to aflow access for
D2932 | prefabricated resin crown 215 Da212 f:;%‘ rafive p%codum, gm 174
. . s - gingival flap procedure, inchiding root planing - four or
D2934 | Profbricated esthietio coated stainless stoel svosm - primary | 0 D4240 | morc contiguous tecth or tooth bounded spaces per 335
- qua dranl - ‘ b
tective restorat 56 gingival flap procodurs, including root planing - eae to ]
D2540 | protective on " D4241 | three contiguous teeth of tooth bounded spaces per 205
D2950 | core buildup, including eny pins 155 quadrant .
D2951 | pic reteation - per tooth, in addition {o restoration 37 D4245 | apleally positioned flap 300
D2952, | postand core fu addition to crown, indirectly Eibricated 262 D4249 clinical crown lengthening - hard tissue X 475
ind} icated post - same tooth 212 osscous surgery (including flap eatry and closure) - four
D2933 | each addfional indireatly fabntmﬁ post - santo D4260 | or more contiguous testh or tooth bounded spaces per 764
D2954 | prefabricated post and core in 2ddition to crown 222 gquadrant
162 osseous surgery (including fiap ealry and closure) - one
D2955 | post removal 4261 to three contiguous tecth or tooth bounded spaces per 453
D29857 | cach additionat prefabricated post - same tooth 170 quadrant
D2960 | labial veneer (resin laminate) - chairside 310 D4263 bone replacement graft - first site in quadrant 273
D2061 | Iabial veneer (resin Jaminate) « Jeboratory 490 D264 bon¢ replacement praft - each additional sHe in quadrent | 230
D2962 | 1abialy G fain laminate) - Iabotat 646 D4265 :uo{:ﬂzgﬁaia]stomdmsoﬁandmusm 287
D2970 | temporary crown (fractured tooth) ' 144 D4266 | guided tissue regeneration - resorbablo barrier, per site 358
additional procedurcs to construct new crown wnder existing guided tissuc regeneration - non-resorbable barrier, per
D2371 partial denture framework 142 D4267 site {includes membrane removal) 390
D2980 | crown repair necessitaled by restorntive matesial failure 151 D4268 | surgical rovision procedure, per tooth 224
Endodontics D4270 | pedicle soft tissue praft procedurs . 418
D3110 | pulp cap - direct (exciuding final restoration) 38 D4271 ﬁﬁ"&;"g“’“‘“’m"m (including donor shte 428
D3120 | pulp cap - indircct {excluding final restoration) 38 D4273 subepithelial connective tissus graft procedures, per toath | 440
therapeutic pulpotonty (excluding final restoration) - remaval - |- ] dinalorpmxinnlmdgcpmwdtyc(y:hmnotquomed
D3220 § of pulp coronzl to the dentinooements! junction and 124 D4274 in conjunction with surgical procedurés Inthesame - | 224
application of medicament - |_anatomical area)
D3221 | pulpal debridement, primary and permastat tecth 53 D4275 | soft tissue allogratt - - 418
pulpal therepy (resorbablo filllng) - anterfor, primary tootlt combined connective tissue and double pedicle graft,
D320 | (exsluding final restoretion) : 145 D276 | o IO 575
pulpal therpy (resorbable filling) - posterior, primary tooth free soft tissue graft procedure (incloding donor site
D3240 | Gexetuding final restoration) . | 160 DA277 | surgory), first tooth or edentutous tooth position in grant | 428
D3310 - m"‘mﬂ anterior tooth (excluding final 455 fies soft tlssue graft procedure (including donor sitc .
T D D4278 surgery}, each additional contiguous tooth or edentulous | 214
eadodontio therapy, bicuspld toolh (excluding final ] e s
D3320 restoration) 590 (oofhpas:uonm.me graft site )
D3330 | endodontic therapy, molar (excluding final restoration) 764 D341 | Beeloe) scaliog end root planing - four or magro teeth | 1,0
incomplete cadodontlc therepy; inoperable, unrestorable or pesiodontal scaling and root planing - one o thres teeth - i
D3332 fractured tooth . 176 D4342 per quzdrant 7 ; 76
. N . ) full mouth debridement to enable comprehensive
D3333 | intemal root repair of perforation defects 202 D4355 evalustion and dingnosis 88
p A . localized delivery of antimicrobial ageats via controfied
D3346 | retreatrent of provious root canal therepy - anterior 500 D4381 release vehicls into diseased crevicular issus, per tooth 50
D3347 | retreatment of previous root canal therapy - bicuspid 630 D4910 | periodonial maintenance 100
D3348 | retreatment of previous root canal therapy - molar 800 Prosthodontics (Removable)
D3351 fcal dmuﬁ rmair‘ nhm;pal orations, o::o.lmorpﬁon. i 210 DS | complets deature - = 536
_gmmdiﬁnfwﬁoz, etc) of perf D5120 complete deature - mandibular 956
D3410 apicoectomy/periradicular surgery - antesfor 393 D5130 immediats denture - mexiltary 1052
D3421 | aplooectomy/periradicalar surgery - bicuspld (first root) 500 D5140 | tmmediate denture - mandibalar : 1052
. . maxﬂ!a:ypmﬁaldenmm-rwinbm(mdudingany
D3425 apicoectomy/periradicular surgery - molar (first roof) 595 D5211 conventional clasps, rests and teeth) 690
. - - - - | mandibular partial denture - resin base (including soy
D3426 spicoectomy/periradicular surgery {cach additional root) 215 D52¥2 conveational clasps. sests and foeth)’ 69?
D3430 | retrograde filling - per root 119 maxillary partial denture - cast metal framevwork with
‘ D521 in denture bases {inchudin, fonal
D3450 | root fon- per root 100 3 rrzlsmm) {in 5 any conventional clasps, 1114
3 bunisecﬁon(‘mcludiuganymotmoval),nothdumm@ 5 mandibular partial denture - cast metal framework with
D3920 canal therapy U D5214 resin deature bases (incheding any conventional clasps, " | 1114
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COPE DESCRIPTION . FEE CODE  DESCRIPTION FEE
Prosthadentics (Removable)- Conthaued ~ Implant Services - Continued
maxiBcy partiak denturs - fexible base (eluding any chrsps, abu:mnfn sugpaited retsiner for poreelin fused fo metal
D525 | cests end eeth) 30 Dees FPD (i uobl mesa) _ 992
mandibular partial deature -~ Mexible base (meluding amy abuﬁumtsmgarredremm or porcetfain fised fo metat
D36 clasps, rests and teeth) S0G B&d70 FPD (predominantly basc metal) 966
281 m%ﬁcmmmm-ampfmmmm 538 D6O71 abum:svp;mﬁ:dmbmufe:pemdzinﬁxsedbw To1e -
D28Y | Gactating clasps snd et FPD {noblle metal) a
- o D =y
D§410 adfsst lebe _ 24 DeoT2 mmm 0 cast mietal FPD (highe 1032
D5411 | adfist complete deatie - mandibuker - a4 DSOS | oot b e anee (o cost e D 899
abutment supported retain
D5421 | adjust patial deatirre - maxillary 44 Deom | o suppocted retainee for cast metal FPD (uoble 1006
D322 | adjust partial denture - mandfulac 44 D575 Implamt suppocted vefainer for coramic D 555
i o -{ iraplaot suppodted retainer for porechain fused to metal
D5510 | repair beoken complet denture hase 110 D&076 FPD {titaniim, titsofomn allay, or high notile metal) 1100
Face missing or broken lecth - complete denture {exch implant suppoxted retainer for cast metal FPD {titanfum,
Dss20 | T 89 DEOT7 | vicanium attoy, or bigh noble wetal) 1083
D5610 § repair resie denturc base 107 D&094 abutment suppotted crown (fitanium) 956
- Famework 126 debridement of a periimplant defect and surfce cleaning
D3620 ot D610k of expascd implant surfaces, including Hap cotry and 205
D5630 § repair oe replace broken clasp 1315 closure
Tace brotes toeth - per toath 38 dcbﬁdemmtandmusmﬁngufa perimplant
D364 replace bro e D6102 | defect; includes suefico eleaning of exposed imptant 453
D3650 | add toot: to existing partiaf denhure 14 . saefaces and flap entry and efosure
D3660 | add chasp to existing partial deature: 146 bone graft for repair of peritmplant defect - mot including
- DE103. flap entiy and closure or, when indicated, placement of a 274
Dset0 | Fepiaceall teeth and aceylic on cast metal Famework 5313 barrier membradc or biologic materiafs 1o aid in osseous
(maxifasy} " tion
N magm?h and acxylic on cast metat framework 533 D610 | borc graftat time of implant placesment x|
L D310 § rebose complete manilacy deature 70 D619¢ | abutnrcnt supported retaines cown for FPD —(Giasiam) | 1648
D5711 | rebase comptete mandibular denture 220 Prosthodontics, Fixed :
D5720 | rebase mavilfary portiaf deptors 205 D6205 | postic - indirect resin based compesite 658
D521 | rebase mandbutar partial deatire 205 D&21¢ pontic - cast bigh noble metat 30
D5730 | wcline complete maxilkay denfure (chairside) 170 ‘D621t pontic - cast predominantly base metal 636
DS731 | scline complete mandibular deatre (chatride) 170 D6212 '} pontic-castnoble metat 684
D540 teline mailfary partial deature (chairside) 170 D6214 | pontic - sicanivm 732
D5741 | estioe mandibutar pastial denture (chairside) 170 D6240 pontic - porcelain firsed to high noble mefal 786
D5750 | sefine complete maxilfacy deature {boratory) 275 D6241 | pontic< porcelain fised to predominantly base metal 636
D3751 tdhccomgktcgmudibu!a:dcum(rabm:y) 275 bg242 _pontic - pocechain firsed to noble aictat 705
D5760 | reline naxillay partiat denture {aboratory) 248 D6250 pontic ~ resis with high acble mefal 693
D376% | reline mandBulag pastial dentare {Jaboratory} 248 b5251 pontic - resin with predominantdy base metal 536
Implant Services D6252 | pontic - resin with noble meeal 644
D6056 | prefabricated sbutment - includes modification and placement | 544 D6545 retainer - cast metal for resin bonded fived rosthesis 245
P
D6057 | custom fabricated abutrment - inclades placement 630 D&soo infay - porcclainfeeramic, two susfaces - 596 .
D6038 | sbutment supported porcctainfocramic crowa - 932 D6601 inlay - poreetain/ceramic, thice or more surfaces G50
D6059 mb“"“"“““‘km‘w"“’ porcclain fused to metal crown (high | oo D6602 | ialay - cast high noble metal, two sucfaces 590
D606o w %mmmn’ fused tometal cronm 3 904 D&6e3 fnfay - cast high noble metal, hece or more surfaces 00
D6061 | =betcet spocted pococtain fusod o mctal erown (wotle 960 D6604 | intay - cast predominantly base metal, twe surfaoes 530
D6062 | abutment supported cast metal crowm (high moble metal) 970 Désos | iy ~castpredominantly base metaf, throo of more 560
D6063 | Zwtncet seppartod cast metal crown (rodbminly boss | oo D6606 | infay - cast noble metal, two sarfaces 540
D&064 zbuunmtaq:pmmstmcfajmv.n(uabkmdﬂ) 249 D&607 Infay - cast noble metal, three o more surfaces 584
D065 implant supported porcelainfcerzmic evown 955 D6608 | oafay - porcelain/ceramic, two surfaces 72
D50ss it P l:'mts:g;:ted Bi !mm Mﬂ to metal crows (titanium, 1630 D656 onl3y - porcelainfcernmic, three or more susfaces 76 -
Dso6? nobsl’c twﬁ ']-maaicmwn(h!anuml, atloy, kigh 1082 BaGio _ onlay ~ cast high noble metal, two surfices MR 6.?0
D063 dninvent supposted retainer fos porcelafo/ocrzmic FPD 955 D661 onfay - cast high noble megal, e ormoresurfaces . | 818
D662 oalay - ¢t predominzntly base meeal, two surfices 622
FS 213 NI FPO EFF 012012 Page3




CONE DESCRIFTION FEE CODE DESCRIFTION . FEE
FProsthodontics, Fixed - Contineed Ol & Maxilfofacial Surgery - Continged
. alveoloplasty not it conjunction with extractions - four
D&613 | oalay - cast predominantly bose metal, threc oF mere sufices | 797 D7326 o toeth o¢ tootls spaces, per quadsant 238
- i alveofoplasty not in confunction Wit extractions - oms o
%66!4 ontay ~ east poble metal, two surfaces 596 DBl theee tecth of footh spaces, per quadems i44
vestib ~yidge extension -
D665 | only - cast noble metal, three ot more surfaces 803 |Dmto | e {socondary 515
DE624 | inlay - titamium 602 D471 removal of lateral exestosis (maxilfa or mandible) 458 :
D6634 | onlay - titanium: 844 D42 removat of torus pafatinus 560
D670 | crown - indirect resin based composite 718 B3 removal of tores mandibularis 494
D&720 | crown - resin with bigh noble metal 723 D7485 suigical reduction of asseoas mberosity 548
D6721 | crown - resin with predommantly base metal 395 D7I510 ineision and deaimage of abscess - infraoeal soft tisue 3113
DST22 | crown - resin with nobls metal &62 incision and dramage of abscess-ntraoral So isssc -
- - j3 75331 complicated (includes drainage of multiple Frscial 180
D650 § crown - porcelain fissed to high noble metl 200 spaces)
D6I51 | crown - porechin firsed fo predominantly base metal 658 D520 ingision and drainagy of abscess - extraosl soft fissue 206
D6752 | crown - porectain fused to noble metaf T42 BD7953 Boae replacemicnt graft for ridge preservation ~ pix site 73
. irenuleciomy - also known as freaectomy or frenolomy -
DGIE0 | crovn - ¥ cast high noble metal 350 D966 separate procedure not incidentsl ta snother proced 52
D678E § croven - ¥ cast predominantly base mctal 730 D91 cxcision of hyperplastic tissue - per arch 7
D6782 | erowm - % cast noble mctal 796 13777 | excision of pericoronal gingiva 217
D6790 | crowen - full cast high noble metal 828 D972 sutgieal peduction of Ghrous fubcrostity - 358
P§792 | crown - fll cast neble metal 755 Orihodontics
D6794 | crown - Gtanium 0 D3019 limited orthodontic treatment of the prinragy dentition 600
D6930 | recement fived partial deature Pl {30200 limited orthedentic treabment of the transitionat dentifion 1018
69T | B e eation to fucd purial dentors et~ | D8030 | timited othodontic treatment of the adolescent dentition. | 1231
D692 | Prebricated post and care in addition to fixed partial dentuse [ D3040 | fimited octbodontic treatment of the aduft deotition 1317
D693 | core build up fos retaines, including any pins 164 D3050 ?&ﬁiﬂ: orthodoatic treatrent of he primary 1404
Eixed partial denture repaic necessitated by restorative interceptive octhodoatic treatatent of the fransitional
D6930 | rateciat faifure 1go D3060 | sentition 1446
Oral & Maxillofacial Surgery D3o70 | Simprebensive odhodoatic treatment of the fransiboatl | 1o
D711l | exiraction, coroaal sesinants - decidyous tooth 58 Dsogo | Somprchensive ohiodontic treatment of the adofescent | o o
extrzetion, erupted tooth or exposed root (clevafion and/or comprebensive orthodontic freatment of the adult J
D140 | preection, erupt 95 D90 160
surgieal removal of cevpted tooth requinng reoval of bons D3210 removable applimee therapy 08
D210 } andfor sectioning of toath, and including elevation of 1,23
mucopediosteal flap if indicated 309000 ] foeed applisnee therapy 766
D720 ; removat of impacted tooth - soft tissne 256 D3660 pre-orhodontic treatment visit 200
D230 | removal of impacted tooth - pactially bony 350 D86g3 | freonding of recemcuting: andfoc epals, s requicd of | 5o
DI240 | removal of impacted tooth - completely boay 398 Adjunctive Geaeral Services -
removal of impacted tooth - completely bony, with enuseal palitative (emergency) treatmeat of dental pain - miror
D7241 swgical complications 482 D910 proceduse 33
D230 | swgical cemoval of residual tooth roots (cutting procedure) | 185 D910 fixed pastial denfure sectioning 53
D270 m“"“’m"“’o“*‘r;;"p‘;:;; andlor stabilization of accidentally 290 D9220 | docp sedationlgenerat ancsthesia - st 30 mainstes 191
D7280 | swgical aceess of an uncrupted tooth 418 Dy2z1 | Soepscdutonfgeneal ancsthesta - coch odliticnal 15| o
D782 | mobilization of crupted or malpositfoncd tooth to aid eruption | 215 D9241 Z:;Egm conscious sedativn/analgesia - first 30 156
D7283 | placement of device to facilftate erupfion of impacted footh | 150 Doy | Jhevenous conscious sedatioo/analgesia - cach 40
. i mmurtaﬁon-diaguosﬁcmﬁmpmﬁdaﬂydmﬁstor
D7285 | biopsy of oral tissuc ~ hard (bone, 1woth) 282 DR1o physician other than requesting denfict oc physicbn 38
D7285 | biopsy of oval tissue ~soft . 282 D940 aeelusal grard, by repost kfy4
D728 | brush biopsy - transcpithelfal sample collection 65 D3g41 Fabrication of atfiletic mouthguard 192
D7290 § surgical repositioning of teeth 335 D942 repair andfor reltine of occlusal greaed 148
p731p | Aveoloplasty in conjunction with extractions - four o more 156 D99TS external bleaching for home application, per axch; 210
feeth of tooth spaces, per quadrant includes materials and fabrication of custom trays:
D731 alveolopasty in confunction with exfracticns - onc (o Hire 106
teeth o tooth spaces, per quedraat
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